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Abstract

Purpose: The aim of the present study was to investigate the effects of psychosocial stressors, social support
and socio-demographic variables on quality of life of breast cancer patienfBools and methods: The study was
conducted between December 2004 and May 2005 and included 101 patients, treated in the Oncology Departments
of Ege and Pamukkale University Hospitals and Denizli State Hospital. Patients’ demographic data were collected
by questionnaire. The methods used in the interviews were the Rotterdam Symptom Checklist (RSCL), and the
Multidimensional Scale of Perceived Social Support (MSPSS), the Karnofsky Performance Status (KPS).
Psychosocial stressors were classified according to life events using the DSM-IV multi-axial diagnostic system.
Results: It was found that increase of cancer stage triggers a decrease in psychological quality of life (p<0,05);
overall global life quality (p<0,001), perceived social support and performance status (p<0,05), all of these being
negatively affected by family stressors. The patients with increased social support, better psychological and
overall quality of life (p<0,01) and younger age had more physical wellness besides overall quality of life (p<0,05);
lower incomes negatively affected overall global life quality (p<0,01) and working at a job decreased the
psychological stressors (p<0,05Conclusion: From these results, it can be postulated that psychosocial stressors,
social support and some socio-demographic variables mostly affected quality of life of the breast cancer patients.
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Introduction cared in a trust, an emotionally safe and supportive
environment during their treatment period, in many
Cancer is still the most common and serious healtbountries (especially in low-income countries) only
problem in the world and many researches have be@hysicians made all treatment decisions, with limited input
continuing to find new solutions in preventing, screeningrom the patient (Waring, 2000). This approach works in
and treatment. Every year 10 million new invasive cancerurkey, too. However, as social trends have changed, in
patients are diagnosed in both sexes. An annual 10 Bigh-income countries through the last two decades, the
increase in the breast, which makes it the second mgsdssive, subordinate observer has been replaced by the
common site of malignant neoplasms after lung (Vainianformed, educated breast cancer patient, who is no longer
and Branchini, 2002). Today, breast cancer is the mosétisfied to sit on the sidelines of her treatment while care
prevalent cancer among women in the world (Parkirdecisions are made without her (Waring, 2000). This new
2001). This holds true for Turkey with an estimatedpatient profile should be placed in all countries without
incidence rate for breast cancer of 7.32 per hundrezbnsiderations to income. The assessment of QOL can
thousand according to hospital based data for the year 19@3lect insights into the patient’s perception and needs,
(Ministry of Health of Turkey, 2002). thus providing invaluable information that differs from
Generally the diagnosis of cancer elicits greater distregise traditional clinical end points, such as tumor response
than any other disease; hence cancer patients have manyl survival rate. Because of this, QOL outcomes have
needs. The need for fast and accurate diagnosis and timbcome an integral part of the modern assessment of
treatment is vital, but attention to psychosocial needs arsdiccessful cancer treatment (Cui et al., 2004). To achieve
quality of life is equally important, forming an essentialthis purpose, as the health care professionals, nurses have
part of modern cancer care. An important aspect & unique place in this arena. They could be challenged to
psychosocial care and quality of life is social supporarticulate and document the quality of their contributions
which includes formal and informal relationships (Solako the health outcomes of the patients.
and Bayer, 2003; Friedman et al., 2005; Clarke et al., During the past decade, successes in breast cancer
2006). Although breast cancer patients want to be treatedreening and treatment have led to an increase in the
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number of long-term survivors of breast cancer. With thiparticipating in clinical research by De Haes et al in 1983.
increase in the survival rate, there has been increasgde RSCL was originally designed to cover 4 domains:
interest in the research of quality of life (American Joinphysical symptom distress (23 items), psychological
Committee on Cancer Breast., 2002; Casso et al., 20@fistress (7 items), activity level (8 items) and overall global
Schou et al., 2005). life quality (1 item). In scoring the physical symptom
Therefore, the aim of this study was to examine thdistress, and psychological distress domains the level of
effects of psychosocial stressors, social support and socitrden or impairment on the QOL item increased as the
demographic variables on quality of life of patients withscore increased. However, the activity level domain

breast cancer who had undergone chemotherapy. negatively related to the score: the higher the score, the
better the function (De Haes et al., 1996). Validation studies

Materials and Methods have substantiated the reliability and validity of the RSCL
in Turkey (Can et al., 2004).

Participants c¢) Karnofski Performance Status Scale (KPSS): KPSS

The study was carried out in Ege University Medicals used to measure performance of which the patient is
School Hospital, and Oncology Departments of Pamukkatsapable. In this scale 0 implies the worst level of activity,
University Medical School Hospital and Denizli State100 implies a good level of activity. In other words; the
Hospital in Denizli. A total of 101 breast cancer patientshigher the score, the higher the level of activity (Can et
who have started or continued chemotherapy wers., 2004).
randomly assigned into study population. Ethics approval d) Psychosocial and environmental stressors
was obtained from all departments and patients. Psychosocial and environmental stressors were classified

Breast cancer stage was classified using the Americagcording to life events using the DSM-IV multi-axial
Joint Committee on Cancer (AJCC) TNM Staging Systerdiagnostic system (American Psychiatric Association,
for Breast Cancer and SEER summary data (Americar994). In evaluating the stress factors, a period of 1 year
Psychiatric Association, 1994). In this study one womabefore the interview was taken into consideration.
with stage 0 was excluded because of lack of other caseywever, psychosocial stressors that had clearly
and one patient belonging to stage | was added to stagedhntributed to the development of the psychiatric disorder

for the same reason. but happened earlier were also accepted as stress factors.
Psychosocial stressors were grouped as; the problems
Instruments related to primary support group (family stressors); social

Patients’ socio-demographic and medical data werenvironmental problems; educational problems; work
collected via face to face interview and from medical chagiroblems; accommodation problems; economical
abstraction using structured questionnaires. In additioproblems; transportation difficulties; problems due to
Multidimensional Scale of Perceived Social Support wagovernmental rules and regulations (such as commit a
used for evaluating patient social support level; existingrime); and the other psychosocial and environmental
symptoms and QOL were assessed using the Rotterdanoblems (American Psychiatric Association, 1994).
Symptom Checklist (RSCL); the Karnofski Performance e) Survey sheet for socio-demographic and ill related
Status was used to assess activity level in patient receivifegatures: Demographic evaluation included indicators
chemotherapy treatment in breast cancer patients. (age, marrying age, body mass index, age of first delivery,
evaluating the stress factors, a period of 1 year before thember of living birth, education level, performance status,
interview was taken into consideration. Psychosociaharital status and income level) and ill related
stressors that had clearly contributed to the developmetttiaracteristics (breast cancer stage, surgery type,
of the psychiatric disorder but happened earlier were alsadiotherapy, hormone therapy, antiemetic usage after
accepted as stress factors in Structured Clinical Intervieshemotherapy, diagnosis year) that were gathered from
for DSM-IV—Clinical Version (SCID-I/CV) (American standard survey instruments.

Psychiatric Association, 1994).

a) Multidimensional Scale of Perceived Social Suppornalysis
(MSPSS): Itis atool that was developed by Zimet et al in  The Statistical Package for Social Sciences (SPSS) 11.0
1988 to measure the perceived social support of theftware was used for statistical analysis. The significance
patients. The MSPSS assesses perceptions of social supfeél for all analyses was set at 5 %. Chi-square test was
adequacy from family, friends and a significant otheused to compare categorical variables; t-test was used to
(special person). The 12 —item scale uses a 7 — point Likestbmpare means of continuous variables for two groups;
type response format (1= very strongly disagree; 7= vethe-way analysis of variance (Anova) was used to compare
strongly agree). Each of the three subscales is assesg@shns of continuous variables for three or more groups;
with four items. Higher score indicates better perceiveBearson Correlation Analysis was used to compare the
social support (Zimet et al., 1988). In our country MSPSgelations between quality of life and social support -
was found to be a reliable and valid instrument in studigserformance statue.
made with different patient groups, university students and
a normal population (Eker and Arkar, 1995). Results

b) Rotterdam Symptom Control List (RSCL): RSCL
is a quality of life instrument which is developed as atool According to the illness-related characteristics, most
to measure the symptoms reported by cancer patieristhe patients (89.2 %) had had a previous operation,
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Table 1. Distributions of the Patients’ Demographic, of a friend subgroup score was:B3137.

other Characteristics and Quality of Life Scores The socio-demographic features of the 101 breast
According to Cancer Progression cancer patients are listed in Table 1. The mean age of study
Stagell Stagelll  Stage IV p value Participants was 49.8 years. M_ost of the study group
n=51 n=35 n=15 (74.3%) had graduated from primary school (8 years).
Meanage  48.5:19.9 52.810.7 46.212.4 NS Study part'c'pa”tslgaf 2.26 ':QI"”Q Ch"qre”” a.”d.]f.he"
Marriage years 26.6:13.2 26.212.9 25.211.6 NS primipare age was 19.1 years. No statistically signilicant
BMI* 275+ 4.8 26.& 42 275 3.8 NS associations were observed among age, length of marriage,
Primipare age 19.2= 7.0 18.% 95 20.% 6.5 NS BMI, primipare age, number of live births, social support,
Live birthst 2210 2316 25 12 NS psychosocial stressors, Karnofski Performance Status
Karnofski Performance Status Scale nor education level.

. 77.%14.0 76.612.2 74.2124 NS The quality of life scores according to tumoral stage
ﬁoc"';' SUpPOIftt 72-46:—‘15-8 68.6151 715190 NS are presented in Table 1. The advanced stage group was
sychosocial Stressors more likely to have higher psychological distress than the

Stress-free 20(39.2) 15 (42.9) 5(33.3) NS y 9 bsy 9

early-stage group (p= 0.023). Although there was no

Primary support 24 (27.5) 10 (28.6 8 (55.3 NS o . . - .
"mary supp (27.5) (28.6) (55.3) significant difference in the activity level, the physical

Economical and transportation difficulties

27(33.3) 10(28.6) 2(13.3) distress or the overall QOL (p>0.05), stage IV had more
Education level physical distress than the others.
< 8 years 39 (76.5) 26 (74.3) 10(66,7) NS Table 2 shows that there was a significant correlation
>12 years 12 (23.5) 9 (25.7) 5(33.3) between psychosocial stressors and total social support
Quality of life* scores (p=0.004). Further analysis demonstrated that
iiﬁ\in;'ogica' 12-5‘25(3;;2)7)12-25(1452)7)11-(7)2(7(61-2)5) ’\?5029 patients who had experienced stress from family had less
Physical 11.6 (8.24) 13.9 (8.21) 17.7 (8.60) NS social support than stress-free patients, with statistical

significance (p=0.003).
Overal QOL 329 (1.14) 351 (0.91) 3.35(1.16) NS When examining the interaction between social
*Body Mass Index;Statistical analysis was performed using sypport subscales and having psychosocial stressors; there
One-way AnovaiStafistical analysis using Chi-square test a5 g significant correlation with family support subscale
nearly half of them had received radiation therapy (43,8p= 0.082), was there was a statistically significant
%), 93.1 % had not used any hormone therapy, and 40.286rrelation with a special person support (p=0.005), and
had received an antiemetic agent after chemotherapfyiends support (p=0.012) subscales. In advanced analysis
Karnofsky performance score of the study population wagost hoc test), social support score was found significantly
76.43. According to MSPSS; the total score of women'siigher in stress-free patients (p=0.007) and patients who
social support was 70.946.01; social support of a special had economical and transportation difficulties (p=0.29)
person subgroup score was=296, social support of a than patients who had family stressors. In friends support
family subgroup score was 28.43, and social support subscale, stress-free patients had high social support
) . (p=0,008) than patient who had family stressor.
Table 2. Effects of Psychosocial Stressors on Quality = The effects of psychosocial stressors on QoL in Table

of Life, Social Support and Performance Status 2 shows that overall quality of life was found significant
Stress-free  Family stress Economical* (p=0.001). Further post hoc analysis demonstrated that
n=40 n=32 n=29 pvalue overall quality of life score was found low in stress-free

Social support 752138 63.518.3 722134 0.004 patients than patients who had family stressors (p=0.036)
Family support 25.924,62 23.4583 2554.01 0.082 and economical or accession problems (p=0.001), with
Special person 26.63,16 22.26,92 25.24.21 0.005 Statistical significance.

Friends support 23.20,11 17.98,79 21.68.51 0.012 Psychosocial stressors were significantly associated
Quality of life with performance status of patients (p=0.019). Further post
Psychological 4.023,74 5.4@4,53 5.4&3.89 0.233  hoc analysis, shown in Table 2, demonstrated that
Activity 14.6:5,44  13.2563 13.8520 0.559  performance points of patients who had family stressors
Physical 1257,79 14.88,10 12.89.53 0.370 |4 yerthan stress-free patients, with statistical significance

OverallQOL 2.9@1,21 3.5@0,98 3.820.65 0.001

Karnofski Performance Status . . . .
805:140 719115 759121 0.019 The correl_auon analysis among four dimensions of
: EE— — ~Qol, total social support and performance status (p< 0.01),
* Economical and transportation difficulties, Statistical analy3|sgiven in Table 3, shows that total social support associated
was performed using One-way Anova with psychological and overall global QoL, while
Table 3. Association between QoL and Total Social performance status was associated with activity and

(p=0.014).

Support and Performance Status physical QoL. Results for socio-demographic and the other
Variable Psychological Activity Physical Overall characteristics on the quality of life are shown in Table 4.
Global QOL When examining the relationship of age to QOL, a

statistically significant differences were found in physical
symptom distress (p= 0.049) and overall quality of life
(p=0.023) subscales. In comparing the groups using
QoL, Quality of Life * P<0.01 advanced analysis, we found a statistically significant
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Table 4. Effects of the Socio-demographic and Other Characteristics on Quality Of Life

N Psychological Activity Physical Overall Global QOL
Age’ (years) =40 24 4.04 (4.92) 15.8 (5.12) 9.5 (8.18) 2.87 (1.32)
41-50 5.09 (3.67) 13.9 (4.77) 13.5 (5,59) 3.35 (1.05)
> 50 5.17 (3.87) 13.0 (5.81) 14.7 (9,64) 3.60 (0.85)
p-value NS NS 0.049 0.023
Education level?
< 8 years 75 4.48 (4.27) 13.5(5.43) 13.7 (8.56) 3.44 (1.02)
12 years or university 26 4,57 (3.47) 15.2 (5.25) 11.2 (8.46) 3.11 (1.17)
p-value NS NS NS NS
Employment Status?
Unemployed 60 5.66 (4.23) 13.9 (5.32) 13.9 (8.41) 3.60 (0.94)
Employed 41 3.73 (3.56) 14.0 (5.60) 12.0 (8.40) 3.00 (1.16)
p-value 0.015 NS NS 0.005
Marital Status®
Married 80 5.03 (4.15) 13.9 (5.55) 13.3 (8.69) 3.28 (1.11)
Not Married* 21 4.28 (3.78) 13.9 (4.94) 12.1 (7.41) 3.61 (0.86)
p-value NS NS NS NS
Income?
Lower income 43 5.27 (4.06) 13.5 (5.25) 13.7 (7.70) 3.67 (0.89)
Middle Income 58 4.58 (4.08) 14.2 (5.55) 12.7 (8.95) 3.12 (1.14)
p-value NS NS NS 0,01
Time since diagnosis?
< 1year 55 4.63 (4.04) 14.1 (4,41) 14.0 (8.31) 3.16 (1.15)
> 1 year 46 5.17 (4.12) 13,7 (6,45) 12.0 (8.51) 3.58 (0.93)
p-value NS NS NS 0.048

aStatistical analysis was performed using the Independent sample’$tatistical analysis using One-way Anova * Divorced/
separated/widowed
difference between those groups who were in the 40families; as people might feel responsible for looking after
below age group and 50 - over age group. The physictleir relatives.
symptom distress (p=0.040) was lower, and the overall In a study performed by Janz et al (2005), it has been
quality of life (p= 0.017) scores were higher in the 40 andeported that there was no relation between cancer stage
below aged comparing to the 50 and above aged grouand QOL. In general, patient with advanced cancer have
Regarding the relationship of education level ananore difficulty in adjusting and they experience grater
marital status to QOL, no significant differences weralistress than those with early-stage disease (Bull et al.,
found (p>0.05). 1999; Cui et al., 2004). Similarly, our findings indicated
Unemployed women significantly had morethat psychological distress had more severely affected
psychological distress (p= 0.015), than employed womemguality of life subscale than the other subscales in the
Their overall quality of life (p=0.005) was also lower.advanced stage group. One of the reasons for the higher
There were no differences between employment statpsychological distress in advanced stage may be due to
and the other subscales of QOL.The relationship betwedne fact that the patients in this study are mainly in the
economical status and QOL, showed that the women wlalvanced stage (stage llI-1V), whereas Janz et al have
had lower income had a lower overall quality of life tharstudied mainly with early stage cancer patients (stage O-
the high income group (p=0.01). There were no differencd$). Cancer and related stress during the treatment and
between economical status and the other subscalesarfxiety about future hopes negatively affect the patients
QOL. Time since diagnosis was found significant with(Ganz et al., 1990; McElroy and McCorkle, 1990;
QOL outcomes. Women, who had been diagnosed lestrthouse and Laten, 1995; Solak and Bayer, 2003; Casso
than a year, had a higher overall quality of life than womeat al., 2004). The more advanced stage of cancer cause a
who had more than a year since diagnosis (p= 0.048). decrease in the ability to cope with illness and body
resistance thus, generally the physical symptom distress
is increased. It also might cause the increase of
psychological distress especially in metastatic group, too.
In this study, it was found that the women with highin related literatures, although most of the breast cancer
social support scores had assistance provided by familyomen have high QOL, their psychological distress was
a special person or a friend. Additionally, tumour stagenore than their physical symptom distress.
was not related with social support in these survivors. In  In contrast to past findings, there was no significant
a study carried out by Cui et al (2004), it was found thadssociation between psychosocial stressors and different
the survivors with more advanced disease had worse Q@ireast cancer stages. Similarly, Price et al found no
only in the social well-being domain, due mainly to moreevidence of an independent association between life
problems in marriage and family issues. One of thetressors and the development of breast carcinoma (Price
reasons why the study population have high social suppat al., 2001). On the other hand,Kissane et al mentioned
may be related with the sociocultural structure of Turkisithat psychosocial distress was high in breast cancer

Discussion
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patients in either early or advanced stages (Kissane et &vel. Cui et al. (2004) identified that marital status,
2004). In our study, effects of psychosocial stressors miglticome, and education level were all associated with QOL
be limitedly analysed since we had just malignant patientatings among Chinese women with breast cancer. In this
who had received chemotherapy without benign controlstudy, it has been identified that employment status and
Breast cancer patients usually suffer incredible stresiscome were associated with QOL, whereas marital status
while under active treatment, with greater social anénd education level had a null association.
interpersonal distress, and concern with physical Our study has shown that psychological distress was
symptoms and recurrence (Ozkan and Turgay, 199Rjwer and overall quality of life was higher in breast cancer
Northouse and Laten, 1995; Atesci et al., 2004, Yen et apatients who have a job. The reasons for high overall
2006). In a study carried out by Yen et al. it has beequality of life might be related to the employed women
reported that the stress from health, family, an@vercome heaps better because of having a wider social
interpersonal relationships were higher in the malignaminvironment and more self confidence. In a study carried
cancer patients, compared with the benign cancer patientst by Casso et al (2004), it has been reported that socio-
(Yen et al., 2006). And for the malignant group, the stressconomic status, as measured by annual family income,
from health problems was the most significant predictamay also play an important role in determining QOL
for QoL. However, in our study results demonstrated thosemong younger long term survivors. And also
family stressors have played important role on overafocioeconomic status has been found to be an important
global QoL, perceived social support and performanceorrelate of QOL in the general population in a study
status than the other stressors. It might be explained thggrformed by Berkman et al (1998). Similarly, in our study,
the family structure is of a vital value in Turkish societyit has been seen that patients with low-level incomes had
In addition, our study population has included breadbwest overall quality of life than those with high and
cancer patients in different stages, so there was not amyddle-level incomes.
association between psychosocial stressors and cancerin this study women who had one year or less time
stages. For that reason, during treatment period, famif§nce diagnosis had higher overall quality of life than
stressors should be considered and available resoutgemen who had more than a year since diagnosis, in line
should be provided for both these patients and their familyith results of a study carried out by Solak and Bayer
members. (2003). In contrast, no association was found between time
It has been determined that as the social support scafiace diagnosis and QOL outcomes in the study by Casso
was increased, the psychological and overall global Qoét al (2004). Schou at al reported that receiving a breast
scores of patients were raised. These findingsancer diagnosis has an impact on patient’s emotional,
demonstrated that social support plays a vital role ioognitive and social functioning, and that cognitive and
promoting overall QOL in breast cancer survivorssocial functioning have the slowest recovery. In contrast,
Friedman and et al (2005) mentioned that the more socigéneral health/ QOL and particularly physical functioning
support the better emotional and functional status. Were stable throughout the post-diagnosis period and
similar, as the performance status of patients wasmilar to the general population. Furthermore, at
increased, the activity dimension of QoL score was higheliagnosis and three months patients reported significantly
meanwhile, physical symptom domain was decreasefhore insomnia, appetite loss and diarrhoea than the
The activity and physical dimensions of QoL weregeneral population. However, the symptoms declined
positively affected since the performance scale is one between three- and 12-months, to such a degree that
the instruments to measure of activity level. Thepatients reported similar or fewer symptoms than the
development of supportive behaviours by healthcargeneral population at 12-months (Schou et al., 2005).
providers and reach for recovery volunteers is essentialthough the first year after diagnosis is difficult period
in providing this social support for breast cancer survivorglue to the applied surgical or medical procedures, the
Previous studies suggested that elderly women aterall global QoL might be affected by the patients’
suffering from more persistent problems with physicalishes for wellbeing and dealing with cancer.
function after treatment for breast cancer (Eker and Arkar, In conclusion, the results of this research indicate that
1995; Price etal., 2001). On the other hand, bachelor abreast cancer patients experience problems in multiple
younger breast cancer patients had more persisteqiality of life domains while undergoing adjuvant
depressive symptoms (Ganz and Shag, 1990; Janz et ahemotherapy. There were important effects of
2005). The findings in this study indicated that the 40 angsychosocial stressors, social support and some socio-
below aged group has lower physical symptom distregsiemographic variables on QoL of breast cancer patients.
accompanying with higher overall quality of life comparedThis implies that health care professionals must recognize
to the 50 and over aged group. Physical symptom distreasd take into consideration the importance of psychosocial
and overall quality of life might be affected by the physicafactors, besides medical treatment, in order to improve
resistance of younger patients. QoL of breast cancer patients. The results of this study
Many studies have searched the relationship betweshould help to fill gaps in the limited knowledge, and
socio-demographic factors and QOL among breast candéentify the areas in which the patients need extra support.
women. However, the results have been inconclusive Future research is needed to determine which
(Price etal., 2001; Clarke et al., 2006). Schou et al (2009sychosocial factors are most effective in order to improve
reported negative association between marital status ati@é health level in breast cancer patients during treatment
QOL as well as employment status but not the educatiemd subsequent care.
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