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Effect of different modalities of treatment on the

quality of life of breast cancer patients in Egypt
Fatma M. El-Sharkawi," Mahmoud F. Sakr,? Hoda Y. Atta ® and Hafez M. Ghanem *

ran bl Olb o (o5 a Lhma Do g Tkl PN L

Pl dosue Bl y Lo Caw gy SAay o b3 gamay (530 2N s Libls

Sola llelas | olall ldiils Lo g U3 ot o, tles 20 Ak, o f oM
S ¥ S A JU - YR WS S o S kg Sl pers o
IR WP I PYR TN | P R ol bty L O AL L4 ¢ st SOl L oo A3
ot T e Bl a5 @i (4003 02 e pendt ) BasLa e Gl S b,
Al Blan Ly sl e g B 3l 0l AN L oyl 0l b gl Jlazl o
ALl 6 e 128 sl e ool o b OIS LU BRI LT L Gala SOl Rbtall LT 2t
wle cluy Bl le g |l e D ALY Oyl OF il oty ond iy . 2sLa.S
oA A5 ey S B o L) kit Sl PGl o ildt ey s plost oy
- Ablas S ezl 3 3LaAN SV J g vl Cadtll

ABSTRACT The impact of breast cancer therapy on the quality of life (QL) of Egyptian women
was studied. Patients were divided into four groups: 1: mastectomy alone; 2: surgery plus radio-
therapy; 3: surgery plus chemotherapy; and 4: triple modality. The results revealed that all the four
domains of QL of women having adjuvant therapy (groups 2, 3, or 4) were significantly altered
compared to those who underwent mastectomy alone. Triple modality adversely affected global
QL the most compared to radiotherapy or chemotherapy; radiotherapy had significantly less effect
on QL compared to chemotherapy. Triple modality predicted the worst QL. QL measures should
be incorporated, with the traditional end points for evaluation of treatment and patients given
health education on the effects of sach therapy,

Effets des différentes thérapeutiques sur la qualité de vie des patientes ayant un cancerdu
sein en Egypte

RESUME Limpact de la thérapie du cancer du sein sur la qualité de vie des femmes ¢gyptiennes
a éé éludié. Les patientes ont été réparties en quatre groupes: 1: mastectomie seule; 2:
chirurgie plus radiothérapie; 3: chirurgie plus chimiothérapie; 4: chirurgie plus radiothérapie et
chimiothérapie associées (traitement combiné). Les résultats ont indiqué que les quatre do-
maines relatifs 4 la qualité de vie des femmes sous traitement adjuvant (groupes 2, 3 et 4) étaient
tous considérablement allérés par comparaison avec celles qui ont subi une mastectomie
uniquement, Le traitement combiné affecte globalement la qualité de la vie le plus défavorable-
ment par comparaison avec la radiothérapie ou la chimiothérapie; la radiothérapie a un impact
bien moins important sur la qualité de la vie gue la chimiothérapie. La prédiction de la moins
bonne qualité de vie concernalt le traitement combing. Des mesures concernant |a qualité de vie
devaient &tre incluses avec les paramétres traditionnels pour F'évaluation du traitement st une
éducation sanitaire devait étre dispensée aux patientes sur les effets de chaque thérapeutique.
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Introduction

Quality of life (QL} is subjective in nature;
each individual has a slightly different view
of what is important to his or her QL. There
is wide agreement that health-related QL
should be conceptualized as a complex and
multidimensional construct {/,2]. Physical
functioning, social interactions, psycho-
emotional well-being and disease- or treat-
ment-related symptoms are critical
domains that are included in most efforts to
measure overall QL [3.4].

Surgery, radiation therapy, chemothera-
py and hormonal therapy make up the stan-
dard armamentarium of breast cancer
therapy either alone or in combination,
Treatment-related adverse effects or toxici-
ties vary depending on the specific modali-
ties that are used [5]. Determination of the
QL of breast cancer patients under different
therapeutic modalities provides a compre-
hensive description of their potential side-
effects from the patient’s perspective.
Indeed, this can help health care providers
in weighing the associated risks and bene-
fits particularly when the differences in sur-
vival between the options are small or even
nonexistent [6]. Moreover, it may be of im-
portance in affecting treatment outcomes
and may prove to be of prognostic impor-
tance in the setting of clinical trials [5]. Fi-
nally, QL data can assist in planning an
effective educational intervention.

Hence, the present study was undertak-
en to determine the effects of the different
modalities of treatment on the QL of Egyp-
tian women with early breast cancer.

Patients and methods

The study was conducted at the Surgery
and Clinical and Nuclear Medicine Depart-

ments at Alexandria Main University Hos-
pital, Alexandria, Egypt.

Study population

Women with early breast cancer were the
target population of this study. A total of
272 patients were selected from those at-
tending the hospital for outpatient or inpa-
tient care. Patients who received postopera-
tive endocrinal therapy (tamoxifen) were
excluded because of their small number (4
patients only). To be considered eligible for
the study women were required to:

* have a definite diagnosis of early breast
cancer: stage [ (TINO) or II (TINI,
TZNO/NI1, MO) [7].

* have a known current status of treat-
ment;

* be aware of the diagnosis;

* be fully oriented about the purpose of
the study and agree to participate.
Patients were divided into four groups

according to the adopted therapeutic mo-

dality used: surgery (mastectomy) alone

{group 1, n = 56), surgery and radiotherapy

(group 2, n = 76), surgery and chemothera-

py {group 3, n = 100) and triple modality

i.e. surgery coupled with radiotherapy and

chemotherapy (group 4, n = 40).

Data collection

Data were collected over a 15-month peri-
od using a standardized pretested interview
questionnaire which had been translated
into Arabic and modified to suit Egyptian
patients. It was specifically designed to re-
veal sociodemographic characteristics
(age, marital status, menopausal condition
and working status) and to measure the four
domains of QL namely: physical function-
ing (three parameters), social interaction
(three parameters), psychoemotional well-
being (six parameters) and disease- or
treatment-related symptoms (10 parame-
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ters). The linear analogue self-assessment
{LASA) scale [8] with scores ranging from
1 to 10 was used to measure these parame-
ters. Accordingly, a score of 1 indicates
normality or absence of symptoms, while
higher scores refiect mild (2,3,4), moderate
(5,6,7) or severe (8,9,10) impairment.

Patients were interviewed and asked to
score how each aspect of their QL had been
affected by their disease or treatment mo-
dality in a week. The interview was con-
ducted on a single occasion for each
patient. Patients in group 1, attending the
outpatient clinic for regular follow-up,
were interviewed 2-3 months after mastec-
tomy, a time usually coinciding with com-
plete wound healing. Patients receiving
adjuvant therapy (groups 2, 3 and 4) were
interviewed during the course of active
treatment.

Therapeutic modality

¢ Mastectomy (M): either radical mastec-
tomy (RM) or modified radical mastec-
tomy (MRM) was performed.

* Radiotherapy: radiotherapy was applied
to the chest wall and nodal areas, 2-3
weeks after mastectomy, in the form of
4500 cGy given 5 days per week for a
total period of 4.5 weeks.

* Chemotherapy : six cycles of CMF (cy-
clophosphamide, methotrexate and flu-
orouracil [5-FU]) were administered on
the first and eighth day, then every 21
days. Patients treated with the triple
modality received thetr chemotherapy 2
weeks after completion of radiotherapy.

Statistical analysis

Data were analysed using a microcomputer
and stavistical sofrware (Srara version 3.1).
The arithmetic mean, 95% confidence in-
terval of mean and the Pearson product cor-
relation were computed. The chi-square

test (%), the Student r-test and ANOVA fol-
lowed by Scheffe post comparison were
used. In addition, stepwise multiple regres-
sion analysis was performed. The 5% level
was chosen to test the significance of the
results obtained.

Results

Sample description (Table 1)

Women assigned the dilferent therapeutic
modalities were of comparable age. Their
ages ranged from 25 to 70 years with a
mean of 44.42 +9.75 years. The majority of
the women were married (90.8%) while a
few were divorced (4.4%), widowed
(3.3%) or single (1.5%). Only the latter
were employed outside the home. The four
groups were significantly different regard-
ing marital status (P < 0.001).

Breast carcinoma stage I was encoun-
tered in 52 patients (19.12%) and they re-
ceived surgical treatment only. The
remaining 220 patients (80.88%) had stage
II tumours and all received postoperative
adjuvant therapy with the exception of four
patients who underwent radical mastecto-
my and refused any further treatment. As
regards the type of mastectomy performed,
all patients who received adjuvant therapy
were treated first with modified radical
mastectomy, while patients in groups 1
were treated with radical mastectomy (40
patients) or modified radical mastectomy
(16 patients). None of the patients surveyed
was considering future breast reconstruc-
tion at the time of the interview.

Physical functioning QL domain
(Table 2)

The majority of women who received a
combination of radiotherapy and chemo-
therapy in conjunction with mastectomy re-
ported severe impairment in their daily
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activities (80.0%), housework (80.0%), as
well as their activities around the home
(90.0%). Such degrees of impairment were
reported by fewer women in the three other
groups, being the least in those who under-
went mastectomy alone. Indeed, the overall
score of these women in this domain indi-
cated that their physical functioning was
significantly least impaired (5.35 + 2.04).
In contrast, those who received the triple
modality were significantly the most im-
paired (8.36 £+ 1.06). The scores of those
who received radiotherapy or chemothera-
py were comparable.

™

Social interaction QL domain

(Table 3)

Personal relationships, whether family (mari-
tal) relations, social life outside the family
or recreations, were moderately affected in
nearly half of the patients who underwent
mastectomy (group 1}. A greater propor-
tion of women who received adjuvant ther-
apy reported that their social interaction
had been severely affected by the treatment
modality, particularly those who received
the triple modality of treatment (group 4)
where over 90% of women reported that
their social relationships both within and
outside the family were severely impaired.

Table 1 Patient characteristics in the four groups

Characteristic Group 1 Group 2 Group 3 Group 4 Total
(M) {M+RT) {M+C) (M+RT+C)
n=56 n=76 n=100 n=40 n=272
No. % No. % No. % No. % No. %
Occupation
Housewife 56 100.0 76 100.0 96 96.0 40 1000 268 98.51
Working 4] 0.0 4] 0.0 4 4.0 o] 0.0 4 1.5
Marital status
Married 52 929 60 789 100 100.0 35 875 247 908
Divorced 4 71 4 53 0 0.0 4 100 12 4.4
Widowed 0 00 § 105 0 0.0 1 2.5 9 3.3
Single 0 0.0 4 5.3 0 0.0 0 0.0 4 1.5
Menopausal status
Premenopausal 24 429 36 474 56 56.0 10 250 126 46.3
Postmenopausal 32 571 40 526 44 44,0 30 750 146 53
Stage of disease
Stage | (T1NOMO) 52 929 0 00 0 00 0 00 52 18941
Stage |l {TIN1, 4 74 76 100.0 100 100.0 40 100.0 220 80.9
T2NO/MN1, M0O)
Mastectomy type
Radical (RM) 40 714 0 0.0 0 0.0 0 00 40 147
Modified radical (MRM} 16 28.6 76 100.0 100 100.0 40 1000 232 853
Age (years)
Range 29-65 25-70 28-60 33-52 5-70
Meant s 46.91 £ 10.18 44.94 £ 13,11 42,96 + 710 43.60x6.30 44421975

M = masteciomy, RT = radiotherapy, C = chemotherapy
§ = standard deviation
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Comparison of the social interaction
scores showed that the scores of patients
who underwent mastectomy alone (4.21 £
1.96) were significantly lower than those of
patients receiving adjuvant therapy. Social
interactions in patients having the triple
modality were significantly the most im-
paired (8.63 + 0.64). On the other hand, no
difference was found between patients in
groups 2 and 3.

Psychoemotional well-being QL
domain (Table 4)

Patients reacted to their current status of
disease and treatment with excessive de-
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pression and/or anxiety. Some 60% to 90%
of patients who received adjuvant therapy
reported their depression as being severe
compared to 21.4% of those who under-
went mastectomy alone. Severe anxiety
was a common problem among all groups,
being lowest in those having mastectomy
alone (57.1%) and highest in those receiv-
ing adjuvant chemotherapy (96.0%). Fol-
lowing mastectomy, a substantial
proportion (74%-90%) of patients who re-
ceived adjuvant therapy experienced severe
body image disturbance compared to only
21% of those who underwent mastectomy
alone. In relation to sexual interest, almost

Table 2 Impairment of physical functioning in the four groups

Physical Group 1 Group 2 Group 3 Group 4 Total
functioning (M) (M+RT) {M+C) (M+RT+C)
impairment n="56 n=76 n=100 n=40 n=272
No. % No. % No. % No. % No. %
Daily activities
None 8 143 4 53 4 4.0 o 0.0 16 5.9
Mild 8 143 8 105 12 120 4 100 32 118
Moderate 32 5741 32 421 24 240 4 100 92 338
Severe 8 143 32 4241 60 60.0 32 80.0 132 485
Housework
None 4 71 0 0.0 4 4.0 0 0.0 8 29
Mild 12 214 0 0.0 8 8.0 0 00 20 7.4
Moderate 28 500 52 684 36 360 8 200 124 456
Severe 12 214 24 316 52 520 32 800 120 441
Activities around the home
None 4 7.1 4 5.3 0 0.0 0 0.0 8 29
Mild 8 143 4 5.3 0 0.0 0 0.0 12 4.4
Moderate 40 /1.4 36 474 64 64.0 4 100 144 529
Severe 4 7.1 32 424 36 360 36 900 108 39.7
Physical function score
Range 1.6-8.3 2.6-8.0 2.6-8.0 6.3-9.6 F=30928"
Mean £ s 535+204 640x139 688+1.48 8.36 1 1.06 Scheffe test
(1.2) (1,3) (1,4)
95% Cl 4.6-5.9 6.0-6.7 6.5-7.1 8.0-8.7 (2,4)(3.4)

# Significant at P < 0.001
95% Cl = 95% confidence intervai of the mean

M = mastectomy, AT = radiotherapy, C = chemotherapy

s = slandard daviation
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all patients receiving adjuvant therapy re-
ported severe sexual inhibition compared
to only half (50%) who underwent mastec-
tomy alone (group 1). Moreover, patients
who had adjuvant therapy felt more lonely
and desperate about the future.

The scores of women receiving radio-
therapy, chemotherapy and triple modality
reflect a significant impairment in the psy-
choemotional domain compared to women
who underwent mastectomy alone. More-
over patients with triple modality had the
worst psychoemotional QL compared to
those with radiotherapy or chemotherapy.

No significant difference was found be-
tween groups 2 and 3 regarding their influ-
ence on the psychoemotional well-being of
the women.

Disease/treatment-related
symptoms QL domain (Table 5)
More than half of the patients who were
treated with triple modality suffered se-
verely from the side-effects of treatment
(physical toxicity) including easy fatigue
(80%} and vomiting (60%) as well as head-
ache, dizziness, anorexia and diarrhoea
(50% each). A similar trend was observed

Table 3 Impairment of social interaction In the four groups

Social Group 1 Group 2 Group 3 Group 4 Total
functioning (M) {M+RT) (M+C) (M+RT+C)
impairment n=56 n=76 n=100 n=40 n=272
No. % No. % No. % No. % No. Y%
Marital
None 8 143 4 5.3 4 4.0 0 0.0 16 59
Mild 20 357 20 26.3 16 16.0 0 0.0 5 20.6
Meoderate 28 500 24 316 48 480 4 10,0 104 38.2
Severe 0 0.0 28 388 32 320 36 900 96 35.3
Social life outside family
None 8 14.3 4 5.3 4 4,0 0 0.0 16 59
Mild 16 28.6 4 5.3 12 120 0 0.0 32 118
Moderate 32 &57.1 48 B3.2 64 64,0 0 00 144 529
Sevare 0 0.0 20 26.3 20 200 40 100.0 80 29.4
Recreation
None 4 71 ] 0.0 0 0.0 0 0.0 4 1.5
Mild 28 50.0 4 5.3 4 4.0 o 0.0 3 182
Moderate 20 357 28 36.8 56 56.0 8 200 112 41.2
Severe 4 71 44 57.9 40 40.0 32 800 120 441
Baocial interaction score
Range 1.3-6.3 3.0-8.3 3.6-8.6 7.0-9.3 F=74.570°
Mean t s 421+1.96 629+1.37 628:1.34 8.63+0.64 Scheffe tast
{1,2) (1,3) (1,4)
95% ClI 3.6-4.7 5.9-6.6 6.0-6.5 8.4-8.8 (2,4)(34)

* Significant at P < 0.001

95% Cl-= 85% confidence interval of the mean

M = mastectomy, AT = radiotherapy, C = chemotherapy
s = standard deviation
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Table 4 Impairment of psychoemotional well-being in the four groups

Psychoemaotional Group 1 Group 2 Group 3 Group 4 Total
functioning (M) {(M+RT) (M+C) (M+RT+C)
impairment n=56 n=76 n=100 n=40 n=272
No. % Mo. % No. % No. % No. %
Depression
None 4 74 . ©¢ 00 0 00 0o 00 4 15
Mild 12 214 0 00 0 00 0 00 12 4.4
Moderate 28 50.0 20 26.3 40 40.0 4 100 92 338
Severe 12 214 56 73.7 60 60.0 36 920.0 164 60.3
Anxiety
Mild 4 T4A 0 00 0 00 ¢ 00 4 15
Moderate 20 357 4 53 4 40 4 100 32 118
Severe 32 571 72 947 96 96.0 36 90.0 236 86.8
Body image
Mild 12 214 4 53 4 40 0 00 20 74
Moderate 32 5741 16 21.1 16 16.0 4 100 68 25.0
Severe 12 214 56 73.7 80 80.0 36 90.0 184 67.6
Sexual interest
None 4 74 0 00 0 00 0 00 4 15
Mitd 8 143 0 00 4 40 0 00 12 4.4
Moderate 16 28.6 0 00 4 40 0 00 20 7.4
Severe 26 500 76 100.0 92 982.0 40 100.0 2356 86.8
Loneliness
None 4 741 4 53 ¢ 0.0 0 0.0 8 29
Mild & 143 8 105 4 490 0 0.0 20 7.4
Moderate 28 500 28 368 24 240 4 100 84 309
Severe 16 28.6 36 47.4 72 720 36 90.0 160 58.8
Desperate abuoul the fulure
None 4 741 4 53 4 40 0 00 12 4.4
Mild 16 28.6 16 21.1 12 120 0 00 44 16.2
Moderate 32 571 20 26.3 16 16.0 4 100 72 265
Severe 4 74 36 474 68 68.0 36 90.0 144 529
Psychoemational well-being
Range 2.3-8.6 4.3-8.6 56-9.0 6.1-9.1 F=36027"
Mean + s 628+185 7.43+098 781+080 8.53=+0.83 Scheffe tast
(1.2) (1,3) (1.4)
Q5% Cl1 5.7-6.7 7.2-7.6 7.6-7.9 8.2-8.7 (2,4)(34)

* Significant at P < 0.001

95% Cl = 95% confidence interval of the mean

M = mastactomy, RT = radiotherapy, C = chemotherapy
s = standard deviation
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in patients who received postoperative che-
motherapy, with no statistically significant
difference between the scores of the two
groups in this domain. However, patients
who had mastectomy alone or mastectomy
and radiotherapy suffered significantly less
from such untoward effects of treatment
compared to those who had chemotherapy
alone or in combination with radiotherapy.

Patients who received postoperative
chemotherapy alone {(group 3) or with ra-
diotherapy (group 4} suffered from severe
degrees of alopecia (30%) as compared to
none in patients who underwent mastecto-
my alone or with radiotherapy.

Global QL

A global QL score was generated by com-
bining all the QL four domains. The QL
was significantly impaired in patients who
received adjuvant therapy compared to
those who had surgery only. Patients who
received chemotherapy (groups 3 and 4)
were more affected than those who re-
ceived radiotherapy alone; having both
radiotherapy and chemotherapy was asso-
ciated with the worst global QL (Figure 1).

Demographic characteristics and
QL

Comparing the mean QL scores of the mar-
ried and nonmarried patients by Student #-

Table 5 Physical toxicity reported as “severe” in the four groups

Physical Group 1 Group 2 Group 3 Group 4 Total
toxicity (M} (M+RT) {M+C) (M+RT+C)
n=>56 n=176 n=100 n=40 n=272

No. % No. % No. Yo No. % No. %
Easy fatigue 0 00 24 316 56 560 32 800 112 412
Dizziness 0 0.0 16 211 36 36.0 20 50.0 72 285
Headache 12 214 28 36.8 64 64.0 20 50.0 124 456
Anorexia 4 7.1 16 2141 40 400 20 50.0 80 2904
Nausea 8 143 24 31.6 72 72.0 32 80.0 136 50.0
Vomiting 0 0.0 40 526 80 80.0 24 60.0 144 529
Diarrhoea 0 0.0 16 211 40  40.0 20 500 76 27.9
Mouth sores 0 0.0 8 105 16 16.0 t2  30.0 36 132
Insomnia 0 0.0 4 5.3 8 8.0 12 30.0 24 8.8
Alopecia 0 0.0 0 0.0 30 30.0 t2 30.0 40 14,7
Disease/treatment-related symptoms score
Range 1.0-5.3 2.2-6.1 4.6-8.1 3.4-9.3 F=138.872*
Meant s 2390+1.38 472+£1.01 6.33:x093 6.702.05 Scheffe test

(1,2) (1,3) (1,4)

95% Cl 20-27 44-49 8.1-B5 60-73 (2,3) (2.4)

* Significant at P < 0.001

95% CI = 85% confidence interval of the mean

M = masteciomy, RT = radiotherapy, C = chamntharapy
§ = standard daviation
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Mean score

M Group1 BGroup2 OGroup3 MGroup4

Figure 1 Mean score of the global quality of life, physical function, social interaction,
psychoemotional well-being and diseaseftreatment-related symptoms domains of the
four groups (Jower score = better quality of life)

test revealed no significant difference in all
domains. Similarly, there was no signifi-
cant association between the menopausal
status of patients and their QL. On the other
hand, the younger the age of the woman,
the greater the impairment of her global QL
(r=-0.2, P <0.01); in particular, there was
more suffering from disease/treatment-re-
lated symptoms (r = 0.2, P < 0.05) and
less social interaction (r =~0.2, P <0.001).
Stage I disease was associated with a sig-
nificantly better QL in all domains com-
pared to stage II disease; consequently a
significantly better QL was observed for
those who had radical mastectomy com-
pared to those who had medified radical
mastectomy.

Predictors of QL using multivariate
regression analysis

Group 1 was different from the other three
groups regarding staging of the disease and
the type of mastectomy. All patients who
had stage I disease (92.8%) and those who
underwent radical mastectomy were in this
group. Since both stage I and radical mas-
tectomy were associated with better QL, it
was very important to control their effects
in studying the impact of therapeutic mo-
dalities on QL. Stepwise regression analy-
sis was used to predict the QL, controlling
the confounders, namely age of patient,
stage of the disease and type of operation
(Table 6). Triple modality predicted the
worst global QL and the greatest effect on
the psychoemotional well-being. social in-
teraction and physical functioning do-
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Table 6 Significant predictors of quality of life being affected

(stepwise multiple regression analysis)

Variable Regression SE B P value
coefficient
Giobal QL
Group 4 (M+RT+C) 0.91 0.17 0.21 0.0000
Group 2 (M+RT} —0.86 0.14 -0.25 0.0000
Stage (1) -1.65 0.22 -0,43 0.0000
Operation (MRM) 1.52 0.24 0.35 0.0000
{Constant) 371 0.48 0.0000
Physical funciioning
Group 4 {(M+RT+C) 1.96 0.29 0.39 0.0000
Group 3 (M+C) 0.48 0.23 0.13 0.0386
Stage (1) -1.11 0.27 -0.24 0.0001
(Constant) 6.40 0.17 0.0000
Social interaction
Group 4 {(M+RT+C) 2,32 0.23 0.42 0.0000
Stage (1) -0.87 0.31 Q.17 0.0065
Operation (MRM) 1.89 0.35 0.34 0.0000
(Constant) 2.52 0.70 0.0004
Psychoemotional well-being
Group 4 (M+RT+C) 0.73 0.19 0.19 0.0002
Group 2 (M+RT} -0.36 0.15 -0.11 0.0226
Operation (MRM) 2.14 0.19 0.56 0.0000
(Constant) 3.50 0.35 0.0000
Disease/treatment-related sympiloms
Group 2 {(M+RT) -1.63 0.18 -0.36 0.0000
Stage (i) -2.79 0.31 —0.54 0.0000
Operation (MRM) 1.67 0.34 0.29 0.0000
{Constant) 3.0t 0.68 0.0000

M = mastectomy, AT = Radiotherapy, C = chemotharapy,

MRM = modified radical mastectomy

B = standardized regression coefficient; SE = standard error

mains. Receiving chemotherapy either
alone (group 3) or with radiotherapy
(group 4) predicted a significant limitation
of physical functioning.

Discussion

Although QL was once described as being
“subjective”, “immeasurable” and “poorly

defined”, this is no longer the case. Ad-
vances in the measurement of QL have
made what was only theorctically possible
a reality. The LASA score with its modifi-
cations can monitor the impact of the dif-
ferent modalities of treatment on the QL of
patients with breast cancer.

The present study indicates that the QL
of breast cancer patients, especially in
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terms of physical functioning and psycho-
emotional and social well-being, is greatly
impaired. This highlights the importance of
surgeons, oncologists or nurses actively in-
quiring into how a patient is adjusting after
mastectomy or adjuvant therapy to reveal
the impact of therapy; otherwise much of
the consequent morbidity remains hid-
den [9].

There is no doubt that the threats facing
each woman following mastectomy, name-
ly the possible loss of her femininity, self-
esteem, health and role in life, are known to
have a profound impact on her QL. This
study indicatcs that the psychoemotional
well-being of women was the component
of their QL most affected. A much higher
prevalence of psychoemotional distrcss
was revealed by this study compared to that
reported elsewhere [9-17]. Maguire {/0]
and Morris [/7] stated that at least one in
every four women who undergoes mastec-
tomy develops a depressive illness and a
filth are at additional risk of developing
anxiety [/2] or body image disturbance
[/3]. Moreover, up to one-third of these
will experience sexuval problems [12-75].
The greater effect on psychoemotional
well-being revealed by this study could be
explained mostly by women's fear of mari-
tal disruption or because they developed
“cancer phobias”. Although all the women
were free of disease and had been told so
repeatedly, they became terrified of recur-
rence or having cancer in the other breast.

Although patients in this study were in-
terviewed on a single occasion only, three
months after mastectomy, Bloom et al. [16]
reported that postmastectomy women ex-
perienced moderate social and psychologi-
cal distress and disruption in their everyday
lives and that this level of distress contin-
ued for over a year thereafter. On the other
hand, Morris et al. [/4] reported that three-
quarters of their patients no fonger felt psy-

chologically distressed by mastectomy af-
ter one year and those who remained dis-
tressed were those whose personalities had
a strong component of emotional lability.
Intervention may, therefore, be appropriate
at an early stage for patients who are at risk
since they are more likely to have long-
term problems [/4].

Clearly, disruption of the QL of mastcc-
tomized patients is greater for women with
stage II breast cancer, who usually undergo
additional treatment following mastectomy
and who face a greater threat to life [/6].
Maguire et al. [/2] reported a greater dis-
turbance of the QL of patients receiving
postoperative radiotherapy compared to
those who underwent mastectomy alone.
Patients felt exhausted and even lower in
spirits because they associated having ra-
diotherapy with a worse prognosis. In addi-
tion, during radiotherapy patients may
experience a variety of physical changes
that may in turn trigger some emotional re-
actions [/7]. In the present study, patients
who underwent mastectomy alone reported
better physical functioning, less social and
psychoemotionai distress and much less
physical toxicity compared to patients re-
ceiving radiotherapy, chemotherapy or
both.

Although systemic chemotherapy im-
proves the prognosis after radical mastecto-
my or modified radical mastectomy, linle
information is available on the quality of
survival [/8]. In the present study, the use
of CMF resulted in significantly lower
physical functioning than could be ac-
counted for by mastectomy alone. The
combination of chemotherapy and radio-
therapy following mastectomy (triple mo-
dality) resulted in an increased morbidity
than that caused by either modality sepa-
rately. Maguire et al. [/9] reported a higher
incidence of psychoemotional morbidity in
patients given chemotherapy and suggested
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that it was linked to physical toxicity.
Cooper et al. [20] added that such morbidi-
ty was significantly greater in paticnts com-
pleting a one-year course of chemotherapy
than those who had radiotherapy alone.
This difference was still evident at 18
months. The use of CMF has also been
shown to lead to greater psychiatric mor-
bidity compared to mastectomy alone
[19,20]. Depression may be due to adverse
effects like nausea, vomiting, hair loss or to
a direct ettect on the brain. In turn, depres-
sion may reduce the patient’s tolerance of
the adverse physical effects of treatment,
especially the toxicity of chemotherapy.
Then, if mood disorder is severe, the pa-
tient may even refuse further treatment
[271]. Anxiety may also stem from the ad-
verse effects of CMF or from the develop-
ment of a conditioned response [22]. In
addition, CMF reduces estrogen levels and
elevates follicular stimulating hormone and
luteinizing hormone. Thus, premenopausal
women undergo artificial menopause and
many may experience a profound loss of li-
bido. Such changes in sexuality and other
adverse effects like hair loss may intensify
any body image problems {23,24]. Multi-
variate analysis, after controlling for the ef-
fect of the stage of disease, type of
operation and age of the patient, revealed
that mastectomy coupled with radiotherapy
and chemotherapy predicted the worst QL.

It was noted that patients in this study
failed to take preventive action. They wait-
ed until side-effects were severe and persis-
tent and then began self-care behaviour.
When this failed in relieving distress, they
started to seek medical care for their physi-
cal symptoms but not for their psycho-
emotional or social distress. Nondisclosure
of the adverse effects of mastectomy or of
the physical toxicity resulting from radio-
therapy or chemotherapy by the patient is
worrying since it misleads clinicians about

the consequences of treatment and results
in poor compliance {2/]. Women usually
do not disclosc their problems because they
do not want to burden the health care work-
ers whom they see as busy and harassed.
They also believe, albeit wrongly, that they
are the only ones who are not coping and
are afraid that if they admit this, they will
be seen as inadequate. Moreover, they of-
ten feel ashamed. They are aware that the
medical staff’s priority is their physical
well-being and cunsider that it is not justifi-
able to mention other concerns, They may
also perceive their problems as inevitable
and about which nothing can be done.
Rowland and Holland [6] stated that doc-
tors and nurses were either not providing
information to alleviate adverse effects of
therapy or were presenting information in a
form the patient found difficult to recall.

‘Therefore, patients treated with mastec-
tomy alone or with postoperative radiother-
apy and/or chemotherapy should be asked
routinely if treatment has been causing any
problems or if they have specific side-ef-
fects. It is important for health care workers
to understand that accurate information and
realistic expectations can, and must be,
conveyed to patients seeking and receiving
treatment for breast cancer. The nursing
care of patients receiving radiotherpay and/
or chemotherapy, particularly for the treat-
ment of breast cancer, depends on the nurs-
es understanding the scientific principles
underlying the mode of treatment and real-
izing its impact on the QL. Without such
knowledge, nurses may be unable to assess
patients effectively and therefore be unable
to diagnose nursing problems and plan ef-
fective care.

In this study, patients were not informed
about the different treatment policies and
the advantages and disadvantages of each.
Since assessment of the QL can provide
important information that can help pa-
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tients make choices among treatment op-
tions, it is vital to elicit patient preferences
when making treatment decisions. Howcv-
er, it must be remembered that incorpora-
tion of individual preferences into the
decision-making process is not a substitu-
tion for the direct assessment of patient out-
come regarding disease-free interval and
survival.

From the present study, it can be con-
cluded that: 1) incorporation of symptom
rclief and QL measures along with the tra-
ditional end points (response, disease-free
survival and overall survival) is of supreme
importance for proper evaluation of the
mode of treatment; 2} patients need health

education regarding treatment options, po-
tential adverse effects of each treatment
and how to cope with these adverse effects
to improve their QL; and 3) individual pref-
erences of treatment should be considered
when making treatment decisions.

What happens if traditional end points,
such as response rate, time to progression
and survival, favour a particular treatment
but QL evaluation suggests that a different
treatment is superior? Unfortunately, there
is still no clear solution to this dilemma.
However, it is reasonable to consider the
use of QL as a primary end point when the
goal of treatment is symptom palliation
rather than prolongation of survival.
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Correction

Determination of the duration of lactational amenorrhoea among mothers in Alexandria,
EMH] Vol.2 No.3. December 1996, pages 396-406, by Khadiga A. Khalil, Hoda Y. Atta, Faten
A. Kamel and Randa M. Youssef.
The term "hazard rate" should be replaced by "hazard ratio” throughout the article.
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