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Background: Socioeconomic disparities significantly impact cancer survivorship, influencing quality of life (QoL) outcomes. This
study investigates the role of social determinants of health (SDH) in shaping QoL among socioeconomically disadvantaged cancer
survivors in Riyadh City, Saudi Arabia.

Methods: A mixed-methods design was employed, combining quantitative and qualitative approaches. The quantitative component
included 200 participants who completed validated SDH and WHOQOL-BREF questionnaires. Pearson’s correlation and multiple
regression analyses were conducted to explore relationships between SDH domains and QoL outcomes. The qualitative component
involved in-depth interviews with 20 purposively selected participants. Thematic analysis was performed to capture survivors’
experiences and perceptions.

Results: Quantitative findings revealed significant negative correlations between financial instability and QoL domains, particularly
physical health (r = —0.45, p < 0.001). Multiple regression analysis identified financial instability (B = —0.50, p < 0.001) and lack of
social support (f = —0.28, p < 0.05) as key predictors of reduced QoL. Qualitative findings highlighted three major themes: financial
and structural barriers, psychological impacts, and coping mechanisms. Participants reported significant challenges related to
healthcare access, fear of recurrence, and social isolation, while emphasizing the importance of family and community support.
Conclusion: SDH significantly influence QoL among socioeconomically disadvantaged cancer survivors. Addressing financial,
structural, and social barriers through equity-driven and culturally sensitive interventions is essential to improving survivorship
outcomes.
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Introduction
Cancer survivorship has emerged as a critical area of focus in contemporary public health and healthcare research.' As
advances in cancer diagnostics and treatments have contributed to increased survival rates, attention has shifted from
solely improving survival to enhancing the quality of life (QoL) of survivors.*> Quality of life encompasses physical,
psychological, social, and functional well-being, which are often disrupted during and after cancer treatment. Among
survivors, those from socioeconomically disadvantaged backgrounds experience disproportionately poorer outcomes.”*
This disparity highlights the necessity of examining the social determinants of health (SDH) that influence their QoL.
Social determinants of health are the non-medical factors that influence health outcomes, including education,
income, employment, social support, and access to healthcare.® These determinants are interwoven with structural
inequities, which exacerbate vulnerabilities among cancer survivors from lower socioeconomic strata.” For instance,
individuals with limited income or education may face barriers to accessing timely healthcare services, appropriate
rehabilitation, or psychosocial support, which are essential for managing the multifaceted consequences of cancer and its
treatment.® These inequities underscore the importance of addressing SDH to improve QoL among socioeconomically
disadvantaged populations.’
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The association between socioeconomic status (SES) and health outcomes in cancer survivors is well-documented.
Low SES is linked to increased risk of late-stage diagnosis, more aggressive cancer subtypes, and higher mortality
rates.'® Additionally, survivors with lower SES often encounter financial toxicity, a term used to describe the economic
burden of cancer care, which further diminishes their QoL."" These financial strains are compounded by indirect costs
such as loss of income, transportation expenses, and caregiving responsibilities. Consequently, understanding the
intersection of SES and QoL is pivotal for designing equitable healthcare interventions.'*'?

Psychosocial challenges are another dimension of concern for socioeconomically disadvantaged cancer survivors.
Psychological distress, including anxiety, depression, and fear of recurrence, is more prevalent among this group due to
compounded stressors such as economic instability and limited social support.'*'® Social isolation, often stemming from
reduced mobility, stigma, or role changes within families and communities, further exacerbates these mental health
challenges. Addressing these psychosocial barriers requires a multidimensional approach that integrates mental health
support into survivorship care plans.'’

Access to healthcare is a critical mediator of health disparities among cancer survivors. While advances in cancer care
have improved outcomes for many, the unequal distribution of these advances perpetuates disparities.'®
Socioeconomically disadvantaged survivors are less likely to receive follow-up care, surveillance for recurrence, or
management of late effects. Geographic barriers, insurance coverage gaps, and health literacy also play significant roles
in limiting access to essential services.'® The resultant disparities underscore the need for tailored interventions that
account for the unique needs of this population.*

Physical well-being, a core component of QoL, is often compromised among socioeconomically disadvantaged
cancer survivors. Treatment-related side effects, such as fatigue, pain, and lymphedema, are more likely to persist or
worsen in the absence of adequate management.”' Furthermore, comorbidities such as diabetes, hypertension, and obesity
are more prevalent in low-SES groups, compounding the physical challenges faced by survivors.?? Physical rehabilitation
and lifestyle interventions, which could mitigate these effects, are frequently underutilized due to financial or logistical
barriers.>-*

Nutrition and lifestyle factors are also pivotal in influencing QoL outcomes. Socioeconomically disadvantaged
survivors often face dietary challenges due to limited access to affordable, nutritious food.”> This contributes to poor
nutritional status, which can impair recovery and exacerbate treatment side effects. Similarly, opportunities for physical
activity may be constrained by unsafe neighborhoods, lack of recreational spaces, or time demands related to work and
caregiving. These lifestyle factors are critical targets for interventions aimed at improving overall well-being.*®

From a policy perspective, addressing health inequities among cancer survivors requires a systemic approach. Policies
that expand access to healthcare, provide financial support, and promote health literacy are essential for reducing
disparities.”” Community-based programs that engage survivors in their care and connect them with social resources
have shown promise in enhancing QoL. However, these initiatives must be tailored to the cultural and contextual needs
of socioeconomically disadvantaged populations to ensure their effectiveness.?®

Cultural factors play a crucial role in shaping social determinants of health (SDH) and survivorship experiences
among cancer patients in Saudi Arabia. The strong emphasis on family support and collectivism often provides emotional
and financial assistance to survivors, yet it can also lead to stigmatization and reluctance to seek external psychosocial
support due to cultural norms surrounding illness disclosure and mental health concerns.” Additionally, gender roles may
impact healthcare access, as women, particularly those from lower socioeconomic backgrounds, may face mobility
restrictions or limited decision-making autonomy in seeking medical care.”” Moreover, the centralized nature of
specialized cancer care in major cities like Riyadh creates geographical and financial barriers for rural patients,
exacerbating healthcare disparities.’® To mitigate these inequities, Saudi healthcare policies have introduced initiatives
such as the National Cancer Control Program, which aims to expand oncology services to underserved regions, improve
early detection, and integrate financial assistance programs for low-income patients.>' Further policy-driven interven-
tions, including culturally tailored survivorship programs and community-based support networks, could enhance
accessibility and address the unique sociocultural challenges faced by disadvantaged cancer survivors in Saudi Arabia.

This study aims to address these research gaps by investigating the social determinants of health and their influence
on QoL outcomes among socioeconomically disadvantaged cancer survivors. Using a mixed-methods approach, this
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research seeks to identify key barriers and facilitators that shape survivors’ experiences and outcomes. By integrating
quantitative and qualitative data, this study will provide a holistic understanding of the challenges faced by this
population and inform targeted interventions.

Materials and Methods

Study Design

This study employed a convergent parallel mixed-methods design, in which quantitative and qualitative data were
collected simultaneously, analyzed separately, and integrated during interpretation. The rationale for using this design
was to provide a comprehensive understanding of the impact of social determinants of health (SDH) on quality of life
(QoL) among socioeconomically disadvantaged cancer survivors by combining statistical associations with in-depth
personal experiences. The quantitative component included survey-based assessments using validated tools (WHOQOL-
BREF and SDH questionnaires), while the qualitative component involved semi-structured interviews to explore
survivors’ lived experiences. After independent data analysis—statistical analysis for the quantitative data and thematic
analysis for the qualitative data—the findings were merged in the discussion and integration phase to identify areas of
convergence, divergence, and complementarity. This approach ensured that the qualitative insights provided contextual
depth to the quantitative trends, reinforcing the validity of the findings and offering a holistic perspective on survivorship
challenges.

Study Setting

The research was conducted in healthcare centers and hospitals affiliated with King Saud University in Riyadh City.
These institutions were chosen due to their accessibility to diverse patient populations, including individuals from lower
socioeconomic strata. The facilities provide a range of oncology and survivorship care services, making them ideal for
recruiting participants who have experienced varying levels of socioeconomic challenges. Riyadh City, as a major urban
center, offers a representative cross-section of Saudi Arabia’s socioeconomic diversity, enhancing the study’s relevance
and generalizability.

Sampling and Sample Size

The study employed a purposive sampling technique for both the quantitative and qualitative components to ensure the
inclusion of participants whose experiences and characteristics were relevant to the research objectives. This method
allowed for the strategic selection of individuals who could provide valuable insights into the relationship between social
determinants of health (SDH) and quality of life (QoL) outcomes among socioeconomically disadvantaged cancer
survivors.

Quantitative Sample

The quantitative component aimed to enroll 200 participants, a sample size determined through statistical power
calculations to ensure the study could detect significant associations between SDH and QoL. These calculations
assumed a medium effect size, a significance level of 0.05, and a power of 80%, with adjustments made for potential
attrition or incomplete data. This sample size was deemed sufficient to conduct multivariate analyses while
accounting for the potential influence of confounding variables such as age, gender, cancer type, and duration of
survivorship.

Recruitment Strategy

Participants were recruited during routine follow-up visits to hospitals and healthcare centers affiliated with King Saud
University. Recruitment took place in oncology clinics, survivorship programs, and primary care units where cancer
survivors regularly sought post-treatment care. The research team collaborated with healthcare providers to identify
eligible participants who met the inclusion criteria. Eligible participants were approached in waiting areas or consultation
rooms and provided with detailed information about the study’s purpose, procedures, and voluntary nature.
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Inclusion Criteria
Adults aged 18 years or older.

e Diagnosed with any type of cancer and had completed primary treatment at least six months before participation.
e Self-identified as socioeconomically disadvantaged, based on income, education level, or self-reported financial
hardship.

Fluent in Arabic.
Willingness to complete self-administered questionnaires.

Exclusion Criteria
Participants currently undergoing active cancer treatment.

e Individuals with severe cognitive impairments or mental health conditions that precluded informed consent or
participation.

Sample Diversity

Efforts were made to ensure the sample was representative of the broader socioeconomically disadvantaged cancer
survivor population in Riyadh. This included recruiting individuals from various demographic and clinical backgrounds,
such as different age groups, cancer types, and treatment modalities. Participants were also selected from diverse
geographic areas within Riyadh to capture potential variations in access to healthcare and support systems.

Qualitative Sample

The qualitative phase involved the purposive selection of 20 participants from the quantitative cohort. The sample size
was guided by the principle of data saturation, which occurs when additional data no longer yield new themes or insights.
This approach ensured the collection of rich, in-depth information while maintaining methodological rigor.

Selection Criteria
Participants for the qualitative interviews were selected based on the following criteria:
Diversity in socioeconomic characteristics, such as income level, education, and employment status.

e Variation in clinical factors, including cancer type, stage at diagnosis, and time since treatment completion.
Willingness to share detailed personal experiences regarding SDH and QoL.

e Representation of different responses to the quantitative survey, particularly those who reported higher or lower
QoL scores, to explore a range of perspectives.

Recruitment Process

Potential participants were identified during the analysis of the quantitative data. Those meeting the selection criteria
were contacted by phone or in person, depending on their preference, and invited to participate in the qualitative
interviews. The research team explained the purpose of the interviews, the confidentiality measures in place, and the
importance of their contributions to the study. Written consent was obtained from participants who agreed to take part.

Sample Diversity and Representativeness

The qualitative sample aimed to reflect the heterogeneity of the larger quantitative cohort. Participants were selected to
capture a broad spectrum of experiences and challenges, including those related to financial barriers, social support
systems, and healthcare access. Special attention was given to including individuals with unique or extreme cases, such
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as those facing significant financial hardship or those with exceptional resilience in the face of adversity, to enrich the
dataset.

Data Saturation

Data saturation was monitored throughout the interview process. The research team conducted interviews iteratively,
analyzing the data after each round to identify emerging themes and determine whether new interviews were adding
unique insights. Saturation was achieved after 20 interviews, as no new themes or subthemes emerged from the data.

Justification of Sample Size

While 20 participants might seem modest, this number aligns with qualitative research standards, particularly for studies
employing thematic analysis. The small, focused sample allowed for in-depth exploration of participants’ experiences
while ensuring manageable data analysis. The insights gained from this sample size complemented the broader
quantitative findings, providing a comprehensive understanding of the issues under investigation.

Data Collection Tools

Quantitative Component

Social Determinants of Health Questionnaire (SDHQ)

The Social Determinants of Health Questionnaire (SDHQ) was employed to comprehensively assess the socio-economic
factors influencing participants’ quality of life (QoL). This tool evaluates domains such as income, education, employ-
ment status, housing, social support, and access to healthcare services.** The questionnaire comprises 25 items designed
to capture participants’ perceptions of how these factors impact their daily lives and health outcomes. Each item is scored
on a 5-point Likert scale, where 1 indicates “Strongly Disagree” and 5 indicates “Strongly Agree”. Higher scores reflect
greater perceived challenges related to the specific domains of social determinants.

The SDHQ was developed and validated through extensive testing in diverse populations, ensuring its reliability and
applicability in capturing social determinants of health. The tool demonstrated robust psychometric properties, with
a Cronbach’s alpha of 0.85 in pilot testing conducted with 20 participants from the target demographic. This indicates
excellent internal consistency across the domains. Additionally, content validity was established by an expert panel
comprising public health professionals, oncologists, and social scientists, who confirmed the relevance and comprehen-
siveness of the items.

For this study, the SDHQ was translated into Arabic and culturally adapted following established guidelines for cross-
cultural research. The adaptation process included forward and backward translation, followed by pilot testing to ensure
clarity and cultural appropriateness of the items. Minor modifications were made to contextualize specific terms related to
healthcare access and social support within the Saudi Arabian setting. The Arabic version maintained the reliability of the
original tool, with a Cronbach’s alpha of 0.87 in the adapted version.

Quality of Life Scale (WHOQOL-BREF)

The World Health Organization Quality of Life-BREF (WHOQOL-BREF) was used to evaluate participants’ QoL. This
standardized instrument assesses four key domains: physical health, psychological well-being, social relationships, and
environmental factors. The physical health domain examines aspects such as energy levels, mobility, and daily activities,
while the psychological domain evaluates emotional well-being, self-esteem, and mental health. Social relationships
encompass personal relationships and social support, whereas the environmental domain includes factors such as safety,
financial resources, and access to healthcare.

The WHOQOL-BREF consists of 26 items, each rated on a 5-point Likert scale, where 1 indicates the lowest level of
satisfaction or functionality and 5 indicates the highest. The scores for each domain are transformed into a scale ranging
from 0 to 100, with higher scores reflecting better quality of life. The instrument has been widely used globally and is
recognized for its robust psychometric properties.

The Arabic version of the WHOQOL-BREF, which has been validated in several Arabic-speaking populations, was
employed in this study to ensure cultural and linguistic relevance. The translation and adaptation process followed the
WHO guidelines for instrument adaptation, including expert review and field testing.>* The Arabic version demonstrated
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strong reliability, with Cronbach’s alpha values exceeding 0.80 for all domains in previous studies. Pilot testing with 20
participants from the current study yielded a Cronbach’s alpha of 0.82, further confirming its reliability in the local
context.

Qualitative Component

Semi-Structured Interview Guide

The semi-structured interview guide was developed to explore participants’ lived experiences and perceptions of the
impact of social determinants on their QoL. The guide was informed by an extensive review of the literature on social
determinants of health and survivorship care, ensuring that the questions addressed relevant and context-specific
issues.

The guide included open-ended questions and prompts designed to elicit detailed narratives about participants’
challenges and coping strategies. Examples of questions included:

“How have socioeconomic factors influenced your cancer care journey?”

“What challenges have you faced in maintaining your quality of life after cancer treatment?”

“Can you describe any support systems or resources that have helped you navigate these challenges?”

“What improvements in healthcare or social support systems would help enhance your quality of life?”

The guide was structured to allow flexibility, enabling interviewers to probe further based on participants’ responses.
This approach ensured that the interviews captured rich, nuanced data while remaining focused on the study’s objectives.

The interview guide underwent expert review by a multidisciplinary panel, including healthcare providers, social
scientists, and cancer survivors, to ensure its relevance and comprehensiveness. It was then pilot tested with five
participants to refine the questions for clarity and cultural appropriateness. Feedback from the pilot study led to minor
adjustments, such as rephrasing questions to align with local terminologies and sensitivities.

All interviews were conducted in Arabic to ensure participants’ comfort and ease of expression. Interviews were
audio-recorded with participants’ consent and supplemented with field notes to capture non-verbal cues and contextual
details. Transcripts were translated into English for analysis while retaining the original Arabic for validation
purposes.

Data Collection Procedure

Quantitative Data Collection

Quantitative data collection took place over two months at King Saud University-affiliated hospitals and healthcare
centers in Riyadh City. Before initiating the process, the research team conducted training sessions for research assistants
to ensure a clear understanding of the study’s objectives, data collection tools, and ethical considerations. Research
assistants practiced through mock sessions to simulate real-life scenarios. Arabic versions of the Social Determinants of
Health Questionnaire and WHOQOL-BREF were prepared and piloted with five participants to ensure clarity and
cultural relevance. Minor adjustments were made based on the pilot feedback.

Participants were recruited during routine visits to outpatient oncology clinics and survivorship care centers.
Healthcare providers assisted in identifying eligible participants, who were then approached by the research team and
briefed about the study’s purpose, confidentiality measures, and voluntary nature. After obtaining informed consent,
participants completed the questionnaires in private rooms to ensure a quiet and confidential environment. Research
assistants were available to assist participants with low literacy or physical impairments by reading questions aloud and
recording their responses verbatim. Completing the questionnaires took approximately 20—30 minutes.

To maintain data quality, research assistants reviewed completed questionnaires to ensure clarity and completeness,
addressing any missing or unclear responses immediately with the participant. The completed questionnaires were
securely stored in locked cabinets, and data were later digitized and double-checked for accuracy during the electronic
entry process. Participants were thanked for their involvement and provided with information about available support
services if needed. This structured process ensured efficient and reliable quantitative data collection while respecting
participant comfort and confidentiality.
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Qualitative Data Collection

The qualitative phase commenced one week after the quantitative phase and lasted for two months. Twenty participants
were purposively selected from the quantitative cohort based on their willingness to participate and diversity in socio-
economic and clinical characteristics. This approach ensured a broad range of perspectives and experiences. Participants
were contacted via telephone to schedule interviews at their preferred time and location, with options for healthcare
centers or their homes. Flexibility in scheduling aimed to accommodate participants’ comfort and convenience.

Interviews followed a semi-structured format, guided by an interview protocol developed from a review of relevant
literature. Open-ended questions allowed participants to share their experiences freely, while follow-up prompts
encouraged elaboration. Questions included, “Can you describe how financial challenges have impacted your quality
of life after cancer treatment?” and “What support, if any, have you received from your community or family, and how
has this influenced your recovery?” Interviews were conducted in Arabic and lasted 45—60 minutes, ensuring sufficient
time for participants to articulate their thoughts.

All interviews were audio-recorded with participants’ consent, and detailed field notes were taken to capture non-
verbal cues and contextual observations. Audio recordings were transcribed verbatim in Arabic and later translated into
English for thematic analysis. Transcripts were reviewed against field notes to ensure accuracy. Pseudonyms were used,
and identifying information was excluded to maintain confidentiality. The interviews continued until data saturation was
achieved, which occurred after 20 interviews when no new themes emerged.

To ensure trustworthiness, member checking was performed by sharing summarized findings with a subset of
participants to confirm the authenticity of the interpretations. This detailed and participant-centered approach ensured
that the qualitative data collection was comprehensive, culturally sensitive, and ethically sound, providing rich insights
into the lived experiences of socioeconomically disadvantaged cancer survivors.

Integration of Results

To ensure a comprehensive understanding of the relationship between social determinants of health (SDH) and quality of
life (QoL) among socioeconomically disadvantaged cancer survivors, the study employed a convergent parallel mixed-
methods approach, integrating both quantitative and qualitative findings. The quantitative results highlighted statistically
significant associations between financial instability, lack of social support, and reduced QoL scores across physical,
psychological, and social well-being domains. These numerical findings were complemented by qualitative insights,
where participants described the emotional, social, and financial struggles that impacted their daily lives and ability to
maintain post-treatment care. The integration of these data provided a richer, more nuanced perspective on survivorship
challenges, bridging the gap between statistical correlations and lived experiences.

A key area of convergence was the strong correlation between financial instability and lower QoL, which was
reinforced by qualitative narratives detailing survivors’ struggles with affording medical care, transportation, and daily
necessities. Additionally, while the quantitative data demonstrated that low social support was a significant predictor of
poor QoL, qualitative findings deepened this understanding, revealing cultural barriers that discouraged seeking external
support and exacerbated social isolation. In contrast, areas of divergence emerged in psychological well-being—although
quantitative scores indicated moderate psychological distress, qualitative interviews revealed heightened fear of recur-
rence, stigma-related stress, and emotional exhaustion, suggesting that standard survey measures may underestimate the
depth of psychological burden. These complementary insights underscore the importance of integrating statistical
patterns with patient narratives to develop culturally and contextually tailored interventions that address both the
structural and personal dimensions of survivorship care.

Data Analysis

The analysis of data in this study followed a systematic and integrated approach to address the research objectives
comprehensively. For the quantitative component, data from the Social Determinants of Health Questionnaire and the
WHOQOL-BREF were analyzed using SPSS software (Version 26). The data underwent a rigorous cleaning process to
identify and address missing or inconsistent entries. Missing data were handled using multiple imputation techniques,
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ensuring that the statistical analyses remained robust and unbiased. Descriptive statistics were calculated to summarize
the demographic characteristics of the participants and the distribution of key variables, including income levels,
educational attainment, employment status, and QoL scores across the physical, psychological, social, and environmental
domains. Means, standard deviations, frequencies, and percentages were reported to provide a detailed overview of the
dataset.

To explore the relationships between social determinants of health and quality of life outcomes, inferential statistical
analyses were performed. Pearson’s correlation coefficient was used to examine the linear relationships between
continuous variables, such as income levels and overall QoL scores. Chi-square tests were employed to assess associa-
tions between categorical variables, such as employment status and access to healthcare services. Multiple linear
regression analysis was conducted to identify the most significant predictors of QoL among the study population. The
regression model included key demographic and socioeconomic variables such as age, gender, educational attainment,
income, and type of cancer, allowing for adjustments to control potential confounders. A p-value of less than 0.05 was
considered statistically significant, and all results were interpreted with respect to the broader context of socioeconomi-
cally disadvantaged cancer survivors.

For the qualitative component, a thematic analysis was conducted to extract meaningful insights from the semi-
structured interview data. The analysis began with a detailed familiarization process, where transcripts were read multiple
times to immerse the research team in the content and context of the participants’ narratives. Initial coding involved
highlighting key phrases, expressions, and concepts that captured participants’ experiences with social determinants of
health and their perceived impacts on quality of life. Codes were systematically organized into categories, which were
then grouped into broader themes that reflected recurring patterns and significant issues raised by participants. Examples
of identified themes included “economic barriers to healthcare access”, “social support as a coping mechanism”, and
“perceived inequities in healthcare delivery”.

Throughout the thematic analysis, the research team employed strategies to enhance the rigor and trustworthiness of
the findings. Member checking was conducted by sharing preliminary interpretations with a subset of participants to
validate the accuracy and resonance of the themes with their lived experiences. Peer debriefing sessions were held to
discuss and refine the coding framework, ensuring consistency and alignment with the research objectives. An audit trail
documented all analytical decisions, providing transparency and replicability in the qualitative analysis process. Data
triangulation was achieved by comparing themes from qualitative interviews with patterns observed in the quantitative
data, enriching the depth and validity of the overall findings.

The integration of quantitative and qualitative findings was performed during the interpretation phase. Quantitative
results provided a broad overview of the relationships between social determinants of health and quality of life, while
qualitative narratives offered nuanced explanations for these relationships. Together, these analyses generated
a comprehensive understanding of the complex interplay between socioeconomic factors and QoL among cancer
survivors, enabling the formulation of targeted recommendations for improving survivorship care in socioeconomically
disadvantaged populations.

Rigour and Trustworthiness

Ensuring rigour and trustworthiness was a critical aspect of this study, particularly given the mixed-methods design. The
principles of credibility, dependability, transferability, and confirmability guided the approach to enhancing the quality
and reliability of both the quantitative and qualitative components.

Quantitative Component
Instrument Validity and Reliability
a. The tools used for data collection, including the Social Determinants of Health Questionnaire and the WHOQOL-
BREF, were validated instruments with demonstrated reliability in prior research. The Arabic versions of these
tools were used to ensure cultural and linguistic appropriateness.
b. A pilot study with 10 participants from the target population was conducted to test the clarity and applicability of
the instruments. Feedback was used to refine the tools where necessary.
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c. Internal consistency of the instruments was assessed using Cronbach’s alpha. Both the Social Determinants of
Health Questionnaire and the WHOQOL-BREF showed high reliability, with alpha values exceeding 0.85,
indicating strong internal consistency.

Standardized Procedures
a. Data collection protocols were standardized, with detailed instructions provided to research assistants to minimize
variability in how questionnaires were administered.
b. Training sessions for the research team emphasized ethical considerations, consistency in participant engagement,
and thoroughness in data verification.

Data Verification
a. Each completed questionnaire was reviewed for completeness and accuracy at the point of collection. Missing or
unclear responses were addressed immediately with the participant where feasible.
b. Double data entry was implemented to reduce the risk of errors during digitization. Discrepancies between entries
were resolved by cross-referencing with the original questionnaires.

Qualitative Component
Credibility
a. Prolonged engagement with participants was ensured by spending adequate time during interviews to build
rapport and encourage open, honest sharing of experiences.
b. Member checking was employed as part of the analysis process. Participants were invited to review preliminary
interpretations of their interviews to confirm the accuracy and authenticity of the findings.
c. Triangulation was achieved by integrating data from multiple sources, including interview transcripts, field notes,
and observations, to strengthen the depth and breadth of insights.

Dependability
a. An audit trail was maintained to document all methodological decisions, data collection procedures, and analysis
processes. This ensured transparency and allowed for replication of the study by future researchers.
b. A peer debriefing process involved discussing emerging themes and interpretations with colleagues and experts in
qualitative research to ensure consistency and agreement on findings.

Transferability
a. Detailed descriptions of the study context, participant demographics, and data collection settings were provided to
enable other researchers to evaluate the applicability of the findings to similar populations or contexts.
b. Purposive sampling ensured diverse perspectives within the qualitative sample, enhancing the richness of the data
and its potential relevance across different subgroups of socioeconomically disadvantaged cancer survivors.

Confirmability
a. Reflexivity was maintained throughout the study. The researchers kept reflexive journals to document their
assumptions, biases, and potential influences on data interpretation. This practice helped minimize subjectivity
and ensured that findings were grounded in the participants’ experiences.
b. Independent coding was conducted by multiple researchers to ensure that the themes identified were not
influenced by individual biases. Discrepancies in coding were resolved through consensus discussions.

Data Saturation
a. Data saturation was reached when no new themes or insights emerged from the interviews, ensuring
a comprehensive understanding of participants’ experiences. This was closely monitored by the research team,
and additional interviews were conducted if required to achieve saturation.
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Mixed-Methods Integration
Triangulation
a. Triangulation of quantitative and qualitative findings provided a multidimensional understanding of the influence
of social determinants on QoL. Themes from the qualitative analysis were cross-referenced with statistical
patterns identified in the quantitative data to ensure coherence and complementarity.

Integration Workshops
a. The research team conducted workshops to integrate and synthesize findings from both study components. This
collaborative effort allowed for the reconciliation of discrepancies and the formulation of cohesive conclusions.

By employing these strategies, the study ensured the rigour and trustworthiness of its findings, offering robust
evidence to inform policy and practice interventions aimed at improving QoL outcomes for socioeconomically dis-
advantaged cancer survivors.

Ethical Considerations

Ethical approval was obtained from the Institutional Review Board of King Saud University (IRB No. 24.971).
Participants provided written informed consent and were assured of confidentiality and the right to withdraw at any
time. Data were anonymized, securely stored, and used solely for research purposes. Participants received a debriefing at
the study’s conclusion, offering resources for further support. All participants provided written informed consent,
including consent for the publication of anonymized responses and direct quotes in the study.

Results

Demographic Characteristics
A total of 200 socioeconomically disadvantaged cancer survivors participated in the quantitative component of this study
(Table 1). The sample included a wide age range, with a mean age of 54.7 years, reflecting the diverse age distribution of

Table | Demographic Characteristics (n = 200)

Variable Mean (SD) or % | n
Age (years) 54.7 (11.2) 200
Gender

Male 32% 64
Female 68% 136
Education

No formal education 40% 80
Secondary education 38% 76
Higher education 22% 44

Employment Status

Unemployed 78% 156

Part-time work 22% 44

Income Level (SAR)

Low (< 5000) 55% 1o
Medium (5000-10,000) | 35% 70
High (> 10,000) 10% 20
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cancer survivors in Riyadh City. The majority of participants were female (68%), consistent with gender disparities often
observed in cancer survivorship populations, where women are more likely to engage in follow-up care and participate in
studies. Educational levels showed a predominance of participants with no formal education or secondary education,
highlighting the socioeconomic challenges faced by this group. Employment data revealed a high prevalence of
unemployment (78%), further emphasizing the financial hardships experienced by the participants. Income levels showed
that more than half of the participants earned less than 5000 SAR per month, underscoring the financial vulnerability of
this population.

Social Determinants of Health Scores

Social determinants of health (SDH) were assessed using a validated questionnaire. Participants reported high levels of
financial instability, healthcare access barriers, and social support deficits, with financial instability being the most
significant challenge (mean = 30.1). These scores indicate systemic barriers faced by socioeconomically disadvantaged
cancer survivors. The percentage of participants reporting high concern (=4 on the Likert scale) for each subdomain was
notable, particularly for financial instability (80%). These findings underscore the profound influence of financial and
structural barriers on the well-being of cancer survivors (Table 2).

Quality of Life Outcomes

Quality of life (QoL) was measured across four domains using the WHOQOL-BREF. The findings reveal substantial
challenges in physical health, which scored the lowest among the domains, reflecting the lingering physical impacts of
cancer and its treatment. Psychological health and social relationships also scored moderately low, suggesting the
emotional toll and reduced social interactions associated with financial and healthcare access barriers. Interestingly,
the environmental domain scored relatively higher, possibly indicating a better perception of the participants’ living
environment compared to other aspects of their lives (Table 3).

Correlation Analysis

The relationship between SDH and QoL was explored using Pearson’s correlation coefficient. Significant negative
correlations were observed between SDH scores and QoL domains, particularly physical and psychological health.

Table 2 Social Determinants of Health Scores (n = 200)

Subdomain Mean (SD) | % High Concern (=4) | Range
Financial Instability | 30.1 (8.5) 80% 10—40
Healthcare Access | 28.3 (7.9) 72% 8-35
Social Support 20.1 (6.8) 65% 7-30
Total SDH Score 785 (15.3) - 40-105

Table 3 Quality of Life Scores (n = 200)

Domain Mean (SD) | Range

Physical Health 582 (12.4) | 30-80

Psychological Health | 60.5 (13.7) 32-84

Social Relationships | 63.8 (14.1) 35-88

Environmental QoL | 67.2 (15.2) 38-92

Total QoL Score 62.4 (14.8) 40-90
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Table 4 Correlation Analysis (n = 200)

Variable r p-value

Total SDH Score and Physical QoL —0.45 | <0.001

Total SDH Score and Psychological QoL | —0.40 | < 0.001

Financial Instability and Total QoL —0.48 | <0.001

Financial instability demonstrated the strongest correlation with reduced QoL, emphasizing its pervasive impact. These
correlations underscore the interconnectedness of socioeconomic barriers and QoL outcomes, highlighting the need for
targeted interventions to address these challenges (Table 4).

Regression Analysis

A multiple linear regression model identified key predictors of QoL. The total SDH score was the strongest predictor,
with higher scores associated with lower QoL. Income level and education emerged as significant positive predictors,
suggesting that improving these factors could enhance QoL outcomes. Interestingly, age and gender were not significant
predictors, indicating that socioeconomic factors may have a more direct influence on QoL in this population (Table 5).

Subgroup Analysis

Subgroup analysis revealed significant differences in QoL scores based on gender and income levels. Women reported
lower QoL scores compared to men, reflecting additional challenges such as caregiving roles or gender-related barriers.
Participants with low income also reported significantly lower QoL, emphasizing the financial burden as a key
determinant of well-being. These findings highlight the heterogeneity within the population and the need for tailored
interventions (Table 6).

Qualitative Findings
In-depth interviews revealed the complexities of socioeconomically disadvantaged cancer survivors’ experiences
(Table 7). Three primary themes emerged: (i) financial and structural barriers, (ii) emotional and psychological impacts,

Table 5 Regression Analysis Predicting
QoL (n = 200)

Predictor B SE p-value

Total SDH Score | —0.50 | 0.08 | < 0.001

Income Level 0.30 0.10 | <0.01

Education Level 0.28 0.12 | <0.05

Table 6 Subgroup Analysis of QoL Scores

Variable Mean (SD) QoL | p-value
Gender: Male 66.8 (12.3)

Gender: Female 60.1 (14.5) 0.02
Income: Low (<5000 SAR) 59.4 (13.8)

Income: Medium/High (>5000 SAR) | 67.5 (12.6) < 0.0l
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Table 7 Thematic Analysis of Qualitative Findings

Theme

Subtheme

Description

Participant Quotes

I. Financial and
Structural Barriers

Cost of Care

Participants struggled with the affordability
of follow-ups and medications.

“Cancer is not just a disease; it’s a financial disaster.”
(Participant 9)

Healthcare Access
Barriers

Logistical challenges hindered timely access
to specialized care.

“The clinic near my house doesn’t provide the services | need.”
(Participant 7)

2. Emotional and
Psychological

Fear of Recurrence
and Mortality

Anxiety about recurrence influenced
avoidance of follow-ups.

“I am terrified every time | think about going to the hospital.”
(Participant 3)

Mechanisms

Impacts
Emotional Survivors experienced emotional fatigue and | “The stress of thinking about my health and my finances is
Exhaustion and feelings of isolation. overwhelming.” (Participant |1)
Depression
3. Coping and Family Involvement | Emotional and practical support from family | “My daughter helps me with everything—from managing my
Support was critical for coping. appointments to making sure | take my medicine.” (Participant 2)

Self-Reliance and
Community
Resources

Survivors relied on personal resilience and
community support to navigate challenges.

“l joined a local cancer support group, and it has made a big
difference.” (Participant 5)

and (iii) coping and support mechanisms. These themes illustrate the interplay of external and internal challenges faced

by participants and their strategies to navigate survivorship.

Financial and Structural Barriers
Participants described a range of financial and structural obstacles that exacerbated their difficulties in accessing

healthcare and maintaining their quality of life. Two key subthemes were identified: cost of care and healthcare access

barriers.

Cost of Care

Financial constraints emerged as a pervasive challenge, with participants expressing concerns over the affordability of

routine check-ups, medications, and follow-up care. Many participants noted that their financial situation forced them to

make difficult choices between healthcare and basic living expenses.

I have to think twice before scheduling a follow-up appointment because even the transportation cost is a burden. Medication is

another story—I just can’t afford it all the time. (Participant 1)

Cancer is not just a disease; it’s a financial disaster. Sometimes I skip my appointments because I don’t have the money for the
tests. (Participant 9)

Healthcare Access Barriers

Logistical issues, such as long travel distances and limited availability of specialized oncology services, were frequently cited

as significant impediments. Participants living in underserved areas faced particular challenges in accessing timely care.

The hospital is far from my home, and I have to rely on someone to take me. Most times, they are busy, so I miss my

appointments. (Participant 4)

The clinic near my house doesn’t provide the services I need. I have to go to the main hospital, which is a long and tiring

journey. (Participant 7)

These financial and structural barriers not only delayed critical follow-ups but also contributed to feelings of

frustration and helplessness among participants.
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Emotional and Psychological Impacts
The psychological toll of cancer survivorship was another dominant theme. Participants shared their struggles with fear,
anxiety, and emotional distress, which often compounded their physical and financial challenges.

Fear of Recurrence and Mortality
Participants expressed ongoing anxiety about the possibility of cancer recurrence or progression. This fear influenced
their decisions to avoid or delay follow-ups, reflecting a protective but counterproductive behavior.

I am terrified every time I think about going to the hospital. What if they find something again? I don’t think I can go through it
all over again. (Participant 3)

Sometimes, it feels like ignorance is bliss. If I don’t know, I don’t have to deal with the pain and worry. (Participant 10)

Emotional Exhaustion and Depression
Feelings of emotional fatigue and despair were prevalent, particularly among participants who lacked robust support
systems. Survivors often described their cancer journey as isolating and mentally draining.

I feel like I’'m carrying this burden alone. It’s exhausting, both physically and mentally. Some days, [ don’t even want to get out
of bed. (Participant 6)

The stress of thinking about my health and my finances is overwhelming. It feels like there’s no escape. (Participant 11)
These emotional and psychological impacts highlighted the need for integrated mental health support in survivorship

care.

Coping and Support Mechanisms
Despite the challenges, participants demonstrated resilience through various coping strategies and sought support from
family, friends, and community resources. Two subthemes emerged: family involvement and self-reliance.

Family Involvement
Participants who received consistent emotional and practical support from their families reported a better ability to cope
with the aftermath of cancer treatment. However, the level of support varied widely.

My daughter helps me with everything—from managing my appointments to making sure I take my medicine on time. I don’t
know what I’d do without her. (Participant 2)

I feel lucky to have my family around. They give me the strength to keep going, even on the bad days. (Participant 8)
Conversely, some participants noted a lack of family involvement, which exacerbated their sense of isolation.

My family doesn’t understand what I’'m going through. They think everything is fine now that I’ve finished treatment, but it’s
far from over. (Participant 12)

Self-Reliance and Community Resources
Several participants emphasized the importance of self-reliance and the use of community resources, such as support
groups and non-profit organizations, in managing their post-treatment challenges.

I joined a local cancer support group, and it has made a big difference. Talking to people who understand what I’'m going
through is comforting. (Participant 5)

When I feel low, I try to focus on the things I can control, like eating healthy and walking every day. It’s not much, but it helps

me stay positive. (Participant 9)
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Table 8 Integration of Quantitative and Qualitative Findings

Quantitative Finding

Qualitative
Theme

Supporting Qualitative Evidence

Interpretation & Implications

Financial instability strongly
correlates with lower QoL
(r =—0.45, p < 0.001)

Financial burden
and healthcare
access barriers

“I have to choose between paying for my
medications or basic necessities.”
(Participant 3)

Survivors experience significant financial toxicity, leading to
delayed or missed medical care, worsening QoL. Financial aid
programs and reduced-cost treatments are critical
interventions.

Lack of social support
predicts lower QoL
(B =-0.28, p < 0.05)

Social isolation
and stigma

“My family thinks | should just move on, but
they don’t understand the emotional impact
of cancer.” (Participant 7)

Cultural stigma surrounding illness contributes to reduced social
support, which negatively impacts emotional well-being.
Awareness campaigns and community-based support networks
are needed.

Women report significantly
lower QoL scores than men
(p = 0.02)

Gender roles and
caregiving burdens

“As a woman, | have to take care of my
family, even when | am struggling with my
own health.” (Participant 5)

Traditional gender norms place additional burdens on female
survivors, limiting their ability to focus on recovery. Tailored
interventions, such as caregiver support and flexible healthcare
access, are essential.

Low-income survivors
report lower psychological
health scores (p < 0.01)

Emotional distress
and fear of
recurrence

“Every time | feel a small pain, | panic that the
cancer is back, but | can’t afford another
check-up.” (Participant 10)

Financial barriers exacerbate psychological distress, leading to
avoidance of follow-up care. Integrating mental health services
into survivorship care is necessary.

Education level is associated
with QoL
(B =0.28, p < 0.05)

Health literacy
and navigating the
healthcare system

“l don’t understand half of what the doctors
tell me. It makes it hard to follow my
treatment properly.” (Participant 8)

Survivors with lower health literacy struggle with medical
decision-making, impacting treatment adherence. Health
education programs and patient navigators should be
incorporated into survivorship care.

These coping mechanisms underscored the importance of fostering community-based interventions and creating

accessible resources to empower survivors.

To enhance the integration of qualitative and quantitative findings, Table 8 and Figure 1 illustrates how qualitative
themes support, complement, or explain the numerical trends identified in the quantitative analysis. This comparison
reinforces the mixed-methods approach by contextualizing statistical associations with survivor narratives, offering

a more holistic understanding of how social determinants impact cancer survivorship outcomes.

Social Determinants
of Health

Statistical Trends Lived Experiences

| |

Qualitative Insights
Interviews & Themes

Quantitative Findings
Survey Data

Qualitative Data Explains
Quantitative Data Validates

L Integrated
b Interpretation &

Policy Implications

Figure | Conceptual model to visualize how qualitative data contextualizes quantitative associations between SDH and QoL.
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Discussion

This study explored the influence of social determinants of health (SDH) on the quality of life (QoL) among socio-
economically disadvantaged cancer survivors in Riyadh City, Saudi Arabia, using a mixed-methods approach. The
findings reveal significant associations between SDH and QoL domains, highlighting the compounded challenges faced
by this population in navigating survivorship. These results underscore the critical need for integrated, equity-driven
approaches to improve health outcomes and QoL among disadvantaged survivors.

The Influence of Financial Instability
Financial instability emerged as a predominant barrier, with participants reporting significant challenges in affording
medical care, transportation, and basic needs.”* The quantitative findings demonstrated a strong negative correlation
between financial instability and QoL, consistent with previous research indicating that economic strain adversely
impacts cancer survivors’ physical and psychological well-being. Financial toxicity, defined as the economic burden
associated with cancer care, has been widely documented as a critical factor influencing survivors’ ability to adhere to
follow-up treatments and maintain overall health.*® These findings align with studies showing that financial distress
exacerbates emotional exhaustion and reduces access to necessary healthcare services, further compounding disparities in
outcomes.>®

The qualitative data further contextualized these barriers, with participants describing the daily struggles of balancing
medical expenses against household priorities. Participants noted that they often delayed or avoided follow-up care due to
cost concerns, which is consistent with global evidence suggesting that financial strain leads to delayed diagnosis, poorer
treatment adherence, and worsened outcomes.®’ Addressing financial barriers requires not only systemic policy inter-

ventions but also targeted programs that provide financial assistance and facilitate access to affordable care.*®

Healthcare Access Challenges
Barriers to accessing healthcare facilities were another prominent theme. Quantitative data indicated that healthcare
access scores were significantly associated with QoL, emphasizing the critical role of accessibility in survivorship
outcomes.>® Survivors in this study reported logistical challenges, including long distances to specialized oncology
centers and limited availability of local services, which hinder their ability to receive timely care.

These findings are consistent with research demonstrating that geographic and structural barriers disproportionately

affect socioeconomically disadvantaged populations.*°

Limited access to comprehensive cancer care services often leads
to reliance on emergency care or the postponement of necessary follow-ups, both of which can have deleterious effects
on survivorship.*! Participants in the qualitative component shared similar concerns, with many highlighting the lack of
nearby facilities equipped to manage their long-term care needs. These challenges reflect broader systemic inequities in

healthcare delivery, necessitating a reconfiguration of service distribution to prioritize underserved areas.**

Emotional and Psychological Impacts
The emotional and psychological toll of cancer survivorship was another critical finding. Fear of recurrence, anxiety, and
emotional exhaustion emerged as significant barriers to maintaining QoL.** Quantitative data demonstrated significant
associations between psychological health scores and SDH, particularly financial instability and lack of social support.
This aligns with previous studies that underscore the heightened vulnerability of socioeconomically disadvantaged
survivors to psychological distress due to the compounded burden of financial, social, and health-related challenges.**
Qualitative findings provided deeper insights into these psychological impacts, revealing the pervasive influence of
fear and denial on survivors’ health-seeking behaviors. Many participants expressed reluctance to engage in follow-up
care due to fear of receiving bad news, a phenomenon commonly reported in cancer survivorship literature. This
avoidance behavior not only delays early detection of recurrence but also amplifies emotional distress, creating
a vicious cycle that further compromises QoL.* Effective psychological interventions, such as counseling and survivor-
ship support programs, are essential to address these barriers and enhance mental well-being among disadvantaged
survivors.*®
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The Role of Social Support

Social support emerged as a significant protective factor in QoL outcomes, with both quantitative and qualitative findings
highlighting its critical role. Participants with robust familial and community support reported better coping mechanisms
and a greater ability to navigate survivorship challenges. Conversely, the absence of social support was associated with
feelings of isolation, depression, and reduced QoL. These findings echo existing research demonstrating that social
networks and support systems play a pivotal role in mitigating the psychological and practical burdens of cancer
survivorship.*’

However, cultural attitudes and stigma surrounding illness and vulnerability emerged as significant barriers to seeking
support.***° Participants described societal norms that discouraged open discussions about health challenges, leading to
a lack of acknowledgment and understanding of their needs. Such cultural dynamics are well-documented in Middle
Eastern contexts, where familial obligations and societal expectations often intersect to influence health behaviors.>
Community-based interventions that address cultural stigmas and foster supportive environments are crucial to bridging

these gaps and enhancing survivorship care.”!

Physical Health Challenges
Physical health was the most compromised QoL domain in this study, with survivors reporting persistent fatigue, pain,
and treatment-related side effects. These findings align with previous research highlighting the long-term physical
consequences of cancer and its treatment, particularly among socioeconomically disadvantaged populations who may
have limited access to rehabilitation services®> > The strong association between SDH and physical health underscores
the interconnectedness of financial, logistical, and social barriers in shaping physical outcomes.>®

Participants in the qualitative interviews emphasized the challenges of managing comorbidities and the limited
availability of resources for physical rehabilitation. These findings are consistent with global evidence indicating that
socioeconomically disadvantaged populations face a higher prevalence of comorbid conditions and reduced access to
preventive and rehabilitative care.”’ Addressing these challenges requires a holistic approach that integrates physical

rehabilitation into survivorship care plans and ensures equitable access to these services.’®

Systemic Inequities and Structural Barriers

The findings of this study underscore the systemic inequities that perpetuate disparities in cancer survivorship outcomes.
Socioeconomically disadvantaged survivors face intersecting barriers that undermine their ability to achieve optimal health
and QoL. Structural determinants, including inadequate healthcare infrastructure, financial inequities, and cultural stigmas,
exacerbate these challenges, creating a cumulative burden that disproportionately affects this vulnerable population.’ ?

These findings align with the Social Determinants of Health framework, which emphasizes the role of structural
factors in shaping health outcomes. Addressing these systemic inequities requires a multifaceted approach that prioritizes
health equity in policy and practice. Evidence-based strategies, such as expanding healthcare coverage, enhancing
community-based care, and integrating social and psychological support into survivorship programs, are essential to
addressing the root causes of these disparities.®’

The findings of this study align with global research demonstrating the significant impact of social determinants of
health (SDH) on cancer survivorship, particularly among socioeconomically disadvantaged populations. Similar to
studies conducted in high-income countries like the United States and the United Kingdom, financial hardship and
limited access to healthcare emerged as primary barriers to quality of life (QoL) for cancer survivors in Saudi Arabia.®!
Research from the US highlights the concept of financial toxicity, where the high cost of cancer care leads to treatment
delays, non-adherence to follow-ups, and increased psychological distress.®? This study similarly found that financial
instability was a major predictor of lower QoL, reinforcing the broader notion that economic disparities exacerbate
survivorship challenges regardless of geographic location. Additionally, the role of social support as a mitigating factor
was consistent with global evidence, which has shown that strong family and community networks can buffer the
negative effects of economic hardship and healthcare barriers.”> However, unlike Western settings where formal

Cancer Management and Research 2025:17 hetps: 1287



@ Almutairi et al

survivorship programs and social services are widely available, Saudi survivors often rely heavily on family-based
support systems due to cultural norms, highlighting a gap in structured, long-term survivorship care.

Comparing these findings to lower- and middle-income countries (LMICs) reveals additional insights into how
healthcare systems influence cancer survivorship outcomes. Studies from India and sub-Saharan Africa similarly report
that limited healthcare infrastructure, long travel distances to specialized oncology centers, and lack of financial
assistance programs significantly impact cancer survivors’ QoL.®* This mirrors the Saudi context, where centralized
healthcare facilities in urban areas create geographic disparities in access to survivorship care. However, unlike many
LMIC:s that struggle with basic oncology care availability, Saudi Arabia has a relatively well-resourced healthcare system
with universal healthcare coverage for citizens, yet disparities persist due to systemic inefficiencies and socioeconomic
divides.®> Addressing these gaps requires policy-driven interventions, such as decentralized oncology services, mobile
health (mHealth) initiatives, and targeted financial assistance programs to ensure equitable survivorship care. By learning
from international models that integrate comprehensive, patient-centered cancer survivorship programs, Saudi healthcare
policymakers can develop tailored strategies to reduce disparities and enhance long-term survivorship outcomes.®®

Structured Mixed-Methods Integration

The integration of quantitative and qualitative findings in this study provides a more comprehensive understanding of
how social determinants of health (SDH) impact the quality of life (QoL) of socioeconomically disadvantaged cancer
survivors. The quantitative results revealed strong correlations between financial instability, lack of social support, and
lower QoL scores, with regression analysis confirming financial difficulties as the most significant predictor of reduced
QoL. However, these findings alone do not fully capture the lived experiences and underlying mechanisms contribut-
ing to these disparities. The qualitative data added depth to these numerical trends, with participants describing the
daily struggles of balancing medical expenses, emotional distress due to financial constraints, and the stigma
surrounding their illness, which often led to delayed follow-ups or avoidance of care. By integrating both sets of
data, it became evident that financial instability not only affects access to healthcare but also creates a psychological
burden, reinforcing patterns of social withdrawal and anxiety that are not entirely captured through survey-based
measures.

Moreover, the study found that low social support was a significant quantitative predictor of poor QoL, and qualitative
findings further illuminated why this occurs. Participants expressed that while family and community support exist in Saudi
culture, traditional gender roles and societal expectations often create barriers to seeking help. Women, in particular, noted
that caregiving responsibilities limited their ability to prioritize their own health needs, an aspect not fully reflected in
quantitative scores but strongly emphasized in the qualitative interviews. Additionally, while quantitative data showed that
participants with lower education levels had poorer QoL, qualitative narratives revealed that health literacy barriers and
difficulties in navigating the healthcare system played a crucial role in worsening health outcomes. These insights highlight
the value of mixed-methods research, as the qualitative findings contextualize the statistical trends, ensuring that interven-
tions target not only structural factors (eg, financial aid, access to care) but also culturally specific barriers (eg, stigma, gender
norms, and health literacy challenges). Structuring the discussion around integrated findings rather than separate analyses
reinforces the study’s contribution by demonstrating how a convergent mixed-methods approach provides a more holistic
understanding of survivorship challenges in socioeconomically disadvantaged cancer patients.

Implications

The findings of this study have several important implications for clinical practice, public health policy, and future
research. First, the significant influence of social determinants of health (SDH) on the quality of life (QoL) among
cancer survivors highlights the need for holistic and equity-focused healthcare interventions. Policymakers and
healthcare providers must prioritize programs that address financial and logistical barriers to care, such as
subsidizing medical expenses, expanding transportation options, and establishing accessible oncology centers in
underserved areas. Integrating social support services, such as counseling and community-based programs, into
survivorship care plans can also help mitigate the psychological and emotional toll of cancer survivorship.
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Second, the findings underscore the importance of culturally tailored interventions in addressing stigma and promot-
ing health-seeking behaviors. Community awareness campaigns that normalize discussions about cancer and encourage
early detection could significantly reduce fear, denial, and avoidance behaviors among survivors. Training healthcare
providers to deliver culturally sensitive care and address the unique challenges faced by socioeconomically disadvan-
taged populations is also essential.

Finally, future research should focus on longitudinal studies to better understand the long-term impacts of SDH on
cancer survivorship. Mixed-methods approaches, like the one used in this study, can provide comprehensive insights into
the lived experiences of survivors and inform the development of targeted interventions that are both effective and

contextually relevant.

Limitations

This study has several limitations that should be acknowledged. First, the cross-sectional design precludes the establish-
ment of causal relationships between SDH and QoL. Longitudinal studies are needed to explore how these determinants
evolve over time and influence survivorship outcomes.

Second, the study was conducted in Riyadh City, which may limit the generalizability of findings to other regions of
Saudi Arabia or countries with different healthcare systems and sociocultural contexts. Future research should consider
including participants from diverse geographic and cultural settings to enhance the applicability of results.

Third, while the study utilized validated instruments for data collection, self-reported measures are inherently subject
to recall bias and social desirability bias. Participants may have underreported certain barriers or overemphasized others
based on their perceptions or experiences. Incorporating objective measures, such as medical records or socioeconomic
data, could provide a more comprehensive understanding of the factors influencing QoL.

Finally, the relatively small sample size for the qualitative component, while sufficient for achieving data saturation,
may not fully capture the heterogeneity of experiences among cancer survivors. Expanding the qualitative sample and
exploring specific subgroups, such as survivors of different cancer types or those in rural areas, could provide deeper

insights.

Conclusions

This study highlights the profound impact of social determinants of health (SDH) on the quality of life (QoL) among
socioeconomically disadvantaged cancer survivors in Riyadh, Saudi Arabia, using a convergent parallel mixed-methods
approach. By integrating quantitative and qualitative findings, the study provides a comprehensive perspective on the
financial, social, and psychological challenges that influence cancer survivorship outcomes. The quantitative results
identified financial instability and lack of social support as the strongest predictors of lower QoL, while the qualitative
findings offered deeper insights into how survivors experience and navigate these challenges within their sociocultural
context. The integration of these findings enhances understanding beyond statistical associations, revealing how financial
burden extends beyond healthcare costs to affect daily life decisions, psychological distress, and social relationships.
Additionally, the study uncovered culturally specific barriers such as stigma, gender-related restrictions, and limited
health literacy, which significantly shape survivors’ experiences and access to care.

The mixed-methods design strengthened the study’s contributions by demonstrating the value of combining numerical
trends with personal narratives. Unlike studies that rely solely on quantitative measures, this research underscores the
importance of integrating patient perspectives to develop targeted, culturally sensitive interventions. These findings
emphasize the need for policy-driven solutions such as expanding financial aid programs, decentralizing oncology
services, and implementing survivorship support networks that address both structural and cultural challenges. Future
research should explore longitudinal mixed-methods approaches to assess how SDH influence survivorship over time and
evaluate the effectiveness of interventions aimed at reducing disparities. By incorporating both statistical evidence and
lived experiences, this study provides actionable insights for healthcare policymakers and practitioners working to
enhance equity-driven survivorship care in Saudi Arabia and other comparable healthcare systems.
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