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Abstract

Background: There are 7.2 million female cancer survivors today, it is estimated that 40,450 women will die
from breast cancer subsequently, unprecedented survivorship issues concerning psychosocial needs for women
have become the new focus for healthcare providers and researchers.

Aim: Assess the effectiveness of education program on quality of life (QOL) improvement in women undergoing
treatment for breast cancer.

Study design: A quasi experimental.

Sample & settings: A purposeful sample of 64 women diagnosed with breast cancer that attended the oncology
institute, El-Minia region, and recruited randomly.

Tool: Semi-structured interview questionnaire included reproductive concern scale female sexual function
index, impact of event scale, and functional assessment of cancer therapy-breast.

Results of this study indicated improvement in cancer QOL after administration of the program as (65.62%) of
the study group as compared with (6.25%) of the control group had good QOL and (0.0%) of the study group
vs. (25.0%) of the control group had poor quality of life.

Conclusion: The health education program showed evidence of improved QOL, with a reduction in the sexual
dysfunction, and lower stress levels. Thus, it can be said that health education program enhances physical, social,
emotional, functional wellbeing and additional concerns related to breast cancer, and on enabling women to
proactively live with a cancer condition.

Recommendations: Based upon findings of the current study, it is suggested to heighten awareness &
knowledge about the treatment-related side effects among the nursing staff in the department for the nursing-
care of this group of patients.

Keywords: Breast cancer- reproductive concerns- quality of life.

INTRODUCTION

Breast cancer is the most common cancer among American women. An estimated 252,710 women in the United
States will be diagnosed with invasive breast cancer, and 63,410 women will be diagnosed with in situ breast

cancer. An estimated 2,470 men in the United States will be diagnosed with breast cancer. It is estimated that
41,070 people (40,610 women & 460 men) will die from breast cancer. ™
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Breast cancer is considered the leading cause of cancer death among females in economically developing
countries. [ Prevalence of breast carcinoma is high in Egypt and the cases of breast cancer constitute 29%
of cancer cases treated at the national cancer institute and the most frequent malignant tumor in women
worldwide. In Egypt, it is the most common cancer among women, representing 18.9% of total cancer cases
among the Egypt National Cancer Institute’s (NCI) series of 10,556 patients during the year 2001. 1 Moreover,
Ibrahim et al. reported that 19105 female cases diagnosed with Breast cancer in 2014 In Egypt.

As the overall death rate for women with cancer declines, the number of survivors continues to grow. Recently,
the NCI Office of Cancer Survivorship (2010) reported that there are 7.2 million female cancer survivors today,
which include 68% surviving at least an average of 5 years after diagnosis. Subsequently, unprecedented
survivorship issues concerning psychosocial needs for women have become the new focus for healthcare
providers and researchers. !

In spite of increasing survival rate of patients with breast cancer, many women with this disease suffer from
long-term physical & psychological problems resulting from the existing combined treatments for some of the
cancer treatments can often cause numerous lasting adverse effects and have a significant effect on QOL of breast
cancer survivors. (7 On the other hand, completing treatment courses, patients with cancer are confronted
with a series of challenges, which are different from the challenges faced in days and weeks after diagnosis. In
other words, upon diagnosing the disease, patients feel stress and distress and are frightened thinking of early
death, disease prognosis and imposed roles and responsibilities. After a while, these challenges are replaced by
chronic depression, financial problems regarding disease treatment, psychological & physical complications of
chemotherapy/radiotherapy, and even surgery. In addition, focus of the patient with the cancer in survival time
changes from fear of death, distress regarding full treatment and recovery or adjustment with activities related
to the treatment into the issues related to long-term survival. ® These people face issues like problems in sexual
relations & change in mental image, fatigue, comorbidities resulting from cancer treatments, including incidence
of secondary cancers, risk of psychological distresses, depression periods and disturbances in life style. In fact,
these people may experience painful symptoms and complaints even several years after diagnosis. ¢ Therefore,
there is a need for attempts toward enhancing physical performance and QOL of this category of patients. "]

QOL is a multidimensional construct that encompasses physical, social, emotional, and functional well-being.
(19 Tn the context of cancer, an individual’s baseline functioning in these areas is impacted by the disease and its
associated treatment. ['! Health related QOL is a state of well-being with two components: (1) the ability to perform
the tasks of daily living that reflect physical, psychological & social well-being, and (2) the individual’s satisfaction
with levels of functioning & control of the disease and/or the associated treatment related sequelae. %

Studies show that patients with breastcancer depend on treatmentcaring providers for receiving the information
required on their disease & controlling their situation. '3 Nurses, as one of the members of treatment team, have
an important role in diagnosis, treatment, and caring patients with cancer and as they spend more time with
the patient compared to the other treatment team members, they may be the first people who can recognize the
needs of patients as well as their families and be effective in controlling disease complications and treatment
and enhancing QOL of the patients. [

Significance of the Study

Breast cancer is the most commonly occurring form of cancer in women. In 2014, approximately 18,660 new
cases were diagnosed in Egypt. The breast mortality rate was 21.6%. ¥ About 25% of breast and gynecologic
cancers are diagnosed in women under the age of 50. [/ An increase in the number and distress of symptoms
is associated with decreased QOL. ¢l Women have indicated that unmanaged symptoms have a negative impact
on all the dimensions of QOL including their physical, social, psychological, and spiritual well-being. 7
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The usual care given during cancer treatment tends to focus on procedures, side effects of treatment, and its
process rather than on the resulting symptoms and their management. Therefore, a more comprehensive
approach to helping women with their symptom management is required.

AIM OF THE STUDY

Assess the effectiveness of education program on QOL improvement in women undergoing treatment
for breast cancer.

RESEARCH HYPOTHESIS

The QOL of the women undergoing treatment for breast cancer will be improved after implication of the
educational program.

SUBJECTS AND METHODS

Research Design

A quasi experimental (Non Equivalent pre-test, post-test control group) research design was adopted.
Settings

The study was conducted in the oncology institute which was the only health-care setting providing health-care
services to breast oncology women in El-Minia region.

SAMPLE

A purposeful sample of 64 women diagnosed with breast cancer that attended the oncology institute and
recruited randomly. The sample divided into 2 main groups 32 each study group who followed the recommended
QOL improvement educational program and control group who followed the routine care.

TooLs

Data were collected by objective self-administered questionnaire at baseline, follow up, and evaluation
assessment. Assessment was conducted prior to the initial chemotherapy cycles, follow-up was conducted
during subsequent chemotherapy cycle, while evaluation (post intervention) assessment was conducted three
weeks after the last chemotherapy dose was received.

The First Part Was To Obtain

A- Socio-Demographic Data

As age, marital status, menstrual status, education, employment, residence, social support, and family income.
B- Menstrual History

As age at menarche. Menstrual status: “premenopausal, post-menopausal, peri-menopausal”,

C- Clinical Characteristics

include Information about disease site (breast), previous consultation for gynecological complaints, family
history of breast cancer, months since diagnosis, stage at diagnosis, and type of treatment which may include
surgery, radiation, chemotherapy, and/or hormonal therapy.

The Second Part Involved

A- The Reproductive Concerns scale (RCS). '®! It was developed for female cancer patients. It examines
concerns among survivors whose reproductive ability may have been impaired or removed due to disease and/
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or treatment. It consists of 14 items assessing the extent to which women viewed reproductive concerns as a
problem: Items are rated on a five-points Likert scale ranging from 0 (not at all) to 4 (very much). Items are
summed for a total score (with two positively-worded items”5, 10, 15” reverse-scored). Scores ranged from 0
to 56 with a higher score indicating greater reproductive concerns and relatively poor QOL, poor satisfaction
with life, and depression. .

B- Female Sexual Function index (FSFI) '°! It is a 19-item self-report measure to assess sexual functioning
during the past four weeks. Items are rated using a six-point Likert scales (e.g.; Over the past four weeks, how
often did you feel sexual desire or interest? 5 = almost always or always, 4 = most times (more than half the
time). Principal components analysis yields six subscales: desire, arousal, lubrication, orgasm, satisfaction, and
pain. Items are rated using a six-point Likert scales (e.g.; Over the past 4 weeks, how often did you feel sexual
desire or interest? 5 = almost always or always, 4 = most times (more than half the time). The total FSFI score
under 26.55 was accepted as female sexual dysfunction (FSD).

Part three Involved

A- Cancer-specific stress. * The Impact of Events Scale Revised (IES-R) is a 22-item self-report questionnaire
translated into Arabic by the researcher to assess traumatic stress reactions to cancer diagnosis & treatment.
Factor analytic studies indicate that the measure assesses three factors (corresponding to the post-traumatic
stress disorder “PTSD” clusters): intrusive thoughts (i.e.; “I had dreams about being a cancer patient”), avoidant
thoughts/behaviors (e.g., “I tried not to talk about it (cancer)”), and hyper arousal (e.g.; “I was jumpy & easily
startled”). Women rated the frequency of these feelings or events during the previous week, using a five-point
Likert scale ranging from 0 = not at all to 4 = extremely. Items were summed for a total score that ranges from 0
to 88, with higher scores reflecting greater cancer-related stress. Authors recommend a cut-off score of 33 for
identifying patients with clinical symptoms of post-traumatic stress. [

Scoring System
On this test, scores that exceed 24 can be quite meaningful. High scores have the following associations:

1- 24 or milder: PTSD”: PTSDis a clinical concern. Those with scores that is high who do not have full PTSD
will have partial PTSD or at least some of the symptoms. (22

2- 33 and above moderate “PTSD”: This represents the best cutoff for a probable diagnosis of PTSD. [2°]

3- 37 or more “sever PTSD”: This is high enough to suppress women immune system’s functioning (even
10 years after an impact event). 24

b- Quality of life, The Functional Assessment of Cancer Therapy-Breast (FACT-B + 4) Version 4 is a breast
cancer-specific Health Related Quality of Life (HRQOL) instrument of the FACT system. The 41-item English
and (simplified) Chinese FACT-B version 4 are divided into five subscales, namely Physical Well-Being (PWB),
Social/family Well-Being (SWB), Emotional Well-Being (EWB), functional well-beings (FWB), and the additional
concerns for breast cancer (BCS). 2>2¢ We have reported the validity & reliability of, and the comparability
between the two language versions in an earlier study. ?” Each item is rated on a 5-point Likert scale. Negatively
worded items were recoded such that a higher score indicates a better HRQOL. The FACT-B total score is the
sum of scores of all five subscales.

Quality of Life Improvement Education Program

The component of information provision provides thorough, accurate & useful information on a women illness,
treatment and self-care QOL. Content analysis of QOL identified three categories of attribute in cancer patients,
physical, psychological & interpersonal well-being. ¥ In general, QOL is a matter of women views of life,
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and their satisfaction and happiness with it. 2 Women in the nursing intervention group received tailored
specialized care. The primary objective of the intervention was to assist women in developing & maintaining self-
management skills and to facilitate their active participation in decisions affecting their subsequent treatment.
Nursing interventions included symptoms assessment, management monitoring, and emotional support, and
women education, coordination of resources, referrals, and direct nursing care through individualized symptom
management education program.

Content Validity

The researcher distributed the questionnaire to a panel of five specialists in obstetrics & gynecology
nursing, oncology nursing staff, and medical related specialists in Beni-Suef and Assiut University to
check the validity of the tool used.

Pilot Study

A pilot study was implemented on 10% of women included in the study to ascertain the relevance of the tools,
and estimate the length of the time needed to fill the sheet. Analysis of the pilot study revealed that minor
modifications are required. These modifications were done and women included in the pilot study were
included in the total sample.

Procedure

Once the permission was granted to proceed with the proposed study, oral consent was obtained from each
woman. The researcher initiated data collection. Researcher reviews the visits appointment in the selected
setting of the study. The researcher interviewed the women face to face in the day of visit in the Oncology
Institute at EI-Minia government in the outpatient clinic, waiting room 2 days per week from 9 a.m. to 2 p.m.
Collection of data was from the control group who received routine care and the study group who received
assessment and nursing intervention. The flow of intervention was through 5 sessions (may be less) for women
received small number of doses with the average of one session every three weeks for four phases of nursing
intervention program (pre and post). Data was collected through interviewing, assessment, implementation,
and follow up & evaluation phases.

Ethical Considerations

A written or oral consent accordingly to conduct the study was taken from each studied women to protect their
rights before the start of the study. They were informed that they could withdraw atany time. A unique identifying
number (subject ID) was assigned to the data collected from each woman to maintain confidentiality.

Statistical Analysis

All the statistical analysis was performed using SPSS package version 20. Collected data were coded and
analyzed. Descriptive statistics for the variables were calculated.

Inferential Statistics

The data were tested for normality using the Anderson-Darling test and for homogeneity variances prior
to further statistical analysis. Categorical variables were described by number & percent (N & %), where
continuous variables described by mean & standard deviation (Mean + SD). Chi-square (x?) test used to compare
between categorical variables where compare between continuous variables by paired & unpaired t-test. Pearson
correlation coefficient (r) used to assess the association between continuous scales. A two-tailed P < 0.05 was
considered statistically significant. All analyses were performed with the I'BM SPSS 20 software.
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RESULTS

Table (1) shows that no statistical significant difference between the two groups which denote homogeneity
of the groups. The age range of the sample was 21 to 55 years. The mean age of the subjects in the study group
was 39.5 + 6.2 as compared with 41.2 # 7.3 in the control group. Near to half of subjects (46.9% & 43.8%),
respectively, in both groups were illiterate, majority of the subjects (84.4% & 90.6%), respectively, in both
groups were housewives. More than half (56.3%) of the subject in study and (65.6%) in the control groups live
in rural areas. More than half of the subject of the study group (56.3%) reported enough income and (65.6%)
of the control group reported in sufficient income. The mean of age at first child birth, and age at last child
birth, in the study and control group was approximately similar (21.6 + 3.5,19.6 +5.1) & (30.8 £ 5.2,30.3 £ 5),
respectively. Number of living children in the study and control group was (3.4 + 1.3, 4.1 * 1.5), respectively.
Near to half in the study and control group (56.3%) were in premenopausal status.

Table (2) demonstrates that no statistical significant difference regarding to stage of cancer, as more than half
of the study group (56.3%) vs. (65.6%) of the control group didn’t know their stage of disease. Majority of the
cases in the study group (93.8%) Vs. (100%) of the control group received chemotherapy.

Regarding to reproductive concerns, this was measured at one-time point only. Table (3) illustrates that
majority (81.3% & 78.1%), respectively, of the case in the study and control group were somewhat concerned,
and the means of reproductive concerns of the study group were (51 + 14.2) vs. (45.9 + 12.6) of the control
group with no statistical significant difference.

During the first visit, table (4) demonstrates that there was no statistical significant difference between the
two groups of women, as the percentage of women with sexual dysfunction in the study and control group was
(93.75% & 93.75%), respectively, and the percentage of women who were healthy (have no sexual dysfunction)
was similar in the two groups (6.25 % & P = 1). During the last visit, there was a statistical significant difference
in relation to impact of the health education program on sexual function, as there was a significant change in
the sexual function index. The percentage of women with sexual dysfunction in the study and control group was
(71.8%% & 93.75%), respectively, and the percentage of women who were healthy (have no sexual dysfunction
was (28.12% & 6.25%), respectively, in the two groups (P = 0.043).

Table (5):- reveals that the majority (84.4%) of the cases of the study and control groups had severe traumatic
stress disorder, and (6.3%) of the women in the study group Vs. (9.4%) of the control group were healthy with
no stress with no statistically significant difference (P > 0.05(. In the last visit there was clear effect of the health
education program on traumatic stress reactions to cancer diagnosis and treatment. As (18.8%) of the study
group, as compared with (68.8%) of the control group had severe traumatic stress disorder, and (40.6%) of the
women in the study group Vs. (12.5%) of the control group were healthy with no stress. (P < 0.001).

In relation cancer specific QOL in the first visit, Table (6) reveals near to two-thirds (71.8%) of the study group
and control group had moderate QOL (P > 0.05). In the last visit there was clear effect of the health education
program on cancer specific quality of life. As (65.62%) of the study group as compared with (6.25%) of the
control group had good QOL and (0.0%) of the study group vs. (25%) of the control group had poor QOL. with
statistically significant difference (P < 0.001).

Table (7): demonstrates that there was no significant correlation between socio-demographic data and QOL
as regards study and control groups in the first visit except on the study group, there was significant positive
correlation with menopausal status and QOL, in the control group; there was a significant positive correlation
between education of husband, income and QOL and significant negative correlation with presence of emotional
illness and quality of life. Regarding the clinical characteristics, in the control group there was a significant
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negative correlation between stage at diagnosis and QOL. In the last visit there is no significant correlation
between socio-demographic data and QOL as regards study and control groups except on the study group, there
was significant negative correlation with age at marriage and QOL and significant positive correlation with
receiving surgical and chemotherapy and QOL.

Table (8): Illustrates that there is no significant difference between reproductive concerns and QOL in the study
and control group in the first and last visit (P > 0.05). Also in the first visit there was statistically significant
difference between female sexual function and QOL in the study group as (100.0%) of cases who had poor QOL
had sexual dysfunction (P > 0.05). There was statistically significant difference between cancer specific stress
and QOL as (100.0%) of the study group who had QOL had severe stress in the first visit (P > 0.05), while in the
last visit (66.7%) of women who had good QOL had mild stress (P > 0.05).

Tablel. Distribution of the Studied Women According to Their Socio-demographic Characteristics.

Socio-demographic Study Control
6 P. value

Characteristics No. % No. | %
Age 39.5+6.2 41273 0.304
Education
[lliterate 15 46.9 14 43.8
Read and write 6 18.8 6 18.8

0.509
Technical education 6 18.8 10 31.3
Higher education 5 15.6 2 6.3
Occupation
Working 5 15.6 3 9.4

0.450
House wife 27 84.4 29 90.6
Residence
Urban 14 43.8 11 34.4

0.442
Rural 18 56.3 21 65.6
Income
Enough 18 56.3 11 34.4

0.079
Not enough 14 43.7 21 65.6
Age at first child birth 21.6 £3.5 19.6 £5.1 0.075
Age at last child birth 30.8+5.2 30.3+5 0.705
No. Of living children 34+13 41+15 0.068
Menstrual status
Premenopausal 18 56.3 18 56.3
Postmenopausal 8 25 10 31.3 0.733
Per menopausal 6 18.8 4 12.5

Chi square test for qualitative data between the two groups

- Significant level at P value < 0.05
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Table2. Distribution of the studied women according to their clinical characteristics

Study Control
clinical characteristics P value
No. % No. %
Stage at diagnosis
Zero stage 0 0.0 1 3.1
First 3 9.4 3 9.4
Second 10 31.3 5 15.6 0.520
Third 1 31 2 6.3
Unknown 18 56.3 21 65.6
Treatment received #
Surgical removal 23 71.9 29 90.6 0.055
Chemotherapy 30 93.8 32 100 0.151
Radiotherapy 12 37.5 11 34.4 0.794
Hormonal therapy 3 9.4 1 3.1 0.302
- Chisquare test for qualitative data between the two groups
- Significant level at P value < 0.05
- #More than one option was checked
Table3. Distribution of the studied women according to their reproductive concerns
Reproductive Concerns scale Study Control P value
RCS total
Range (30-78.9) (25.6-77.8)
Mean + SD 51+14.2 459+12.6 0.168
Median 50 43.9
RCS total
Little concerned 1(3.1%) 4 (12.5%)
Somewhat concerned 26 (81.3%) 25 (78.1%) 0.314
Very concerned 5 (15.6%) 3 (9.4%)
- Mann Whitney test for non-parametric quantitative data between the two groups
- Significant level at P value < 0.05
American Research Journal of Gynaecology Page 8
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Table4. Distribution of the studied women in the study group according to sexual function at first and last visit.

Female Sexual Function jols Post
index (FSFI) Study Control P-value Study Control | P-value
Female sexual
dysfunction FSD ® 0.043%
Not present 2 (6.25%) 2 (6.25%) 1 9(28.12%)| 2(6.25%)
Present 30 (93.75%) | 30 (93.75%) 23 (71.8%)| 30 (93.75%)

- Wilcoxon Signed rank test for non-parametric quantitative data within each group
- ($) McNemar test for repeated measure qualitative data
- Significant level at P value < 0.05

Table5. Distribution of the studied women in the study and control group according to cancer specific stress at
first and last visit.

pre Post

Cancer-specific stress (CSS)

Case Control P value Case Control P value
Cancer-specific stress ©®
No 2 (6.3%) 3 (9.4%) 13 (40.6%) | 4 (12.5%)
Mild 3 (9.4%) 2 (6.3%) 9 (28.1%) | 6(18.8%)

0.819 0.000**

Moderate 0 (0%) 0 (0%) 4 (12.5%) 0 (0%)
Severe 27 (84.4%) | 27 (84.4%) 6(18.8%) | 22 (68.8%)

- Wilcoxon Signed rank test for non-parametric quantitative data within each group
- ($)McNamara test for repeated measure qualitative data
- Significant level at P value < 0.05

Table6. Distribution of the studied women in the study and control group according to cancer QOL at first and
last visit.

pre Post
Quality of life P
Study Control Study Control P value
value
Poor 5 (15.5%) 7 (21.8%) 0 (0%) 8 (25%)
Moderate 23 (71.8%) 23 (71.8%) | 0.607 11 (34.37%) 22 (68.75%) | 0.000**
good 4 (12.5%) 2 (6.2%) 21 (65.62%) 2 (6.25%)

- Wilcoxon Signed rank test for non-parametric quantitative data within each group

- Significant level at P value < 0.05
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Table7. The relationship between the studied women QOL (dependent), socio-demographic data, social stressors,
and clinical characteristics (independents).

Pre post
Quality oflife Study group Control group Study group | Control group
i r P r P value r P r P
value value value
A- Socio-demographic data
Age 0.197 | 0.280 | 0.133 0.467 -0.021| 0911 | 0.166 | 0.364
Residence (Rural) -0.082| 0.656 | -0.267 | 0.139 0.044 | 0.809 | -0.128| 0.484
Education -0.276| 0.126 | 0.228 0.210 -0.224 | 0.218 | -0.077| 0.674
Education of husband -0.098| 0.593 | 0.490 | 0.004* | -0.223 | 0.221 | 0.104 | 0.570
Occupation 0.070 | 0.704 ---- ---- -0.065 | 0.723 ---- -—--
Occupation of husband -0.120| 0.511 0.315 0.079 -0.286 | 0.112 | 0.126 | 0.492
Income -0.049| 0.790 | 0.595 | <0.001*| -0.185| 0.312 | 0.275 | 0.128
Age at menarche -0.346| 0.052 | 0.052 0.778 | -0.003 | 0.987 | -0.036| 0.845
Age at marriage -0.071| 0.700 | 0.008 0964 | -0.414| 0.018*| - 0.165| 0.366
Period of marriage 0.059 | 0.748 | 0.149 0.415 0.105 | 0.568 | 0.177 | 0.333
Age at first child birth 0.077 | 0.677 | 0.047 0.800 -0.104 | 0.569 | -0.139| 0.457
Age at last child birth 0.029 | 0.875 0.013 0.946 -0.253 | 0.162 | -0.145| 0.438
Menopause 0.380 | 0.032*| -0.046| 0.802 | -0.102 | 0.578 | -0.081| 0.660

B- Social stressors

Children Lower than 15 years 0.168 | 0.358 | 0.281 0.119 0.070 | 0.704 | - 0.139| 0.449

Financial stressors 0.203 | 0.264 | -0.082| 0.655 | -0.227| 0.212 | -0.082| 0.655
Emotional ill 0.238 | 0.190 | -0.357| 0.045* | 0.014 | 0.939 | 0.021 | 0.909
Chronic event 0.145| 0.430 | -0.115| 0.532 0.042 | 0.820 | 0.115| 0.532
Problems related to drug 0.243 | 0.180 | -0.091| 0.620 | -0.195| 0.284 | 0.213 | 0.243
C- (Clinical characteristics
Stage at diagnosis -0.421| 0.134 | -0.029| 0932 | -0.246 | 0.397 | 0.082 | 0.810
Surgical treatment 0.120 | 0.511 | -0.198| 0.278 0.418 | 0.017*| 0.058 | 0.752
Chemotherapy -0.028| 0.879 - - 0.364 | 0.041*%| ---- -
Radiotherapy 0.105 | 0.568 | 0.075 0.684 0.161 | 0.379 | -0.021| 0.907
Hormonal therapy 0.052 | 0.776 | 0.049 0.791 | -0.227 | 0.212 | 0.088 | 0.634

- Non-parametric Spearman’s rho correlation

- *Significant Level at P value < 0.05

American Research Journal of Gynaecology Page 10



Impact of Tailored Educational Program of Quality of Life Improvement on Women Undergoing Breast
Cancer Treatment at El-Minia Region, Egypt

Table8. The relationship between QOL (outcome) of the study and control group and their reproductive concerns,
sexual function, and cancer specific stress (predictors.

Post
uality Pre
f life
s Study group Control group Study group Control group
QoL QOL QOL P P
Poor [Moderate| Good P Poor (voderate] G00d |P value| Moderate | G00d value | poor |Moderate| Good |Value
Item value
N=5| N=23 [N=4 N=7 | N=23 | N=2 N=11 IN=21 N=8 | N=22 |N=2
IRCA
Little ! 0(0%) [0 (0%) 0 (0%) |4 (16.1%)| 0 (0%)
Concerned| (20%) ’ ’ ’ P 0
Somewhat| 4 18 4 6 17 2
0.109 0.704
concerned | (80%) | (78.26%) |(100%) (85.7%)| (74.2%) |(87.5%)
Very 5 1 0
0 (0%) 0 (0%) 2 (9.7%)
concerned (21.73%) (14.3%) (12.5%)
IFSI
Without 1 0 (0%)
0 (0%) |1 (4.34%) 0 (0%) |1 (4.34%)[1 (50%) 2 (18.2%) 0(0%) | 2 (9.1%) |0 (0%)
FSD (25%)
0.237 0.028* -
(With FSD 5 22 3 7 22 21 8 2
1 (50%) 9 (81.8%) 20 (90.9%)
(100%)| (95.65%) | (75%) (100%) | (95.6%) (100%) (100%) (100%)
CSS
NO 0 (0%)|1 (4.34%) ! 0(0%) | 3 (13%) | 0 (0%) 0 (0%) 13 0 (0%) |4 (18.2%) | 0 (0%)
0 . 0 (25%] 0 0 0 0 (333%) 0 . 0 0
Mild 0 (0%)|1 (4.34%) 2 0 (0%) |1 (4.34%)[1 (50%) 3(27.2%) X 0 (0%) |5 (22.7%) [1 (50%)
(50%) |0.012% 0.079 (66.7%) |0.001* 0.193
Moderate [0 (0%)| 0(0%) [0 (0%) 0(0%) | 0(0%) |0 (0%) 4 (36.36%)|0 (2.8%) 0(0%)| 0(0%) |0 (0%)
Severe 5 21 1 7 19 2 8
1(50%) 4 (3636%) 13 (59.1%)[1 (50%)
(100%)| (91.3%) |(25%) (100%)| (82.6%) (13.9%) (100%)

- Pearson’s correlation
- *Significant Level at P value < 0.05
DISCUSSION

Breast malignant neoplastic disease & hormone receptor positive (HR+) breast cancer incidence vary across
the world with higher incidence in developed nations. Annually, breast cancer is the most common malignancy
among women in most developed & developing areas of the globe with almost a million new lawsuits. 3%31

The therapeutic approach of patients with breast and gynecological cancer involves a high degree of concern
regarding their survival. ®2 The diagnosis of cancer generally has a devastating effect on the life of the recipient.
Fear of the mutilations and disfigurations that can result from the treatment, as well as the fear of death and
the many losses in the emotional, social and material spheres almost always occur. In this way, cancer is still a
difficult secret to be shared, narrated and heard, even for women who are culturally more encouraged to share,
integrate and socialize experiences, which probably compromises their QOL. B3I
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The technological development of oncology has resulted in new treatments with great healing potential.
However, while survival has increased, benefits related to QOL have not been achieved.®* Quality of life (QOL)
issues are of interest in oncology because effective modern methods of treatment and detection have led to an
increase in the number of long-term survivors. %

According to the studied women socio-demographic characteristics, the result of present study showed that no
statistical significant difference between the two groups which denote homogeneity of the groups. The mean
age of the subjects in the study group was 39.5 + 6.2 as compared with 41.2 + 7.3 in the control group. Near
to half of subjects (46.9% & 43.8%), respectively, in both groups were illiterate, the majority of the subjects
(84.4% % 90.6%), respectively, in both groups were housewives. More than half (56.3%) of the subject in study
and 65.6% in the control groups live in rural areas. More than half of the subject of the study group (56.3%)
reported enough income and (65.6%) of the control group reported in sufficient income. These findings are
consistent with Hamzehgardeshi et al., (2017) B¢ in Iran who studied effect of midwifery-based counseling
support program on body image of breast cancer women survivors and reported that there was no significant
difference between the two groups in terms of age, stage of treatment, education, length of the married life,
occupation, number of chemotherapies, and number of children. The mean age of the intervention group was
46.77 + 6.85 and that of the control group was 48.92 + 5.86, but our patients were different in age. This is in line
with well-known international age trends whereby the average age of subjects in developing countries is less
than that in the developed countries.

Regarding to reproductive concerns, the majority (81.3% & 78.1%), respectively, of the case in the study and
control group were somewhat concerned, for instance, some survivors may view their childbearing plans as
completed, or/and due to the fact that patients usually face with unhealthy feelings and due to failure to comply
with major life issues, they focus on management of disease and related treatment side effects that affect their
satisfaction of their role within the family as evidenced by personal health (it was significant predictor affecting
reproductive concerns of the study group), also they may ignore to talk with their physician about the impact
of cancer therapy on their fertility before starting treatment. These findings aren’t consistent with Ruddy et
al.,, 2014 57 in Aurora who studied fertility concerns and preservation strategies in young women with breast
cancer, and found that 301 women, or almost half, reported no concern about fertility, 83 (13%) were a little
concerned, 88 (14%) were somewhat concerned, and 148 (24%) were very concerned.

In relation to sexual function, there was a statistical significant difference in relation to impact of the health
education program on sexual function; there was a statistical significant difference in relation to impact of the
health education program on sexual function, as there was a significant change in the sexual function index.
The percentage of women with sexual dysfunction in the study and control group was (71.8% & 93.75%),
respectively, and the percentage of women who were healthy (have no sexual dysfunction was (28.12% &
6.25%), respectively, in the two groups (P = 0.043).

According to the Egyptian family culture, marital relationship is a highly personal and private matter and it
should be noted that sexual orientation is one of the least important aspects of life that isn’t strongly related
to women quality of life. It is also not a factors affecting interpersonal communication, in the present study
and through attendance in the sessions and telephone contact attempted to answer patients’ questions with
empathic listening and the atmosphere for supporting and providing information to enable their problem
solving, their self-care and their increased abilities to cope with the problems Several findings were consistent
in study by Anderson etal., 2015 % in Australia who studied facilitating lifestyle changes to manage menopausal
symptoms in women with breast cancer: a randomized controlled pilot trial of the pink women’s wellness
program, who found improvements in sexual function were observed in the intervention group compared to
controls, but effect sizes were generally modest and of unclear clinical significance.
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There was clear effect of the health education program on traumatic stress reactions to cancer diagnosis
& treatment, as in the last visit there was clear effect of the health education program on traumatic stress
reactions to cancer diagnosis and treatment. As (18.8%) of the study group, as compared with (68.8%) of the
control group had severe traumatic stress disorder, and (40.6%) of the women in the study group vs. (12.5%)
of the control group were healthy with no stress. (P < 0.001).

In order to enhance psychological adjustment to cancer and its treatment this group of patients learned to
use avoidant behavior, warding off repeated thoughts about the stressful event as having cancer and receiving
treatment to decrease a stress reaction. Also teaching them to manage their physical & mental health problems
concurrently with meeting with family members and informing them about management strategies and
facilitating communication between patients & medical providers were also vital components. These findings
are in line with Loh et al (2013) in Malaysia who studied effectiveness of a patient self-management programme
for breast cancer as a chronic illness and stated that the differential positive impact on depression, anxiety, and
stress. B9 Also with findings from a study by Brewin et al. (1998) in London who studied memory processes
and the course of anxiety & depression in cancer patients, where the importance of IES intrusion as a predictor
for prolonged adverse psychological reactions in cancer patients indicated the importance of interventions in
order to facilitate psychological adjustment. (%!

Previous studies displayed improving in women'’s perception and knowledge after implementing an educational
program. " The research results showed that QOL of the patients with breast cancer has been enhanced under
the influence of health education program. As (65.62%) of the study group as compared with (6.25%) of the
control group had good QOL and no one (0.0%) of the study group vs. (25.0%) of the control group had poor
QOL with statistically significant difference (p < 0.001). Thus, it can be said that health education program
enhances physical, social, emotional, functional wellbeing and additional concerns related to breast cancer, and
on enabling women to proactively live with a cancer condition.

These findings were concurrent with study reported by Klafke et al (2015) in Germany who evaluate the
effectiveness of an intervention involving CAM therapies and counseling on CAM as complementing the
supportive care of breast and gynecologic cancer patients undergoing chemotherapy. *?! It is hypothesized that
this intervention increases HRQOL and clustered symptoms over the chemotherapy regimen and follow-up
in this outpatient population. Also with findings of Shahsavari et al., (2015) “3 who studied effect of self-care
education on the QOL in patients with breast cancer and showed that QOL of the patients with breast cancer
has been enhanced under the influence of self-care education, and with Loh et al (2013) % in Malaysia who
studied effectiveness of a patient self-management programme for breast cancer as a chronic illness and stated
that all dimensions of QOL increased significantly in the intervention group after performing a 1-month self-
management program compared with the control one. Moreover these findings aren’t in line with Speck et al,,
2010 in Philadelphia USA who studied changes in the body image & relationship scale following a one-year
strength training trial for breast cancer survivors with or at risk for lymphedema, and found an improvement
in body image perception after rehabilitative intervention (twice a week for 13 weeks), but they did not find
any improvement in QOL. 4

Regarding the relationship between the studied women quality of life, socio-demographic data, social stressors,
and clinical characteristics there is no significant correlation between socio-demographic data and QOL
as regards study & control groups in the first visit except on the study group, there was significant positive
correlation with menopausal status and quality of life, in the control group; there was a significant positive
correlation between education of husband, income and quality of life, and significant negative correlation with
presence of emotional illness and quality of life. Regarding the clinical characteristics, in the control group there
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was a significant negative correlation between stage at diagnosis and quality of life. In the last visit there is no
significant correlation between socio-demographic data and QOL as regards study and control groups except
on the study group, there was significant negative correlation with age at marriage and QOL and significant
positive correlation with receiving surgical and chemotherapy and quality of life.

The fact that the intervention group improved more implies that intervention worked so well in improving QOL
as they engaged and followed the women over time teaching them to manage their physical and mental health
problems concurrently. These findings are in line with Wilailak et al. (2011) in Thailand regarding association
with financial status who studied QOL in gynecologic cancer survivors compared to healthy check-up women
and found the QOL scores were higher in gynecologic cancer patients after treatment. The factors that associated
with the higher score in the patient group are having husband as a caregiver, no financial problem, Eastern
Cooperative Oncology Group score 0 or 1 and having high school or higher education. [**! Moreover, it contradict
with Awadalla et al. (2007) in Kuwait who studied factors associated with QOL of outpatients with breast
cancer & gynecologic cancers and their family caregivers: a controlled study and found that education was the
only caregiver characteristic that had a significant association with patient’s QOL. [ Additionally, Loizzo et al.
(2010) confirmed that patients who were married, with higher education, better employment, and with longer
duration of illness had higher QOL. ™7 Patients on radiotherapy and their caregivers had higher QOL scores.
Also Greimel et al.,, 2002 in Austria who studied prospective assessment of QOL of female cancer patients,
and reported that the site of disease had marginal impact on QOL during active treatment and no impact after
completion of treatment. !

Regarding to relationship of predictor and outcomes, there is no significant difference between reproductive concerns
and QOL in the study and control group in the first and last visit (P > 0.05). Also in the first visit there was statistically
significant difference between female sexual function and QOL in the study group as (100.0%) of cases who
had poor QOL had sexual dysfunction (P > 0.05). There was statistically significant difference between cancer
specific stress and QOL as (100.0%) of the study group who had Poor QOL had severe stress in the first visit
(P > 0.05), while in the last visit (66.7%) of women who had good QOL had mild stress (P > 0.05).

CONCLUSION

The health education program showed evidence of improved QOL with a reduction in the sexual dysfunction,
and lower stress levels. As a study to investigate health education following a cancer diagnosis in Egypt, its
contribution is threefold. Firstly, it adds voice to support the education interventions for breast cancer as an
emerging chronic illness. Secondly, it has added to the sparse literature concerning the needs of the Egyptian
women with breast cancer. However, generalization to the wider settings must be done. Thirdly, if health
education is added to the routine cares provided to these patients by nurses, it can influence treatment results
and highlight the importance of nurses’ roles. Thus, it can be said that health education program enhances
physical, social, emotional, functional wellbeing and additional concerns related to breast cancer, and on
enabling women to proactively live with a cancer condition.

RECOMMENDATIONS
Based upon findings of the current study,

1. Itis suggested to heighten awareness and knowledge about the treatment-related side effects among
the nursing staff in the department for the nursing-care of this group of patients.

2. More studies are needed to investigate longer-term effect of such programs and plan individualized
education program emphasizing on unique needs of each patient.
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