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ABSTRACT
Background: Cancer patients are at risk of post‐traumatic stress disorder (PTSD) throughout their treatment journey due to
serious challenges (e.g., complex surgical interventions, severe pain, and side effects fromchemotherapy or radiation therapy). This
may worsen patients’ health and negatively impact their overall treatment journey and well‐being. However, this area remains
understudied in Algeria. Therefore, there is a need to understand the levels of PTSD symptoms and the associated factors among
Algerian patients. To ensure accurate assessment and diagnosis, a validation study was conducted to confirm that the PTSD
measurement instrument used was culturally appropriate for the Algerian context. The study’s main objectives were to (i)
determine the prevalence of PTSDamong cancer patients inAlgeria, (ii) validate theArabicDSM‐5 PTSDChecklist (PCL‐5) among
Algerian cancer patients, and (iii) explore the associations between demographic and clinical factors and PTSD among this
population.
Methods: The present study was cross‐sectional and comprised 370 cancer patients. All participants were patients receiving
treatment in oncology wards across various hospitals. All participants completed the PCL‐5. Confirmatory factor analysis (CFA)
was used to examine the factor structure of the PCL‐5.
Results: The PCL‐5 was found to have a four‐factor structure. Out of the 370 participants, 154 (41.6%) had PCL‐5 scores below
the cutoff of 31, indicating lower levels of PTSD symptoms; 216 participants (58.4%) had scores above this threshold, suggesting
a likelihood of PTSD. Moreover, PTSD was significantly associated with patients' low educational attainment and more
advanced stages of their disease.

Aiche Sabah and Chung‐Ying Lin contributed equally to this work and designated as co‐first authors.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.

© 2025 The Author(s). Psycho‐Oncology published by John Wiley & Sons Ltd.

Psycho‐Oncology, 2025; 34:e70109 1 of 11
https://doi.org/10.1002/pon.70109

https://doi.org/10.1002/pon.70109
https://orcid.org/0000-0001-5723-0868
https://orcid.org/0000-0001-6533-7868
https://orcid.org/0000-0002-9856-0318
https://orcid.org/0000-0002-2129-4242
https://orcid.org/0000-0001-8880-6524
mailto:m.al-jaberi@erasmusmc.nl
mailto:m.vandijk.3@erasmusmc.nl
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1002/pon.70109
http://crossmark.crossref.org/dialog/?doi=10.1002%2Fpon.70109&domain=pdf&date_stamp=2025-02-21


Conclusions: The findings indicated moderate to high PTSD symptoms among cancer patients in Algeria. Moreover, the Arabic
PCL‐5 demonstrated good psychometric properties confirming that it is a reliable and valid tool for assessing PTSD symptoms
among Algerian cancer patients.

1 | Introduction

Cancer is a major global public health challenge, affecting in-
dividuals in both developed and developing countries [1–3]. It is
the second leading cause of death worldwide, with nearly 20
million new cases and 9.7 million deaths reported in 2022. Inci-
dence rates vary significantly by region, ranging fromover 500 per
100,000 in Australia/New Zealand to under 100 per 100,000 in
parts of western Africa. By 2050, cancer cases could reach 35
million [4]. Low‐ and middle‐income countries (LMICs) face a
disproportionate burden, accounting for 70% of global cancer
deaths [5], largely due to aging populations, increased cancer risk
behaviors, and limited access to effective treatments [6, 7]. This
growing cancer burden underscores the urgent need for improved
prevention and care strategies worldwide.

A cancer diagnosis is a profoundly distressing experience, often
perceived as life‐threatening [8]. This distress can lead to
various mental health issues, including depression, anxiety, and
existential distress, ultimately impacting pain control, treatment
compliance, and patients’ willingness to pursue therapy [9, 10].
Post‐traumatic stress disorder (PTSD) is a major consequence
for approximately 10%–20% of cancer patients, mostly from the
intensity of treatment. For example, Chan et al. [11] reported
that 21.7% of cancer patients had PTSD 6 months after diag-
nosis. Similarly, Wu et al. [12] reported that 9.6% of breast
cancer patients suffered from symptoms indicative of PTSD
symptoms. They also reported that the risk of PTSD was related
to (i) age (with younger patients being at higher risk than older
patients), and (ii) having recently stopped treatment.

Psychological factors, including trauma, grief, and depression,
have been identified as critical contributors to the development
of breast and lung cancer before diagnosis, underscoring their
relevance to prevention and intervention strategies [13]. Simi-
larly, psychological characteristics such as individuals’ negative
appraisals of their experience, avoidance‐based coping mecha-
nisms, and limited social support are significantly associated
with heightened PTSD symptomatology among bone marrow
transplant patients [14].

Cancer‐related PTSD (CR‐PTSD) affects a minority of survivors,
with estimates ranging from 0% to 22% based on structured
interviews and as high as 55% in self‐report studies [8, 15, 16].
The impact of PTSD on quality of life can be profound, affecting
psychosocial functioning and treatment adherence [17]. Key
risk factors include the severity of the cancer diagnosis,
treatment‐related stress, and pre‐existing mental health condi-
tions [18]. Given the symptoms outlined in the DSM‐5, it is
crucial for healthcare professionals to recognize and screen for
PTSD because early intervention can significantly improve pa-
tient outcomes [19]. A holistic approach that integrates psy-
chological support into cancer care is essential for addressing
the complex needs of these patients [20].

The discrepancy in reported PTSD levels among cancer patients
highlights the importance of assessment methods. Research
indicates that advanced‐stage cancer patients tend to show
higher PTSD levels, with younger patients and those who have
recently completed treatment also exhibiting a higher PTSD
prevalence [8, 15]. Additionally, female cancer patients gener-
ally report more severe PTSD symptoms compared to males
[21, 22]. PTSD among cancer patients is often associated with
other conditions, such as anxiety and depression, with signifi-
cant associations between PTSD symptoms and scores on the
Hospital Anxiety and Depression Scale (HADS) [21, 22].

Research has increasingly acknowledged the potential for can-
cer diagnosis and its treatment to induce PTSD [23, 24].
Therefore, screening for PTSD symptoms among cancer patients
is essential to identify individuals who need support and inter-
vention [22]. Among different assessment tools, the Post‐
traumatic Stress Disorder Checklist for DSM‐5 (PCL‐5) is a
widely regarded self‐report measure designed to assess PTSD
symptoms based on DSM‐5 criteria. Its validity and reliability
have been established in various cultural contexts [25–27].
Similarly, research involving war‐affected Kurdish and Arab
populations in Iraq found the PCL‐5 to have high internal
consistency and good convergent validity compared to experts'
ratings. However, structural validity was not determined [28].
However, to date, there is no validated Arabic version of the
PCL‐5 specifically for cancer patients in Algeria.

The PCL‐5 has demonstrated strong psychometric properties
across various populations. For example, Hoeboer et al. [29]
validated the Dutch version among trauma‐exposed adults,
finding excellent diagnostic accuracy and recommending a
cutoff score of 22 for screening. Similarly, Di Tella et al. [30]
confirmed the Italian version's seven‐factor structure and strong
concurrent validity. Other studies, such as Cernovsky et al. [31]
with car accident survivors, have further validated the in-
strument's criterion and convergent validity. DuHamel et al.
[32] applied it successfully among cancer survivors, while Smith
et al. [33] corroborated its usefulness among cancer survivors
with a strong association with the PC‐PTSD‐5. These studies
collectively affirm the PCL‐5's reliability and validity across
diverse populations.

Concerns regarding the validity and reliability of PTSD assess-
ment instruments are heightened by cultural differences, as well
as demographic and clinical factors that can affect assessment
outcomes, emphasizing the need for psychometric evidence
among specific populations, such as cancer survivors. Research
has identified that various demographic and clinical factors
contribute to the development of PTSD among cancer survivors,
including lower educational levels, being unmarried, being
unemployed, and economic hardship [34, 35]. While some
studies indicate no significant relationship between PTSD
severity and cancer stage [36], others suggest otherwise [35].
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Despite extensive global research, data on PTSD levels among
cancer patients in Algeria remains scarce, partly due to the lack
of validated assessment instruments such as the PCL‐5. The
present study addressed this significant research gap by vali-
dating the Arabic version of the PCL‐5 and examining PTSD
prevalence and its correlates among this population. The find-
ings aimed to provide psychometric evidence and practical in-
sights that can inform culturally appropriate interventions. The
following three research questions (RQs) guided the study: (i)
what is the prevalence of PTSD among cancer patients in
Algeria? (RQ1), (ii) is the Arabic version of the PCL‐5 a valid
and reliable instrument for assessing PTSD among cancer pa-
tients, as demonstrated through confirmatory factor analysis
(CFA)? (RQ2), and (iii) how are PTSD levels associated with
demographic, clinical, and social factors such as education,
economic status, family status, diagnosis, disease stage, surgery,
gender, and age among Algerian cancer patients? (RQ3).

2 | Methods

2.1 | Study Design and Participants

The present cross‐sectional study was conducted over a two‐year
period from April 2022 to July 2023 among cancer patients
receiving treatment for various types of cancer at hospitals in
Chlef and Oran (western Algeria). The sample was selected
based on the inclusion and exclusion criteria with cases under
follow‐up at the targeted hospitals, with assistance from the
clinical psychologist in the department. Socio‐demographic and
clinical variables were verified directly with patients during
survey administration. The inclusion criteria comprised cancer
patients receiving regular treatment in Oran and Chlef hospi-
tals, those able to read and write for survey comprehension,
individuals who voluntarily consented to participate, and pa-
tients without physical or psychological impairments that could
hinder survey responses. Participants were also required to be in
stable follow‐up stages of treatment. The exclusion criteria
included patients who were illiterate, individuals with severe
psychological disorders impairing concentration or interaction,
those with other chronic illnesses that could confound results,
and patients who declined participation. Additional exclusions
applied to patients receiving treatment outside Oran and Chlef,
those with unstable or emergency health conditions, individuals
with severe physical limitations (e.g., significant visual impair-
ment), and patients with communication barriers (e.g., hearing
impairments or lack of proficiency in the study language).

Participants were recruited using convenience sampling and
completed a “paper‐and‐pencil” survey at the hospital, assisted by
the researchers after consulting with the psychologist in the
cancer ward. Written informed consent was obtained before data
collection, and the study's objectives were explained to the pa-
tients.A research teammember clarified anyunclear items for the
participants.

2.2 | Measure

The Post‐traumatic Stress Disorder Checklist (PCL) is a widely
used self‐report measure that assesses the severity of PTSD

symptoms. It is designed to evaluate symptom severity over the
past month and provides a provisional PTSD diagnosis based on
DSM criteria [37]. The PCL was revised to reflect DSM‐5
changes to the PTSD criteria, resulting in the development of
the PCL‐5 [38, 39]. The National Center for PTSD in the U.S.
Department of Veterans Affairs [40] defines the PCL‐5 as a self‐
report tool that assesses 20 PTSD symptoms as outlined in the
DSM‐5. Individuals rate their symptoms based on five response
options: 0 (not at all), 1 (a little bit), 2 (moderately), 3 (quite a
bit), and 4 (extremely). These symptoms are organized into four
clusters aligning with the core criteria of PTSD in the DSM‐5:
intrusion (Items 1–5), avoidance (Items 6–7), negative alter-
ations in cognitions and moods (Items 8–14), and alterations in
arousal and reactivity (Items 15–20).

The total symptom severity score for PTSD is calculated by
summing the scores of the 20 items, with a possible range from
0 to 80. To make a provisional PTSD diagnosis, any item rated 2
(Moderately) or higher is considered a symptom. According to
DSM‐5 criteria, a diagnosis requires at least one symptom from
Category B (Items 1–5), one from Category C (Items 6–7), two
from Category D (items 8–14), and two from Category E (items
15–20). Preliminary research suggests that a cutoff score be-
tween 31 and 33 may indicate probable PTSD [40]. The PCL‐5
has demonstrated strong psychometric properties, including
internal consistency (α = 0.94), test‐retest reliability (r = 0.82),
and convergent validity with the Post‐traumatic Stress Disorder
Checklist (r = 0.85), Post‐traumatic Stress Diagnostic Scale
(r = 0.85), and Detailed Assessment of Post‐traumatic Stress
(r = 0.85); and discriminant validity with Antisocial Personality
Features and Mania (r‐values = 0.31 to 0.60) [37].

The PCL‐5 is used in clinical settings and research, allowing
patients to complete it before sessions or while waiting [39]. It
has been validated across different languages, including German
[41], Brazilian [42], Turkish [43], Dutch [29], Italian [30], and
Arabic [44], and has been applied to cancer patients and motor
vehicle accident survivors, showing suitability for these pop-
ulations [31, 33]. The Arabic version, translated by Ibrahim et al.
[28], was validated in the Kurdistan region of Iraq, demon-
strating high internal consistency (α = 0.85) and adequate
convergent validity, with significant correlations between PTSD
symptoms and traumatic event exposure, further supported by
comparison with expert assessments.

2.3 | Statistical Analysis

The data were analyzed using SPSS 26 and AMOS 24. The mean
and standard deviation (SD) were applied for normally distrib-
uted continuous variables, and the median with interquartile
range for non‐normally distributed variables. Skewness and
kurtosis were calculated to assess the distribution shape and
peak of responses. Skewness values between −1 and þ1 are
considered excellent, while kurtosis values should fall within
the range of −2 to þ2 [45, 46]. There were no missing data. To
estimate the level of PTSD, a PCL‐5 cutoff score between 31–33
was chosen based on its effectiveness across various samples.
Several methods exist for determining cutoff scores for the PCL‐
5, but the optimal range is between 31 and 33 [40]. Previous
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research, including studies on cancer patients, has suggested
that a cutoff score of 31 is appropriate for identifying probable
PTSD [47–49]. Therefore, a score of 31 was selected for the
present study which was used to estimate the prevalence of
PTSD among cancer patients in Algeria (to answer RQ1 in the
present study).

CFA was conducted to verify the four‐factor structure of the
PCL‐5 (to answer RQ2 in the present study). To examine model
fit quality, the following indicators were used: chi‐square/df
between 1 and 3, comparative fit index (CFI) and Tucker‐Lewis
index (TLI) above 0.90, and root mean square error of approx-
imation (RMSEA) and standardized root mean square residual
(SRMR) less than 0.08 [50–53]. The reliability of the PCL‐5 was
assessed through internal consistency measured by Cronbach's
alpha (> 0.7 indicating satisfactory), along with composite
reliability (CR; > 0.7 indicating satisfactory), average variance
extracted (AVE; > 0.5 indicating satisfactory), and MaxR(H)
(> 0.7 indicating satisfactory), which are essential for evaluating
the model’s validity in CFA [54, 55]. Complementary analyses
(including independent samples t‐tests and analysis of variance
[ANOVA] with least significant difference [LSD] post hoc tests)
were conducted to examine the relationships between various

demographic variables and PTSD. These analyses aimed to
explore potential differences in PTSD symptoms across different
demographic groups (to answer RQ3 in the present study).
Additionally, multiple regression analysis was conducted to
examine the association between demographic and clinical
characteristics and PTSD among cancer patients. This standard
multiple regression, known as the Enter method, involves the
simultaneous entry of all independent variables. It considered
the following variables as possible explanatory factors for PTSD:
educational level, economic status, marital status, first diag-
nosis, disease stage, cancer‐related surgery, chemotherapy
duration, and family medical history of cancer (also to answer
RQ3 in the present study).

3 | Results

3.1 | Descriptive Statistics and Statistical
Differences by Demographic and Medical Variables

Table 1 presents the demographic and clinical characteristics of
the participating cancer patients who took part in the study
(N = 370; 118 males [31.9%] and 252 females [68.1%]). The

TABLE 1 | Demographic, medical characteristics, and PTSD scores with statistical differences.

Variable Category N % Mean SD Statistical differences
Gender Male 118 31.9 38.66 17.11 t = 2.14

Female 252 68.1 34.80 15.77 p = 0.03

Educational level Primary 97 26.2 42.04 16.34 F = 6.485

Secondary 213 57.6 34.27 16.19 p < 0.001.

University 44 11.9 33.13 14.17

Other 16 4.3 30.93 14.26

Economic status Poor 69 18.6 38.88 15.85 F = 2.174

Average 270 73.0 35.79 16.48 p = 0.115

Good 31 8.4 31.74 14.81

Marital status Single 65 17.6 33.90 15.74 F = 0.679

Married 286 77.3 36.51 16.63 p = 0.508

Divorced 19 5.1 36.00 12.48

First diagnosis Yes 302 81.6 36.23 16.23 t = 0.496

No 68 18.4 35.14 16.61 p = 0.620

Disease stage of cancer I 211 57.0 33.59 16.14 F = 5.584

II 121 32.7 40.23 16.05

III 31 8.4 38.51 15.02 p = 0.001

IV 7 1.9 26.00 13.85

Surgery Yes 228 61.6 35.31 15.91 t = −1.072

No 142 38.4 37.18 16.87 p = 0.284

Chemotherapy duration 6 months 156 42.2 35.51 16.72 F = 0.157

1 year 105 28.4 36.79 17.05

2 years 45 12.2 36.59 13.65 p = 0.925

3 or more years 64 17.3 35.64 15.92

Family medical history of cancer Yes 137 37.0 34.83 16.16 t = −1.087

No 233 63.0 36.73 16.35 p = 0.278

4 of 11 Psycho‐Oncology, 2025
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average age of patients was 51.09 years (SD = 14.25). The ma-
jority of the participants were initially diagnosed with cancer
during the study period (81.6%).

Males had significantly higher PTSD scores (M = 38.66) than
females (M = 34.80; SD = 15.78; t(368) = 2.134, p = 0.033).
Moreover, the primary education group had the highest
score (M = 42.04, SD = 16.35; F = 6.485, p < 0.001). No
significant differences were found in PTSD scores for
economic status (F = 2.174, p = 0.115), marital status
(F = 0.679, p = 0.508), first injury (t(368) = 0.496, p = 0.620),
surgical status (t(368) = −1.072, p = 0.284), chemo-
therapy duration (F = 0.157, p = 0.925), or family medical his-
tory (t(368) = −1.087, p = 0.278). However, disease stages

significantly differed in PTSD scores (F = 5.584, p = 0.001), with
post hoc tests identifying differences between stages.

3.2 | Results of Item Property Analysis: The
Prevalence of PTSD Among Cancer Patients in
Algeria

Table 2 presents a comprehensive analysis of responses to items
evaluating reactions to stressful experiences. The mean values of
items ranged from 1.31 to 2.51, reflecting varying symptom in-
tensities. For instance, “Feeling very upset when reminded of
the stressful experience” had the highest mean (2.51), indicating

TABLE 2 | Descriptive statistics and distribution of the DSM‐5 PTSD checklist (PCL‐5) Items.

Item content Mean SD Skw Kur
%

N A M Q E
Repeated, disturbing, and unwanted memories of the stressful
experience

2.08 1.39 −0.01 −1.31 15.4 24.9 17.3 20.8 21.6

Repeated, disturbing dreams of the stressful experience 1.60 1.338 0.37 −1.06 26.8 25.7 19.7 16.5 11.4

Suddenly feeling or acting as if the stressful experience were actually
happening again

1.74 1.26 0.17 −1.03 20.5 24.6 24.6 20.5 9.7

Feeling very upset when something reminds you of a stressful
experience

2.51 1.40 −0.46 −1.08 12.2 13.5 20.3 18.9 35.1

Having strong physical reactions when something reminds you of the
stressful experience

2.46 1.52 −0.45 −1.31 17.3 13.5 13.2 17.8 38.1

Avoiding memories, thoughts, or feelings related to the stressful
experience

1.97 1.32 0.02 −1.13 16.8 22.2 23.8 21.6 15.7

Avoiding external reminders of the stressful experience 1.91 1.35 0.09 −1.21 18.9 24.1 20.0 21.4 15.7

Trouble remembering important parts of the stressful experience 1.59 1.36 0.29 −1.15 30.8 17.8 23.5 16.8 11.1

Having strong negative beliefs about yourself, other people, or the world 1.61 1.42 0.30 −1.29 31.9 20.3 15.4 20.3 12.2

Blaming yourself or someone else for the stressful experience 1.57 1.44 0.29 −1.31 0.3 36.2 12.4 20.8 12.4

Having strong negative feelings such as fear, horror, anger, guilt, or
shame

1.84 1.34 0.08 −1.20 21.1 22.2 20.8 23.2 12.7

Loss of interest in activities that you used to enjoy 1.75 1.32 0.11 −1.15 24.3 18.9 24.9 21.1 10.8

Feeling distant or cut off from other people 1.66 1.39 0.27 −1.24 27.8 22.7 17.0 20.3 12.2

Trouble experiencing positive feelings? 1.69 1.40 0.21 −1.23 28.9 17.3 22.4 18.1 13.2

Irritable behavior, angry outbursts, or acting aggressively 1.59 1.42 0.33 −1.25 32.2 19.7 17.3 18.4 12.4

Taking too many risks or doing things that could cause you harm 1.31 1.43 0.68 −0.92 43.8 16.8 16.5 10.8 12.2

Being “superalert” or watchful or on guard 1.70 1.24 0.25 −0.88 20.5 24.9 28.4 16.2 10.0

Feeling jumpy or easily startled 1.61 1.27 0.22 −1.04 26.5 20.5 26.5 18.4 8.1

Having difficulty concentrating 1.81 1.34 0.17 −1.16 21.1 24.3 21.1 20.0 13.5

Trouble falling or staying asleep 2.01 1.43 0.03 −1.33 19.7 21.1 19.7 17.6 21.9

Total score 36.03 16.29 0.04 −0.80 25.7 21.1 21.1 18.9 13.2

Cutoff‐point for probable PTSD PCL‐5 total
score ≥ 31

154 (41.6%)

PCL‐5 total
score < 31

216 (58.4%)

Abbreviations: A = a little bit (score 1); E = extremely (score 4); Kur = kurtosis; M = moderately (score 2); N = not at all (score 0); Q = quite a bit (score 3); Skw =
skewness.
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significant emotional distress triggered by reminders.
Conversely, “Taking too many risks or doing things that could
cause you harm” had the lowest mean (1.31), suggesting a lower
level of risk‐taking behavior. Table 2 additionally shows that 216
out of 370 (58.4%) participants had probable PTSD.

3.3 | CFA Findings of the PCL‐5

The results of thefit indices indicated a goodmodel fit for the four‐
factor structure: chi‐square/df = 2.084, CFI = 0.931, TLI = 0.92,
RMSEA = 0.054, and SRMR = 0.050. Moreover, the second‐order
CFAmodel results indicated significant factor loadings (Figure 1)
for the retained items, ranging from 0.26 (Item 5) to 0.76 (Item 6).
The factor loadings of the subscales ranged from 0.70 (avoidance)
to 0.99 (negative alterations in cognition and mood).

Several key metrics supported the reliability of the PCL‐5 well
(CR = 0.908, AVE = 0.715, MaxR(H) = 0.979). Additionally,
Cronbach's alpha was 0.903, further confirming the scale's in-
ternal consistency. Specific dimensions of the PCL‐5 also

demonstrated reliable metrics, with intrusion (α = 0.68), avoid-
ance (α = 0.67), negative alterations in cognitions and moods
(α = 0.84), and alterations in arousal and reactivity (α = 0.81),
underscoring the acceptability of the scale across its various
components.

3.4 | Demographic and Clinical Characteristics
Associated With PTSD Among Cancer Patients

The regression model was significant (F = 4.056; p < 0.001) with
an R2 of 0.082 (adjusted R2 = 0.062). Further analysis of the
coefficients, as shown in Table 3, indicated the specific associ-
ation of each factor to the PCL‐5 scores. Educational level was
found to have a significantly negative association with PTSD
(B = −3.06, SE = 0.77; p < 0.001), indicating that higher
educational levels are associated with lower levels of PTSD. The
stage of disease progression was positively associated with PCL‐
5 scores (B = 3.05, SE = 1.17; p < 0.05), suggesting that more
advanced stages of disease are associated with higher levels of
PTSD.

FIGURE 1 | Factor loadings of the DSM‐5 PTSD checklist (PCL‐5).

6 of 11 Psycho‐Oncology, 2025

 10991611, 2025, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/pon.70109 by T

est, W
iley O

nline L
ibrary on [22/02/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



4 | Discussion

The present study aimed to assess the prevalence of PTSD
among cancer patients in Algeria and to validate the Arabic
DSM‐5 PTSD Checklist (i.e., PCL‐5) among this population.
Additionally, the study explored the association between de-
mographic and clinical factors and the presence of PTSD. The
findings indicated a range of PTSD symptoms among Algerian
cancer patients, with 216 participants (58.4%) scoring above the
threshold, suggesting a likelihood of PTSD. Moreover, CFA
confirmed the structural validity of the PCL‐5. Key factors that
were associated with PTSD included lower educational level and
being in advanced stages of the disease. However, this suggests
very limited clinical relevance because the symptoms of PTSD
can vary significantly depending on coping mechanisms, social
support systems, and other psychological variables such as
levels of rumination, prior trauma, personality traits, and
resilience [56, 57]. Research has shown that perceived social
support helps buffer against PTSD symptoms, particularly
numbing and re‐experiencing symptoms, while factors such as
hope and resilience also play mediating roles [58, 59]. Addi-
tionally, a lack of positive social support and detrimental in-
teractions has been associated with greater psychological
comorbidity among cancer patients [58–61]. While factors such
as lower education levels and advanced disease stages were
noted, their significance should not be overstated, because as-
sociation does not imply causation. Future studies utilizing
longitudinal designs would better approximate the dynamic
relationship between these factors and PTSD among cancer
patients, testing, if possible, interventions that may mitigate the
psychological impact of diagnosis and treatment.

The present study provides valuable insights into the spectrum
of PTSD symptoms among Algerian cancer patients, aligning
with the broader literature on cancer‐related PTSD. Similar to
findings from prior research [8, 15, 16, 48], which documented
varying PTSD rates using different assessment methods, the
present study also identified a range of symptom severities
among cancer patients. Previous studies have reported PTSD
prevalence up to 55% in specific populations [8], highlighting
the significance of the present study's findings.

Cultural and contextual factors specific to Algerian cancer pa-
tients likely contribute to the observed symptomatology,

including cultural beliefs, societal attitudes towards illness, and
healthcare system structures [8]. By emphasizing nuanced
PTSD symptom intensities among Algerian cancer patients,
predominantly characterized by moderate to low distress levels,
the present study extends understanding beyond clinical diag-
nostic thresholds. This approach contrasts with studies focusing
solely on higher symptom severity or clinical diagnoses, thereby
offering complementary insights into the heterogeneity of PTSD
experiences within cancer populations [8, 21]. Ultimately, these
findings underscore the necessity for culturally sensitive
assessment and intervention strategies tailored to the unique
needs of Algerian cancer patients. Further research exploring
the interplay between cultural factors, assessment methodolo-
gies, and PTSD symptomatology is essential for advancing a
comprehensive understanding of diverse cancer patient pop-
ulations and enhancing global clinical practices. Developing
assessment tools capable of accurately capturing the unique
experiences of this population allows for a comprehensive
assessment of PTSD symptomatology among cancer patients,
facilitating better and earlier healthcare planning and the design
of effective health promotion interventions in diverse contexts.

The results of the fit indices in the CFA supported the four‐
factor structure for the PCL‐5. All loadings were above 0.5,
except for Items 4 and 5. Item 4 (loading = 0.28), “Feeling very
upset when something reminded you of the stressful experience”
and Item 5 (loading = 0.26), “Having strong physical reactions
when something reminded you of the stressful experience”. This
might be due to cultural differences in how emotional and
physical reactions to stress are experienced and reported.
Despite this, these items may still provide valuable information
about specific aspects of PTSD symptoms within this
population.

Previous studies have established the validity and reliability of
the PCL‐5 across diverse cultural contexts [25–27]. In the Arabic
context, the PCL‐5 has proven effective for PTSD identification
among Kurdish and Arab displaced populations [28]. In the
Algerian context, where similar socio‐cultural factors (e.g., Is-
lamic values, the emphasis on family and community ties, and
shared Arab identity) may influence PTSD prevalence and
expression, the PCL‐5's proven reliability in various settings
underscores its potential utility and effectiveness in assessing
PTSD symptoms.

TABLE 3 | Results of the effect of demographic and clinical characteristics on PTSD.

Variables

Unstandardized
coefficients

Standardized
coefficients

t p
95% confidence interval for B

B Std. error Beta Lower bound Upper bound
Educational level (ref: primary) −3.06 0.77 −0.20 −3.97 < 0.001 −4.57 −1.54

Economic status (ref: poor) −2.09 1.64 −0.06 −1.27 0.20 −5.33 1.13

Family status (ref: single) 1.42 1.91 0.04 0.74 0.45 −2.33 5.19

First diagnosis (ref: yes) −2.03 2.20 −0.04 −0.92 0.35 −6.37 2.30

Stage of disease (ref: first) 3.05 1. 17 0.13 2.59 0.01 0.73 5.37

Surgical treatment (ref: yes) 2.14 1.69 0.06 1.26 0.20 −1.20 5.48

Gender (ref: male) −2.71 1.85 −0.07 −1.46 0.14 −6.35 0.93

Age 0.005 0.06 0.005 0.08 0.93 −0.12 0.13
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The present study's findings indicated that higher educational
attainment was associated with lower PTSD scores, suggesting
that education may serve as a protective factor against the
development or severity of PTSD symptoms among this popula-
tion. Specifically, individuals with primary education had the
highest PTSD mean score of 42.04. In contrast, those with sec-
ondary and university education reported significantly lower
scores, reinforcing that educational level may influence psycho-
logical resilience. This aligns with prior research demonstrating
similar protective effects of education in various trauma‐exposed
populations [35, 36]. Conversely, the present study found a pos-
itive association between advanced disease stages at diagnosis
and increased PTSD severity. This aligns with the observed dif-
ferences in PTSD scores by disease stage: individuals in the first
stage had the lowestmean score (33.59), while those in the second
stage exhibited a markedly higher mean score (40.23), echoing
previous findings that disease progression significantly impacts
psychological outcomes among cancer patients [36]. Addition-
ally, the analysis highlighted significant gender differences in
PTSD scores, with males scoring higher (M = 38.66) than females
(M = 34.80), indicating that gender may also play a role in PTSD
vulnerability.

Contrary to some previous studies, the present study did not
find significant associations between economic status or marital
status and PTSD scores among cancer patients. For instance,
Stuber et al. [34] reported lower income and being unmarried as
risk factors for PTSD among cancer survivors. Such discrep-
ancies may reflect differences in sample characteristics, cultural
contexts, or the operationalization of variables across studies.
Similarly, while treatment‐related factors such as surgery and
chemotherapy duration were not significant predictors in the
present study, the literature offers mixed evidence on their
impact on PTSD, underscoring the need for further investigation
into these variables' nuanced effects [35, 36].

Overall, the present study's findings emphasized the multifac-
eted nature of PTSD among cancer patients, highlighting how
demographic and clinical variables interact in complex ways to
influence psychological outcomes. Future research should not
only aim to replicate these findings across diverse populations
but also explore additional factors, such as social support and
coping strategies, that may mediate the relationship between
cancer‐related experiences and PTSD risk. Importantly, inves-
tigating the impact of psychological support interventions on
PTSD levels is crucial. Effective psychological support can
potentially mitigate PTSD symptoms and enhance the overall
quality of life for cancer survivors. Insights from such studies
will be essential for developing targeted interventions that
address the unique needs of this population.

4.1 | Theoretical Implications

The present study enhances the theoretical understanding of
PTSD in the context of cancer among Algerian patients,
contributing to the existing literature on PTSD across diverse
populations. By validating the Arabic version of the DSM‐5 PTSD
Checklist (PCL‐5) for this group, the study demonstrates its
applicability across different cultural contexts, affirming its

reliability as an assessment tool. This validation is crucial for
broadening theoretical frameworks that explore how PTSD
manifests in varied cultural and demographic settings. Addi-
tionally, identifyingmild tomoderate PTSD symptoms provides a
nuanced perspective that goes beyond traditional clinical
thresholds, offering insights into how cultural beliefs, societal
views on illness, and the healthcare system in Algeria shape
PTSD experiences. This understanding refines theories regarding
the impact of socio‐cultural factors on PTSD severity and
expression. Furthermore, the finding that higher educational
attainment protects against PTSD development aligns with
theoreticalmodels linking education to resilience among trauma‐
exposed populations [62, 63]. The observed correlation between
advanced disease stages and increased PTSD severity also sup-
ports propositions regarding the influence of clinical variables on
psychological distress. These findings highlight the need for
tailored psychological interventions that consider the clinical
stages of cancer.

4.2 | Clinical Implications

The study offers essential insights for enhancing PTSD man-
agement among Algerian cancer patients, emphasizing both
clinical and practical applications. Validating the Arabic DSM‐5
PTSD Checklist (PCL‐5) provides clinicians with a reliable tool
for identifying PTSD symptoms early, which is crucial for timely
and targeted interventions. Patients with lower educational
levels and those in advanced cancer stages show higher
vulnerability to PTSD, highlighting the need for prioritized
psychological support. Educational programs that enhance
mental health awareness and coping skills may be especially
beneficial for patients with limited education, potentially
reducing PTSD risks. Additionally, oncology care for patients in
advanced stages should include frequent psychological assess-
ments and customized interventions, because these individuals
are at greater risk of severe PTSD symptoms.

The findings also underscore the importance of culturally sen-
sitive assessment protocols, given that sociocultural factors—
such as beliefs about illness and stigma around mental health
—can significantly influence PTSD expression. Implementing
culturally informed psychoeducational sessions can help pa-
tients and their families understand the psychological impact of
cancer, reducing stigma and promoting acceptance of mental
health support. Although economic and marital status were not
significantly associated with PTSD, it remains essential for
healthcare providers to consider these and other psychosocial
factors in a comprehensive care approach. By integrating these
insights into clinical practice, Algerian healthcare providers can
better support the mental well‐being of cancer patients,
improving their overall quality of life and treatment outcomes.

4.3 | Limitations

Several limitations should be considered when interpreting the
present study's findings. First, the cross‐sectional design limits
causal inference regarding the relationship between de-
mographic/clinical factors and PTSD. Longitudinal studies are
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needed to explore the dynamic nature of PTSD symptoms over
time among Algerian cancer patients. Second, reliance on self‐
report measures, common in PTSD research, may introduce
response bias or underreporting of symptoms due to cultural
factors influencing symptom disclosure. Future research should
incorporate multi‐method approaches to enhance the validity of
PTSD assessments among diverse populations. Third, the study's
generalizability and estimation of prevalence may be con-
strained by its specific sample characteristics. Replication in
larger and more diverse samples across Algeria would
strengthen the external validity of the findings.

Fourth, a key limitation of this study was the exclusion of other
psychological and clinical variables that could have influenced
the presence and severity of PTSD. Variables such as levels of
rumination, history of prior trauma, personality traits, resil-
ience, and other comorbid psychological disorders (e.g., anxiety
or depression) were not examined. These factors have been
shown in prior research to play critical roles in the development
and persistence of PTSD symptoms [58–61]. Future studies
should adopt a more comprehensive approach by including
these variables to better understand the multifactorial nature of
PTSD and its underlying mechanisms. In addition, the present
study did not assess types of cancer. Therefore, the psychosocial
impacts regarding the type of cancer cannot be assessed. More
specifically, different types of cancer may have different levels of
psychosocial distress due to their specific features. For example,
those with head and neck cancer would have obvious appear-
ance and body image deficits and might have worse psycho-
logical health than those with cancers showing no appearance
deficits. Therefore, future studies are needed to examine the role
of different types of cancer in PTSD.

5 | Conclusion

The PCL‐5 demonstrated good psychometric properties,
including internal consistency and structural validity, making it
an appropriate tool for assessing PTSD symptoms among
Algerian cancer patients. The study contributes valuable in-
sights into PTSD among Algerian cancer patients, emphasizing
the complexity of demographic and clinical factors influencing
PTSD severity. The validated PCL‐5 highlights the protective
role of education, underscoring its practical implications for
clinical practice in assessing and managing PTSD symptoms.
Future research should continue to explore additional factors
influencing PTSD outcomes among diverse cancer patient
populations, informing targeted interventions to improve psy-
chological well‐being and quality of life for cancer survivors in
Algeria.
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