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Abstract
The study aims to examine the relationship between illness acceptance, psychological well-being, and anxiety in individuals with chronic 
diseases. Data were collected from 510 participants through face-to-face surveys. The data collection instruments included a personal 
information form, the Illness Acceptance Scale, the Anxiety Scale, and the Psychological Well-Being Scale. Analyses were conducted 
using SPSS 26 software. Since the data showed a normal distribution, parametric tests were employed. The majority of participants 
were female, under 45 years of age, had completed primary education, and were married. Circulatory system diseases were the most 
common, and most patients had been diagnosed for 13 years or longer. Significant differences were observed between the scales based 
on variables such as disease diagnosis and gender. A weak negative correlation was found between illness acceptance and psychological 
well-being, while a weak positive correlation was observed between illness acceptance and anxiety. The results highlight the complex 
and multidimensional nature of the relationship between illness acceptance, psychological well-being, and anxiety. They emphasize the 
importance of individuals’ adaptation to illness in this context, and indicate that factors such as disease stage, symptoms, and treatment 
should be considered to achieve clearer results.
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Introduction

The concept of health has expanded to encompass not only the 
physical body, but also the social, physical, spiritual, and men-
tal dimensions of human well-being (WHO, 2025). The holistic 
perspective implies that the concept of health is multidimen-
sional. A review of health from its psychological dimension 
reveals several key concepts, including anxiety, psychological 
well-being, and acceptance of illness (Jankowiak et al., 2021). 
Each of these represents a different aspect of the health expe-
rience and is especially critical in the context of chronic diseas-
es, which involve long-term health challenges.

Chronic diseases are defined as conditions rooted in psy-
chological factors and resulting in functional limitations over 
an extended period of at least 12 months (CDC, 2024). Ex-
amples such as cancer, diabetes, and cardiovascular diseases 
go beyond physical symptoms to profoundly impact patients’ 
psychological and social lives. Long-term treatment needs, 
uncertainty, and functional limitations can lead to feelings of 
stress, fear, and loneliness. Therefore, understanding the psy-
chological adjustment processes in people living with chronic 

diseases – particularly the relationships among illness accept-
ance, psychological well-being, and anxiety levels – is essential 
(Carver et al., 1989). In general, psychological well-being in 
the context of chronic illness can serve as a buffer that reduces 
negative emotions caused by the disease and enhances adapta-
tion. For example, individuals with high levels of self-accept-
ance, positive social relationships, and a clear sense of pur-
pose may demonstrate greater resilience when facing chronic 
illness. Strong psychological well-being helps maintain life 
satisfaction and increases motivation to cope with the disease 
(Büssing et al., 2008). This is one of the fundamental assump-
tions of the proposed study: individuals with higher illness 
acceptance and psychological well-being may experience less 
anxiety and develop more effective coping strategies during 
the chronic illness process (Kołtuniuk and Rosińczuk, 2021; 
Purc-Stephenson and Edwards, 2024). Although existing lit-
erature addresses illness acceptance, psychological well-being, 
and anxiety separately, there is a clear lack of an integrated 
theoretical model that explains how these three concepts in-
teract.

The concept of illness acceptance can be defined as the 
state of adaptation and preparedness in the face of the chal-
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lenges posed by the presence of a disease in one’s life (Casier 
et al., 2008; Zalewska et al., 2007). In broader terms, accept-
ance can be seen as a compromise between the patient and the 
illness (Cipora et al., 2018). It is crucial to understand that 
acceptance of the illness requires active involvement in the 
treatment process, rather than passive acquiescence. Thus, ac-
tive engagement as a consequence of acceptance can yield ben-
eficial outcomes (Kiropoulos et al., 2021). Studies have also 
shown that acceptance of illness is associated with improved 
quality of life and lower levels of depression and hopelessness 
(van Laarhoven et al., 2011).

Psychological well-being is understood as an individual’s 
ability to manage existential challenges encountered in life 
(Kılınç, 2017). Although illness is likely to engender negative 
emotional states in individuals, psychological well-being pro-
vides a framework for leading a meaningful life, being produc-
tive, and establishing close relationships (Bulut and Dilmaç, 
2018; Özen, 2017). In social sciences, Ryff’s model highlights 
psychological well-being as comprising dimensions such as 
self-acceptance (being at peace with oneself and reconciling 
with one’s past), positive relations (forming deep, empathic 
bonds with others), autonomy (acting independently accord-
ing to personal values), environmental mastery (the ability 
to influence and manage one’s surroundings), purpose in life 
(having meaningful goals), and personal growth (a continu-
ous desire to learn and develop) (Ryff and Keyes, 1995). In the 
absence of well-being and acceptance, patients may perceive 
their illness as a threat. The physical, behavioral, or cognitive 
reactions that patients exhibit as a consequence of fear result-
ing from the perceived threat and the uncertain nature of the 
illness are referred to as anxiety (Šrol et al., 2021; Yığman and 
Fidan, 2021). Reactions occurring in individuals not facing a 
tangible threat and recurring with regularity are indicative of 
anxiety. Worry is an essential component that contributes to 
the onset of anxiety (Borkovec et al., 1998). In chronic diseas-
es, uncertainty, negative predictions about the near future, 
and the burden of ongoing treatment can create a persistent 
state of anxiety in patients. At this point, it should be con-
sidered that psychological support may indirectly reduce the 
severity of disease-related anxiety (Kulpa et al., 2014). In this 
context, the objective of the study is to elucidate the interrela-
tionship between illness acceptance, psychological well-being, 
and anxiety levels in individuals with chronic illness.

 
Materials and methods

Research type
The growing prevalence of chronic diseases demonstrates the 
limitations of a purely physiological approach in understand-
ing and addressing these conditions. In this context, the sig-
nificance of examining the psychological aspects of the disease 
was underscored, and the study was conducted using a descrip-
tive and cross-sectional design.

Population and sample
In determining the research population, the public hospital in 
Karaman province, situated in Western Anatolia (and classified 
accordingly in the statistical regional system), was selected as a 
reference point. In order to ascertain the population size, the 
ICD diagnosis codes were reviewed retrospectively via the hos-
pital management information system of the public hospital. 
Consequently, the total number of patients with chronic con-
ditions registered in the system between 1 January 2021 and 
1 January 2022 was determined. In the preceding 12-month 

period, a total of 44,259 individuals with chronic conditions 
submitted applications to the pertinent institution. In order 
to ascertain which diseases are considered chronic, the Turkish 
Ministry of Health’s “Turkey Chronic Diseases and Risk Fac-
tors Prevalence Study” was used as a reference.

In establishing the research sample, the table created by 
Yazıcıoğlu and Erdoğan (2004) was consulted as a point of ref-
erence, and the convenience sampling method was employed. 
The sample size of the research population was determined 
to be 381 individuals, which is considered sufficient given a 
sampling error of 5%. This sample size was selected from a to-
tal population of 44,259 individuals (Yazıcıoğlu and Erdoğan, 
2004). A total of 510 individuals were surveyed during the re-
search process, and 505 of them were determined to be eligi-
ble for inclusion in the study. Five participants were excluded 
from the study on the grounds of incomplete questionnaire 
responses.

Participants were voluntarily selected in hospital outpa-
tient clinics. The researchers included individuals who sub-
mitted applications to the hospital within the specified time 
frame and had a diagnosis of chronic disease for a minimum 
of one year. To reduce potential confounding, individuals with 
severe psychiatric comorbidities, cognitive impairments, or 
acute medical conditions were excluded, as these factors could 
significantly affect psychological assessments and the validity 
of self-reported data. After providing information to the indi-
viduals, data were collected through the acquisition of written 
informed consent from those who agreed to participate in the 
study. The process of informing and obtaining consent from 
volunteers was carried out in accordance with established eth-
ical guidelines.

Data collection tools
The data were collected using a questionnaire technique 
through face-to-face interviews. To participate, individuals 
had to meet specific criteria: a chronic disease diagnosis for at 
least 12 months, a minimum age of 18, effective communica-
tion skills, the ability to read and write, and receipt of outpa-
tient services. A personal information form was developed by 
the researchers to gather participant details. Additionally, the 
Acceptance of Illness Scale, Worry and Anxiety Scale, and Psy-
chological Well-Being Scale were utilized in the study.

Acceptance of Illness Scale (AIS)
The Acceptance of Illness Scale (AIS), developed by Felton and 
Revenson in 1984 (and later adapted into Turkish by Büyük-
kaya Besen in 2009), includes eight items on a five-point Lik-
ert scale (1 = strongly disagree, 5 = strongly agree) with no 
reverse items (Büyükkaya Besen, 2009; Felton and Revenson, 
1984). The Cronbach’s Alpha reliability coefficients for the 
original scale, Turkish version, and this study were 0.83, 0.79, 
and 0.65, respectively. This unidimensional scale has a range 
from 8 to 40, with higher scores indicating greater acceptance 
of the disease. It assesses the limitations imposed by the dis-
ease, including feelings of dependency, loss of self-esteem, and 
lack of self-efficacy.

Psychological Well-Being Scale (PWBS)
The Psychological Well-Being Scale (PWBS), developed by Di-
ener et al. in 2009 and adapted into Turkish by Telef in 2013, 
aims to complement existing well-being measures by assess-
ing socio-psychological well-being (Diener et al., 2009; Telef, 
2013). The scale consists of eight items rated on a 7-point 
Likert scale (1 = strongly disagree, 7 = strongly agree) and in-
cludes no reverse items. The reliability coefficient was report-
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ed as 0.87 in the original study, 0.80 in the adaptation study, 
and 0.81 in the present study. This unidimensional scale yields 
scores ranging from 8 (indicating strong disagreement with all 
items) to 56 (indicating strong agreement). Higher scores re-
flect greater psychological resources and strengths.

Worry and Anxiety Scale (WAS)
The Worry and Anxiety Scale (WAS), developed by Dugas et al. 
in 2001, was adapted into Turkish by Akyay in 2016 (Akyay, 
2016; Dugas et al., 2001). This 11-item scale uses an 8-point 
Likert-type format (1 = not at all, 4 = moderately, 8 = serious-
ly) and does not include reverse items. While Akyay’s study 
reported a reliability coefficient of 0.89, the present study 
found it to be 0.79. The unidimensional scale has a scoring 
range from 0 to 80. The WAS is a psychometric tool designed 
to evaluate various aspects of anxiety disorders. It measures 
anxiety-related concerns, excessive and uncontrollable worry, 
the duration and frequency of symptoms, associated physical 
manifestations, feelings of helplessness due to anxiety, and 
the overall impact of these factors on daily life.

Data analysis
Before data analysis, incomplete or randomly filled question-
naires were excluded. The remaining data were digitized for 
analysis using the SPSS 26 software (Statistical Program for 
Social Sciences). Several statistical techniques were applied, 
including the calculation of minimum and maximum values, 
standard deviation, and percentage distributions. Normality 
was assessed using skewness and kurtosis coefficients, with 
values falling within the range of +1.5 to –1.5 indicating nor-
mal distribution of the data. Parametric tests, including the 
Independent Groups t-test, One-way ANOVA, and Pearson 
Correlation, were applied. The accepted level of statistical sig-
nificance was set at 0.05. A p-value less than 0.05 was consid-
ered statistically significant, while a p-value greater than 0.05 
indicated no significant difference.

Ethical aspects of the research
This section has been incorporated into the title page in order 
to guarantee anonymity.

Limitations
The present study is limited to individuals who have been ad-
mitted to a public hospital in Karaman province. Consequent-
ly, the findings are not representative of all chronic patients in 
Turkey. Due to the use of a simple random sampling method, 
the representativeness of the sample is limited, necessitating 
a careful evaluation of the generalizability of the results. Fur-
thermore, since the data were obtained through self-report, 
the possibility of cognitive biases or recall issues in the par-
ticipants’ responses should be considered a potential limiting 
factor.

 
Results

Demographic information of the participants
Table 1 presents the demographic information of the partici-
pants. It shows that the gender distribution of the participants 
is relatively balanced. Regarding the age variable, the highest 
distribution is observed in the group aged 45 years and young-
er (28.5%), while the lowest distribution is seen in the group 
aged 65 years and older (23%). In terms of educational level, 
the majority of participants (58.2%) have completed primary 

education. Furthermore, the highest distribution in terms of 
total monthly income is below the minimum wage (49.1%). 
In patients with chronic diseases, those with circulatory sys-
tem diseases have the highest prevalence (31.5%), while those 
with respiratory system diseases have the lowest prevalence 
(13.5%). A review of the diagnosis status of chronic diseases 
revealed that 38.6% of the participants had been diagnosed for 
a period of 13 years or more.

Table 1. Distribution of demographic data of the 
participants

Number  
(n)

Percentage 
(%)

Gender
Female
Male

267
238

52.9
47.1

Age
Aged 45 and below
46–55
56–65
Aged 65 and above

144
132
113
116

28.5
26.1
22.4
23.0

Chronic disease groups
Nervous system diseases
Circulatory system diseases
Respiratory system diseases
Immune system diseases
Other chronic diseases

80
159

68
103

95

15.8
31.5
13.5
20.4
18.8

Educational status
Literacy
Primary education (5 years)
High school
Associate degree and above

44
294

90
77

8.7
58.2
17.8
15.2

Marital status
Married
Single

441
64

87.3
12.7

Total monthly income
Below minimum wage
Minimum wage
Twice the minimum wage or more

248
167

90

49.1
33.1
17.8

Disease diagnosis status
1–6 years
7–12 years
13 years and above

153
157
195

30.3
31.1
38.6

T-test findings for scale scores
The results of the t-test analysis for gender are given in the 
Table 2.

The analysis yielded no statistically significant differences 
between the acceptance of illness (t = –0.605; p > 0.05), psy-
chological well-being (t = –0.488; p > 0.05) and worry-anxiety 
(t = 1.838; p > 0.05) scales and gender (p > 0.05).

Table 2. Results of t-test by scales based on gender variable

Gender n Mean SD t p

Acceptance  
of illness

Female 267 2.72 0.70
–0.605 0.545

Male 238 2.76 0.78

Worry and anxiety
Female 267 4.20 1.42

1.838 0.067
Male 238 3.98 1.32

Psychological  
well-being

Female 267 5.39 0.97
0.488 0.626

Male 238 5.34 0.96
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ANOVA test findings
The results of the one-way variance analyses and post hoc tests 
(Scheffe Test and Tamhane Test) conducted on independent 

groups between research variables and scales are presented in 
Table 3.
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Table 3 highlights significant correlations among age, in-
come, education level, and various scales of illness acceptance, 
worry, and psychological well-being.

Illness Acceptance Scale: A significant age-related differ-
ence was observed (F = 24,853; p < 0.05). Participants aged 
46–55 years ( = 2.71), 56–65 years ( = 2.86), and over 
65 years ( = 3.11) scored higher than those aged 45 and un-
der ( = 2.29). The over-65 group also significantly outscored 
the 46–55 group. Monthly income significantly influenced 
scores (F = 14.002; p < 0.05), with participants earning below 
the minimum wage ( = 2.90) scoring higher than those earn-
ing the minimum wage ( = 2.66) or twice the minimum wage 
and above ( = 2.46). Education level also showed significant 
differences (F = 9.489; p < 0.05); participants with literacy  
( = 3.18) scored higher than those with primary education  
( = 2.71) or higher education ( = 2.49). High school grad-
uates ( = 2.86) also outperformed those with higher educa-
tion. No significant differences were found for chronic disease 
groups (F = 1.437; p > 0.05) or diagnosis status (F = 2.989;  
p > 0.05).

Worry and Anxiety Scale: Significant age-related differenc-
es were identified (F = 8.244; p < 0.05), with participants over 
65 years ( = 4.56) scoring higher than those under 45 years 
( = 3.72) and aged 46–55 years ( = 4.07). Income differences 
were also significant (F = 5.699; p < 0.05); participants earn-
ing below the minimum wage ( = 4.28) scored higher than 
those earning twice the minimum wage or more ( = 3.73). No 
significant differences were observed for education (F = 2.367;  
p > 0.05), chronic disease groups (F = 0.784; p > 0.05), or diag-
nosis status (F = 1.159; p > 0.05).

Psychological Well-Being Scale: Age significantly impacted 
scores (F = 18.411; p < 0.05). Participants under 45 years ( = 
5.74) scored higher than those aged 46–55 ( = 5.41), 56–65 
( = 5.34), and over 65 ( = 4.89). Income was also significant 
(F = 18.608; p < 0.05). Participants earning twice the minimum 
wage and above ( = 5.68) scored higher than those below 
the minimum wage ( = 5.11) or at the minimum wage ( = 
5.58). Educational attainment showed significant differences 
(F = 5.822; p < 0.05), with those holding an associate degree 
or higher ( = 5.65) outperforming participants with primary 
education ( = 5.34) or no formal education ( = 4.91). Di-
agnosis duration influenced scores (F = 5.693; p < 0.05), with 
participants diagnosed for 1–6 years ( = 5.49) or 7–12 years 
( = 5.47) scoring higher than those diagnosed for 13 years or 
more ( = 5.19). Chronic disease groups did not yield signifi-
cant differences (F = 0.186; p > 0.05).

Correlation analysis
Table 4 presents the Pearson correlation analysis between the 
mean scores of acceptance of illness, psychological well-being 
and worry-anxiety of participants with chronic illness. The 
results of the analyses indicate the presence of relationships 
between the variables.

Table 4. Correlation analysis between the scales

Pearson correlation Acceptance  
of illness

Psychological 
well-being

Worry and 
anxiety

Acceptance of illness 1

Psychological well-being –0.464** 1

Worry and anxiety 0.413** –0.435** 1

Note: ** The correlation is significant at the 0.01 level; p < 0.001

Upon analysis of the data, a negative, weakly significant 
correlation was observed between acceptance of illness and 
psychological well-being (p < 0.001; r = –0.464). Furthermore, 
a positive, weakly significant correlation was identified be-
tween acceptance of illness and levels of worry and anxiety  
(p < 0.001; r = 0.413). The results demonstrate that an increase 
in acceptance of the illness is associated with a decline in psy-
chological well-being, while a rise in worry and anxiety levels is 
observed. Additionally, a negative, weakly significant correla-
tion was observed between psychological well-being and wor-
ry-anxiety levels (p < 0.001; r = –0.435). The results indicate 
that elevated levels of psychological well-being are associated 
with a reduction in worry and anxiety. In terms of value in-
terpretation, a score of 0.00–0.25 is indicative of a very weak 
outcome, 0.26–0.49 is weak, 0.50–0.69 is medium, 0.70–0.89 
is high, and 0.90–1.00 is very high.

 
Discussion

In this study, no significant difference was identified regarding 
illness acceptance based on gender. This result is consistent 
with the findings reported by Rogon et al. (2017). In contrast, 
a significant difference was observed between age groups: 
participants under the age of 45 had lower levels of illness ac-
ceptance compared to the group aged 45 and above. This sug-
gests that age may influence the process of accepting illness. 
Similarly, the literature also shows that younger patients have 
lower levels of acceptance (Majchrowicz et al., 2025). It is 
thought that younger individuals – who have less experience 
with illness – may face greater challenges in the acceptance 
process. The accumulated life experience of older individuals, 
and particularly the presence of familial and societal support 
in Turkey’s collectivist culture, may serve as a factor facilitat-
ing illness acceptance.

Another interesting finding is that participants in the 
low-income group had higher levels of illness acceptance. This 
finding contradicts what has been reported in the literature 
(Czerw et al., 2022; Piotrkowska et al., 2023). The high level 
of acceptance among low-income individuals may be explained 
by them developing survival strategies and benefitting from 
a culture of social solidarity. Especially in societies like Tur-
key, where family solidarity is strong, low-income patients 
may adapt to the illness process through support from family 
and neighborhood relations. In this context, it is important to 
evaluate the results by considering geographical and socioeco-
nomic differences.

Educational level significantly affects illness acceptance. 
In our study, participants with only primary school education 
had significantly lower levels of illness acceptance compared 
to those with higher education. This result parallels the find-
ings reported by İlaslan et al. (2021). Individuals with higher 
levels of education may have greater awareness of health-re-
lated issues, more appropriate coping strategies, and access to 
resources, enabling them to accept their illnesses more easily. 
In the literature, higher education is shown as a factor that 
strengthens individuals’ sense of control and enhances their 
coping skills in managing stress (Czerw et al., 2022; Niemeyer 
et al., 2019).

No significant differences were found between groups 
in terms of illness type or duration of diagnosis. However, a 
recent study conducted with patients diagnosed with type 2 
diabetes revealed a noteworthy correlation between duration 
of diagnosis and acceptance levels. Individuals with the dis-
ease who had been diagnosed for five years or less exhibited 
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a notably higher level of acceptance, with acceptance scores 
decreasing as the duration of the disease increased (Türen et 
al., 2021). This difference may stem from the sample structure, 
methodological approaches, or cultural differences in the stud-
ies. Our findings suggest that illness acceptance is more close-
ly related to the individual’s internal psychological resources 
than to external factors such as the type or duration of the 
illness. For example, the capacity to cope with chronic illness 
may vary from person to person and can be shaped by factors 
such as age, personality traits, or the level of social support.

No significant differences were found between gender and 
income groups in terms of psychological well-being. On the 
other hand, significant differences were observed in the var-
iables of age, educational level, and duration of diagnosis. The 
psychological well-being scores of participants under the age 
of 45 were significantly higher than those in the 65 and old-
er group. This result suggests that advancing age may nega-
tively affect psychological well-being due to health problems 
and living conditions (WHO, 2023). Additionally, participants 
with higher education levels reported significantly higher psy-
chological well-being. Higher education may be a factor that 
enhances quality of life by increasing individuals’ coping skills 
and social resources. Furthermore, participants with shorter 
diagnosis durations (1–6 years and 7–12 years) had higher 
psychological well-being scores compared to those in the group 
with a diagnosis of 13 years or more. The prolonged period of 
living with a chronic illness may increase the psychosocial bur-
den due to lifestyle restrictions and emotional changes, there-
by negatively impacting well-being.

No significant difference was found in terms of anxiety 
levels based on gender and education status. This result is con-
sistent with the study by Dayılar et al. (2017); however, there 
is no consensus in the literature on this matter (Chlapecka et 
al., 2023; McLean et al., 2011). On the other hand, distinct 
differences in anxiety levels were observed with respect to 
age and income status. It was found that individuals aged 65 
and older had higher anxiety levels. This may be explained by 
the increase in concerns related to health, financial security, 
and loneliness with aging (Thornton and Bowers, 2024; WHO, 
2023). The high level of anxiety among low-income individ-
uals may reflect the stress of economic uncertainty. In our 
study, no significant effect of education level or type of illness 
on anxiety levels was identified. This suggests that anxiety is 
more related to individual perceptions, illness expectations, 
and sense of control.

When analyzing the relationships between the scales, a 
weak, negative, and significant correlation was found between 
illness acceptance and psychological well-being (p < 0.001;  
r = –0.464). This result indicates that as the level of illness 
acceptance increases, psychological well-being decreases. The 
literature contains conflicting findings on this matter: while 
Juzwiszyn et al. (2020) and Religioni et al. (2015) reported 
a significant positive relationship between these variables, 
Bień et al. (2015), Van Damme-Ostapowicz et al. (2014), Ka-
rademas et al. (2009), Kostyła et al. (2013), and Pompey et al. 
(2019) reported no significant relationship between the two 
concepts. For example, Casier et al. (2013) reported that in-
dividuals’ daily well-being increased as illness acceptance in-
creased. These conflicting findings may result from cultural 
and demographic factors, as well as differences in perspectives 
and measurement. In the Turkish context, family and social 
support systems may affect the relationship between illness 
acceptance and well-being; in some cases, increased accept-
ance may also imply an acknowledgment of the severity of the 
illness, which may lead to increased anxiety and stress.

Similarly, a positive, weak, and significant correlation 
was found between illness acceptance and anxiety (p < 0.001;  
r = 0.413). That is, as the level of illness acceptance increased, 
anxiety levels also increased. However, some studies such as 
Jaltuszewska et al. (2023) reported that better understanding 
of the illness reduced anxiety. These differences may arise from 
variations in research methods and sample characteristics. The 
inclusion of various chronic disease groups in our study may 
have complicated the effect of disease types on acceptance and 
anxiety processes.

The relationship between anxiety and psychological 
well-being was also found to be weak, negative, and significant 
(p < 0.001; r = –0.435). This result shows that as the level of 
anxiety increases, psychological well-being decreases. Simi-
larly, Jalmsell et al. (2010) and Hamama-Raz et al. (2018) re-
ported that increased anxiety negatively affects psychological 
well-being.

The findings reveal the multidimensional and complex re-
lationships among illness acceptance, psychological well-be-
ing, and anxiety. Demographic and cultural factors such as 
age, educational level, income, and duration of diagnosis shape 
these relationships. The results highlight the importance of in-
dividuals’ capacity to cope with illness and the availability of 
support systems.

 
Conclusion

This study investigated illness acceptance, psychological 
well-being, and anxiety among individuals with chronic illness, 
with particular emphasis on the role of demographic factors in 
shaping these psychosocial experiences. The findings under-
score the necessity for nursing practices to address not only 
the physical but also the emotional and psychological dimen-
sions of chronic illness care. In this context, providing patient 
education and counseling is essential to foster illness under-
standing, alleviate anxiety, and promote adherence to treat-
ment. Furthermore, integrating stress management strategies 
and psychosocial support into care plans is crucial for enhanc-
ing patients’ overall adjustment and well-being.

Based on the findings, the following are recommended:
•	 Psychosocial support and group therapy programs to fos-

ter illness acceptance.
•	 Targeted health education and individual counseling for 

patients with low education.
•	 Holistic care approaches addressing psychological needs in 

clinical settings.
•	 Further qualitative research in diverse sociocultural con-

texts to explore illness acceptance.

In summary, the study offers valuable insights for clini-
cal practice and education. Incorporating patient psychology, 
stress management, and illness acceptance into nursing cur-
ricula may improve patient outcomes and overall quality of 
life.
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