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KEYWORD: Breast Cancer, Chemotherapy, Knowledge, Self-efficacy, Empathy, Consumer Satisfaction, Anxiety,
Depression, Quality of Life, Peer Support Intervention, Myanmar
Min Thu Naung : Effect of peer support intervention on anxiety, depression and quality of life among female
breast cancer patients on chemotherapy in Yangon, Myanmar: randomized controlled trial. Advisor: Alessio
Panza, M.D.

Background: The physical and psychological symptoms occurring after diagnosis and during chemotherapy have
a negative effect on the quality of life (QOL) of breast cancer patients. Anxiety and depression are also linked with a deprived
QOL and prognosis. This study evaluated the effect of peer support intervention on knowledge about chemotherapy, self-
efficacy, empathy, consumer satisfaction, anxiety, depression and QOL of female breast cancer patients on chemotherapy in
Yangon, Myanmar.

Methods: A randomized controlled trial was conducted at Shwe Yaung Hnin Si Cancer Foundation clinic in
Yangon. A total of 74 patients participated and they were assigned randomly into an intervention or a control group. The
intervention group received peer support intervention including individual counseling, group meeting, telephone support, and
education program during chemotherapy. Data collection was done by interviewer-administered questionnaires at baseline,
post-intervention and 2 months follow-up. Independent t-test, chi-square test, analysis of covariance (ANCOVA) test, Quade’s
test for non-parametric ANCOVA, Mann-Whitney U test, Wilcoxon signed-rank test, and linear mixed models with random
intercepts were used in data analysis.

Results: At baseline data collection, there was no significant difference between the intervention and control
groups in socio-demographic characteristics, medical history, knowledge about chemotherapy, self-efficacy, empathy, anxiety,
depression, global health status/QOL, functioning scores and symptoms scores in QOL, except for role functioning
(p=0.019). After the intervention, the intervention group had significantly greater mean scores in knowledge about
chemotherapy (p<0.001), self-efficacy (p<0.001), empathy (p<0.001), global health status/QOL (p=0.017), physical functioning
(p<0.001), role functioning (p<0.001), emotional functioning (p<0.001), cognitive functioning (p=0.002), social functioning
(p=0.002), body image (p=0.032) and future perspective (p=0.002) than the control group. Moreover, the intervention group
had significantly smaller mean scores in anxiety (p=0.013), depression (p<0.001), fatigue (p=0.009), and nausea & vomiting
(p=0.022) than the control group. At follow-up data collection, the intervention group had significantly greater rate of increase
in emotional functioning (p=0.017) and future perspective (p=0.030) than the control group. The intervention group had
significantly greater rate of decrease in anxiety (p=0.009), depression (p=0.002) and breast symptoms (p=0.014) than the control
group. Besides, the intervention group had significantly lower insomnia score (p=0.016) than the control group.

Conclusion: The peer support intervention was effective on improving the knowledge about chemotherapy, self-
efficacy and empathy status, and lessening the anxiety and depression status of the participants immediately after the
intervention. Regarding the QOL, the intervention program was effective to improve global health status/QOL, physical
functioning, role functioning, emotional functioning, cognitive functioning, social functioning, body image and future
perspective of the participants. It was also effective to diminish the fatigue, and nausea and vomiting symptoms of the
participants immediately after the intervention. The intervention program was also effective on improving emotional
functioning and future perspective, and diminishing anxiety, depression, insomnia and breast symptoms of the participants at
two months after the intervention. Therefore, the model of the intervention program of this study should be implemented among
the breast cancer patients in the future.

Field of Study: Public Health Student's Signature ...........cccocceorecrnns
Academic Year: 2019 AdVisor's Signature ..o
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CHAPTER (1)
INTRODUCTION
1.1 Problem Statement

Cancer is a major cause of morbidity and mortality that happens among people
around the world. There were 14.1 million new cancer cases and 8.2 million cancer
deaths in 2012 worldwide. The cancer burden is estimated to exceed 20 million new
cancer cases annually by 2025 globally. About half (51%) of all cancer cases occurred
in low- and middle-income countries in 1975, 55% in 2007, and predicted to be 61% in
2050 (Ferlay et al., 2015, Kimman et al., 2015).

Estimated new cases for breast cancer was 1.6 million in 2012 globally. Breast
cancer was the second most common cancer overall (1.7 million cases) for both sexes,
and it ranked fifth as the cause of death (522,000 cases) in 2012. For the women
population, breast cancer is the most common cancer occurring in all regions. There
were 883,000 cases in less developed regions and 794,000 cases in more developed
regions in 2012 (Ferlay et al., 2015).

Breast cancer was the second leading cause of cancer death (198,000 deaths)
among women in more developed regions and was the leading cause of cancer death
(324,000 deaths) in less developed regions in 2012. Incidence rates varied among the
world regions, with rates ranging from 26.8 per 100,000 in Middle Africa to 96 in
Western Europe. South East Asia region accounted for 34.8 per 100,000 and ranked as
the seventh-lowest incident region among 25 regions in 2012 (Ferlay et al., 2015).

Estimated new cancer cases for Myanmar in 2012 were 64,000 cases, which
was done by the International Agency for Research on Cancer (IARC). The cancer
morbidity increased gradually since that time. The biggest cancer risks for Myanmar
female population are breast and cervical cancer (Angeles, 2016). Cancer country
profile by World Health Organization (WHO) reported that, in 2014, breast cancer is
the leading type of cancer among Myanmar females and 5,648 new breast cancer cases
were identified (WHO, 2014).



The prevalence of depression among breast cancer patients from Asian studies
reported a range of 12.5-31% (Zainal et al., 2013). In a study among breast cancer
patients in Thailand, the prevalence of anxiety disorder was 16.0%, and that of anxiety
symptoms was 19.0%. The prevalence of depressive disorder was 9.0%, and that of
depressive symptoms was 16.7% (Lueboonthavatchai, 2007). Among breast cancer in
India, 37% were screened for having anxiety while 28% were screened as having
depression (Srivastava and Ansari, 2015). In Myanmar, 58% of cancer patients suffered
from clinical anxiety and among them, all the breast cancer patients suffered from
anxiety (Oo, 2011), and 29.4% of cancer patients suffered from depression (Aung,
2010).

The reference value for global health status/QOL among breast cancer patients
by EORTC quality of life group was 61.8+24.6 in a total of 49 countries study (Scott et
al., 2008). In Myanmar, the global health status/QOL scale among breast cancer
patients was 66.08+21.19 (Htet, 2016).

Breast cancer is a life-threatening and the most prevalent cancer among women
around the world with a five-year survival of nearly 85% after diagnosis (Sharif et al.,
2010, Tehrani et al., 2011). After diagnosed with breast cancer, women suffer several
psychological consequences, containing anxiety and depression (Society, 2017).
Depression is common in breast cancer patients (Mens et al., 2016, Xiao et al., 2017).
Anxiety and depression of breast cancer patients persist years after the diagnosis and
treatment of the disease (Sharif et al., 2010).

Diagnosis and treatment of breast cancer negatively affect every domain of the
quality of life (i.e. physical, psychological, social and financial) (Ulger and Yagli,
2010). The physical and psychological symptoms that happen after diagnosis and
during chemotherapy have a negative effect on the quality of life and psychological
health of breast cancer patients (Zhu et al., 2017). Anxiety and depression are also
linked with a deprived quality of life and prognosis in breast cancer patients (Xiao et
al., 2017). Not only the patients’ own physical and psychological situations but also
their families’ social and work environments are also affected by the disease (Ulger and
Yagli, 2010). Cancer patients have to face higher out-of-pocket expenditures than

patients of other chronic diseases and they also have to struggle to maintain



employment-related income to pay for these expenditures. Therefore, financial related
distress develops among cancer patients after diagnosis and during treatment leading to

compromise the quality of life (Jagsi et al., 2014).

Lifestyle-related risk factors for breast cancer are alcohol consumption, being
overweight or obese, lack of physical activity, not having children, not breastfeeding,
taking contraception and taking hormonal therapy after menopause. Non-modifiable
risk factors for breast cancer are age, sex, ethnicity, genetic factor, having a family
history of breast cancer, having a personal history of breast cancer, having dense breast
tissue, benign breast conditions, lobular carcinoma in situ (LCIS) of the breast, early
menarche, late menopause after age 55 and radiation exposure to the chest (Society,
2017).

Factors associated with anxiety among breast cancer patients were younger age,
low income, low level of education, being single and receiving less financial support
(Srivastava and Ansari, 2015), no previous history of breast cancer, and early stage of
breast cancer (Fatiregun et al., 2016). Smoking may lead to increased anxiety and

anxiety may also increase smoking rates (Moylan et al., 2013).

Factors associated to anxiety and depression among breast cancer patients were
the number of hospital admissions, and presence of disturbing symptoms (such as pain,
respiratory symptoms, and fatigue), poor social support, poor family relationship and
functioning, maladaptive problem and conflict solving (Lueboonthavatchai, 2007), and
younger age (Gold et al., 2016). Major depression is also associated with higher rates

of cigarette smoking and nicotine dependence (Fergusson et al., 2003).

Factors associated with depression in breast cancer patients were younger age,
low education, ethnicity, low income or low financial status, the number of children at
home, high co-morbidity index (Zainal et al., 2013), lack of accompanying person
(Srivastava and Ansari, 2015), fatigue, pain, sleep disturbance, low sexual desire, low
survival, increased evening cortisol level, the time elapsed since the end of
chemotherapy, receiving chemotherapy, receiving surgery, having repeated cancer
discussion, preoperative helplessness or hopelessness, high anxiety levels, more pre-

operative depressive symptoms, poor body image, less attractiveness, less feminine,



negative automatic thoughts, more cognitive errors, low fighting spirit and lacking the
presence of the meaning of life. Lifestyle factors associated with increased depression
in breast cancer patients were poor sleep quality and shorter sleep duration. Social
factors associated with increased depression in breast cancer patients were poor social
support, being unaccompanied by spouses and requested for help from a psychologist
(Zainal et al., 2013).

Marital status revealed contradict findings that being unmarried, widowed or
divorced were significantly associated with depression and one study reported that
being married was associated with depression. Moreover, the duration of disease also
reported contradicting results (Zainal et al., 2013).

The factors associated with low quality of life scores among breast cancer
patients were young age, low education, low-performance scale, low socioeconomic
status, advanced stage of the disease, metastatic disease (Sharma and Purkayastha,
2017), chemotherapy before radiation therapy, higher BMI, mastectomy, increase in
nodes removed, and increased duration of radiation therapy (Sura et al., 2013), pain
intensity, fatigue (Heydarnejad et al., 2011), unemployment, poorly differentiated
tumor grade, financial difficulty, dyspnea (Safaee et al., 2008), living without a partner
(Chang et al., 2014), low income (Yan et al., 2016), co-morbidity (Janz et al., 2009),
fatigue, anxiety, the disorder in the body image, sexual issues and complication in the
patients’ hand (Sharif et al., 2010).

Duration of the disease and menopausal status revealed contradict results among
breast cancer patients regarding quality of life (Al-Naggar et al., 2011, Conde et al.,
2005, Safaee et al., 2008).

Depending on the type and stage, breast cancer can be treated by local therapy
such as surgery and radiotherapy, as well as systemic therapy such as chemotherapy,
hormonal therapy, and targeted therapy. There are different types of breast surgery
namely; breast-conserving surgery, mastectomy, breast reconstruction, sentinel lymph
node biopsy and axillary lymph node dissection. Two main types of radiation therapy
that can be used to treat breast cancer are external beam radiation and internal radiation

(brachytherapy). Chemotherapy can be given as adjuvant chemotherapy and



neoadjuvant chemotherapy. Adjuvant chemotherapy is used to try to kill any cancer
cells that might have been left behind or have spread but can't be seen, even on imaging
tests after surgery. Neoadjuvant chemotherapy can be used to try to shrink the tumor
before surgery so it can be removed with less extensive surgery. It should also kill any
cancer cells that have spread but can't be seen. Chemotherapy can lower the risk of
breast cancer recurrence. There are several types of hormone therapy, which can either
lower estrogen levels or stop estrogen from acting on breast cancer cells to grow. The
targeted drugs are designed to block the growth and spread of cancer cells. Targeted
therapy can be listed as follow; targeted therapy for HER2-positive breast cancer,
targeted therapy for hormone receptor-positive breast cancer and targeted therapy for

breast cancer with gene mutations (Society, 2017).

Intervention for improving anxiety, depression, and quality of life of breast
cancer patients which can be delivered by peer supporter as individual support, group
support or telephone support have revealed advantageous results among breast cancer
patients in Iran (Sharif et al., 2010).

Individual support programs by trained peer facilitators can create non-
hierarchical, reciprocal relationships through the sharing of experiences and knowledge
with breast cancer patients who have faced similar challenges. The peer individual
support intervention was effective to improve depression by reducing stigma and
intrusive thoughts, reducing social isolation, normalizing the breast cancer experience,
building a sense of belonging and empowerment, reduction of losing interests in life,
reducing loneliness and hopelessness among breast cancer patients. In addition, the
depression among breast cancer patients will be improved by increasing hope for the
future, developing confidence and increasing meaning in life among breast cancer
patients in the USA (Lu et al., 2014).

Individual peer support intervention also had a positive effect on anxiety and
depression among breast cancer patients. Individual peer support intervention was
effective in increasing self-efficacy for self-management of breast cancer and it also
provided the opportunity to breast cancer patients to see others successfully manage the
problems related to cancer diagnosis and treatment. After getting medical information

and support from family, friends, and medical staff, anxiety, and depression will



decrease among breast cancer patients. The duration of the intervention may also
influence on improving anxiety and depression of the patients. A short-term
intervention like 6-8 weeks may result in positive effect and long-term intervention may
reveal significant improvement for anxiety and depression among newly diagnosed

breast cancer patients in Korea (Lee et al., 2013).

Peer support groups could be a useful resource for cancer patients to overcome
their psychosocial problems. Participation in peer support groups could have a long-
term effect on reducing anxiety and depression in breast cancer patients. Membership
in a peer support group is beneficial to increase positive cognition, emotions, and
behaviors and, in addition, to help to reduce harmful effects of stressful life events by
providing emotional, informational, and instrumental support. In a supportive
environment, serious depressive symptoms of breast cancer patients diminish.
Moreover, improved communication between patient and family as well as patients and
healthcare providers may help to improve anxiety and depression of breast cancer
patients in Iran (Montazeri et al., 2001).

Short-term telephone support by trained peer supporters could not be concluded
that it was effective in improving the anxiety and depression of breast cancer patients
in the USA although it revealed temporal changes in patient well-being. However, it is
possible that a more intense intervention could show more significant positive effects

on anxiety and depression among breast cancer patients (Gotay et al., 2007).

Peer support group intervention plays an important role in improving the quality
of life of breast cancer patients as the patients need to depend on a source in relation to
breast cancer. After participating in peer support groups, breast cancer patients can be
beneficial in reducing anxiety, depression, loneliness, and symptoms such as anorexia,
insomnia, gastrointestinal disorder, and fatigue, as well as improving body image,
sexual function, satisfaction in sexual performance and attitude towards the future. The
peer group method is more effective for improving the sexual function because they
can talk without shame about their sexual issues in a more relaxed environment and

they can find more satisfaction in their life (Sharif et al., 2010).



Individual support and telephone support by a peer can improve the quality of
life of breast cancer patients by resulting in a sense of hope, altruism, and being normal
in patients. Visiting individuals in similar conditions create a sense of belonging and
sympathy for patients and provides information about how to cope with the disease.
The key aspect of this type of support was similar experiences of the peer supporter and
the patient. The presence of peer supporters covers the approach of patients for coping
with cancer by increasing the understanding of the normal process of the disease and
providing emotional support. Individual support and telephone support by a peer can
generate a sense of power, hope, confidence, cooperation, and familiarity with others,
and can also increase the level of confidence. This change resulted from the
determination of personal identity as a product of having contacts with sympathizing
individuals and also the creation of new friendships through peer supporters (Taleghani
etal., 2012).

Knowledge sharing from peer supporters who have experienced the same
challenging situation of having breast cancer will make the patients ready by giving
them an understanding of what to expect and how to handle the disease (Lu et al., 2014).
Moreover, learning from peer supporters will make the patients relief and assurance to
face the disease, resulting in a higher life expectancy (Sharif et al., 2010). When breast
cancer patients connect with each other, empathy will develop among them and they
can talk about their experiences and problems that they face, forming a helpful

atmosphere to share knowledge and get awareness (Sharif et al., 2010).

The barriers that the breast cancer patients experienced during accessing
treatment have a significant effect on their quality of life. The most commonly reported
barriers are unavailability of cancer care at resident clinics and the distance to the cancer
care center. Moreover, difficulty to get transport for accessing cancer care, incapable
of paying insurance or lack of insurance, and clinic-related concerns (availability of
physician, inconvenient clinic hours, and staff who can talk in native language) were
also stated (Goodwin et al.,, 2017). Additionally, lack of awareness and lack of
physician referral were also reported barriers in accessing cancer care services at

oncology outpatient (Kumar et al., 2012).



Clinic-relates barriers during treatment included long waiting time at the clinic,
abundant paperwork, lack of native-speaking staff, lack of female healthcare provider
and lack of cultural competence of staff (Goodwin et al., 2017). In addition, difficulties
to understand treatment recommendations, worries about getting treatment, worries
about side effects, lack of ability in getting all prescribed medication, worries for lost
incomes due to illness, worries for lost incomes due to attending medical appointments,
and forgetting medical appointments were the barriers that the breast cancer patients
experienced during cancer treatment (Ell et al., 2005).

The factors that will inhibit the process of improving anxiety and depression
among breast cancer patients were difficulties in communication with family members,
difficulties in communication with healthcare providers, worries about family members
especially children, and unmet needs comprising informational support and approaches

how to cope with the disease (Montazeri et al., 2001).

The factors that can inhibit the effectiveness of peer support intervention are
weak intervention, insufficient observation period, and inappropriateness of the training
program for support partners (Lee et al., 2013). Culture is an influential factor in sexual
issues and body-image. Asian women do not like to talk about their sexual problems
and consider it shameful and irrational (Sharif et al., 2010). Results of the peer support
group intervention can also be affected by the negative interactions of family and
friends, negative comparison and the presence of some inhibitory thoughts in breast
cancer patients (Taleghani et al., 2012).

After reviewing the literature in the online database PubMed, the website of the
Department of Medical Research, Myanmar and the website of the University of Public
Health, Myanmar by using the keywords and study selection criteria (described in
section 2.3), 12 studies were identified. Among them, 5 studies were conducted in high-

income countries and 7 in Asian countries.

The researcher could not identified the previous study that evaluated the effect
of peer support intervention on anxiety, depression and quality of life of breast cancer

patients in Myanmar.



The aim of this study is to form a peer support group and to evaluate the effect
of peer support intervention on knowledge about chemotherapy, self-efficacy, empathy,
consumer satisfaction, anxiety, depression, and quality of life of female breast cancer

patients on chemotherapy in Yangon, Myanmar.
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1.2 Research Question

1. Is the Peer Support Multi-components Intervention effective on improving the
knowledge about chemotherapy of female breast cancer patients on chemotherapy in
Yangon, Myanmar?

2. Is the Peer Support Multi-components Intervention effective in improving the

self-efficacy of female breast cancer patients on chemotherapy in Yangon, Myanmar?

3. Is the Peer Support Multi-components Intervention effective in improving the

empathy of female breast cancer patients on chemotherapy in Yangon, Myanmar?

4. Is the Peer Support Multi-components Intervention effective in improving the
consumer satisfaction of female breast cancer patients on chemotherapy in Yangon,

Myanmar?

5. Is the Peer Support Multi-components Intervention effective in improving the

anxiety scores of female breast cancer patients on chemotherapy in Yangon, Myanmar?

6. Is the Peer Support Multi-components Intervention effective in improving the
depression scores of female breast cancer patients on chemotherapy in Yangon,

Myanmar?

7. Is the Peer Support Multi-components Intervention effective in improving the
quality of life scores of female breast cancer patients on chemotherapy in Yangon,

Myanmar?
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1.3  Research Objectives

1.3.1 General Objective
To evaluate the effect of Peer Support Multi-components Intervention on knowledge

about chemotherapy, self-efficacy, empathy, consumer satisfaction, anxiety,
depression, and quality of life of female breast cancer patients on chemotherapy in

Yangon, Myanmar

1.3.2 Specific Objectives
1. To examine the effect of Peer Support Multi-components Intervention by

comparing the knowledge scores of participants of intervention and control groups

before and after the intervention

2. To examine the effect of Peer Support Multi-components Intervention by
comparing the self-efficacy scores of participants of intervention and control groups

before and after the intervention

3. To examine the effect of Peer Support Multi-components Intervention by
comparing the empathy scores of participants of intervention and control groups before

and after the intervention

4. To examine the effect of Peer Support Multi-components Intervention by
comparing the consumer satisfaction scores of participants of intervention and control

groups after the intervention

5. To examine the effect of Peer Support Multi-components Intervention by
comparing the anxiety scores of participants of intervention and control groups before

and after the intervention

6. To examine the effect of Peer Support Multi-components Intervention by
comparing the depression scores of participants of intervention and control groups

before and after the intervention

7. To examine the effect of Peer Support Multi-components Intervention by
comparing the quality of life scores of participants of intervention and control groups
before and after the intervention
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1.4 Research Hypotheses

1. Peer Support Multi-components Intervention has a significant effect on
improving knowledge scores of female breast cancer patients on chemotherapy in
Yangon, Myanmar.

2. Peer Support Multi-components Intervention has a significant effect on
improving self-efficacy scores of female breast cancer patients on chemotherapy in

Yangon, Myanmar.

3. Peer Support Multi-components Intervention has a significant effect on
improving empathy scores of female breast cancer patients on chemotherapy in

Yangon, Myanmar.

4. Peer Support Multi-components Intervention has a significant effect on
improving consumer satisfaction scores of female breast cancer patients on

chemotherapy in Yangon, Myanmar.

5. Peer Support Multi-components Intervention has a significant effect on
improving anxiety scores of female breast cancer patients on chemotherapy in Yangon,

Myanmar.

6. Peer Support Multi-components Intervention has a significant effect on
improving depression scores of female breast cancer patients on chemotherapy in

Yangon, Myanmar.

7. Peer Support Multi-components Intervention has a significant effect on
improving the quality of life scores of female breast cancer patients on chemotherapy

in Yangon, Myanmar.
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1.5  Conceptual Framework

Independent Variables

Outcome Variables

Predisposing Factors

BMI,

Age,

Ethnicity,

Marital status,
Education,

Number of Children,
Employment status,
Menopausal status,
Smoking,

Alcohol Consumption

Intervention Group

Peer Support
Multi-components

Intervention

- Individual Counseling
- Group Meeting
- Support by Telephone

Enabling Factors

Family income,
Family history of
breast cancer,
Family relationship,
Social support

Control Group

Usual Care

Need Factors

Duration of disease,
Number of
hospitalization,
Clinical staging,
Received treatment,
Co-morbidity

Proximal Outcomes

Knowledge about
Chemotherapy,
Self-efficacy,
Empathy,

Consumer Satisfaction

Distal Outcomes
(Perceived Health)

Anxiety,
Depression,
Quality of Life
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1.6 Operational Definitions

The following variables were measured by the interviewer.

BMI: refers to the body mass index (BMI) of the participant which is based on the
weight and height. Weight was measured with a weighing machine and height was

measured with a stadiometer. Then the BMI of the participant was calculated.

The following variables were recorded by the interviewer using the self-reported
method by the participant.

Age: refers to the completed age at the last birthday of the participant at the time of the

interview.

Ethnicity: refers to the ethnicity of the participant in terms of Kachin, Kayah, Kayin,
Chin, Bamar, Mon, Rakhine, Shan, and Others.

Marital status: refers to the condition of the marriage of the participant at the time of

the interview and it is classified into Single, Married, and Widow/Divorced.

Education: refers to the highest level of education that the participant had attained at
the time of the interview. It is classified into Illiterate, Never gone to school but can
read and write simple Myanmar language, Primary School (equivalent to Grade 1-5),
Middle School (equivalent to Grade 6-8), High School (equivalent to Grade 9-11), and
College or University and above.

The number of children: refers to the total number of children that the participant has

at the time of the interview.

Employment status: refers to the job that the participant does at the time of interview

which is classified into Housewife, Employed and Unemployed.

Menopausal status: refers to the menopausal status of the participants at the time of
the interview classified into pre-menopause and post-menopause. Post-menopause is

defined by at least 12 months of amenorrhea (Conde et al., 2005).



15

Smoking: refers to the history of smoking of the participant which is classified into 4
categories: Never-smoker, Ex-smoker, Occasional smoker and Daily smoker. (Never-
smoker: having never smoked or smoked sometimes but fewer than 100 times in her
lifetime, Ex-smoker: smoking at least 100 times, and not having smoked for at least the
past month, Occasional smoker: smoking at least 100 times, and most recently within
the last month but not the current date or the day prior, Daily smoker: smoking at least
100 times in her lifetime, regularly for at least 1 year and most recently the current date
or the day prior) (Heikkinen et al., 2008).

Alcohol consumption: refers to the history of drinking alcohol of the participant which
is classified into 4 categories: Non-drinker, Ex-drinker, Moderate drinker and Heavy-
drinker. (Non-drinker: no drinking occasion previously, Ex-drinker: no drinking
occasion in the previous month, Moderate drinker: < 24 g/day during any drinking
occasion in the previous month, Heavy drinker: > 24 g/day during any drinking

occasion in the previous month) (Ortola et al., 2016).

Family income: refers to the amount of monthly income in Kyats earned by the whole

family of the participant.

Family history of breast cancer: refers to the status of being occurring previously of

breast cancer among the relatives of the participant.

Family relationship: refers to the condition of the relationship between the participant

and the family members of the participant.

Social support: refers to the care and assistance that the participant receives from

friends or neighbors.

Duration of disease: refers to the duration in months between the time of diagnosis of
breast cancer of the participants and the time of the interview.

The number of hospitalization: refers to the number of hospitalization of the
participant for treating breast cancer between the time of diagnosis of breast cancer and

the time of interview.
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The following variables were recorded by the interviewer using the self-reported
method by the participant and cross-checking was done by using the medical

records of the participant.

Clinical staging: refers to the clinical staging of the breast cancer of the participants

defined by TMN staging at the time of the interview.

Received treatment: refers to the type of treatments previously done for breast cancer

of the participants.

Co-morbidity: refers to the simultaneous presence of other chronic diseases or health

conditions that the patient has at the time of interview.

The intervention

Individual counseling: refers to the method of assisting the participants which includes
the utilization of specific spoken, non-spoken and interacting assistances to help
alteration, after that the participants have improvement and find another means of
reasoning and performing. In this study, the counseling session was delivered 2 times
for each participant during the intervention period by the trained peer counselor to the

participant.

Group meeting: refers to the group meeting that takes the participants together, after
that they can discover answers to solve common difficulties and get help from other
participants who know each other very well. The group meeting was facilitated by the
trained peer facilitator to the group of participants. The group meetings were held 5

times for each participant during the intervention period.

Support by telephone: refers to the peer support by telephone which was delivered by
trained peer facilitator to the participant of the study. The support by telephone was

done 10 times for each participant by the peer facilitator.
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The following variables were recorded by the interviewer using the self-reported

method by the participant.

Knowledge about Chemotherapy: refers to the knowing and understanding of the
participants about the side effects and management of these side effects regarding

chemotherapy.

Self-efficacy: refers to the personal judgment of the participant on how she is able to

do particular performance well which is needed for breast cancer.

Empathy: refers to the capability of the participant to know and share the emotional

state of peer supporter and other participants during the intervention period.

Consumer satisfaction: refers to the judgment of participants of the intervention group
on peer support intervention and participants of both groups on the health care services

that they receive at the clinic during the treatment.

Anxiety: refers to the feeling of worry, nervousness, or unease of the participants which
was measured by 7 questions, 2 from Hospital Anxiety and Depression Scale (HADS)
and 5 from Self-rating Anxiety Scale (SRAS).

Depression: refers to the feelings of severe despondency and dejection of the
participants which was measured by 7 questions, 3 of them adopted from Hospital
Anxiety and Depression Scale (HADS) and 4 from Self-rating Depression Scale
(SRDS).

Quiality of life: refers to the health standard, relief, and joy felt by the participants which
were measured by EORTC QLQ-C30 and EORTC QLQ-BR23 questionnaires.
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CHAPTER (II)
LITERATURE REVIEW
2.1 Breast Cancer

2.1.1 Start and Spread of Breast Cancer
Cancer is the uncontrolled growth and spread of cells. It can occur in almost any

part of the body. The abnormal growth of cells often enter nearby tissue and can reach
to distant sites. Prevention of many cancers can be done by avoiding exposure to
common risk factors, such as smoking tobacco. Moreover, if cancers are detected early,
a significant proportion of cancers can be treated, by surgery, chemotherapy or
radiotherapy (WHO, 2018).

Breast cancer begins when cells in the breast start to grow abnormally. These
cells usually become a tumor that can be detected by an x-ray or can be detected as a
lump during the examination. When the cells invade into the nearby tissues or reach
distant parts of the body, the tumor becomes cancer. Breast cancer is very common in
women, but it can also occur in men too (Society, 2017).

Most of the breast tumors are not malignant but benign. Benign breast lumps
are abnormal growths, but they don’t extend outside of the breast. Benign breast lumps
are not life-threatening but they can increase the risk of developing breast cancer. Any
changes in the breast should be examined by healthcare providers to define if it is cancer
or not (Society, 2017).

Breast cancer can metastasize when cancer cells enter into the bloodstream or
lymphatic drainage. The cancer cells are taken to other parts of the body. Breast cancer
cells get into the lymphatic system, the start to proliferate in the lymph nodes. The
lymph vessels that come out of the breast flow into axillary lymph nodes,
supraclavicular lymph nodes, infraclavicular lymph nodes and internal mammary

lymph nodes (Society, 2017).

When cancer cells reach the lymphatic system and lymph nodes, the chance of
the cancer cells traveling through the lymphatic system and spreading to the other sites

of the body becomes higher. When breast cancer cells are found in more numbers of
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lymph nodes, the cancer is more likely to be found in the other parts of the body.
Therefore, the number of lymph nodes that are identified with cancer cells has an effect
on the treatment plan. However, not all breast cancer cases with cancer cells in the
lymphatic system develop distance metastasis. Breast cancer cases without lymph node
involvement also have the chance to develop distance metastasis in the future (Society,
2017).

2.1.2 Types of Breast Cancer
Intraductal carcinoma of the breast which is also called ductal carcinoma in situ

(DCIS) is a non-invasive or pre-invasive type of cancer. Lobular carcinoma in situ
(LCIS) which also called lobular neoplasia is not cancer although with the confusing
name. In LCIS, the cells are developing in the lobules of the mammary glands, but they

do not invade the lobular wall (Society, 2017).

In invasive breast cancer, cancer cells invade the nearby breast tissues. There
are several different types of invasive breast carcinoma. The most common invasive
breast carcinomas are invasive lobular carcinoma and invasive ductal carcinoma.
Among invasive breast cancers, inflammatory breast cancer is not common. Paget
disease of the nipple begins in the ducts of the breast and it reaches to the skin of the
nipple and later to the areola of the breast. Phyllodes tumors are not common types of
breast tumors. They grow in connective tissues, ducts or lobules of the breast. Most of
them are benign but some of them are malignant. Angiosarcoma begins in the blood
vessels lining cells and extends to the breast tissue or skin of the breast. Some of them
are associated with the previous radiotherapy to that area (Society, 2017).

2.1.3 Stages of Breast Cancer
The stage of cancer helps determine the seriousness of cancer and the best

treatment for it. Stage O is the earliest stage of breast cancer (carcinoma in situ). The
stages of the breast cancer range from stage | to stage IV. The lower number of the
stage means that the spread of the cancer is less. The higher number of the stage means
the spread of cancer is more. The earlier number represents the lower stage (Society,
2017).
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The most commonly used staging system for breast cancer is the TNM system
of the American Joint Committee on Cancer (AJCC). TNM staging is based on 7 key

information:

e The size and extent of the tumor (T)

e The spread of cancer cells to adjacent lymph nodes (N)
e The distant metastasis (M)

e Estrogen Receptor (ER) status

e Progesterone Receptor (PR) status

e Her2/neu (Her2) status:

e Grade of cancer (G)

Numbers or letters that come after T, N, and M give more information about
each of these categories. Higher numbers indicate that the cancer is in a more advanced
stage. This information is combined in a stage grouping procedure to determine an
overall stage (Society, 2017).
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Details of the TNM staging system

T categories for breast cancer

In T category, the number from 0 to 4 that follows T indicates the size of the

tumor and the spread of the tumor to the chest wall or the skin of the breast. Higher T

number indicates the larger tumor size and extensive spread to the nearby breast tissue

(Society, 2017).

Table 1American Joint Committee on Cancer Definition of Primary Tumor (T)—
Clinical (cT) [Source: (Giuliano et al., 2017)]

Category Criteria

TX Primary tumor cannot be assessed

T0 No evidence of primary tumor

Tis (DCIS) Ductal carcinoma in situ (DCIS)

Tis (Paget) Paget disease of the nipple NOT associated with invasive carcinoma
and/or carcinoma in situ (DCIS) in the underlying breast
parenchyma. Carcinomas in the breast parenchyma associated with
Paget disease are categorized based on the size and characteristics of
the parenchymal disease, although the presence of Paget disease
should still be noted.

Tl Tumor < 20mm in greatest dimension

T2 Tumor > 20mm but < 50mm in greatest dimension

T3 Tumor > 50mm in greatest dimension

T4 Tumor of any size with direct extension to the chest wall and/or to
the skin (ulceration or macroscopic nodules); invasion of the dermis
alone does not qualify as T4
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N categories for breast cancer

In N category, the number from 0 to 3 that follows N indicates the spread of
cancer cells to nearby lymph nodes and, if so, the number of involved lymph nodes
(Society, 2017).

Table 2American Joint Committee on Cancer Definition of Regional Lymph Nodes—
Clinical (cN) [Source: (Giuliano et al., 2017)]

Category Criteria

NX Regional lymph nodes cannot be assessed (e.g., previously removed)

NO No regional lymph node metastases (by imaging or clinical
examination)

N1 Metastases to movable ipsilateral level I and Il axillary lymph node(s)

N1imi Micrometastases (approximately 200 cells, larger than 0.2 mm, but
none larger than 2.0 mm)

N2 Metastases in ipsilateral level | and Il axillary lymph nodes that are

clinically fixed or matted,
or in ipsilateral internal mammary lymph nodes in the absence of
axillary lymph node metastases

N2a Metastases in ipsilateral level I and 11 axillary lymph nodes fixed to one
another (matted) or other structures

N2b Metastases only in ipsilateral internal mammary lymph nodes in the
absence of axillary lymph node metastases

N3 Metastases in ipsilateral infraclavicular (level 111 axillary) lymph

node(s) with or without level I and 11 axillary lymph node involvement;
or in ipsilateral internal mammary lymph node(s) with level I and II
axillary lymph node metastases;

or metastases in ipsilateral supraclavicular lymph node(s) with or
without axillary or internal mammary lymph node involvement

N3a Metastases in ipsilateral infraclavicular lymph node(s)

N3b Metastases in ipsilateral internal mammary lymph node(s) and axillary
lymph node(s)

N3c Metastases in ipsilateral supraclavicular lymph node(s)
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M categories for breast cancer

In M category, the number from 0 to 1 that follows M indicates the spread of

the cancer cells to distant parts of the body (Society, 2017).

Table 3American Joint Committee on Cancer Definition of Distance Metastasis (M)
[Source: (Giuliano et al., 2017)]

Category Criteria

MO No clinical or radiographic evidence of distant metastases

MO(i+) No clinical or radiographic evidence of distant metastases in the
presence of tumor cells or and no deposits no greater than 0.2mm
detected microscopically or by using molecular techniques in
circulating blood, bone marrow, or other nonregional lymph node
tissue in a patient without symptoms or signs of metastases

M1 Distant metastases detected by clinical and radiographic means (cM)

and/or histologically proven metastases larger than 0.2mm (pM)

Table 4TNM Anatomic Stage Grouping for Breast Cancer [Source: (Giuliano et al.,

2017)]
When T is And N is And M is Then the stage group is
Tis NO MO 0
T1 NO MO 1A
TO N1mi MO B
T1 N1mi MO 1B
TO N1 MO 1A
T1 N1 MO 1A
T2 NO MO INA
T2 N1 MO 1B
T3 NO MO 1B
T1 N2 MO A
T2 N2 MO A
T3 N1 MO 1" A
T3 N2 MO 1A
T4 NO MO 111 B
T4 N1 MO 111 B
T4 N2 MO 111 B
Any T N3 MO mc
Any T Any N M1 vV
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2.1.4 ECOG Performance Scale
Eastern Cooperative Oncology Group (ECOG) performance scale is one of the

most common scales to evaluate the overall fitness of cancer patients.

Table 5SECOG Performance Status Scale [Source: (Boon and Davidson, 2006)]

Grade ECOG Performance Status

0 Fully active, able to carry on all usual activities without restriction and without the
aid of analgesics

1 Restricted in strenuous activity but ambulatory and able to carry out light work or
pursue a sedentary occupation. This group also contains patients who are fully
active, as in grade 0, but only with the aid of analgesics

2 Ambulatory and capable of all self-care but unable to work. Up and about more
than 50% of waking hours

3 Capable of only limited self-care; confined to bed or chair more than 50% of
waking hours

4 Completely disabled; unable to carry out any self-care and confined totally to bed
or chair

2.1.5 Signs and Symptoms
A new lump or mass is the most common symptom of breast cancer. A hard

mass that has no pain but with irregular edges is more possible to be cancer. But breast
cancer can also be painful and soft with rounded-edges. Therefore, any changes in the
breast or any new breast mass or lump should be examined by the experienced
healthcare professional. Other possible symptoms of breast cancer are swelling of the
breast, irritation or dimpling of the skin of the breast, pain in breast, pain in the nipple,
retraction of nipple, redness, scaliness, or thickening of the nipple or breast skin, and
discharge from the nipple (Society, 2017).

Sometimes, before the tumor in the breast is not noticed, cancer cells can spread
to nearby lymph nodes forming a lump or swelling. The healthcare professionals have
to check the swollen lymph nodes. Whenever women find these changes in their breasts
and their bodies, they have to inform the healthcare providers for further examination
(Society, 2017).
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2.1.6 Risk Factors
Lifestyle-related risk factors for breast cancer are alcohol consumption, being

overweight or obese, lack of physical activity, not having children, not breastfeeding,
taking contraception and taking hormonal therapy after menopause. Non-modifiable
risk factors for breast cancer are age, sex, ethnicity, genetic factor, having a family
history of breast cancer, having a personal history of breast cancer, having dense breast
tissue, benign breast conditions, lobular carcinoma in situ (LCIS) of the breast, early
menarche, late menopause after age 55 and radiation exposure to the chest (Society,
2017).

2.1.7 Screening Tests
Taking regular screening tests is the most trustworthy mean to discover breast

cancer early. The aim of screening tests for breast cancer is to discover it before it
develops symptoms (like a palpable lump). Breast cancers detected during screening
examinations are more probable to be smaller and still limited to the breast. The size of
breast cancer and distance metastasis are some of the most important features in

expecting the prognosis of a breast cancer patient (Society, 2017).

Regular mammograms are helpful to detect breast cancer early when treatment
is most effective. A mammogram can detect changes in the breast that possible to be
cancer years before physical symptoms develop. Clinical breast examination and breast
self-examination are helpful to detect breast cancer early. The woman can examine
themselves to find the symptom such as breast lump during usual actions such as

bathing or dressing (Society, 2017).

2.1.8 Investigations
Different tests can be applied to detect and diagnose breast cancer.

Mammogram, ultrasound and magnetic resonance imaging (MRI) of the breast are the
imaging tests for finding breast cancer. When mammograms, other imaging tests, or a
physical examination suggests that the changes in the breast to be cancer, a biopsy of
the breast can be done. A biopsy if the definitive investigation for cancer. Fine needle
aspiration (FNA) biopsy, core needle biopsy, surgical (open) biopsy, and lymph node
biopsy are commonly done. More investigation such as chest X-rays, CT scans,
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Ultrasound, bone scans, PET scans, or MRI scans can also be done to detect the spread

of cancer to other parts of the body or not, (Society, 2017).

2.1.9 Treatments
There are several types of treatment for breast cancer, according to the type and

stage. Some are local treatments, in which they treat the lump with no effect on the
other parts of the body. Surgery and radiation therapy are local treatments for breast
cancer. Systemic therapies use drugs to reach cancer cells almost anywhere in the body.
They can be given by orally or intravenously. Different types of drug treatment can be
used for different types of breast cancer, including chemotherapy, hormonal therapy,
and targeted therapy. Most of the breast cancer patients receive more than one type of

treatment for their disease (Society, 2017).
Surgery for Breast Cancer

Most of the breast cancer patients are treated with some type of surgery as part
of their treatment. There are different types of surgical treatment for breast cancer, and
the choice of the surgical method depends on the situation. Surgical treatment can be

done as follow:

e Breast-conserving surgery or mastectomy are done to remove breast cancer as
much as possible

e Sentinel lymph node biopsy or axillary lymph node dissection are done to find
out the spread of cancer cells to the lymph nodes

e Breast reconstruction is done to restore the shape of the breast after removing
the cancer

e Surgical treatment is also done to relieve symptoms of the advanced stage of

cancer
Radiation for Breast Cancer

Some of the breast cancer patients need radiation therapy, together with other
treatments. The need for radiation therapy depends on the factors such as type of

surgery that had done to them, the spread of cancer cells to the nearby lymph nodes or
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distance metastasis, and the age of the patient in some cases. Large tumors or tumors
with skin involvement might also need radiation therapy. The patient could receive only
one type or combination of different types of radiation therapy. Radiation therapy
destroys cancer cells by using high-energy rays or particles. External beam radiation
and internal radiation (brachytherapy) are the two main types of radiation therapy that

are used to treat breast cancer (Society, 2017).

The most common type of radiation therapy for breast cancer patients is external
beam radiation. For breast cancer patients who had undergone breast-conserving
surgery (BCS), internal radiation can be used together with external beam radiation.
Size of the tumor, site of the tumor and other factors may be the limitations in receiving
brachytherapy (Society, 2017).

Chemotherapy for Breast Cancer

Chemotherapy treats the cancer using cancer-killing drugs that are be given
intravenously or orally. The drugs go into the bloodstream and reach cancer cells
around the body. Sometimes, chemotherapy is given directly into the spinal fluid which
is the surrounding for the brain and the spinal cord. Not all breast cancer patients need

chemotherapy, but there are some conditions in which chemotherapy may be used:

e Adjuvant chemotherapy: Adjuvant chemotherapy is used to kill cancer cells
that have been missing behind after surgery or have spread to distant sites but
can't be detected on imaging tests. Adjuvant chemotherapy can lower the
possibility of recurrence of breast cancer.

e Neoadjuvant chemotherapy: Neoadjuvant chemotherapy is used to try to
shrink the tumor before surgery for removing it with less extensive surgery. It
can also Kill cancer cells that have spread but can't be detected. Similar to
adjuvant chemotherapy, neoadjuvant chemotherapy can lower the possibility of
recurrence of breast cancer.

e For advanced breast cancer: Chemotherapy can be used as the major
treatment for patients with cancer spread beyond the breast and axillary area,

either after diagnosis or after first treatments.
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Chemotherapy is most effective in most cases when drug combinations are used.
Usually, chemotherapy is used in combinations of 2 or 3 drugs. Drugs used in
chemotherapy for breast cancer are usually given intravenously, either as an injection
or as an infusion. This can be done in a clinic or hospital. Central venous catheters,
central venous access devices, or central lines are often required to administer
chemotherapy. They are used for administering medicines, blood products, nutrients,
or fluids into the bloodstream. Chemotherapy is administered in cycles, with each
period of drug administration followed by a period of rest to give time to get well from
the effects of chemotherapy. Cycles are most often 2 or 3 weekly. The variation of
schedule depends on the drugs used. Adjuvant and neoadjuvant chemotherapy is often
administered for a total of 3 to 6 months, depending on the using drugs. The length of
treatment for advanced breast cancer is also depending on the action of the drugs and
side effects of the treatment that the patient has (Society, 2017).

Chemotherapy, depending on the type and dose of drugs used and the duration
of the treatment, can develop side effects. The most common side effects are hair loss,
changes in nails, mouth sores, loss of appetite, changes in weight, nausea, vomiting,
and diarrhea. Chemotherapy also has an effect on the blood-forming cells of the bone
marrow, which can occur increased chance of getting infections due to low counts of
white blood cells, easy bruising or bleeding due to low platelet counts and fatigue due
to low counts of red blood cells and other reasons. These side effects usually diminish
after finishing the treatment. Other possible side effects are changes in menstrual
cycles, fertility problems, heart disease, neurological disease, hand-foot syndrome,
chemo brain, increased chance of developing leukemia, feeling sick and fatigue. Some
drugs can be used to help prevent or reduce some side effects of chemotherapy (Society,
2017).

Hormone Therapy for Breast Cancer

Hormonal therapy is also a systemic therapy, and it reaches cancer cells around
the body. It is administered for breast cancer patients with hormone receptor-positive,
and it is not helpful for breast cancer patients with hormone receptor-negative.
Hormonal therapy is often used after surgery to help in reducing the possibility of the

recurrence of cancer. Sometimes it is administered before surgery as well. Hormonal
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therapy is usually administered for at least 5 years. About two-thirds of breast cancer
cases are hormone receptor-positive. For this kind of cancers, high estrogen levels

support the growth and spreading of cancer cells (Society, 2017).

Estrogen helps in the growth of hormone-receptor-positive breast cancers,
therefore, lowering the estrogen level can help in slowing the growth of cancer or help
in preventing it from recurrence. There are different types of hormonal therapy, which
use different methods to keep lower the estrogen level to prevent the growth of cancer.
Most methods of hormonal therapy for breast cancer either lower estrogen levels or
stop the action of estrogen on breast cancer cells. The most common side effects of
hormonal therapy include hot flashes, vaginal dryness, vaginal discharge, mood swings,
night sweats, headache, mild nausea, bone pain and pain at the injection site (Society,
2017).

Targeted Therapy for Breast Cancer

The drugs used in targeted therapy are designed to prevent the growth and
spreading of cancer cells. These drugs attack all quickly growing cells including cancer
cells. Drugs used in targeted therapy sometimes are helpful even when drugs used in
chemotherapy are not. Some targeted drugs are helpful for other treatments to be more
effective. Drugs used in targeted therapy may also have some side effects. Targeted
therapy is used for HER2-positive breast cancer, for hormone receptor-positive breast
cancer and women with BRCA gene mutations (Society, 2017).
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2.2 Burden of Breast Cancer

Breast cancer is the most common type of cancer among women in the
developed world as well as in the less developed world. It is estimated that over 508,000
women died in 2011 by breast cancer worldwide. Although breast cancer is assumed to
be common in developed countries, almost 50% of breast cancer cases and 58% of
breast cancer deaths occur in less developed countries. Incidence rates vary greatly
around the world, from 19.3 per 100,000 women in Eastern Africa to 89.7 per 100,000
women in Western Europe. In most of the developing regions of the world, the
incidence rates are below 40 per 100,000 women. Most African countries have the
lowest incidence rates although incidence rates are increasing for breast cancer (WHO,
2016).

Breast cancer survival rates vary greatly around the world, ranging from 80%
or more in North America, Sweden, and Japan, to about 60% in middle-income
countries, and less than 40% in low-income countries (Coleman et al., 2008). The low
survival rates in less developed countries can be clarified chiefly due to the lack of early
detection programs, resulting in a high proportion of advanced-stage disease, as well as
due to the inadequate diagnosis and treatment services. Breast cancer is the most
common cancer among women globally and is increasing mainly in developing

countries where the majority of cases are diagnosed in advanced stages (WHO, 2016).

Breast cancer is the most occurring cancer among women, affecting more than
1.5 million women each year, and also leads to the highest number of cancer-related
deaths for women. In 2015, 570,000 deaths occur among women by breast cancer which
is about 15% of cancer deaths among women by all types of cancer. While breast cancer
occurrence becomes higher among women in more developed regions, the occurrence

of breast cancer is also increasing in nearly every region globally (WHO, 2017a).

Breast cancer is ranked as the fifth cause of death among all types of cancer
overall (522,000 deaths). It is also the most common cause of cancer death in women
in less developed regions (324,000 deaths, 14.3% of total). It is the second-ranking
cause of cancer death in more developed regions (198,000 deaths, 15.4%). The range

in mortality rates between world regions is less than the incidence because the survival
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from breast cancer is more favorable in developed regions with high-incidence (Ferlay
etal., 2015).

A burden of cancer in the ASEAN countries recently estimated that there were
over 700,000 new cases of cancer and 500,000 cancer deaths in 2008, occurring about
7.5 million disability-adjusted life years lost per year. The burden of cancer in ASEAN
countries is growing due to the aging and growth of the population (Kimman et al.,
2015).

In 2014, in Brunei, breast cancer was the second leading cause of death and it
accounted for 15.4% of all cancer death among female cancer patients. Breast cancer

was first leading cancer and 83 new breast cancer cases were identified.

In 2014, in Cambodia, breast cancer was the third leading cause of death and it
accounted for 10.3% of all cancer death among female cancer patients. Breast cancer

was second leading cancer and 1,255 new breast cancer cases were identified.

In 2014, in Indonesia, breast cancer was the first leading cause of death and it
accounted for 21.4% of all cancer death among female cancer patients. Breast cancer

was first leading cancer and 48,998 new breast cancer cases were identified.

In 2014, in Laos, breast cancer was the second leading cause of death and it
accounted for 10.6% of all cancer death among female cancer patients. Breast cancer

was second leading cancer and 472 new breast cancer cases were identified.

In 2014, in Malaysia, breast cancer was the first leading cause of death and it
accounted for 24.5% of all cancer death among female cancer patients. Breast cancer

was first leading cancer and 5,410 new breast cancer cases were identified.

In 2014, in the Philippines, breast cancer was the first leading cause of death
and it accounted for 27.7% of all cancer death among female cancer patients. Breast

cancer was first leading cancer and 18,327 new breast cancer cases were identified.

In 2014, in Singapore, breast cancer was the first leading cause of death and it
accounted for 19.4% of all cancer death among female cancer patients. Breast cancer

was first leading cancer and 2,524 new breast cancer cases were identified.
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In 2014, in Thailand, breast cancer was the third leading cause of death and it
accounted for 13.3% of all cancer death among female cancer patients. Breast cancer

was first leading cancer and 13,653 new breast cancer cases were identified.

In 2014, in Vietnam, breast cancer was the third leading cause of death and it
accounted for 12.5% of all cancer death among female cancer patients. Breast cancer

was first leading cancer and 11,067 new breast cancer cases were identified.

In 2014, in Myanmar, breast cancer was the third leading cause of death and it
accounted for 11.8% of all cancer death among female cancer patients. Breast cancer
was first leading cancer and 5,648 new breast cancer cases were identified (WHO,
2014).
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2.3 Studies Selection

PubMed was selected as the only database for study selection and was searched
in June 2018 (last search on June 18, 2018). The search strategy aimed to identify
articles that find the effect of peer support intervention on improving the anxiety,
depression, and quality of life of breast cancer patients who are undergoing
chemotherapy using the keywords (Table 6) and which had been published in English
until the time of the search. No limits were set as to the study design used and whether
there was a control group to compare with the intervention group or not. The time limit
was set for 20 years (from 1999 to 2018).

Table 6Keywords for study selection

Keywords

AND | “breast cancer”

AND | “counseling” OR “peer counseling” OR “one-on-one counseling” OR
“counseling by peer” OR “group meeting” OR “group counseling” OR
“group support” OR “peer group meeting” OR “peer group counseling” OR
“peer group support” OR “telephone counseling” OR “telephone support”
OR

“peer telephone counseling” OR “peer telephone support”

AND | “anxiety” OR “depression” OR “quality of life”

AND | “chemotherapy”

The selection of articles was done by the following steps: (1) title, (2) abstract
and (3) full text. Inclusion criteria were defined before the search (Table 7).

Table 7Inclusion criteria for study selection
Population “Breast Cancer Patients”
Intervention | “Peer Counseling” OR
“Peer Group Support” OR
“Peer Group Meeting” OR
“Peer Support by Telephone’
Outcome “Anxiety” OR

“Depression” OR

“Quality of Life”

2
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Studies identified through the
PubMed search
(n=5119)

\ 4

Studies excluded (n=4945)

A 4

1. Selection
After screening by Title
(n=174) studies were selected

A\ 4

Studies excluded (n=141)

A 4

2. Selection
After screening by Abstract
(n=33) studies were selected

\ 4

Studies excluded (n=21)

A 4

3. Selection
After screening by Full-text
(n=12) studies were selected

Figure 1Studies Selection Flowchart through PubMed

By selecting studies through PubMed by using the above keywords and study
selection criteria, 12 studies were identified. Five studies were conducted in high-

income countries and 7 in Asian countries.
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2.4  Previous Cross-sectional Studies in Myanmar

A cross-sectional comparative study was done in Yangon, Myanmar in 2011. In
that study, anxiety state of 150 cancer patients (Ca Cervix = 36, Ca Lungs = 15, Ca
Breast = 18, Oro-pharyngeal Ca = 33, Abdominal Ca = 24 and others = 24) were
assessed in the oncology ward. That study revealed that all breast cancer patients (n=18)
suffered from clinical anxiety. When analyzed for all participants (n=150), that study
reported that female cancer patients suffered from clinical anxiety 3 times more than
male cancer patients. The longer the duration of illness, the less likely to decrease the
clinical anxiety of cancer patients. There was no significant association between age,
race, marital status, education, employment status, income, family size, having a

caregiver and an anxiety state (Oo, 2011).

A cross-sectional descriptive study was done in Yangon, Myanmar in 2010. In
that study, depression state and possible causative risk factors in 160 cancer patients
were assessed in the oncology wards of 2 hospitals. In that study, depression was more
common in divorced and widow groups of cancer patients than married patients and it
was significant. There was also a significant association between duration of disease
and depression status of the patients. The study also reported that a lack of family
support was a strong indicator of depression among the participants. Moreover, the
longer the duration of disease, the more chance to develop depression. There was no
significant association between age, sex, education, occupation and depression status
of the participants (Aung, 2010).

A cross-sectional descriptive study was done in Yangon, Myanmar in 2016. In
that study, quality of life (QOL) scores were assessed among 200 breast cancer patients
who were on radiotherapy in the hospital. In that study, participants scored fairly well
on the global health status/QOL scale (mean=66.08, SD=21.19). The divorced group of
patients scored less in emotional functioning which was significant. Participants who
had disease duration of less than 1 year scored higher in global health status and those
who had disease duration of more than 3 years scored less in cognitive functioning
which was significant. Participants who were divorced scored least in insomnia

symptom scale, widowed scored higher in diarrhea symptom scale and married scored
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higher in financial difficulty scale, which was significant. Participants who were
illiterate and can read and write scores lesser in nausea and vomiting symptom scales
and those who were illiterate scored higher in financial difficulty scales having
significant mean differences. Participants who earned less than 100,000 Kyats per
month scored least in dyspnea symptom scale and those who had family members of
less than 3 scored lesser in nausea and vomiting symptom scales with significant mean
differences. Participants who had disease duration of less than 1 year scored lesser in
appetite loss symptom scale and financial difficulty scale, and those had co-morbidity
scored higher in diarrhea symptom scale with significant mean differences. Younger
participants scored lesser in body image functional scale and older participants scored
higher in future perspective functional scale with significant mean differences.
Participants who were illiterate, can read and write, and passed primary school scored
higher in body image functional scale. Participants who earned less than 100,000 Kyats
per month also scored high in body image functional scale with a significant mean
difference. Younger participants scored higher, those who can read and write and
passed the primary school and those who earned less than 100,000 Kyats per month
scored lesser in an upset by hair loss symptom scale with significant mean differences.
Participants with co-morbidity scored higher in treatment side-effects with a significant
mean difference. In multivariate analysis, participants with disease duration of 1-4 years
were likely to be affected HRQOL for 2.17 times and more than 5 years were 3.33 times
than those with a duration of less than 1 year. Participants with cancer stage 3 were
more likely to be affected HRQOL for 3.07 times than stage 1. Moreover, upset by hair
loss is a minor influencing factor for HRQOL of breast cancer survivors (Htet, 2016).
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2.5  Predisposing Factors

25.1 BMI
Increasing body weight can lead to an increased risk of breast cancer after

menopause. Before menopause, estrogen is produced mainly by ovaries, some are from
fat tissue. After menopause, estrogen is produced mainly from fat tissue. Therefore,
increased fat tissue can increase the level of estrogen and increase the risk of breast
cancer. Moreover, in women, overweight is also associated with increased insulin levels
in the blood. Increased insulin level is also associated with breast cancer (Society,
2017). Higher BMI is also associated with low quality of life in breast cancer patients
(Suraetal., 2013).

Hence, in this study, the BMI of the participants was measured as one of the

predisposing factors.

252 Age
Quality of life (QOL) scores were assessed among 348 female breast cancer

patients who were on chemotherapy by a cross-sectional descriptive study in Kuwait in
2008. That study reported that older patients tended to have better functioning
(emotional functioning, cognitive functioning, social functioning, sexual enjoyment,
body image, and sexual functioning) and less intense symptoms (systemic side effects,
breast symptoms, arm symptoms, upset by hair loss) than the younger patients.
Moreover, age was a significant covariate for sexual functioning (P < 0.02) (Alawadi
and Ohaeri, 2009).

A cross-sectional descriptive study regarding anxiety, depression, and quality
of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast
cancer patients participated. That study revealed that patients diagnosed before the age
of 50 had significantly lower breast cancer subscale scores compared to those diagnosed
above age 50 (Akel et al., 2017).

But the dissimilar result was found in a cross-sectional descriptive study which
was done in China in 2013. In that study, determinants of quality of life scores were
assessed among 1,160 breast cancer patients. That study revealed that participants less
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than 55 years of age had a better quality of life score than those older than 55 years of

age and it was statistically significant (Yan et al., 2016).

Anxiety, depressive symptoms and quality of life (QOL) scores were assessed
among 335 female breast cancer patients by a cross-sectional descriptive study in the
USA. That study reported that the age of the participants distinguished among the
anxiety and depression groups. Patients with Higher Anxiety and Subsydromal

Depression were younger than women with neither symptom (Gold et al., 2016).

According to the above studies, the quality of life of breast cancer patients is
associated with age but contradictory results were found among studies. Anxiety and

depression are related to a younger age.

2.5.3 Ethnicity
Anxiety, depressive symptoms and quality of life (QOL) scores were assessed

among 335 female breast cancer patients by a cross-sectional descriptive study in the
USA. That study reported that the ethnicity of the participants distinguished among the
anxiety and depression groups. Compared to the Lower Anxiety and Resilient group, a
higher percentage of Non-white women were in the Higher Anxiety and Resilient and
Higher Anxiety and Subsyndromal groups than White women (Gold et al., 2016).

A cross-sectional descriptive study was done in the USA in 2007. In that study,
quality of life scores was assessed among 2,268 breast cancer patients. The participants
had the following racial/ethnic distribution: white, African American, Latinas-high and
Latinas-low (12.6%). That study revealed that all racial/ethnic minority groups reported
lower physical well-being relative to white women for unadjusted mean QOL scores by
race/ethnicity. African American women reported significantly lower functional well-
being but higher emotional well-being than whites. Latinas-high also reported more
breast concerns than whites. Latinas-low had significantly (p<0.001) worse scores than
white women for physical well-being, functional well-being, emotional well-being,
social well-being, and breast concerns. In the final model, Latinas-low had significantly
lower QOL scores than white women for functional well-being, emotional well-being,
and breast concerns (all p values <0.05), with physical well-being becoming marginally
significant (p=0.053). African American women had significantly better emotional

well-being than white women. Latinas-low were more likely to report lower levels of
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functional and emotional well-being and more breast concerns as compared to Latinas-

high and African American women, adjusting for all factors (Janz et al., 2009).

According to the above studies, the quality of life of breast cancer patients is

also associated with the ethnicity of patients.

2.5.4 Marital Status
Quality of life (QOL) scores were assessed among 348 female breast cancer

patients who were on chemotherapy by a cross-sectional descriptive study in Kuwait in
2008. That study reported that marital status was a significant covariate for sexual
enjoyment (P < 0.02) (Alawadi and Ohaeri, 2009).

A cross-sectional descriptive study was done in Korea in 2009. In that study,
altered appearance distress, body image and quality of life scores were assessed among
126 breast cancer patients in 16 hospitals. That study found that patients living without
a partner had poorer quality of life than patients living with a partner or married and it

was statistically significant (Chang et al., 2014).

According to the above studies, the quality of life of breast cancer patients is
associated with marital status and patients who are living with a partner have a better

quality of life.

2.5.5 Education
A cross-sectional descriptive study was done in Korea in 2009. In that study,

altered appearance distress, body image and quality of life scores were assessed among
126 breast cancer patients in 16 hospitals. That study found that patients with less than
middle school education reported a much lower quality of life compared to patients
with more than high school education (Chang et al., 2014).

A cross-sectional descriptive study was done in China in 2013. In that study,
determinants of quality of life scores were assessed among 1,160 breast cancer patients.
That study revealed that participants of primary school or less group had lower quality
of life score than those of middle school and high school group and college and above

group and it was statistically significant (Yan et al., 2016).

A cross-sectional descriptive study regarding anxiety, depression, and quality

of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast
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cancer patients participated. That study revealed that patients who had only completed
a primary level of education or below had significantly higher anxiety and depression
scores compared to those who completed secondary or university levels (Akel et al.,
2017).

According to the above studies, the quality of life of breast cancer patients is
associated with education and patients who have low educational status have a lower

quality of life and higher anxiety and depression scores.

2.5.6  Number of Children
Women who gave birth to the first child after the age of 30 or who do not have

a child may increase the risk of breast cancer. Giving birth to a child during early age
or having many children may reduce the risk of breast cancer. However, some studies
revealed that pregnancy was related to an increased risk of triple-negative breast cancer
(Society, 2017).

A study of Zainal, N. Z., et al, 2013, which was a systematic review stated that
more children at home were significantly associated with depression in breast cancer
patients (Zainal et al., 2013).

Therefore, in this study, the number of children of the participants was asked as

one of the predisposing factors.

2.5.7 Employment Status
A cross-sectional descriptive study regarding the quality of life of breast cancer

patients was done among 119 breast cancer patients admitted and treated in a
chemotherapy ward in Iran in 2006. That study reported that occupational status was
associated with the global health status of Quality of life, and employed women had
better QOL (Safaee et al., 2008).

A cross-sectional descriptive study was done in China in 2013. In that study,
determinants of quality of life scores were assessed among 1,160 breast cancer patients.
That study revealed that participants of farmers and the unemployed group had lower
quality of life scores than any other groups of employment and it was statistically
significant (YYan et al., 2016).
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According to the above studies, the quality of life of breast cancer patients is

associated with employment status and employed patients have a better quality of life.

2.5.8 Menopausal Status
A cross-sectional descriptive study was done in Brazil in 2003. In that study,

associated factors of quality of life scores were assessed among 75 breast cancer
patients. In that study, post-menopause was defined by at least 12 months of
amenorrhea. By multiple regression analysis, that study revealed that postmenopausal
status was negatively associated with the physical component of QOL (p < 0.01). Post-

menopause was one of the factors that causing QOL impairment (Conde et al., 2005).

The different result was found in another cross-sectional descriptive study
regarding the quality of life of breast cancer patients which was done among 119 breast
cancer patients admitted and treated in a chemotherapy ward in Iran in 2006. That study
reported that, in regression analyses, menopausal status was statistically significant in
predicting patients’ QOL. Postmenopausal women had better QOL (Safaee et al., 2008).

According to the above studies, the quality of life of breast cancer patients is
associated with the menopausal status of the patients but controvert results were found

among studies.

2.5.9 Smoking
Some studies revealed the association between smoking and breast cancer, but

some studies suggested contrary results. The link between secondhand smoking and the
risk of breast cancer is also not strong (Society, 2017). Smoking may lead to increased
anxiety and anxiety may also increase smoking rates (Moylan et al., 2013). Major
depression is also associated with higher rates of cigarette smoking and nicotine
dependence (Fergusson et al., 2003).

Therefore, the smoking history of the participants was assessed as one of the

predisposing factors in this study.

2.5.10 Alcohol Consumption
Alcohol consumption is associated with increased breast cancer risk. The more

amount of alcohol consumed, the higher the risk of getting breast cancer. Women who

drink 2-3 units of alcohol per day have a higher risk of breast cancer about 20% when
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compared with non-alcoholic women. Excessive drinking of alcohol is also associated

with increased risk of other types of cancer (Society, 2017).

Therefore, the alcohol consumption history of the participants was assessed as

one of the predisposing factors in this study.
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2.6 Enabling Factors

2.6.1 Family Income
A cross-sectional descriptive study was done in Lagos, Nigeria. In that study,

depression scores were assessed among 33 female breast cancer patients in the hospital.
That study found that average monthly income significantly predicted depression. An
individual’s average income would determine how much would be available to pay for

treatment and other associated costs (Akin-Odanye et al., 2011).

A cross-sectional descriptive study regarding anxiety, depression, and quality
of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast
cancer patients participated. That study revealed that patients who had a household
monthly income below 1,000$ exhibited significantly lower QOL scores. Moreover,
participants with a household monthly income greater than 3,000$ had significantly

higher physical well-being scores (Akel et al., 2017).

A cross-sectional descriptive study was done in China in 2013. In that study,
determinants of quality of life scores were assessed among 1,160 breast cancer patients.
That study revealed that participants of monthly household income <1,000 RMB had
lower quality of life scores than those of higher-income groups and it was statistically
significant (YYan et al., 2016).

According to the above studies, the quality of life of breast cancer patients is
associated with family income and patients with low income have a lower quality of
life and may have a higher score of depression.

2.6.2 Family History of Breast Cancer
The family history of breast cancer in close relatives increased the risk of getting

breast cancer. History of breast cancer in first-degree relatives increases the risk to
double. Moreover, the history of breast cancer in 2 first-degree relatives increases the
risk to triple. Fewer than 15% of breast cancer patients have a family history of breast

cancer (Society, 2017).

Therefore, in this study, the family history of breast cancer of the participants

was assessed.
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2.6.3 Family Relationship
A cross-sectional study was conducted in Thailand in 2007. In that study, 300

female breast cancer patients participated. They were 18 years and older and recruited
at the surgical outpatient department. Among those patients, demographic
characteristics, anxiety and depression status, social support relationship and
functioning in their family and problem and conflict solving. That study revealed that
anxiety and depression status of the breast cancer patients were significantly associated
with relationship and functioning in their family (Lueboonthavatchai, 2007).

2.6.4 Social Support
A cross-sectional study was conducted in Thailand in 2007. In that study, 300

female breast cancer patients participated. They were 18 years and older and recruited
at the surgical outpatient department. Among those patients, demographic
characteristics, anxiety and depression status, social support relationship and
functioning in their family and problem and conflict solving. That study revealed that
anxiety and depression status of the breast cancer patients were significantly associated
with social support that the participants received (Lueboonthavatchai, 2007).

In a study of Zainal, N. Z., et al, 2013, which was a systematic review stated
that poor social support was significantly associated with depression in breast cancer
patients (Zainal et al., 2013).
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2.7 Need Factors

2.7.1 Duration of Disease
A cross-sectional descriptive study regarding the quality of life of breast cancer

patients was done among 119 breast cancer patients admitted and treated in a
chemotherapy ward in Iran in 2006. That study reported that the duration of disease was
significantly related to the QOL score of patients. In other words, those with the
duration of disease less than four months reported significantly lesser global health
status of the QOL score (Safaee et al., 2008).

A cross-sectional descriptive study was done in Yemen in 2011. In that study,
quality of life scores was assessed among 106 female breast cancer patients at the out-
patient department of the oncology center. That study found that women in the category
> 2 years after diagnosis had an average of 10.5 points lower compared to those women
in the other category. This means that those women in the category 1-2 years had higher

scores of total QOL than women in the other category (Al-Naggar et al., 2011).

According to the above studies, the quality of life of breast cancer patients is
associated with the duration of disease but the results are not clear enough to make a

conclusion.

2.7.2  Number of Hospitalization
A cross-sectional study was conducted in Thailand in 2007. In that study, 300

female breast cancer patients participated. They were 18 years and older and recruited
at the surgical outpatient department. Among those patients, demographic
characteristics, anxiety and depression status, social support relationship and
functioning in their family and problem and conflict solving. That study revealed that
anxiety and depression status of breast cancer patients were significantly associated

with the number of hospitalization of the participants (Lueboonthavatchai, 2007).

2.7.3 Clinical Staging
Quality of life (QOL) scores were assessed among 348 female breast cancer

patients who were on chemotherapy by a cross-sectional descriptive study in Kuwait in
2008. That study reported that participants with advanced disease tended to have worse

functioning: role functioning (stage 1V <stage Il, P < 0.01), diarrhea (stage IV < stages
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| & I, P =0.02), and future perspectives (stage 11l < stages | & II, P =0.02) (Alawadi
and Ohaeri, 2009).

A cross-sectional descriptive study regarding anxiety, depression, and quality
of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast
cancer patients participated. That study revealed that patients who had stage IV disease
at diagnosis exhibited significantly lower QOL score (Akel et al., 2017)

A cross-sectional descriptive study was done in Lagos, Nigeria. In that study,
depression scores were assessed among 33 female breast cancer patients in the hospital.
That study found that the cancer stage predicted depression and advanced disease was
a risk factor for depression (Akin-Odanye et al., 2011).

According to the above studies, the quality of life of breast cancer patients is
associated with clinical staging of the disease and patients with advanced clinical
staging have a lower quality of life. The advanced stage of the disease can be predicted

to be a risk factor for depression.

2.7.4 Received Treatment
Quality of life (QOL) scores were assessed among 348 female breast cancer

patients who were on chemotherapy by a cross-sectional descriptive study in Kuwait in
2008. That study reported that participants who had surgery had significantly fewer
complaints about diarrhea (P = 0.005), but more breast symptoms (P < 0.04).
Participants who received radiotherapy had significantly more problems with fatigue
(P = 0.03), breast symptoms (P = 0.04), arm symptoms (P = 0.02), and future
perspectives (P = 0.02) (Alawadi and Ohaeri, 2009).

A cross-sectional descriptive study regarding anxiety, depression, and quality
of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast
cancer patients participated. That study revealed that patients who had received
chemotherapy exhibited significantly lower QOL scores. Moreover, patients who
underwent chemotherapy or radiotherapy as part of their treatment regimen had lower
physical well-being and breast cancer subscale scores compared to their counterparts.
Patients who underwent surgery had significantly higher functional well-being scores
than those who did not (Akel et al., 2017).
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According to the above studies, the quality of life of breast cancer patients is
associated with received treatment. Treatment for breast cancer may have an effect on

the quality of life of the patients, especially on symptom scales.

2.7.5 Co-morbidity
A hospital-based cross-sectional study was conducted in Korea to evaluate

health-related quality of life in 152 women with recurrent breast cancer in 2004. In that
study, health-related quality of life (HRQOL) was assessed by EORTC QLQ-C30 and
QLQ-BR23 questionnaires. Comorbidity was categorized as present or absent. That
study reported that the absence of comorbidity was a factor that positively related to
overall QOL (Lee et al., 2007).

A longitudinal study was done among 195 breast cancer survivors to identify
factors affecting the level and rate of change in the quality of life after completion of
treatment in the USA. In that study, participants were interviewed up to four times at
approximately yearly intervals. That study revealed that the presence of comorbidity
significantly lowered a woman's quality of well-being (QWB) at whatever time point
the health problem occurred (p = 0.036) but the rate of change in QWB over time for
women with comorbidity did not differ significantly from women without comorbidity
(p = 0.858) (Vacek et al., 2003).

A cross-sectional descriptive study was done in the USA in 2007. In that study,
quality of life scores was assessed among 2,268 breast cancer patients. That study
revealed that the presence of other comorbidities (>1) resulted in lower levels of QOL

across all domains except emotional well-being (Janz et al., 2009).

According to the above studies, the quality of life of breast cancer patients is
associated with co-morbidity. Studies consistently showed that the presence of other
co-morbidities resulted in lower levels of quality of life.
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2.8 Proximal Outcomes

2.8.1 Knowledge
A health education intervention study was conducted among lung cancer

patients in China in 2010. There were 62 participants in the intervention group and 110
participants in the control group. That study found that education intervention was
effective in lowering the depression prevalence, lowering side effects from
chemotherapy and improving performance status among the participants (Tian et al.,
2015).

A literature review concluded that health education programs were effective to
improve the knowledge of cancer patients. That study also suggested that cancer
patients should have the chance of asking questions during the treatment period. That
study also found that the cancer patients wanted to study as much as possible about

their disease, treatment for it and management for the side effects (Valenti, 2014).

2.8.2 Self-efficacy
A health education intervention study was done among adult women in Iran in

2015. There were 116 participants in the intervention group and 110 participants in the
control group. That study found that education intervention was significantly effective
in increasing awareness, improving self-efficacy and decreasing perceived barriers
among the participants of the intervention group compared to the control group
(Masoudiyekta et al., 2018).

2.8.3 Empathy
An interventional study that applied online support group intervention among

breast cancer patients was conducted in the USA in 2003. There were 177 participants
in that study. That study revealed that online support group intervention was
significantly effective in improving empathy among the participants after the
intervention period (Han et al., 2011).

2.8.4 Consumer Satisfaction

When the role of peer facilitator was evaluated, three types of outcome data
were generally identified: workload indicators (such as the number of support session
or phone call), indicators of patient/client satisfaction (such as meeting patient
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expectations) and indicators of more systemic evaluation issues (such as measures of
cost-effectiveness) (Till, 2003).

An interventional study that tested a brief nurse-delivered intervention
including face-to-face and telephone support to address the needs of women with
advanced breast cancer in Australia. There were 30 participants in the intervention
group and 30 participants in the control group. That study assessed the quality of life
and supportive care needs of the participants. That study found that nurse-delivered
support intervention was significantly effective in reducing the psychological and
emotional needs of those with high initial needs among the participants of the
intervention group compared to the control group (Aranda et al., 2006).

2.9 Distal Outcomes

2.9.1 Anxiety
A prospective cohort study regarding anxiety, depression, and quality of life of

breast cancer patients was done in Malaysia in 2011. In that study, 221 female breast
cancer patients participated. They were recruited at the time of diagnosis of breast
cancer. Data were collected at 3-time points; baseline, 6 months and 12 months.
Anxiety was measured with the Hospital Anxiety and Depression Scale (HADS). That
study revealed that there was a significant reduction in anxiety at 6 and 12 months as
compared to baseline (Baseline — 6 months, p = 0.002; Baseline - 12 months, p < 0.001)
(Ng et al., 2015).

A prospective study was conducted to assess the long-term impact of attending
a peer support group on anxiety and depression of breast cancer patients before and
after 1-year participation in the monthly support group meeting in Iran. In that study,
both quantitative and qualitative assessments were done. All current members of the
three Iranian breast cancer support groups (n=56) participated in that study. Hospital
Anxiety and Depression Scale (HADS) was used to assess the anxiety state of the
participants. Comparing anxiety at baseline and follow-up, anxiety scores were
significantly reduced (P=0.03) after 1-year participation in the support group. Analysis

of the qualitative data indicated that group involvement was the most important factor
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that contributed to the patients' improved psychological well-being. The findings of this
prospective study suggest that participation in cancer support groups could have a long-

term effect on reducing anxiety in breast cancer patients (Montazeri et al., 2001).

Another interventional study to evaluate the effect of the multidiscipline
mentor-based program on breast cancer patients was conducted in China. There were
93 participants in the intervention group and 82 in the control group. The participants
of the intervention group received peer mentoring by peer mentors, education by
professionals and small group discussion. The intervention was delivered 8 weekly
sessions in the first 2 months, as well as 3 sessions at 2 months, 6 months and 12 months
after the intervention. Assessments were done at baseline (T1), 2 months (T2), 6 months
(T3) and 12 months (T4) after the intervention. As a result, at T3, the intervention group
showed significantly lowered anxiety scores compared to the control group (Ye et al.,
2016).

In the study of Lee, R., et al, 2013 in Korea, 85 newly diagnosed breast cancer
patients (39 in the intervention group and 46 in the control group) participated. The
intervention group received peer group support intervention by dyadic pair, once a week
for 6 weeks, face-to-face or by telephone. After the intervention, anxiety scores showed

no change in the intervention group (Lee et al., 2013).

An interventional study to evaluate the effect of Culturally Tailored Peer-
Mentoring and Education Intervention on anxiety and depression of breast cancer
patients was conducted in the USA. There were 14 participants in the intervention
group. The participants received peer mentoring by peer mentors and education by
specialists, 10 sessions which were conducted weekly. After the intervention, anxiety
scores revealed no change among the participants (Lu et al., 2014).

According to the above studies, while some studies reveal a significant effect of
peer support intervention on anxiety state of breast cancer patients, some studies show
no change in anxiety scores of participants. In this study, the effect of peer support

multi-component intervention on anxiety state of breast cancer patients was tested.
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2.9.2 Depression
A prospective cohort study regarding anxiety, depression, and quality of life of

breast cancer patients was done in Malaysia in 2011. In that study, 221 female breast
cancer patients participated. They were recruited at the time of diagnosis of breast
cancer. Data were collected at 3-time points; baseline, 6 months and 12 months.
Depression was measured with the Hospital Anxiety and Depression Scale (HADS).
That study revealed that depression is relatively low and does not change significantly
at both 6 months and 12 months’ time point (Baseline - 6 months, p = 0.932; Baseline
- 12 months, p = 0.428) (Ng et al., 2015).

A prospective study was conducted to assess the long-term impact of attending
a peer support group on anxiety and depression of breast cancer patients before and
after 1-year participation in the monthly support group meeting in Iran. In that study,
both quantitative and qualitative assessments were done. All current members of the
three Iranian breast cancer support groups (n=56) participated in that study. Hospital
Anxiety and Depression Scale (HADS) was used to assess the depression state of the
participants. Comparing depression at baseline and follow-up, depression scores were
significantly reduced (P=0.008) after 1-year participation in the support group. Analysis
of the qualitative data indicated that group involvement was the most important factor
that contributed to the patients' improved psychological well-being. The findings of this
prospective study suggest that participation in cancer support groups could have a long-

term effect on reducing depression in breast cancer patients (Montazeri et al., 2001).

An interventional study to evaluate the effect of Culturally Tailored Peer-
Mentoring and Education Intervention on anxiety and depression of breast cancer
patients was conducted in the USA. There were 14 participants in the intervention
group. The participants received peer mentoring by peer mentors and education by
specialists, 10 weekly sessions. After the intervention, depression scores were

significantly decreased among the participants (Lu et al., 2014).

Another interventional study to evaluate the effect of the multidiscipline
mentor-based program on breast cancer patients was conducted in China. There were
93 participants in the intervention group and 82 in the control group. The participants

of the intervention group received peer mentoring by peer mentors, education by
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professionals and small group discussion. The intervention was delivered 8 weekly
sessions in the first 2 months, as well as 3 sessions at 2 months, 6 months and 12 months
after the intervention. Assessments were done at baseline (T1), 2 months (T2), 6 months
(T3) and 12 months (T4) after the intervention. As a result, at T2, the intervention group
showed significantly lowered depression scores compared to the control group (Ye et
al., 2016).

In the study of Gotay, C. C., et al, 2007 in the USA, 305 first recurrence breast
cancer patients (152 in the intervention group and 153 in the control group) participated.
The intervention group received telephone support by trained peer counselors, 4-8
phone calls over 1 month. Three months after the baseline assessment, psychosocial
distress and depressive symptoms showed no improvement in both the intervention

group and the control group (Gotay et al., 2007).

In the study of Lee, R., et al, 2013 in Korea, 85 newly diagnosed breast cancer
patients (39 in the intervention group and 46 in the control group) participated. The
intervention group received peer group support intervention by dyadic pair, once a week
for 6 weeks, face-to-face or by telephone. After the intervention, depression scores

showed no change in the intervention group (Lee et al., 2013).

According to the above studies, while some studies reveal a significant effect of
peer support intervention on depression state of breast cancer patients, some studies
show no change in depression scores of participants. In this study, the effect of peer
support multi-component intervention on depression state of breast cancer patients was
tested.

2.9.3 Quality of Life
A prospective cohort study regarding anxiety, depression, and quality of life of

breast cancer patients was done in Malaysia in 2011. In that study, 221 female breast
cancer patients participated. They were recruited at the time of diagnosis of breast
cancer. Data were collected at 3-time points; baseline, 6 months and 12 months. Quality
of Life was measured with EORTC QLQ-C30 and QLQ-BR23 questionnaires. That
study revealed that there was an improvement in the global health status/QoL at 12
months as compared to baseline (Baseline - 12 months, p = 0.015) with no significant

change at 6 months (Baseline - 6 months, p > 0.05). Among the five functioning scales,
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physical functioning shows significant improvement at 6 months (Baseline — 6 months,
p = 0.001) and social functioning improves at 12 months (Baseline — 12 months, p =
0.03). There is significant improvement in emotional functioning at both 6 and 12
months (Baseline — 6 months, p = 0.002; Baseline - 12 months, p < 0.001). There are
no significant changes in the other two functioning scales, namely, role and cognitive
(Ng et al., 2015).

Quality of life (QOL) scores were assessed among 112 female breast cancer
patients who completed active treatment for 1 to 3 years by a cross-sectional descriptive
study in Brazil in 2014. Among them, 85 women were treated with chemotherapy,
surgery, and radiotherapy; the other 27 women were treated with surgery and
radiotherapy, with or without hormone therapy, but no chemotherapy. That study
reported that that women who received treatment for breast cancer had diminished
scores in all domains of QOL by SF-36 questionnaire, especially in the Role-Physical,
Bodily Pain, and Role-Emotional domains. In addition, among treated women, those
who received chemotherapy had lower QOL scores in the Physical Functioning and
Role-Physical domains than did those who did not receive chemotherapy (Tiezzi et al.,
2017).

An interventional study regarding the quality of life of newly diagnosed breast
cancer patients was conducted in the USA in 2006. There were 52 participants in the
intervention group and 52 in the control group. Both groups received a consultation
with an oncology nurse for all participants provided information and answered
questions regarding treatment choices, side effects, clinical trials, and medical and/or
community resources. The intervention group received peer support for 6 months by
trained and supervised peer navigators. The participant and peer navigator met weekly
by telephone, e-mail, or in person. Assessments were done at baseline, 3 months, 6
months and 12 months. That study reported that quality of life scores of the participants
of the intervention group significantly improved (FACT-BSW, group x time; P=0.01)
compared with the participants of the control group (moderate effect size: Cohen’s d =
0.41) (Giese-Davis et al., 2016).

Another interventional study to find the effect of peer education group meetings

and peer support group meetings among breast cancer patients was done in the USA.
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There were 88 participants in the intervention group and 85 in the control group. Among
the participants of the intervention group, 58 breast cancer patients of Stage I or Il
received education intervention and all participants (n=88) received a peer support
group meeting which was held once a week for 8 weeks. Assessments were done at
baseline, 1-2 weeks after the group meetings ended, and 6 months later. That study
revealed that peer support interventions have positive short-term effects on well-being,
among women with late and early-stage breast cancer, and these effects are partially
mediated by changes in life purpose. Education interventions have positive short-term

effects on well-being among women with early-stage breast cancer (Mens et al., 2016).

An interventional study to evaluate the effect of peer-led education on the
quality of life of breast cancer patients was conducted in Iran. There were 49
participants in the intervention group and 50 in the control group. The intervention
group received a peer-led education intervention weekly for 1 month by trained peer
educators. Assessments were done before, immediate and 2 months after the
intervention. That study reported that global health status was significantly improved
in the intervention group after the intervention compared to the control group.
Moreover, functional scales (role, emotional cognitive and social) were improved
significantly except physical function in the intervention group. Regarding symptom
scales, fatigue insomnia, pain, and loss of appetite revealed a significant decline in the
intervention group. All breast cancer-specific functional scores were also increased in
the interventional group. All breast cancer-specific symptom scales except arm
symptom improved significantly in the intervention group compared to the control
group after the intervention. Time was a significant factor for changes in that study
(Sharif et al., 2010).

Consistent results were also revealed in the following interventional studies. In
the study of Cho, O., Yoo, Y., & Kim, N., 2006 in South Korea, 55 breast cancer
patients (28 in the intervention group and 27 in the control group) participated. The
intervention group received psychology-based education by a specialist once per week
for 10 weeks, exercise sessions twice per week for 10 weeks and peer support group

activity once per week for 10 weeks. After the intervention period, significantly
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improved QOL scores were resulted among the intervention group compared to the

control group (Cho et al., 2006).

In the study of Tehrani, A. M., et al, 2011 in Iran, 61 breast cancer patients (30
in the intervention group and 31 in the control group) participated. The intervention
group received peer-led meetings twice monthly for 3 months. The Control group
received 6 education sessions by a specialist. After the intervention period, 5 out of 8
sub-scales of QOL scores (physical, vitality, social functioning, emotional and mental
health) significantly improved among the intervention group compared to the control
group (Tehrani et al., 2011).

In the study of Taleghani, F., et al, 2012 in Iran, 100 breast cancer patients (50
in the intervention group and 50 in the control group) participated. The intervention
group received face-to-face contacts or telephone contacts with the peer group during
the treatment (chemotherapy and radiotherapy) and after completing the treatment.
After the intervention period, QOL scores of the intervention group significantly

improved compared to the control group (Taleghani et al., 2012).

In the study of Napoles, A. M., etal, 2015 in the USA, 151 breast cancer patients
(76 in the intervention group and 75 in the control group) participated. The intervention
group received peer-delivered community-based stress management intervention, once
a week for 8 weeks, face-to-face at home. After the intervention period, QOL scores
were assessed at baseline, 3 months and 6 months. For those assessments, QOL scores
of the intervention group significantly improved compared to the control group
(Napoles et al., 2015).

According to the above studies, these studies consistently revealed a significant
effect of peer support intervention on the quality of life of breast cancer patients. In this
study, the effect of peer support multi-component intervention on the quality of life of

breast cancer patients was tested.
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2.10 Counseling

Counseling is a method of helping people, but it is a modified method that
includes the utilization of specific verbal, non-verbal and relationship skills to assist
change so that the person seeking help can feel better and find new means of thinking

and behaving.

People always deal with upsetting periods in their lives in their particular means.
Some people can adapt easily and can solve their psychological difficulties by seeing
things through on their own. Other people may have chat with a companion, family
member or friend. Though, there are many people who don’t have anyone to have chat
about personal problems or who want to solve their problems by talking to a counselor
rather than someone who is familiar with them well. Sometimes, it may be easier for a
person to have chat with a counselor about very personal problems than to risk hurting
a connection by revealing close personal information to someone who is familiar with
them well. There are many explanations why people might need counseling because
they have experienced a physical or psychological problem, being bothered by disease,
or having grieved several types of loss. When they come for counseling, people assume
that they will be able to have a chat with someone else in confidence about their

difficulties with the expectation of discovering answers and feeling better.

Counseling to have occurred, the person seeking help will have to talk about the
problems that are making them trouble and this will comprise self-revealing
information that may not have been told with anyone else. When reliance improves in
a counseling connection, the person seeking help can expose friendly and vulnerable
levels of self-disclosure. Because counseling includes self-disclosure, the relationship

is important to the counseling process.

Good counseling relationships purposely develop interaction between the
person seeking help and the counselor by forming an atmosphere of security. It is vital
to respect a person’s need or desire for confidentiality and to give time for them to self-
revealing at a step that is appropriate for them. Counseling includes a distinct type of

connection between the counselor and the person seeking help. Sometimes the
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connection is a face-to-face connection and sometimes it is delivered by phone. In the

recent internet world, this could be done electronically.

A chief goal of the counseling process is to assist people to change. The persons
seeking help have to be able to do changes in the manner they think and the approach
they do so that they are not possible to repeat patterns of thinking and behaving which
can develop negative results for them.

Counselors usually will not provide advice. People will feel better just because
they have had a chance to share their difficulties with another person who is trained to
listen. This is the most important method in which a counselor can see the needs of the
person, by listening. Furthermore, if a person can find themselves, during a counseling
period, better means of thinking about, replying to, dealing with, and handling the
conditions and problems that make them trouble, then they are probable to feel better.
They are also probable to feel content with the result, even though they may not have

got any guidance.

The interest of both the person seeking help and the counselor is to endorse
continuing long-term change, rather than to occupy in short-term problem-solving. It is
important, if counselors feel satisfied with their work, that the person seeking help can
alter and develop in such a way that they acquire to handle, as much as is accurately
possible, on their own without pursuing more counseling each time a new difficulty

ascends.

An important aim for a counselor is to help a person to find themselves how to
become more self-confident and how to feel self-assured about their capacity for
making decisions. In the long-term, it is not supportive of anyone to become in need of
advice from a counselor. It is far well for them to be self-confident, and capable of

creating and believing their own decisions.

2.10.1 Desirable counselor qualities when using an integrative approach
For an operative counseling rapport to be attained, counselors applying an

integrative method should attempt to be congruent, empathic, warm and sensitive with
a good rapport, non-judgmental with unconditional positive regard and attentive,

understanding and supportive.
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An effective counselor more listens than talks, and what they talk provides the
person seeking help a sense of being picked up and understood. The role of the
counselor includes serving the person seeking help to discover their world and thus to
make sense out of their inner misperception. It is not the counselor’s role to walk in the
direction in which a person goes, but rather to offer the atmosphere in which they can
best choose where to go. The counselor goes together with them on their trip of
discovering, working cooperatively with them by decisively creating the use of
counseling skills within a process that helps change.

Counselors have to know their views and values so that they can respect the
values of the person seeking help and they are not confused during counseling by trying
to reform their values. Counselors are not to try to impose their views or values on the

person seeking help.

All counselors have an ethical concern to have regular supervision from a
trained and experienced supervisor who is also a counselor. This is a necessity not only
during the training period but also throughout the professional career of the counselor.
Whenever a value conflict develops with counseling work, it is important to discuss
with the supervisor about the problems involved. By doing this trained counselors will
decrease the possibilities of future situations where the effectiveness of the counseling

might be negatively affected by the particular value in the question.

2.10.2 Learning Foundation Skills
The counseling process is also dependent on the utilization of several individual

counseling skills. A new counselor has to become proficient in the use of these because
when used properly they greatly improve the quality and success of the counseling
process. When conversational skills of counselors are evaluated, the result will reveal
that small component of valuable verbal counseling behavior. These can be defined as

counseling micro-skills.
Joining and Listening

The environment of the connection is established right from the start and it is
very important. The counselor has to try to meet the person seeking counseling in a

person-to-person meeting where the counselor is not unapproachable, is neither
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superior nor inferior, but is friendly, open and informal. The counselor can collect a lot
of information such as the manner they are sitting or standing, their non-verbal actions
and the dresses they are wearing, without any question. By doing so, the counselor can
pick up something about the person seeking help how they see themselves, and how
they want to be seen. Moreover, the counselor can gradually make an image of their

world and of their vision of that world.

The counselor has to start to create a connection and put the person at comfort
before going forward on problems. The person will be invited to discuss their problems.
It is helpful to invite in empowering an anxious person to start to talk. When they begin
to talk it is important that they have to know you are listening and picking up to what
they are saying. As a helper, the counselor has to be careful to proclaim the right

messages.

The counselor can assist the person seeking help to sort through their
misperception by listening to what the person says, identify their problems, explore
their choices, and conclude the counseling session feeling that something helpful has
happened. The counselor, therefore, has to listen very carefully to everything that the
person is saying and to recall, as much as possible, the particulars of the chat. Listening
with interest includes the utilization of minimal responses, brief invitations to continue,

non-verbal behavior, voice, and silence.
Reflection of Content (Paraphrasing)

Reflection of content or paraphrasing is a very valuable basic micro-skill. It can
be viewed as a fundamental micro-skill because it is perfect to use in combination with
any other micro-skills. To paraphrase the meaning of the person’s saying, the counselor
needs to listen carefully and to repeat it in the counselor’s arguments. By doing so, the
person feels that the counselor hears them and also becomes more fully attentive to
what they are saying. Then they can enjoy the importance of what they are saying and
to better reform their misperception.

Reflection of Feelings
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Reflection of feelings is one of the most helpful micro-skills when used suitably
at proper times in the counseling procedure. Reflection of feelings is similar to
paraphrasing because it includes reflecting on the information of the person delivered
by them. Though, it is different because it includes reflecting emotional feelings,
whereas paraphrasing includes reflecting the information and feelings that build up the

content of what they have said.
Reflection of Contents and Feelings

Furthermore, the counselor can combine reflection of content and reflection of
feelings by reflecting both content and feeling in a single statement. It is often suitable
to combine these two micro-skills. The statement should be short and not lengthy. A
trusting connection has to be established which may enable the person to explore the

most painful problems of their life, and so to go forward out of misperception.
Use and Abuse of Questions

Problems can be developed when asking pointless questions or when asking
questions at incorrect times. There are two categories of questions: open questions and
closed questions. Both are useful in counseling procedure and it is important to
understand the difference between these two types of questions. Closed questions are
questions that prime to a particular answer. Usually, the answer to a closed question is
very little. The open question is different from the closed question. It provides the
person being asked the question a lot of opportunities, permits them to explore any
related area, and encourages them to freely reveal additional matters. It is commonly
desirable to utilize open questions rather than closed questions. Closed questions are
suitable when helping a person to be more detailed, or when certain information is

needed.
Summarizing

Summarizing is a process that has to be done during a counseling procedure so
that the person seeking help can simplify their concepts and combine the various
components of what they are talking into a reasonable form. Especially, on the way to

the end of the counseling period, it is often practical for the counselor to summarize the
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main concerns that were discussed during the session. By doing so, the counselor draws
together the views, concepts, and moods that were expressed during the counseling

period, making the person feel less confused and to face their life condition.
Matching Language and Metaphor

For a counselor, it can be supportive to sit in a similar manner to the person
seeking help, to have chat in the same manner and with the same tone of voice, and to
match their breathing. By doing so, the person can feel of association with the

counselor, and then they will feel relaxed, harmless, and able to share willingly.

The counselor can join the person seeking help in another means by utilizing a
similar language to the language utilized by the person seeking help. If the person is
using mainly ‘seeing’ language, then it can be beneficial for the counselor to utilize
‘seeing’ language too. Likewise, if the person is using ‘hearing’ language or ‘feeling’
language, it will be useful for the counselor to utilize the same language. By doing so,
they are possible to improve the person-to-person connection. Matching a person’s

chief mode and any metaphor utilized can benefit in the joining process.
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Creating Comfortable Closure

It is equitably common for the counseling period to be 1 hour. When the session
becomes near to finish, it is sometimes suitable for the counselor to deliver a summary
of the discussed points during the discussion. The counselor might also add a statement
regarding aims for the future and the likelihood of future counseling sessions being
needed. During finishing time, it is helpful to provide some positive reactions,
specifically as people usually seek help from a counselor at times when their self-
confidence is low. When concluding a counseling session, no more questions or
reflection of content or feelings are required. For those who need the next counseling
session, it may be necessary for the counselor to discuss an ongoing agreement and

make sure that they are welcome to make a new session.
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2.11  Peer Group Support

Peer support groups are appreciated deals and means that bring together persons
affected by a similar condition so they can find out solutions to solve shared difficulties
and feel reinforced by others who have had similar experiences and who may know the
situation of each other better. Peer support groups are facilitated by members for
members so the main concerns are directly based on their requirements. Peer support
groups also provide members to be beneficial from naturally occurring social support
in the community forming unique interactions that may not otherwise have been
possible (WHO, 2017b).

One-to-one peer support and internet and media-based peer support can also be
as valuable as peer group support. Every person will not be able to or want to meet face-
to-face, so telephone chatting, online discussions, the internet, and social media can be
potential substitutions. Peer support facilities can be delivered by different
organizations. Though, the significance of utilizing independent peer organizations to
deliver services should be highlighted in terms of utilizing their distinctive capability
to generate a place for people to join outside structured one-to-one or group supports.
Through this community approach, people can create natural interactions with people
of their choice in their environments (WHO, 2017b).

Peer support groups can be established on a formal type with paid peer group
leaders trained by specialists or on an informal type with volunteer peer leaders. Peer
leaders facilitate discussions in a group and take responsibility for the improvement and
effectiveness of the group. They have to establish meetings, show up on time, open the
discussion, provide leadership and listen to group members and arrange for an
additional facilitator if they are not present. Peer leaders may have experienced, but
they are not probable to have answers to all the questions that arise during group
discussion (WHO, 2017b).

Depending on the aim of the group, the peer support group will have open or
closed membership. Each type of group has advantages. Anyone who wants to partake

can join with open membership. Members generally join and stop to join by their
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desires. This type of membership permits people to join meetings whenever they want

and facilitates people to receive peer support with short notice (WHO, 2017b).

For closed membership types, only people who have been acknowledged into
the group are permitted to join meetings. People who want to join the group have to
meet current members before the peer support group meeting to understand
requirements and opportunities. This type of membership permits members to get to
understand each other better over time, resulting in believing interactions and a safe
atmosphere to share private experiences. For some group members, it can be supportive
to have chat about the implication of the group as a unit and attendance of each other
in the group. For some members, it could be imperative to know that their attendance
is evocative and essential for the other members. Membership of a group can offer

people with a sense of resolution and connectedness (WHO, 2017b).

It is helpful for members to know the contact person for joining the group, time
of the meeting, duration of the meeting, venue of the meeting, ethics and ideologies,
privacy, guidelines, a short explanation of the procedure of the group meetings and

benefits of the meetings.

Formal peer support groups normally have more described roles and
responsibilities, for example, a definite peer leader for each meeting. This structure can
lead to more competent decision-making and operation of actions. Informal peer
support groups usually have less hierarchy, permitting members to have changeable and
lively roles. They can also let for more flexibility in development and applying actions
(WHO, 2017b).

It is good to take a break during the meeting. Have foods and drinks, and allow
people to move in the room. It will offer a chance for them to talk to each other, which
is most beneficial for those who are difficult to talk in a group setting. It can also help
in generating a more stress-free and relaxed environment where group members can
interact on different means (WHO, 2017b).

Admiration for the confidentiality of other members within peer support groups
is principally important. People often share personal stories and are often only able to
do so after having established a trustworthy rapport with group members. It is very
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important to respect this reliance and for group members to keep confidential to all

information and stories shared during meetings (WHO, 2017b).

The benefits of peer group support are extensive and can embrace the
establishment of a secure atmosphere to talk freely and share feelings and opinions
about their recent condition and difficulties; sharing of information and understandings
and getting knowledge from others in related circumstances that can helpful to offer
thoughts and explanations to solve difficulties that group members are experiencing;
the chance to shape new interactions and reinforce social support linkages which
support to decrease loneliness and feelings of isolation; sharing of knowledge about
existing community resources and useful support to support group members gain
resources and support (WHO, 2017b).

2.12  Peer Support by Telephone

The methods of connecting to patients develop as technology evolves. This
advantage can be used in the health care system in delivering education, information,
and support by the telephone, internet and other methods (e.g., CDROM) to assist in
the prevention and management of the disease. In addition to these health services,
psychologists have improved psychotherapeutic interventions to integrate such
technologies. Although there is a scarcity of study on the effectiveness of such
psychosocial services in comparison with face-to-face interventions, researchers have
started to study the effectiveness of these approaches. Telephone-based interventions
have been engaged as a method of overwhelming barriers such as time limitations,
transportation difficulties, caregiving duties, stigma concerns, disability, living in a
remote area, to the old-style method of delivering management face-to-face (Nezu et
al., 2012).

In addition to the resources obtainable to cancer patients, psychologists have
adjusted psychotherapeutic interventions to a plan applicable through telephone. Many
of these interventions have been established to identify problems in association with
cancer (e.g., fatigue and depression). Although telephone-based interventions are not
the main method to be delivered, some inquiries have reinforced the significance of this

method in reducing symptom severity and in improving self-management. Researchers
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determined that the intervention through telephone was a feasible method of delivering
psychosocial services to cancer patients. The utilization of telephone-based
psychotherapeutic interventions can decrease symptoms of depression in cancer
patients, with the added advantage of lower attrition rates than those usually found in
face-to-face psychotherapeutic interventions. This kind of intervention can offer a way
of providing intervention at a lower cost in a timely way, in a way that may be more
appropriate to users with less stigmatization, with improved control by both providers
and patients, and through a way that reduces geographic, time-, and mobility-based

remoteness barriers (Nezu et al., 2012).
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Breast cancer patients need counseling greatly and they also want to talk with
somebody who has the same experience struggling and facing the same situation for
returning to normal life (Sharif et al., 2010). About 30% of cancer patients have mental
and emotional difficulties which should be treated properly by some intervention such

as social or psychological support for their disease in every phase (Tehrani et al., 2011).

Psychosocial interventions are established for improving psychological
regulation. Different kinds of interventions are established for different kinds of
focuses. Among them, the two most commonly delivering interventions are health
education and peer support intervention. Health education concentrates on delivering
info concerning the disease and managing approaches. Peer support intervention
concentrates on delivering the occasion to talk about their disease with the others who
have the same experiences. These kinds of interventions are able to fill the gaps of
various social and psychological necessities and are helpful for various kinds of patients
(Mens et al., 2016).

Peer support interventions are initially established to deliver social support to
patients. Later, the researchers found that peer support intervention may be helpful for
maintaining life to be meaningful and purposeful. Among cancer patients,
psychological interventions can promote not only the meaning of life but also health
status (Mens et al., 2016). Peer group interventions using psychosocial support methods

are very helpful for the group of patients with the same disease (Tehrani et al., 2011).

In this study, the effect of peer support multi-component intervention including
peer individual counseling, peer group meeting and peer support by telephone on

anxiety, depression, and quality of life of female breast cancer patients were tested.
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2.13 Behavioral Model of Health Services Use

Access to healthcare services can be defined as the real utilization of individual
health services and all that enables or hinders their utilization. Access means not only
going to a healthcare center but also receiving accurate services at the correct time to
encourage better health results. Hypothesizing and determining access is crucial to
accepting and producing healthcare policy in many methods such as foreseeing
utilization of healthcare services, encouraging social fairness, and increasing the

success and competence of delivering healthcare services.

In this study, a theoretical context based on a behavioral model of healthcare
services utilization is applied which highlights contextual as well as individual
determinants of accessing healthcare services. Also reviewed are the extents of access
defined in accordance with the constituents of the context and how access can be

upgraded for every aspect.

According to this model, concentrating on contextual as well as single factors
best achieves increasing access to healthcare services. The context contains healthcare

association and provider-related elements and public features.

Health

Contextual Characteristics Individual Characteristics ; Outcomes
Behaviors
\
Predisposing — Enabling — Need Predisposing — Enabling —> Need Personal health Perceived
practices health

Demographic Health policy Environmental Demographic Financing Perceived |

| | > Processof [ Evaluated

Social Financing Population Social Organization  Evaluated medical care health

Beliefs Organization Beliefs Use of Consumer

health indices

personal satisfaction

health services

Figure 2Behavioral model of health services use [Source: (Andersen and Davidson,
2001)]
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The key elements of contextual characteristics are arranged similarly as
individual characteristics including (i) predisposing situations for using or not using of
healthcare services although which are not straightly related to the utilization, (ii)
enabling situations which assist or hinder the utilization of healthcare services, and (iii)

need or situations which are identified by the patients or the healthcare professionals.

2.13.1 Contextual Characteristics
Demographic features contain the age, sex, and married status structure of the

public. Relevant measurements for social characteristics contain education, race and
ethnicity, percentage of current migrants, occupational status, and rate of criminality.
Values and cultural norms and dominant political viewpoints of community or
organization concerning how healthcare services have to be planned, funded and

prepared available to the people refer to beliefs.

Healthcare plans, funding characteristics, and institutions are involved in the
Contextual Enabling Characteristics.

Need characteristics of environment and community health indicators are

included in Contextual Need Characteristics.

2.13.2 Individual Characteristics
Demographic characteristics for example age and sex of the people are natural

requirements suggestive of the possibility in need of health services. Social factors
contain education, occupation, ethnicity, people’s social network, and social
communications. Beliefs regarding health contain knowledge, attitude, and value that

the individual has concerning health and services regarding health.

Funding for healthcare services for people includes the earnings and belongings
of them to use in healthcare services. The organization of healthcare services for the
individual includes methods of transportation, time of transportation to care and time

of waiting for care.

The individual’s assessment of the health status and determined status by
themselves refer to a perceived need. Findings and assessments about an individual’s
health condition and requirements for healthcare by healthcare personnel refer to
evaluated need.
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2.13.3 Health Behaviors
Personal health practices contain nourishment, physical activity, reduction of

worry, alcohol drinking and smoking, self-maintenance, and the regular taking of
healthcare. The medical care process relates to therapy and health education to the
patient, investigation, recommending treatment, and features of the relationship
between patients and healthcare providers. Personal health services use is the crucial

element of healthy activities in a complete model of access to healthcare.

2.13.4 Outcomes
Perceived health, evaluated health and consumer satisfaction includes in

outcomes of the utilization of healthcare services.

In the figure, feedback returns from outcomes to health behaviors, individual
characteristics, and contextual characteristics. Feedback permits visions on how to
upgrade access. Feedback can also happen at the community level, institutional level or
the national level. Displeasure among the community may eventually make
modifications of health policy at the national level and successive developments in
supporting and forming healthcare services intending to increase access to care
(Andersen and Davidson, 2001).

The construct validity of my conceptual framework comes from the theoretical
framework of the Behavioral Model of Health Services Use by Andersen because this
theoretical model is for health behavior for using health services. In my study, only
Individual Characteristics, Health Behaviors, and Outcomes are adopted from the
original model. Predisposing Factors, Enabling Factors and Need Factors are assessed
as the Individual Characteristics. The use of Personal Health Services is assessed as
Health Behaviors. Although it is different from the model because it is not the free
choice for the patients, they agree to use the health services by giving consent. But in
the future, this kind of healthcare will be one of the health services that the patients can

choose as their wish freely. Anxiety, Depression, and Quality of Life which are adopted
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as Perceived Health, and Consumer Satisfaction are assessed as the Outcomes in my
study. By reviewing the literature, the Behavioral Model of Health Services Use by
Andersen was widely used in many studies as the conceptual framework, and, therefore,

this study adopted a suitable theoretical framework (Babitsch et al., 2012).
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2.14 Validity and Reliability of the original questionnaires for Anxiety,
Depression, and QOL

In this study, to assess the anxiety and depression status of the participants, 14
questions (7 for anxiety and 7 for depression) were adopted from Hospital Anxiety and
Depression Scale (HADS), Self-rating Anxiety Scale (SRAS) and Self-rating
Depression Scale (SRDS).

The quality of life status of the participants was assessed by the European
Organisation for Research and Treatment of Cancer, Quality of Life Core Questionnaire
(EORTC QLQ-C30) which consists of 30 questions and Breast Cancer Module
(EORTC QLQ-BR23) which consists of 23 questions.

The Hospital Anxiety and Depression Scale (HADS) questionnaire was
developed by A. S. Zigmond and R. P. Snaith, Department of Psychiatry, St. James’
University Hospital, Leeds, Yorkshire, England in 1982 (Zigmond and Snaith, 1983).
The correlation between HADS and other commonly used questionnaires (such as
Beck’s depression inventory, the state-trait anxiety inventory, clinical anxiety scale and
symptom checklist 90 scale) was 0.60 to 0.80 describing medium to strong correlations.
When the depression part of HADS was compared to the Montgomery Asberg
Depression Rating Scale, the same level of correlations was found. Therefore, the
concurrent validity of HADS is good to very good (Bjelland et al., 2002). The internal
consistency reliability of the questionnaire by Cronbach’s alpha coefficient was 0.87

for the anxiety subscale and 0.81 for the depression subscale (Djukanovic et al., 2017).

Self-rating Anxiety Scale (SRAS) and Self-rating Depression Scale (SRDS)
were developed by Dr. Ohn Hlaing and Dr. Ohn Kyaw in 1977 in Myanmar. A cross-
validation study conducted by Dr. Ohn Hlaing and Dr. Ohn Kyaw among 50 clinically
diagnosed anxiety cases and 52 normal individuals correctly classified 98% of clinically
anxious patients by this scale and only 2 false negatives were found. Classification of
the severity of anxiety using this scale was validated against the clinician’s rating of
anxiety, and the validity calculated in the contingency coefficient was 0.64 (p < 0.001).
A split-half reliability study by content was done on the validation sample, and the

reliability coefficient calculated in spearman’s rho was 0.86 after correction by
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Spearman-Brown formula (Win et al.,, 2017b, Win et al.,, 2017a). The internal
consistency reliability of the questionnaire by Cronbach’s alpha coefficient was 0.93
for SRAS (Win et al., 2017b) and 0.93 for SRDS (Win et al., 2017a) in the Myanmar
population in 2015.

The EORTC QLQ-C30 questionnaire was developed in 1993 and the EORTC
QLQ-BR23 questionnaire was developed in 1996 by The European Organization for
Research and Treatment of Cancer (EORTC) (Scott et al., 2008). The concurrent
validity of the QLQ-C30 questionnaire was tested against EuroQol Group’s 5-domain
questionnaires (EQ5D) using Pearson Product Moment Correlation. The correlation
between the two instruments revealed a moderately strong correlation (r=0.597;
P<0.001). The internal consistency reliability of the questionnaires using Cronbach’s
alpha test revealed 0.846 for QLQ-C30 and 0.873 for QLQ-BR23 respectively
suggesting good reliability (Tan et al., 2014).
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CHAPTER (1)
RESEARCH METHODOLOGY
Study Design

The study design was a randomized controlled trial.

Study Area

This study was conducted in Shwe Yaung Hnin Si Cancer Foundation Clinic

which is located in Botahtaung Township, Yangon, Myanmar.

3.3

Study Population

In this study, the study population was female breast cancer patients who were

undergoing chemotherapy at Shwe Yaung Hnin Si Cancer Foundation Clinic.

3.4

3.5

Study Period

The study period was from December 2018 to December 2019.

Sample Size

Sample size was estimated by the test “difference between two independent

means (two groups)” by G*power 3.1.9.2 software with

Mean group 1 =91.15 (Sharif et al., 2010)
Mean group 2 = 80.27

SDgroupl =13.22

SDgroup2 =20.032

a err prob =0.05
Power (1 — B err prob) =0.80
Allocation ratio N2/N1 =1

Calculated sample size was 31 per group (intervention or control).

The expected drop-out rate was to be 20% (6). Therefore, the estimated sample

size for each group was 31 + 6 = 37. The total sample size was 74.
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Sampling Method

3.6.1 Inclusion Criteria for Participants

Newly registered female breast cancer patients at Shwe Yaung Hnin Si
Cancer Foundation Clinic for chemotherapy regardless of taking surgery or
radiotherapy

With the ECOG performance status of 0-2 (Zimmermann et al., 2014).
Age of 18 years and older (Zimmermann et al., 2014).

Have a mobile phone and can communicate

Who are willing to participate and give written consent to participate in the

study

3.6.2 Exclusion Criteria for Participants

Breast cancer patients who face the occurrence of stressful occasions
(passing of close relatives/friends, divorce, etc.) throughout the study period
(Shayan et al., 2017).

Recurrent breast cancer patients

Who receiving second or later cycles of chemotherapy

Who cannot give verbal consent to attend the intervention sessions regularly

according to the study plan (for the intervention group)

The breast cancer patients who register for chemotherapy were screened for

eligibility. Eligible patients were requested to take part in the study. When the patient

approved to take part, they were randomly allocated into the intervention group or the

control group by block randomization to ensure that intervention and control groups are

balanced in terms of the number of participants (Ferreira and Patino, 2016).

There were 4 participants in 1 block. There were 2 pieces of paper for the

intervention group and 2 pieces of paper for the control group in a bowl. The consented

participant drew a piece of paper from that bowl and she was allocated into the group
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that described on her piece of paper. This procedure was continued until getting the

required sample size of 74 (37 participants in each group) as shown in Figure (3).

Newly registered breast
cancer patients

Screening by eligibility
v criteria

Eligible participants
(n=74)

A\ 4

Randomly allocated into
two groups

{ ¢ }
Intervention Group Control Group
(n=137) (n=37)

Figure 3Sample Selection Flow Chart



7

3.7 Intervention

3.7.1 Recruitment of Peer Counselors
The processes of recruiting peer counselors, conducting training for them and

conducting peer support intervention to the new breast cancer patients were approved

by the authorized person of the cancer foundation before starting the study.

With the help of the administrative nurse of the foundation clinic, the researcher
made a telephone call to the breast cancer survivors who completed the chemotherapy
formerly at the foundation clinic. The brief explanation of the objective and plan of the
study was done by the researcher in this telephone call, and they were invited to the
meeting to be held at the foundation clinic for a detail explanation. A total of 25

survivors attended the meeting.

After detail explanation of the study, 12 peer counselors were recruited for the

peer support intervention by the following criteria;

1) Who already completed the major treatments for breast cancer

2 Who is the former patient received chemotherapy at Shwe Yaung Hnin
Si Cancer Foundation Clinic

3) Who is at least 1-year post-treatment with no recurrence (Allicock et al.,
2017)

4) Who is free from anxiety and depression state screened by SRAS and
SRDS questionnaire

(5) Who is fond of staying and sharing the experience with other people

(6) Who has time for attending the training program and conducting the
intervention program

(7 Who is willing to participate in this study as the peer supporter
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3.7.2 Training for the Intervention
The recruited 12 peer counselors attended the training program for the peer

support intervention which was conducted by an experienced clinical psychologist as
the principal trainer, and the researcher as the co-trainer at Myanmar Psychological
Association. The total hours of the training program for peer facilitators were 50 hours

within 4 weeks duration. The training program consisted of three components as follow;

1) Training for peer individual counseling
2 Training for the peer group meeting

3) Training for peer support by telephone

Training for Peer Individual Counseling

The peer counselors received the 30 hours training for basic personal counseling
including role-play and practice sessions conducted by the principal trainer at Myanmar

Psychological Association as shown in Table (8).

Table 8Training program for peer individual counseling

Sr. | Training Morning Session Afternoon Session
No. Day (2 hours and 30 minutes) (2 hours and 30 minutes)
1 |Dayl Introduction to Counseling Joining and Listening
2 | Day?2 Reflection of Content Reflection of Feelings

Reflection of Contents and

3 | Day3 Use and Abuse of Questions

Feelings
.. Matching Language and
4 | Day 4 Summarizing Metaphor
5 | Day5 Creating Comfortable Closure | Assessment for Trainees
Education for side effects of
chemotherapy and
6 | Day6 Self-efficacy and Empathy management of these side

effects, healthy eating and
physical activity**

** This training session was conducted by the researcher using the education booklet
described detail in Appendix F.




79

For learning basic personal counseling, each training session was started with
the lecture by the trainer regarding the respective topic of the program. After the lecture,
the trainees did role-play and practice session and it took about 10 minutes for each

practice session.

The trainees practiced the relevant micro-skill regarding counseling in a group
setting. The practice session was done in a triad or a group of three trainees. One trainee
took the role of counselor, a second trainee took the role of a person seeking help, and
the third trainee took the role of observer. The room was set up with the chairs to be;

the person seeking help faced the counselor and the observer watched both.

The person seeking help in the triad presented a current and real personal
problem of her own. The counselor in the triad listened and practiced the micro-skills
that had been taught up to that point. It is possible to achieve an effective counseling
session by exclusively using only one or two micro-skills. The observer’s role in the
triad was to take notes of anything significant she observed during the counseling
practice session. The observer did not make judgments about what should have done
but rather had the task of observing, as objectively as possible and without making
interpretations, what actually happened during the practice session. The observer may
notice that when the trainee counselor made a particular response, there was a change
in the verbal or non-verbal behavior of the person seeking help. The observer may also
notice tones of voice used, the pace of speaking, silences, and the use of particular skills.
The observer did not interrupt, but the information noticed by the observer was fed back

to the trainee counselor and the person seeking help at the end of the session.

At the end of each practice session, the observer shared her observations with
the other two members of the triad. After that, the person seeking help was given the
opportunity to talk about how she felt during the counseling session, and finally, the
trainee counselor explored her feelings, sharing with the group how the session was for

them.

The trainer also performed counseling to a randomly selected trainee to discuss
a real problem in front of the training group. After this session, the other trainees

discussed what they have observed.
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Training for health education program was conducted by the researcher using
the education booklet described detail in Appendix F. In this booklet, the most common
side effects of chemotherapy (such as hair loss, loss of appetite, nausea, vomiting, and
fatigue) were described. The methods for controlling these side effects and tips for
maintaining healthy body weight were also discussed in this booklet. Additionally,
suitable foods for cancer patients were discussed in the healthy eating section. Regular
physical activity was also advised in this booklet. The information described in this
booklets were discussed during the training session. The trainees also shared their
experience regarding chemotherapy and its side effects. The trainees were instructed to
use this education booklet in the health education session of the intervention program.
The trainees also knew that this education booklet would also be provided to the
participants of the intervention group.
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Training for Peer Group Meeting

The peer counselors also received the 10 hours training for peer group meetings
conducted by the principal trainer at Myanmar Psychological Association as shown in
Table (9).

Table 9Training program for the peer group meetings

Sr. | Training Morning Session Afternoon Session
No. Day (2 hours and 30 minutes) (2 hours and 30 minutes)
1 | Dav7 Introduction to Peer Group Introduction, Explore the Topic
y Meeting and Encourage to Share
Identifying Need or Common Action P_Ia_nnmg and_ .
2 | Day 8 Summarizing Key Discussion
Purpose Points

In the training of peer group meetings, each training session was designed to
provide the trainees with the content on introduction, exploration of the topic and
encouraging to share, identifying a need or common purpose, action planning and

summarizing key discussion points (WHO, 2017c).

Each training session was started with the lecture by the trainer regarding the
respective topic of the program. After the lecture, the trainees did role-play and practice

sessions.

All trainees practiced the facilitation skill regarding peer group meetings in a
group setting. The trainees were divided into two groups for the practice session and
each group had six trainees. For each group, one trainee took the role of facilitator, and
the other five trainees took the role of persons seeking help and the group practiced the

peer group meeting. The practice sessions were supervised by the principal trainer.
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Training for Peer Support by Telephone

The peer counselors also received the 10 hours training for telephone support
conducted by the principal trainer at Myanmar Psychological Association as shown in
Table (10).

Table 10Training program for peer support by telephone

Sr. | Training Morning Session Afternoon Session
No. Day (2 hours and 30 minutes) (2 hours and 30 minutes)
1 | pavo Introduction to Support by Introduction, Explore the Topic
y Telephone and Encourage to Share

Action Planning and
2 | Day10 Identifying Need or Purpose | Summarizing Key Discussion
Points

In the training for telephone support, each session was designed to provide the
trainees with the content on introduction, exploration of the topic and encouraging to
share, identifying need or purpose, action planning and summarizing key discussion

points.

Each training session was started with the lecture by the trainer regarding the
respective topic of the program. After the lecture, the trainees did role-playing of
telephone contacts, case scenarios, and group discussions. Role plays consisted of two
trainees enacting a telephone interaction while seated back-to-back to talk to each other,
giving them the opportunity to communicate without seeing the other, and to rely on
other senses to connect. The facilitator was asked to respond to verbal content expressed
by the person seeking help, using active listening, responding versus reacting,
reassurance, encouragement, and psychological support. The critical element of
communication was the facilitator’s intention to connect with the person on the phone.
Adequate opportunities to role-play and self-evaluate were critical to the integration of
all learning (Crane-Okada et al., 2010).
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Evaluation of the training program

The improvement of the trainees was monitored, and competency was assessed
by the principal trainer throughout the training period. The principal trainer evaluated

and gave feedback for each trainee after every role-play and practice session.

The assessment for the trainees was done by the self-assessment questionnaire
(Appendix E) which is adopted from the textbook “Practicum and internship: Textbook
and resource guide for counseling and psychotherapy”, 2013, New York: Routledge,
Taylor & Francis Group, by Scott, J., Boylan, J. C., & Jungers, C. M (Scott et al., 2013).

The performance of peer counselors was monitored on an ongoing basis. Each
counselor's session with the first participant was tape-recorded and reviewed by the
principal trainer. The counselor was given feedback as necessary to help her improve
her performance. The researcher observed every counseling session and a group

meeting at the clinic.
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3.7.3 Implementation of the Intervention
Control Group

The participants of the control group received the education session about
chemotherapy (including treatment procedure, benefits, and side effects), advice on
healthy eating and regular physical activity by medical doctor or nurse for about 20
min. Patients also received the demonstration of arm and shoulder exercise by nurses.
Patients were provided the phone number of the clinic to have a contact for more
information. Patients also received a prescription of drugs by a physician for managing

the side effects of chemotherapy and other complaints as necessary as usual care.
The Intervention Group

The participants of the intervention group also received the usual care the same

with the control group.

Moreover, the following intervention programs were delivered to the
participants of the intervention group;

(A)  Peer Individual Counseling

(B)  Peer Group Meeting

(C)  Peer Support by Telephone

The participants of the intervention groups were also provided with the health
education booklet (Appendix F) which was discussed by the peer counselors before

each peer group meeting.

(A)  Peer Individual Counseling

The peer individual counseling session was done one-on-one to participants by
a trained peer counselor at the clinic. There were two times of counseling sessions
during the intervention. The first time of counseling was done on the day of the first
cycle before administering chemotherapy. The second time of counseling was done on

the day of the sixth cycle before administering chemotherapy.
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The counseling session was started by the introduction of the peer counselor
creating a relationship that is the foundation of the process, between the counselor and
the counselee. Then the counseling session was continued by the counselor using the
micro-skills mentioned below and with details from the textbook “Basic Personal
Counselling: A training manual for counsellors”, 7th edition, 2012, by David Geldard
and Kathryn Geldard (Geldard and Geldard, 2012).

(1) Joining and Listening

The counselor picked up a lot of information about the participant such as the
way of sitting or standing, the non-verbal behavior and the clothes, without asking any
question. By doing this, the counselor learned something about how they see
themselves, and how they want to be seen. Moreover, the counselor gradually built up

a picture of their world and of their view of that world.

The counselor established a relationship and put the person at ease before
moving forward into working on issues. The counselor invited the person to talk about
their problems. The invitation may be helpful in enabling a nervous person to start
talking.

The counselor listened to the person and used strategies that would enable them
to find their solutions. By listening to what the person said, the counselor was able to
help them to sort through their confusion, identify their dilemmas, explore their options,
and come away from the counseling session feeling that something useful has occurred.
The counselor attended very carefully to everything that the person was saying and to
remember, as far as possible, the details of the conversation. The counselor listened to
the person with interest using minimal responses, brief invitations to continue, non-

verbal behavior, voice, and silence.
(2) Reflection of Content (Paraphrasing)

The counselor listened to the person and repeated back in the counselor’s own
words the essence of what the person had said. By doing this the person believed that
the counselor had heard them and also become more fully aware of what they had said.
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They were then able to savor the importance of what they were talking about and to

better sort out their confusion.
(3) Reflection of Feelings

The counselor listened to the person and repeated back in the counselor’s own
words the essence of the information and thoughts that made up the content of what
they were saying. Sometimes people cried during the counseling session. This could be
helpful as it would enable the person to release their emotions more fully than just
talking about them. The counselor helped the person to fully experience their emotions
and to feel better as a result of releasing those emotions. Rational thinking could start

to take place again so that constructive decision making can occur.
(4) Reflection of Contents and Feelings

In addition, sometimes, the counselor would reflect content and feeling in a
single and short response. It would be often convenient to combine these two types of
reflection. A trusting relationship would be developed which may enable the person to
risk exploring the most painful issues of their life, and so to move forward out of

confusion.
(5) Use and Abuse of Questions

The counselor asked open questions and closed questions when necessary which
were useful for specific purposes listed as follow; questions to invite the person to talk
freely, general information-seeking questions, questions that clarify what a person had
said, or help them to be more specific, questions to heighten a person’s awareness,
transitional questions, choice questions, the guru questions, career questions, circular

questions, miracle questions, goal-oriented questions, and scaling questions.
(6) Summarizing

The counselor summarized the important things and main issues that were dealt
with during the session and presents them in such a way that the person was provided
with an overview of what they had been discussing. By doing this, they were better able
to see a clear picture of the situation and they were also able to clarify their ideas and

combined the various elements of what they were saying into an understandable form.
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By summarizing, the counselor tied together with the thoughts, ideas, and feelings that
were expressed in the session, leaving the person feeling less confused and better able

to deal with their life situation.
(7) Matching Language and Metaphor

The counselor sat in a similar way to the person seeking help, talked at the same
pace and with the same tone of voice, and matched their breathing. Doing these things
could give the person a feeling of connection with the counselor so that they felt

comfortable, safe, and able to share openly.

Moreover, the counselor used similar language to the language used by the
person seeking help. If the person is using predominantly ‘seeing’ language or ‘hearing’
language or ‘feeling’ language, it is advantageous for the counselor to use the same
language. By doing this, they were likely to develop the person to person relationship.
Matching a person’s predominant mode and any metaphor used could help in the

joining process.
(8) Creating Comfortable Closure

It was fairly common for a counseling session to be one hour. Near the finishing
time, the counselor provided a summary of the material discussed during the session.
When closing a counseling session, the counselor did not ask questions or reflect

content or feelings. The counselor gave some positive feedback.

Every peer counselor completed the logbook (Appendix G) regarding the
individual counseling sessions describing the date and duration of the session and the

name of the participant. In addition, the researcher observed every counseling session.
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(B)  Peer Group Meeting

Peer group meetings were held at Shwe Yaung Hnin Si Cancer Foundation
Clinic. At this clinic, clinic days are Saturday and Tuesday. To control the
contamination, the control group received chemotherapy on Saturday and the
intervention group on Tuesday. Peer group meetings were held on Tuesday before
administering chemotherapy for the intervention group. The place was noiseless and
private enough to do a relaxed discussion for the participants. There were 5 to 9

participants for each group.

Peer group meetings were held on the day of chemotherapy (i.e. approximately
3 weekly). There was a total of 5 peer group meetings for each participant (on the days
of the second, third, fourth, fifth and sixth cycle). Every participant attended at least 4

meetings.

The Peer group meeting was facilitated by a facilitator and a co-facilitator. The
duty of the facilitator was to explain, discuss, distribute information and
understandings, point out progress and deliver emotive support. The facilitator also had
to make sure the participants understand all the messages discussed in the meeting.

Moreover, before starting the peer group meeting, the facilitator delivered the
health education program to the participants using the education booklet (Appendix F)
in two ways communication. The participants experienced the side effects of
chemotherapy (such as loss of appetite, nausea, vomiting, and fatigue) after the first
cycle, and they applied the suggestions in the booklet to control these side effects.
Therefore they had some information to share with the group, and they also had some
questions for more information. The peer counselor discussed the side effects of
chemotherapy and their management in detail according to the description of the
booklet and this session was effective for reducing the side effects of chemotherapy and

other symptoms that the patients suffered during the course of chemotherapy.

Peer group meeting was held by the steps as follow;
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Before the peer group meeting
(1) Preparation

The researcher defined the date and time for the peer group meeting, and invite

the facilitator, co-facilitator, and participants to be present at the peer group meeting.
During the peer group meeting
(2) Introducing

Each peer group meeting was held following the intervention protocol. An
explanation of the aim of the meeting by the facilitator and introduction from
participants (if they didn’t already know each other) was done. During the meeting, the
connection between the people who do attend was important. It was important to listen
to and support participants while they were exploring their understandings and

emotional states.
(3) Explore the Topic and Encourage to Share

The facilitator explored the topic by asking open questions. She also encouraged

everyone to share their story and their needs.

The common feeling was developed among the participants and they felt and
trusted that they were not facing their difficulties alone by sharing information and
feelings in the group. The participants also understood that everyone attended the
meeting with different purposes. In the beginning, some participants said that they just
need to start by listening to others. They needed some time to express their particular

necessities.

Identifying the understandings and requirements of the participants in common
was important to make them feel that the connection developed at different levels

among the group members.

Some participants were excited to express their feelings during the first session.
Therefore, opening discussion of the facilitator was very useful to encourage the
participants to express themselves describing their contribution and expectation to the

meeting.
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Discussion in the group and understanding the difficulties and emotional states
of the participants regarding the group meeting were important. The participants might

feel stigma, excitement, and absence of faith in the group meeting.

Recognizing the difficulties and identifying the ways that the participants
reported them were important. The comfortable environment for developing self-
assurance among the participants should be created by the facilitator (e.g. by narrating
the story of her own). By doing so, the participants responded to the discussed problem
or expressed their opinion on the discussed area. The facilitator encouraged the
participants to share. It was important to have a comfortable and kind atmosphere to
share for the group session to be successful.

The facilitator encouraged the participants to discuss the problem that they face,
discuss the experiences throughout the period of therapy, and state the difficulties that
develop and how they managed these difficulties. The facilitator also encouraged the
participants to discuss their opinion and potential means to deal with the difficult
circumstances, and that could improve the group meeting. It was important to listen
carefully without disruption and keeping an unbiased approach, and not to try to alter
the feelings of the participants. The participants would create the room for their sense,
look for an idea or express their opinion in their way. No pressure should be developed
in expressing their opinion. Some participants would start by observing and listening to
others during the initial sessions and it was also beneficial. Participants expressed
respect for the experience and opinions of others.

(4) Identifying Need or Common Purpose

The conservation was started by discussing the requirement acknowledged by
the participants who had the same difficulties. It would establish common interest
among the participants and they would see what to share and what to achieve. It was

important for the meeting to effectively function for the participants.

After identifying two to three challenges within the participants that affected the
discussed topic, encouraged participants to propose ways they could do to deal with the
identified challenges. Participants were asked to focus on what they could perform
during their daily life, rather than focusing on what they wished for others (such as the
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caregivers) to perform for them. Participants were encouraged to state their opinions,
ask questions and share their own experiences and do so freely because the session was

facilitated by peers rather than a healthcare professional.

The facilitator looked for and identify the participant who still wanted to share
something like a meaningful solution got from the session, expressing gratitude, a
helpful idea that didn’t identify, and opinions for improving or doing in another way to

feel comfortable among the participants.

At the end of the meeting
(5) Action planning

After participants had shared their views on the best decisions to the discussed
topic, participants were asked to concur on some specific actions for individuals during
treatment. The facilitator ensured to identify to do what, where and by when for each
action. The facilitator also tried to engage everyone in the discussion in at least one
action and concur on some attainable actions to ensure suitable ways in response to

individual needs.
(6) Summarizing key discussion points

The facilitator reminded everyone about the developed action plan, as well as
the topic and timing for the next meeting.

Concluding the session in a constructive way was important. It was also
beneficial for the participants to know how the other participants cope with their
problems related to the disease and the treatment. Concluding by the constructive idea
could develop hopefulness, inspiration, and self-assurance among the participants. The
specific participant who was still feeling poor until the next session was also supported

by the facilitator.
(7) Refer participants for more information

Participants were referred to professional healthcare workers or healthcare

centers for more information, assistance, and services.
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It took about one hour for each peer group meeting. The peer facilitator
completed the logbook (Appendix G) regarding the peer group meeting describing the
date, duration of the meeting, and the name of the participants. In addition, the

researcher observed every peer group meeting.
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(C)  Peer Support by Telephone

The facilitator also delivered peer support by telephone to the participants. The
facilitator called the participants 2 times between the cycles of chemotherapy.
Therefore, each participant of the intervention group received 10 times of telephone
support during the intervention period. To make sure that the telephone support sessions
were not missed, the researcher reminded the counselors by text message or telephone
call about the date for conducting telephone support assigned for each participant

throughout the intervention period.

During a telephone support session, the facilitator did active listening when the
participants discussed their concerns, shared the facilitator’s own experiences, assisted
in problem-solving, helped the participants to define and prioritize their solutions to
problems, and the participants were referred to the health care professionals for more
information as necessary. This approach would be beneficial in reducing symptom

severity and distress and in improving the self-management of breast cancer patients.

During the telephone contact, the counselor and the patient commonly discussed
the side effects that the patient suffered after the chemotherapy. The suggested methods
for controlling these side effects described in the education booklet were also discussed.
Additionally, the counselor shared her own experience about these side effects and
other possible methods for controlling them. The counselor provided emotional support
to the patient throughout the telephone contact.

The duration of the telephone calls was varied among individual on average of
25-30 minutes. The peer facilitator also had to complete the logbook (Appendix G)
regarding the telephone support sessions describing the date and duration, and name of
the participant. The peer counselors were instructed not to delete the call log in the
telephone before checking by the researcher. The researcher did cross-check the

logbooks and the telephone of the facilitators.

The participant also contacted the peer counselor whenever she needed to seek
help or support. However, the frequency and duration of these telephone calls were not
recorded in this study. The content of discussion during these telephone calls was

almost the same as the routine calls by the counselor.
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| Chemotherapy (2) |
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Telephone Support (2 times)
Telephone Support (2 times)
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| Telephone Support (2 times) | —

Data Collection

Group Meeting

Figure 4lntervention Program

3.7.4 Monitoring of the intervention program
The researcher observed every counseling session and group meeting and

monitored whether the counselors conducted the intervention program according to the
training program or not. After each session, the researcher discussed with the
counselors about the improvement of the participants, and also gave feedback for
improvement of the activity of the counselors as necessary. The counselors had to
complete the logbooks for their intervention activities. The telephone call logs of the
peer counselors were checked regularly and cross-check with the logbook by the

researcher.

During the intervention program, refreshments were provided to the peer
counselors. The peer counselors were also provided with a telephone bill for conducting

telephone support.

After completing the intervention program, the satisfaction of the peer
counselors on the intervention was assessed and this study found that the peer
counselors were happy, had faith in their capacity to conduct the intervention, and
satisfied with their activities in the intervention program. They also expressed that they

would keep the supportive activities for breast cancer patients in the future.
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3.8 Data Collection

Data collection was carried out by the researcher using interviewer-
administered questionnaires. Before data collection, the data collector explained the
participants about consent, freedom to participation, right to withdraw, confidentiality,
access to the final report and no use of the data for other purposes. The participants who
agreed to participate had to sign on the written informed consent form. The participants
were explained that the informed consent form which includes the respondent’s name
and the sign would have been kept separately from the questionnaire and that their

answers could not be traced back to them.

It took about 40 minutes to answer the questionnaires. After answering the
questionnaires, the researcher checked the answer for completeness and clarified it with
the participant immediately. All the answers of the participants were kept confidentially

and code was used to identify the data collection form.

In this study, there were three times of data collection; baseline, post-

intervention, and follow-up.

Baseline data collection was done before starting the first cycle of
chemotherapy. Predisposing factors, enabling factors, need factors were assessed as
independent variables at baseline. Knowledge, self-efficacy, empathy, anxiety,

depression, and quality of life were also assessed as outcome variables.

Post-intervention data collection was done after completing the sixth cycle of
chemotherapy (5 months after the baseline data collection). At that time, knowledge,
self-efficacy, empathy, consumer satisfaction, anxiety, depression, and quality of life

were assessed as outcome variables.

Follow-up data collection was conducted two months after the completion of
chemotherapy (7 months after the baseline data collection). At that time, only distal
outcomes (anxiety, depression, and quality of life) were assessed as outcome variables
and proximal outcomes were not measured because patients were not available for a 40

minutes questions but had only on average of 15 minutes.



96

3.8.1 Measurement Tools
The digital bathroom scale (CAMRY EB9313) was used to measure the weight

and the stadiometer (KENXIN BWS-302) was used to measure the height for
calculating the BMI of the participants. The data of other variables were collected by
self-report of the participants using interviewer-administered questionnaires and by

reviewing the medical records of the participants.

The questionnaires consisted of 5 main parts addressing predisposing factors,
enabling factors, need factors, proximal outcomes (knowledge about chemotherapy,
self-efficacy, empathy and consumer satisfaction of the participants) and distal

outcomes (anxiety, depression, and quality of life of the participants).
Predisposing Factors

This part included 1 measurement of BMI and 9 questions to answer. Firstly,
the BMI of the participant was calculated by the researcher and recorded at the top of
the questionnaire (Appendix C). Age, ethnicity, marital status, education, number of
children, employment status, menopausal status, smoking, and alcohol consumption of

the participant were asked by one question for each variable.
Enabling Factors

This part included 5 questions. Family income, family history of breast cancer,
and social support of the participants were asked by one question for each variable. The

family relationship of the participants was assessed by 2 questions.
Need Factors

This part included 7 questions. The duration of disease, clinical staging and
received treatment of the participants were assessed by 1 question for each variable.
The number of hospitalization and co-morbidity were assessed by 2 questions each.
Clinical staging, received treatment and co-morbidity of the participants were cross-

checked by using medical records.
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Proximal Outcomes

There were 22 questions to assess the knowledge of the participants regarding
the side effects of chemotherapy and their management. A correct answer scored 1, and

scored O for the wrong answer.

There were 8 questions to assess the self-efficacy of the participants which were
in 5 points Likert type scale as follows; strongly agree, agree, uncertain, disagree and

strongly disagree.

There were 6 questions to assess the empathy of the participants which were in

5 points Likert type scale as follows; never, rarely, sometimes, often and always.

There were 12 questions to assess the consumer satisfaction of the participants
which are on 5 points Likert type scale. Among these 12 questions, 6 questions were
answered only by the participants of the intervention group and another 6 questions

were answered by both intervention and control group.
Distal Outcomes

The anxiety state of the participants was assessed by 7 questions in 4 points
Likert type scale where 5 questions from Self-rating Anxiety Scale (SRAS) (No. 4, 6,
11, 13 and 19) and 2 questions from Hospital Anxiety and Depression Scale (HADS)
(No. 6 and 7) were adopted.

The depression state of the participants was assessed by 7 questions in 4 points
Likert type scale where 4 questions from Self-rating Depression Scale (SRDS) (No. 4,
6, 10 and 14) and 3 questions from Hospital Anxiety and Depression Scale (HADS)
(No. 2, 3 and 7) were adopted.

To assess the quality of life of the participants, EORTC QLQ-C30 (version 3)
questionnaire (a general tool for cancer) and EORTC QLQ-BR23 questionnaire (a
specific tool for breast cancer) of the European Organization for Research and
Treatment of Cancer (EORTC) Study Group of Quality of Life were used.

The EORTC QLQ-C30 questionnaire consists of 30 questions. The first 28
questions (15 questions for functioning and 13 for symptoms) are in 4 points Likert
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type scale as follows; not at all (1p), a little (2p), quite a bit (3p) and very much (4p).
The last 2 questions (for global health status/QOL) are in 7 points Likert type scale as
follows; very poor (1p) to Excellent (7p) as described detail in Table (11).

The EORTC QLQ-BR23 questionnaire consists of 23 questions which are in 4
points Likert type scale as follows; not at all (1p), a little (2p), quite a bit (3p) and very
much (4p). It consists of 4 functioning (8 questions) and 4 symptoms (15 questions) as
described detail in Table (11).



Table 11Description of EORTC QLQ-C30 and QLQ-BR23 Questionnaires

Numbgr of Likert Scale
Questions
QLQ-C30

Global Health Status/QOL
Global Health Status/QOL 2 1-7

Functioning
Physical Functioning 5 1-4
Role Functioning 2 1-4
Emotional Functioning 4 1-4
Cognitive Functioning 2 1-4
Social Functioning 2 1-4

Symptoms
Fatigue 3 1-4
Nausea and VVomiting 2 1-4
Pain 2 1-4
Dyspnea 1 1-4
Insomnia 1 1-4
Appetite Loss 1 1-4
Constipation 1 1-4
Diarrhea 1 1-4
Financial Difficulties 1 1-4

QLQ-BR23

Functioning
Body Image 4 1-4
Sexual Functioning 2 1-4
Sexual Enjoyment 1 1-4
Future Perspective 1 1-4

Symptoms
Systematic Therapy Side Effects 7 1-4
Breast Symptoms 4 1-4
Arm Symptoms 3 1-4
Upset by Hair Loss 1 1-4

99
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3.8.2 Quality of Measurement Tools
The construct validity of my conceptual framework comes from the theoretical

framework of the Behavioral Model of Health Services Use by Andersen because this
theoretical model is for health behavior for using health services. In my study, only
Individual Characteristics, Health Behaviors, and Outcomes were adopted from the
original model. Predisposing Factors, Enabling Factors and Need Factors were assessed
as the Individual Characteristics. The use of Personal Health Services was assessed as
Health Behaviors. Although it was different from the model because it was not the free
choice for the patients, they agreed to use the health services by giving consent. But in
the future, this kind of healthcare will be one of the health services that the patients can
choose as their wish freely. Anxiety, Depression, and Quality of Life which were
adopted as Perceived Health, and Consumer Satisfaction were assessed as the
Outcomes in my study. By reviewing the literature, the Behavioral Model of Health
Services Use by Andersen was widely used in many studies as the conceptual
framework, and, therefore, this study adopted it as a suitable theoretical framework
(Babitsch et al., 2012).

For content validity, of Questionnaire in appendix C, the questions for facts
were not tested content validity. The following questions were subjected to content
validity: from the predisposing factors question (g.) 9 about smoking, g.10 alcohol
consumption, from needs factor q. 21-22 co-morbidity, g.23-44 knowledge, g. 45-52
self-efficacy, q.53-58 empathy, g. 59-70 consumer satisfaction, q. 71-77 anxiety, ¢. 78-
84 depression and g. 85-137 quality of life were reviewed by three Myanmar experts
(1. Honorary Professor, University of Public Health, Ministry of Health and Sports,
Myanmar, 2. Retired Director, Department of Medical Research, Ministry of Health
and Sports, Myanmar and 3. Clinical Psychologist, Patron, Myanmar Psychological
Association). The Item-Objective Congruence (IOC) Index was used to evaluate the
items of the questionnaire based on the score range from +1 to -1 (+ 1 = clearly
measuring, 0 = unclear, and -1 = clearly not measuring). The items that had scores of <
0.5 were revised, i.e. q. 17, 18, 21,22, 49 and 50, All the other items had scores of >

0.5 and were accepted.
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The questionnaire in the English language was translated into Myanmar
language by a Clinical Psychologist from Myanmar Psychological Association who
was fluent in both languages and also an expert in anxiety, depression, and quality of
life, emphasizing conceptual rather than the literal translation. Using the same approach
as that defined in the first step, the instrument was translated back into English by a
Psychiatrist from the Directorate of Medical Services who also met the criteria
described previously and who had no knowledge of the English version of the
questionnaire. After back translation, the translated questionnaire was compared with
the original questionnaire to identify discrepancies between them. For some
discrepancies between them, the two experts came together to agree on a common

translation to get the final version.

For the internal consistency reliability of the questionnaire, the pilot test was
conducted by the researcher with 12 breast cancer patients with the age of 18 years and
older having similar characteristics with study participants who were not included in
this study. The reliability test was performed after collecting the data from these people.
Cronbach’s Alpha of > 0.70 was accepted for the internal consistency reliability of each
part of the questionnaire. Kuder—Richardson Formula 20 (KR-20) was used for the
knowledge part of the questionnaire and the value of > 0.70 was accepted. The
questionnaires with reliability value < 0.7 were revised. Question No. 51 and 52 in the
self-efficacy section, 54, 55 and 56 in empathy section, 71 and 77 in anxiety section,
78, 82 and 84 in depression section and 85, 90, 91 and 114 in the QOL section of QLQ-
C30 questionnaire were revised after the pilot test. Cronbach’s Alpha values and KR-
20 values of the questionnaires were calculated for the pilot test, baseline data collection

and post-intervention data collection as described in Table (12).
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Table 12Results of the reliability tests for the questionnaires

Post-

Pilot Test Baseline . .
intervention

Knowledge 0.82 0.85 0.88
Self-efficacy 0.68 0.81 0.83
Empathy 0.32 0.47 0.64
Consumer Satisfaction 0.62
(Both Groups) '

Consumer Satisfaction 0.83
(Intervention Group) '

Anxiety 0.54 0.78 0.77
Depression 0.51 0.73 0.82
QLQ-C30 0.56 0.78 0.80

QLQ-BR23 0.81 0.78 0.88
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3.9 Data Analysis

The questionnaires were coded before entering the data to the computer. Data
entry was done twice and SPSS (version 22) statistical software was used for data

analysis.

Body mass index (BMI): BMI of the participants of two groups were compared by
mean and stand and deviation (SD) at baseline.

Age: Age of the participants of two groups were compared by mean and SD at baseline.
Moreover, the age of the participants was categorized into two groups (Petry, 2002) as
follow and compared at baseline; Middle-aged Adults (36-55 years) and Older Adults
(> 55 years).

Ethnicity: The ethnicity of the participants of the two groups was compared as the

nominal scale at baseline.

Marital status: The marital status of the participants was categorized into 3 groups
(Single, Married and Widowed/Divorced). The marital status of the participants of the

two groups was compared as the nominal scale at baseline.

Education: Education of the participants were categorized into 6 groups (Illiterate,
Never gone to school but can read and write simple Myanmar language, Primary school,
Middle school, High school, and College or university or above). The education of the

participants of the two groups was compared as the nominal scale at baseline.

The number of children: The number of children of the participants of the two groups

was compared as the nominal scale at baseline.

Employment status: Employment status of the participants were categorized into 3
groups (Housewife, Employed and Unemployed). The employment status of the

participants of the two groups was compared as the nominal scale at baseline.
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Menopausal status: Menopausal status of the participants was categorized into 2
groups (Pre-menopause and Post-menopause). Post-menopause was defined by at least
12 months of amenorrhea (Conde et al., 2005). The menopausal status of the
participants of the two groups was compared as the nominal scale at baseline.

Smoking: Smoking status of the participants was categorized into 4 groups (Heikkinen
et al., 2008) for descriptive statistics; Never-smoker, Ex-smoker, Occasional smoker
and Daily smoker. The smoking status of the participants of the two groups was
compared as the nominal scale at baseline. (Never-smoker: having never smoked or
smoked sometimes but fewer than 100 times in her lifetime. Ex-smoker: smoking at
least 100 times, and not having smoked for at least the past month. Occasional smoker:
smoking at least 100 times, and most recently within the last month (but not the current
date or the day prior). Daily smoker: smoking at least 100 times in her lifetime,

regularly for at least 1 year and most recently the current date or the day prior).

Alcohol consumption: Alcohol consumption of the participants were classified into 4

groups (Ortola et al., 2016) for descriptive statistics;

Non-drinker (no drinking occasion previously)

Ex-drinker (no drinking occasion in the previous month)

Moderate drinker (< 24 g/day during any drinking occasion in the previous
month)

Heavy drinker (> 24 g/day during any drinking occasion in the previous

month)

A unit of alcohol contains 8 grams of pure alcohol. Calculation is by the
equation, (amount in ml x % of alcohol)/1000 = unit of alcohol (Health, 2008). For

example,
500 ml of 5% beer = 2.5 units
750 ml bottle of 12% wine =9 units
25 ml of 40% spirit =1 unit

Alcohol consumption of the participants of two groups were compared as

nominal scale at baseline.
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Family income: The family income of the participants of two groups was compared as

the nominal scale at baseline.

Family history of breast cancer: Family history of breast cancer of the participants of

two groups was compared as the nominal scale at baseline.

Family relationship: The family relationship of the participants of the two groups was
constant that every participant had a good family relationship. Therefore, the

comparison was not done.

Social support: Social support that the participants receive was compared between two

groups as the nominal scale at baseline.

Duration of disease: Duration of the disease of the participants of two groups was

constant that less than one year. Therefore, the comparison was not done.

The number of hospitalization: The number of hospitalization of the participants of
two groups was compared as the nominal scale at baseline.

Clinical staging: Clinical staging of the participants was categorized into 2 groups

(Stage I-11 and Stage I11-1V) and compared as the nominal scale at baseline.

Received treatment: Received treatment of the participants was constant that surgery

only. Therefore, the comparison was not done.

Co-morbidity: Co-morbidity of the participants was compared between 2 groups as

the nominal scale at baseline.

Knowledge: This part included 22 questions. A correct answer scored 1, and scored 0
for the wrong answer. The total score range was 0-39. The score was classified into 3

levels for descriptive statistics by Bloom’s cut off point, 60%-80% as follows;

High levels (> 80%) (32-39)
Moderate levels (60-80%) (24-31)
Low levels (< 60%) (0-23)

The knowledge scores between two groups were compared by mean and SD.

Self-efficacy: This part included 8 questions which were in 5 points Likert type scale

as follow;
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Choice Scores
Strongly agree 5
Agree 4
Uncertain 3
Disagree 2
Strongly disagree 1

Minimum score was 8 and maximum score was 40. All individual answers were

summed up for total scores. The total score was divided into 3 groups for descriptive

statistics as follow;

Poor Score < mean — SD (8-25)
Fair mean — SD < Score <mean + SD  (26-36)
Good Score > mean + SD (37-40)

The self-efficacy scores between two groups were compared by mean and SD.

Empathy: This part included 6 questions which were in 5 points Likert type scale as

follow;

Positive statements (4) Negative statements (2)
Choice Scores Choice Scores
Never 0 Never 4
Rarely 1 Rarely 3
Sometimes 2 Sometimes 2
Often 3 Often 1
Always 4 Always 0

There were 4 positive statements and 2 negative statements. Minimum score

was 0 and maximum score was 24. All individual answers were summed up for total

Scores.

The total score was classified into 3 groups for descriptive statistics as follow;
Poor Score < mean — SD (0-11)

Fair mean — SD < Score <mean + SD  (12-18)

Good Score > mean + SD (19-24)

The empathy scores between two groups were compared by mean and SD.

Consumer satisfaction: This part included 12 questions which were on 5 points Likert

type scale. Among these questions, 6 questions were for both groups to assess their

satisfaction status on services of the clinic, and 6 for the intervention group to assess
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their satisfaction status on the intervention program. All individual answers were
summed up for total scores. The minimum score was 0 and the maximum score was 30
for each part. The consumer satisfaction scores between the two groups were compared

by mean and SD.

Anxiety: There were 7 questions in this part. Questions were on 4 points Likert type
scale. Scores ranged from 0 to 21. The total score was classified into 3 groups for

descriptive statistics as follow;

0-7 Normal
8-10 Borderline case
11-21 Case

The anxiety scores between the two groups were compared by mean and SD.

Depression: There were 7 questions in this part. Questions were on 4 points Likert type
scale. Scores ranged from 0 to 21. The total score was classified into 3 groups for

descriptive statistics as follow;

0-7 Normal
8-10 Borderline case
11-21 Case

The depression scores between the two groups were compared by mean and SD.
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Quiality of Life: To assess the quality of life, the EORTC QLQ-C30 questionnaire and
QLQ-BR23 questionnaire were used.

The QLQ-C30 questionnaire consisted of 30 questions composing three groups
of outcome; global health status/QOL, five functioning and nine symptoms. Among
these questions, global health status/QOL was assessed by 2 questions in 7 points Likert
type scale. Five functioning were assessed by 15 questions and nine symptoms were

assessed by 13 questions in 4 points Likert type scale.

The QLQ-BR23 questionnaire consisted of 23 questions composing two groups
of outcome; four functioning and four symptoms. All questions were on 4 points Likert
type scale. There were 8 questions for assessing four functioning and 15 questions for

four symptoms.

For the scoring of each domain in QOL, the raw score was calculated first. The
raw score was the average score of the items (questions) that contribute to each domain
(functioning or symptom). As the second step, these raw scores were transformed into
the scores ranging from 0-100 by linear transformation for every functioning and
symptom as described detail in Appendix (I). A high score for the global health
status/QOL represents a high QOL. A high score for a functioning represents a high or
healthy level of functioning. A high score for a symptom represents a high level of
symptomatology or problems. The quality of life scores for functioning and symptom

scales between the two groups were compared by mean and SD.
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At the baseline data collection, independent variables and outcome variables
were described as mean, standard deviation (SD), frequency and percentage. To
compare the socio-demographic characteristics and medical history of participants
between the intervention and control group, independent t-test was used for continuous
variables and chi-square test of homogeneity was used for categorical variables. The
mean scores of knowledge, self-efficacy, empathy, anxiety, depression, and QOL were

also compared between two groups by independent t-test and Mann Whitney U test.

At the post-intervention data collection, significant effects of the intervention
on knowledge, self-efficacy, empathy, anxiety, depression, and QOL, except for the
symptoms assessed by QLQ-C30, were analyzed by analysis of covariance (ANCOVA)
in which the scores at post-intervention data collection were compared between two
groups while adjusting for the corresponding baseline score and baseline role
functioning score as covariates. The baseline role functioning score was adjusted in the

analysis because it was significantly different between the two groups at baseline.

For the symptoms assessed by QLQ-C30 which were not normally distributed,
Quade’s test for non-parametric analysis of covariance (ANCOVA) was used to test the
significant effect of the intervention on them. In Quade’s ANCOVA, as the first step,
the dependent variables and covariates were ranked ignoring the grouping variable. For
the next step, linear regression of the ranks of the dependent variable on the ranks of
the covariates was run while saving the unstandardized residuals ignoring the grouping
factor. As the final step, one-way analysis of variance (ANOVA) was run using the
residuals saved in the previous step as the dependent variable, and the grouping variable
as the factor. The F result was the F statistics that Quade used (IBM, 2018).

The mean scores of consumer satisfaction (both groups) were also compared

between the two groups at post-intervention data collection by independent t-test.

At the follow-up data collection, linear mixed model with random intercepts
was used to test the overall difference in the rate of change in anxiety, depression and
QOL scores, except for the symptoms assessed by QLQ-C30, between intervention and
control groups (Chakraborty and Gu, 2009). It was the intention-to-treat analysis that

the statistics included all randomized cases.
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For the symptoms assessed by QLQ-C30 which were not normally distributed,
Mann-Whitney U test was used for between-groups comparison and Wilcoxon signed-
rank test was used for within-group comparison using pair-wise comparison method for

three-time points of data collection.

Statistical significance was set at p < 0.05.
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Number of Children
Employment Status
Menopausal Status
Smoking

Alcohol Consumption

Enabling Factors
Family Income
Family History of BC
Family Relationship
Social Support

Need Factors

Duration of Disease
Number of Hospitalization
Clinical Staging

Received Treatment
Co-morbidity

Outcome Variables
Knowledge
Self-efficacy
Empathy

Consumer Satisfaction
Anxiety

Depression

Quality of Life

Nominal scale
Nominal scale
Nominal scale
Nominal scale
Nominal scale

Nominal scale
Nominal scale
Nominal scale
Nominal scale

Nominal scale
Nominal scale
Nominal scale
Nominal scale
Nominal scale

Ratio scale
Ratio scale
Ratio scale
Ratio scale
Ratio scale
Ratio scale
Ratio scale

Variables Measurement Descriptive Statistics
Scale
Independent Variables
Predisposing Factors
BMI Ratio scale Mean, SD
Age Ratio scale Mean, SD
Nominal scale Frequency, Percentage
Ethnicity Nominal scale Frequency, Percentage
Marital Status Nominal scale Frequency, Percentage
Education Nominal scale Frequency, Percentage

Frequency, Percentage
Frequency, Percentage
Frequency, Percentage
Frequency, Percentage
Frequency, Percentage

Frequency, Percentage
Frequency, Percentage
Frequency, Percentage
Frequency, Percentage

Frequency, Percentage
Frequency, Percentage
Frequency, Percentage
Frequency, Percentage
Frequency, Percentage

Mean, SD
Mean, SD
Mean, SD
Mean, SD
Mean, SD
Mean, SD
Mean, SD
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3.10 Ethical Consideration

The study was reviewed and approved (No. IRB/2018/34) by the Institutional
Review Board of the Defence Services Medical Research Centre, Directorate of
Medical Services, Myanmar.

The purpose and procedure of research were explained to the potential
participants thoroughly. The participants were also explained that they were allowed to
feel free and also allowed to withdraw at any time from the research process without
giving any reason. Moreover, any decision of the participants would not affect their
healthcare. The information from this research project was also kept confidential. The
data collection procedure would not create any problem for both participants and the
data collector. Then, written informed consent was obtained from those who commit to

participate. After getting consent, participants were interviewed.

During data collection, when the participant revealed that she suffered from
anxiety or depression (i.e. score range of 11 to 21 for anxiety or depression), she was

referred to a psychiatrist for further management.

After completing post-intervention data collection, when the effectiveness of
the peer support multi-component intervention was acknowledged by most of the
participants of the intervention group, a session of peer counseling or telephone support

was delivered to the participants of the control group.
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CHAPTER (IV)

RESULTS

This study aimed to evaluate the effect of peer support intervention on
knowledge about side effects of chemotherapy and their management, self-efficacy in
the healthcare of breast cancer (BC), general human empathy, consumer satisfaction on
the healthcare services of the clinic as well as the intervention program, anxiety in
general, depression in general, and quality of life (QOL) in relation to BC among female
BC patients receiving intravenous (1.VV) chemotherapy in a cancer clinic in Yangon,
Myanmar.

The first section of the result part focuses on describing the socio-demographic
characteristics and medical history of the participants as independent variables, and
knowledge, self-efficacy, empathy, anxiety, depression and QOL status of the
participants as outcome variables at the baseline data collection. These variables were
also compared for homogeneity between the intervention group and the control group

at baseline.

The second section concentrates on evaluating the immediate effect of the
intervention on knowledge, self-efficacy, empathy, anxiety, depression and QOL status
of the participants at post-intervention data collection. Consumer satisfaction status was
also assessed among the participants at that time.

The third section evaluates the sustainability of the effect of the intervention
program on anxiety, depression and QOL status of the participants at follow-up data
collection.

A total of 74 female breast cancer patients participated in this study after
performing screening of the participants by eligibility criteria among the newly
registered BC patients at the study clinic as shown in Figure (5). The participants were
randomly allocated into the intervention group or the control group (37 participants in

each group).
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Baseline data collection was done before starting the first cycle of

chemotherapy.

During the course of treatment, three participants in the intervention group
switched to oral treatment after the fourth cycle of 1.V chemotherapy. Therefore, only
34 participants completed six cycles of 1.V chemotherapy in this group. In the control
group, two participants were transferred to the government hospital (one after the
second cycle and one after the fifth cycle of 1.V chemotherapy) due to worsening
disease conditions. Therefore, only 35 participants completed six cycles of L.V

chemotherapy in the control group.

Post-intervention data collection was conducted after completing the sixth cycle
of 1.V chemotherapy (5 months after the baseline data collection) and a total of 69

participants were available for analysis.

Follow-up data collection was done at the clinic two months after completion
of 1.V chemotherapy (7 months after the baseline data collection). At that time, a total
of 31 participants (16 in the intervention group and 15 in the control group) were
available for data analysis. This study could not include all study participants at follow-
up data collection because the duration of the study was limited initially to post-
intervention effect measurement only, and this part was not planned in the proposal of
the study. This part was added to measure the effect of the intervention on a longer
period within the time frame approved by the proposal. Therefore, data were collected

among the participants as much as possible and analyzed.



Figure 5CONSORT Chart

Screening of newly registered
BC patients (N = 77)
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Table 14Distribution and comparison of socio-demographic characteristics of the
intervention and control groups at baseline data collection

Variables Total Intervention Control p-value
(N=74) (n=37) (n=37)
BMI (kg/m?) (Mean + SD) 26.3+4.7 265148 262+ 4.7 0.771°
Age (Years) (Mean + SD) 51.6 £9.5 51.8+9.9 51.4+9.3 0.8852
Age Group (n (%))
Middle-aged Adults (36-55) 47 (63.5) 25 (67.6) 22 (59.5) 0.469 °
Older Adults (> 55) 27 (36.5) 12 (32.4) 15 (40.5)
Ethnicity
Bamar 61 (82.4) 30 (81.1) 31 (83.8) 0.760°
Others 13 (17.6) 7 (18.9) 6 (16.2)
Marital Status
Single 23 (31.1) 12 (32.4) 11 (29.7) 0.601°
Married 32 (43.2) 14 (37.8) 18 (48.6)
Widowed/Divorced 19 (25.7) 11 (29.7) 8 (21.6)
Number of Children
0-1 45 (60.8) 23 (62.2) 22 (59.5) 0.812°
2 or more 29 (39.2) 14 (37.8) 15 (40.5)
Education
Illiterate/Can read and write 3(4.1) 12.7) 2(5.4) 0.495°
Primary School 18 (24.3) 7 (18.9) 11 (29.7)
Middle School 14 (18.9) 9 (24.3) 5 (13.5)
High School/College and above 39 (52.7) 20 (54.1) 19 (51.4)
Employment
Housewife 25 (33.8) 9 (24.3) 16 (43.2) 0.228"
Employed 21 (28.4) 12 (32.4) 9 (24.3)
Unemployed 28 (37.8) 16 (43.2) 12 (32.4)
Social Support
Yes 66 (89.2) 34 (91.9) 32 (86.5) 0.711°¢
No 8 (10.8) 3(8.1) 5 (13.5)
Family Income
MMK ** Uss$
*x 13 (17.6) 6 (16.2) 7(18.9) 0.544°
<100,000 <68 27 (36.5) 11 (29.7) 16 (43.2)
100,001 — 200,000 68 - 16 (21.6) 9 (24.3) 7 (18.9)
136 18 (24.3) 11 (29.7) 7 (18.9)
200,001 — 300,000 136 -
204
> 300,000 > 204

a = Independent t test, b = Chi square, ¢ = Fisher’s exact test
** 100,000 MMK =68 US $ (at December 2019, bank exchange rate of 1 US $ =

1468.55 MMK)
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Distribution and comparison of socio-demographic characteristics of the
intervention and control groups at baseline data collection are shown in Table (14) and

it revealed no significant difference between the two groups.

For all 74 participants, the mean BMI was 26.3 + 4.7 and the mean age was 51.6
+ 9.5. Regarding the age after categorizing into two groups, the most represented group
was middle-aged adults between 36 to 55 years (63.5%). The other most common
characteristics were ethnicity of Bamar (82.4%), married (43.2%), having 0-1 child
(60.8%), attained higher-level education (52.7%), unemployed (37.8%), and having
social support from friends or neighbors (89.2%). As the monthly family income,
36.5% of the participants had 100,001-200,000 Myanmar Kyats (MMK) (equivalent to
68-136 US $). All participants had a good family relationship.

When these characteristics were compared between the two groups, most of the
participants were middle-aged adults between 36 to 55 years (67.6% in the intervention
group and 59.5% in the control group). Majority of them were ethnicity of Bamar
(81.1% in the intervention group and 83.8% in the control group), married (37.8% in
the intervention group and 48.6% in the control group), had 0-1 child (62.2% in the
intervention group and 59.5% in the control group), attained higher-level education
(54.1% in the intervention group and 51.4% in the control group), unemployed (43.2%
in the intervention group and 32.4% in the control group) and received social support
from friends or neighbors (91.9% in the intervention group and 86.5% in the control
group). As the monthly family income, 36.5% of the participants had 100,001-200,000
MMK (68-136 US $) (29.7% in intervention group and 43.2% in control group).
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Table 15Distribution and comparison of the medical history of the intervention and
control groups at baseline data collection

Variables Total Intervention | Control p-
(N=74) (n=37) (n=37) value
Menopausal Status
Pre-menopause 33 (44.6) 16 (43.2) 17 (45.9) | 0.815°
Post-menopause 41 (55.4) 21 (56.8) 20 (54.1)
Smoking
Never-smoker 68 (91.9) 36 (97.3) 32(86.5) | 0.198°
Ex-smoker 4 (5.4) 1(2.7) 3(8.1)
Occasional/Daily Smoker 2 (2.8) 0 (0) 2 (5.4)
Alcohol Consumption
Non-drinker 69 (93.2) 36 (97.3) 33(89.2) | 0.358°
Ex-drinker 5 (6.8) 1(2.7) 4 (10.8)
Family History of Breast
Cancer 8 (10.8) 3(8.1) 5 (13.5) 0.711°¢
Yes 66 (89.2) 34 (91.9) 32 (86.5)
No
Number of Hospitalization
1 53 (71.6) | 22 (59.5) 31(83.8) | 0.055°
2 19 (25.7) 14 (37.8) 5(13.5)
3 or more 2(2.7) 1(2.7) 1(2.7)
Clinical Staging
Stage I-11 59 (79.7) 29 (78.4) 30 (81.1) | 0.772°
Stage Il1-1V 15 (20.3) 8 (21.6) 7 (18.9)
Co-morbidity
0 46 (62.2) 26 (70.3) 20 (54.1) | 0.226°"
1 23 (31.1) 10 (27.0) 13 (35.1)
2 or more 5 (6.8) 1(2.7) 4 (10.8)

a = Independent t test, b = Chi square, ¢ = Fisher’s exact test

Distribution and comparison of the medical history of the intervention and

control groups at baseline data collection are shown in Table (15) and it revealed no

significant difference between the two groups.

For all 74 participants, majority of participants were postmenopausal women
(55.4%), never-smoker (91.9%), non-drinkers (93.2%), had no family history of breast

cancer (89.2%), hospitalized for one time to treat breast cancer (71.6%), diagnosed with

stage I-11 of cancer (79.7%) and had no co-morbidity (62.2%). For all participants, the

diagnosis was done within one year and surgery was the only treatment before data

collection.
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When the medical history of the participants was compared between two
groups, most of them were postmenopausal women (56.8% in the intervention group
and 54.1% in the control group), never-smoker (97.3% in the intervention group and
86.5% in the control group) and non-drinkers (97.3% in the intervention group and
89.2% in the control group). Majority of the participants had no family history of breast
cancer (91.9% in the intervention group and 86.5% in the control group), hospitalized
for 1 time to treat breast cancer (59.5% in the intervention group and 83.8% in the
control group), diagnosed with stage I-11 of cancer (78.4% in the intervention group and
81.1% in the control group) and had no co-morbidity (70.3% in the intervention group

and 54.1% in the control group).



120

Table 16Knowledge, self-efficacy, empathy, anxiety and depression scores of all

participants at baseline data collection

Range of

Vari Achieved ARcﬁ?eg\/zg];e
ariables Mean = SD (S'\z?r:e_ _Score

Max) (Min — Max)
Knowledge 104 +84 0-35 0-39
Self-efficacy 31.1+£5.8 14— 40 8-40
Empathy 153+ 3.7 5-24 0-24
Anxiety 6.6 +3.6 0-16 0-21
Depression 6.9+3.7 0-16 0-21

The mean scores of knowledge about side effects of chemotherapy and their

management, self-efficacy in the healthcare of BC, general human empathy, anxiety in

general and depression in general of all participants at baseline data collection are

shown in Table (16).

The mean knowledge score was 10.4 + 8.4 (range: min = 0, max = 35) out of

achievable score of 39. The mean self-efficacy score was 31.1 + 5.8 (range: min = 14,

max = 40) out of achievable score of 40. The mean empathy score was 15.3 + 3.7 (range:

min = 5, max = 24) out of achievable score of 24. The mean anxiety score was 6.6

3.6 (range: min = 0, max = 16) out of achievable score of 21. The mean depression

score was 6.9 £ 3.7 (range: min = 0, max = 16) out of achievable score of 21.
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Table 17Categorization of all participants regarding knowledge, self-efficacy,
empathy, anxiety, and depression at baseline data collection

: : Range
Outcome Variables in Group (Min — Max) n (%)

Knowledge

High 32-39 1(1.4)

Moderate 24 - 31 4 (5.4)

Low 0-23 69 (93.2)
Self-Efficacy

Good 37-40 15 (20.3)

Fair 26 — 36 49 (66.2)

Poor 8-25 10 (13.5)
Empathy

Good 19-24 15 (20.3)

Fair 12 -18 45 (60.8)

Poor 0-11 14 (18.9)
Anxiety

Normal 0-7 49 (66.2)

Borderline Case 8-10 13 (17.6)

Case 11-21 12 (16.2)
Depression

Normal 0-7 42 (56.8)

Borderline Case 8-10 20 (27.0)

Case 11-21 12 (16.2)

Categorization of all participants regarding knowledge, self-efficacy, empathy,

anxiety, and depression at baseline data collection are presented in Table (17).

Participants were categorized into three groups (high, moderate and low)
according to the knowledge scores by Bloom’s criteria. Regarding self-efficacy and
empathy, they were categorized into three groups (good, fair and poor) according to
their mean and SD scores. Regarding anxiety and depression status, they were
categorized into three groups (normal, borderline case and case) according to the
questionnaire as described detail in the methodology section (section 3.9: Data

Analysis).

Regarding the knowledge, the highest number of participants, 69 (93.2%), had
a low knowledge score while only 1 (1.4%) of them had a high score. Besides, the
highest number of participants, 49 (66.2%), had a fair level of self-efficacy whereas 10
(13.5) of them had a poor score. Regarding the empathy scores, 45 (60.8%) participants
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had a fair level of empathy and 14 (18.9) had a poor score. In relation to anxiety status,
12 (16.2%) participants were identified as anxious, 13 (17.6%) borderline cases and 49
(66.2%) normal. Similarly, regarding the depression status, 12 (16.2%) participants
were identified as depressive, 20 (27%) borderline cases and 42 (56.8%) normal.
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Table 18Comparison of mean scores of knowledge, self-efficacy, empathy, anxiety,
and depression between the intervention and control groups at baseline data

collection
Variables T(ital Inter\_/ention Coiltrol p-value ?
(N=74) (n=137) (n=137)
Knowledge (Mean + SD) 104 +84 98+8.1 11.0+ 8.8 0.568
Self-efficacy 31.1+£58 | 31.8+55 |305+6.0 0.331
Empathy 15.3+3.7 15.7 £ 3.7 14.8 + 3.8 0.328
Anxiety 6.6 + 3.6 6.4+3.7 6.9+3.7 0.554
Depression 6.9+3.7 6.1+3.1 7641 0.090

a = Independent t-test.

The mean scores of knowledge, self-efficacy, empathy, anxiety, and depression

of the intervention and control groups were compared at baseline data collection as

shown in Table (18). There was no significant differences in knowledge scores (p =

0.568), self-efficacy scores (p = 0.331), empathy scores (p = 0.328), anxiety scores (p

= 0.554) and depression scores (p = 0.090) between two groups at baseline.
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Table 19Comparison of the mean scores of QOL of the intervention and control
groups by EORTC QLQ-C30 questionnaire at baseline data collection

Total Intervention Control
Variables (N =74) (n=37) (n=37) p-value
(Mean + (Mean + SD) (Mean
SD) B SD)
Global Health
Status/QOL
Global Health 61.8+20.1 | 64.1+187 | 59.4+214 | 0.315%
Status/QOL
Functioning 804+152 | 81.7+152 | 79.0£15.2 | 0.449%
Physical Functioning | 66.4+29.2 | 743+227 | 585+33.0 | 0.019%
Role Functioning 73.3+209 | 756+186 | 709+£23.0 | 0.335%
Emotional 835+19.7 | 86.0+20.2 | 81.0+£19.3 | 0.285%
Functioning 804+21.7 | 833+188 | 77.4+242 | 0.251%
Cognitive Functioning
Social Functioning
228+180 | 21.0+156 | 246+20.1 | 0.643"
Symptoms 47+11.2 36+£7.9 58+13.7 | 0.855°
Fatigue 18.4+253 | 13.0+20.0 | 23.8+29.0 | 0.088°
Nausea and Vomiting | 11.2+21.5 | 11.7+21.1 | 10.8+22.2 | 0.772°
Pain 292+306 | 234+28.1 | 351+323 | 0.104"
Dyspnea 153+24.1 | 11.7+21.1 | 189+26.6 | 0.211°
Insomnia 18.4+24.1 | 162+230 | 20.7+252 | 0.416°
Appetite Loss 09+54 09x54 09+54 1.000°
Constipation 57.6+32.7 | 585+31.8 | 56.7+34.1 | 0.906°"
Diarrhea
Financial Difficulties

a = Independent t-test, b = Mann Whitney U test.

A comparison of the mean scores of QOL of the intervention and control groups
by the EORTC QLQ-C30 questionnaire at baseline data collection is displayed in Table
(19).

For all participants, the global health status/QOL was fair with the mean score
of 61.8 +20.1.

Among the five functioning scores, cognitive functioning was the highest (83.5
+ 19.7) followed by physical functioning (80.4 + 15.2) and social functioning (80.4 +
21.7). Role functioning was the lowest (66.4 + 29.2) and emotional functioning score

was relatively low (73.3 + 20.9) among them.
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Regarding the symptoms, the most problematic symptom was insomnia (29.2 +
30.6) which was followed by fatigue (22.8 £ 18.0). The least problematic symptoms
were diarrhea (0.9 + 5.4) followed by nausea and vomiting (4.7 £ 11.2). Financial
difficulties was also acknowledged among the participants with a mean score of 57.6 +
32.7.

When QOL scores assessed by EORTC QLQ-C30 questionnaire were
compared between two groups, there was no significant difference in mean scores of
global health status/QOL (p = 0.315), physical functioning (p = 0.449), emotional
functioning (p = 0.335), cognitive functioning (p = 0.285) and social functioning (p =
0.251) between two groups. One significant difference only was the mean scores of role
functioning (p = 0.019) between two groups where the intervention group had a higher
score than the control group. Regarding the symptoms, there was no significant

difference between the two groups at baseline data collection.
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Table 20Comparison of the mean scores of QOL of the intervention and control
groups by EORTC QLQ-BR23 questionnaire at baseline data collection

Total Intervention Control
. (N=74) _ (n=37) p-value
Variables (n=37) a
(Mean (Mean + SD) (Mean
SD) B SD)
Functioning
Body Image 79.3+211 | 808+19.6 | 779227 0.555
Sexual Functioning 4.7+13.0 40+12.0 54+14.1 0.660
Sexual Enjoyment 416+154 | 444+19.2 | 40.0+14.9 0.751
Future Perspective 65.7+29.6 | 71.1+295 60.3 £ 29.2 0.118
Symptoms
Systemic Therapy 12.6 +10.0 13.2+8.38 120+11.1 0.622
Side Effects
Breast Symptom 118+124 | 135+146 10.1+9.8 0.248
Arm Symptom 145+179 | 16.2+17.6 | 129+18.2 0.432
Upset by Hair Loss 11.6 +21.6 9.7+155 140+ 27.9 0.524

a = Independent t-test.

A comparison of the mean scores of QOL of the intervention and control groups
by the EORTC QLQ-BR23 questionnaire at baseline data collection are described in
Table (20).

For all 74 participants, among the four functioning scores, body image was the
highest (79.3 £ 21.1) followed by future perspective (65.7 + 29.6). Sexual functioning
was the lowest (4.7 + 13.0) and sexual enjoyment score was relatively low (41.6 £ 15.4)

among them.

Regarding the symptoms, the most problematic symptom was arm symptom
(14.5 = 17.9) which was followed by systemic therapy side effect (12.6 £ 10.0). The
least problematic symptoms were upset by hair loss (11.6 + 21.6) followed by breast
symptom (11.8 + 12.4).

When QOL scores assessed by EORTC QLQ-BR23 questionnaire were
compared between two groups, there was no significant difference in mean scores of
body image (p = 0.555), sexual functioning (p = 0.660), sexual enjoyment (p = 0.751)
and future perspective (p = 0.118) between two groups at baseline data collection.
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Regarding the symptoms, there was no significant difference in mean scores of
systemic therapy side effects (p = 0.622), breast symptom (p = 0.248), arm symptom (p
= 0.432) and upset by hair loss (p = 0.524) between two groups at baseline data
collection.



4.2 Post-intervention Data Collection

Table 21Comparison of the mean consumer satisfaction scores between the

intervention and control groups at post-intervention data collection
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. Total Intervention Control
Variables (N = 69) (n = 34) (n = 35) p-value
Consumer Satisfaction on
Healthcare Services by the | 28.8+1.3 29.1+1.0 285%15 0.064 @
Clinic
(Both Groups)*
Consumer Satisfaction on
the Intervention Program 28.9+1.8
(Intervention Group)**
a = Independent t-test
* Range of Achievable Score (Min—Max) =0-30
* Range of Achieved Score (Min —Max) =24 -30

** Range of Achievable Score (Min —Max) =0-30

** Range of Achieved Score (Min — Max)

=23-30

Consumer satisfaction on healthcare services by the clinic was assessed for both

intervention and control groups. Consumer satisfaction on the intervention program

was assessed for the intervention group at post-intervention data collection. The results

are described in Table (21).

Consumer satisfaction on healthcare services by the clinic was compared

between two groups and there was no significant difference between two groups (p =

0.064) at post-intervention data collection.

Consumer satisfaction on the intervention program was also assessed among the

participants of the intervention group and the mean score was 28.9 £+ 1.8 out of a total

score of 30.
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Table 22Comparison of knowledge, self-efficacy, empathy, anxiety and depression
scores between the intervention and control groups at post-intervention data
collection

. Intervention | Control F _Mean p-
Variables (n = 34) (n = 35) value Difference value @
(95% CI)
Knowledge
Baseline 9.8+8.1 11.0+8.8 | 73.798 13.9 <
Post- 275+8.3 14.2+6.0 (10.6 - 0.001
intervention 17.1)
Self-efficacy
Baseline 31.8+55 | 30.5+6.0 | 19.264 35 <
Post- 355+4.1 31.5+5.0 (1.9-5.2) 0.001
intervention
Empathy
Baseline 15.7 £ 3.7 148 £3.8 | 22.635 3.3 <
Post- 19.1+2.6 15.7+ 3.5 (1.9-4.8) 0.001
intervention
Anxiety
Baseline 6.4 3.7 6.9 +£3.7 6.454 -1.7 0.013
Post- 3.9+3.6 57+2.8 (-3.0--0.3)
intervention
Depression
Baseline 6.1+3.1 7.6+4.1 | 27.912 -3.1 <
Post- 3.6+28 7.3+3.6 (-4.3--1.9) 0.001
intervention

a = analysis of covariance (ANCOVA) adjusting for baseline score and role
functioning score

Comparison of knowledge, self-efficacy, empathy, anxiety and depression
scores between the intervention and control groups at post-intervention data collection
are described in Table (22).

The mean scores in knowledge, self-efficacy, and empathy of the intervention
group were greater than those of the control group at post-intervention data collection.
The mean scores in anxiety and depression of the intervention group were smaller than

those of the control group at post-intervention data collection.

The ANCOVA test was performed while adjusting for the baseline scores and
role functioning score as covariates. The results shows that the intervention group had
significantly greater mean scores in knowledge (mean difference = 13.9, p < 0.001),

self-efficacy (mean difference = 3.5, p < 0.001), and empathy (mean difference = 3.3,
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p < 0.001) than the control group. Moreover, the intervention group had significantly
smaller mean scores in anxiety (mean difference = -1.7, p = 0.013) and depression
(mean difference = -3.1, p < 0.001) than the control group at post-intervention data
collection.



Table 23Comparison of the mean scores of global health status/QOL and five
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functioning scales by EORTC QLQ-C30 questionnaire between the intervention and

control groups at post-intervention data collection

Mean
. Intervention Control Differen p-value
Variables (n = 34) (n = 35) F value (955/0ecf)e .
Global Health Status
Baseline 64.1+18.7 59.4+21.4 5.991 10.8 0.017
Post-intervention 76.9+18.3 64.2+19.2 (2.0-19.7)
Physical Functioning
Baseline 81.7+15.2 79.0+15.2 | 14.168 7.6 <0.001
Post-intervention 85.4+9.0 76.5+8.4 (3.5-117)
Role Functioning
Baseline 74.3+22.7 58.5+33.0 | 18.081 23.0 <0.001
Post-intervention 83.3+174 56.6 £ 27.1 (12.2-33.9)
Emotional Functioning
Baseline 75.6 £18.6 709+ 230 | 16.707 15.9 <0.001
Post-intervention 82.8 £18.7 64.9 £ 19.3 (8.1-23.7)
Cognitive Functioning
Baseline 86.0 £ 20.2 81.0+19.3 | 10.977 10.1 0.002
Post-intervention 87.7+14.3 78.0 £ 15.0 (4.0-16.2)
Social Functioning
Baseline 83.3+18.38 77.4+242 | 10.322 17.0 0.002
Post-intervention 82.8+18.1 64.7+27.9 (6.4 —27.6)

a = analysis of covariance (ANCOVA) adjusting for baseline score and role

functioning score

Comparison of the mean scores of global health status/QOL and five

functioning scales by EORTC QLQ-C30 questionnaire between the intervention and

control groups at post-intervention data collection are described in Table (23).

The results shows that after the intervention, the intervention group had
significantly greater mean scores in global health status/QOL (mean difference = 10.8,
p = 0.017), physical functioning (mean difference = 7.6, p < 0.001), role functioning
(mean difference = 23.0, p < 0.001), emotional functioning (mean difference = 15.9, p
< 0.001), cognitive functioning (mean difference = 10.1, p = 0.002) and social

functioning (mean difference = 17.0, p = 0.002) than the control group.
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Table 24Comparison of the mean scores of symptoms by EORTC QLQ-C30
questionnaire between the intervention and control groups at post-intervention data
collection

Variables Int(ir\:/eg:;on g]ozt:;g)l Fvalue | p-value?

Fatigue
Baseline 21.0+156 | 24.6+20.1 | 10.559 0.002
Post-intervention 16.0+15.0 | 25.3+13.0

Nausea & Vomiting
Baseline 3679 5.8+ 13.7 10.112 0.002
Post-intervention 49+13.3 142 +£17.6

Pain
Baseline 13.0+20.0 | 23.8+29.0 2.915 0.092
Post-intervention 9.8 +13.6 20.9 +23.3

Dyspnea
Baseline 11.7+21.1 | 10.8+22.2 3.987 0.050
Post-intervention 5.8+12.8 15.2 + 23.3

Insomnia
Baseline 234 +28.1 | 351+32.3 2.800 0.099
Post-intervention 205+£23.2 | 33.3+26.8

Appetite Loss
Baseline 11.7+21.1 | 189+ 26.6 0.672 0.415
Post-intervention 147 +26.1 | 19.9+245

Constipation
Baseline 16.2+23.0 | 20.7 +25.2 1.414 0.239
Post-intervention 10.7+19.6 | 209+28.1

Diarrhea
Baseline 09+54 09+54 0.296 0.588
Post-intervention 19+79 28+9.4

Financial Difficulties
Baseline 585+31.8 | 56.7 +34.1 2.629 0.110
Post-intervention 38.2+31.9 | 495+ 30.6

a = Quade’s analysis of covariance (ANCOVA) adjusting for baseline score and role
functioning score

A comparison of the symptom scores between the intervention and control
groups at post-intervention data collection by the EORTC QLQ-C30 questionnaire is
described in Table (24).

The results show that after the intervention, the intervention group had

significantly smaller scores in fatigue (p = 0.002), and nausea & vomiting (p = 0.002)
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than the control group. There were no significant differences in other symptoms

between the two groups.



Table 25Comparison of the mean scores of QOL by EORTC QLQ-BR23
questionnaire between the intervention and control groups at post-intervention data
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collection
. Mean
Variables Inter\_/egzlon Co[]tgg I '|: Difference p-value
(n=34) (n=35) value (95% CI)
Functioning
Body Image
Baseline 80.8+19.6 | 77.9+22.7 | 4.785 10.3 0.032
Post-intervention 85.2+16.0 | 74.2+255 (0.9-19.7)
Sexual Functioning
Baseline 40£120 54+14.1 | 0.096 -0.6 0.757
Post-intervention 19+79 3.3+12.6 (-4.7-3.4)
Sexual Enjoyment
Baseline 444 +19.2 | 39.9+14.9 | 1.000 33.3 0.500
Post-intervention | 83.3+23.5 | 49.9+235 (-39.0 — 45.6)
Future Perspective
Baseline 71.1+£295 | 60.3+29.2 | 10.932 22.5 0.002
Post-intervention 70.5+28.1 | 43.8+30.0 (8.9-36.1)
Symptoms
Systemic Therapy Side
Effects
Baseline 13.2+88 | 12.0+11.1 | 0.477 -2.2 0.492
Post-intervention 21.6+13.1 | 23.6+13.0 (-8.7-4.2)
Breast Symptoms
Baseline 135+146 | 10.1+£9.8 | 1.646 -2.5 0.204
Post-intervention 5.1+10.0 5270 (-6.4-1.4)
Arm Symptoms
Baseline 16.2+17.6 | 129+18.2 | 0.392 -1.5 0.533
Post-intervention 4.2+10.2 5390 (-6.4-3.3)
Upset by Hair Loss
Baseline 9.7+15.4 14.0+27.9 | 0.929 -7.1 0.342
Post-intervention 156+25.3 | 229+31.0 (-22.2 - 7.9)

a = analysis of covariance (ANCOVA) adjusting for baseline score and role functioning

score

Comparison of the mean scores of QOL including both functioning and

symptoms by EORTC QLQ-BR23 questionnaire between the intervention and control

groups at post-intervention data collection are described in Table (25).

The results show that after the intervention, among four functioning scales, the

intervention group had significantly greater mean scores in body image (mean

difference = 10.3, p = 0.032) and future perspective (mean difference = 22.5, p = 0.002)

than the control group. There was no significant difference in mean scores for sexual
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functioning and sexual enjoyment between the two groups. Additionally, there was no

significant difference in mean scores for symptoms between the two groups.



4.3  Follow-up Data Collection
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Table 26Comparison of the rate of change in anxiety and depression scores between
the intervention and control groups at follow-up data collection (N = 74)

. : Difference p-value
Variables Intervention | Control (Time*Group) | (Time*Group)
Anxiety
Baseline 6.4+3.7 6.9+3.7 -1.2 0.009
Post- 39+36 57128 (-2.2--0.3)
intervention 26+3.2 50+£25
Follow-up
Depression
Baseline 6.1+£3.1 7641 -1.3 0.002
Post- 3.6+28 7.3+£3.6 (-2.1--0.4)
intervention 2627 52+28
Follow-up

A comparison of the rate of change in anxiety and depression scores between

the intervention and control groups at follow-up data collection is described in Table

(26). The linear mixed model with random intercepts was used to test the overall

difference in the rate of change in anxiety and depression scores between intervention

and control groups.

Mean Anxiety Score

Figure 6Comparison of mean anxiety scores between two groups
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Figure 7O0utput of linear mixed model analysis for comparison of the rate of change
in anxiety scores between two groups for three times of data collection
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Figure 8Comparison of mean depression scores between two groups
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Figure 90utput of linear mixed model analysis for comparison of the rate of change
in depression scores between two groups for three times of data collection



138

The result shows that the intervention group had significantly greater rate of
decrease in anxiety (difference = -1.2 per time, p = 0.009) and depression (difference =

-1.3 per time, p = 0.002) scores than the control group over time.
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Table 27Comparison of the rate of change in global health status/QOL and
functioning scores by EORTC QLQ-C30 questionnaire between the intervention and
control groups at follow-up data collection (N = 74)

. : Difference p-value
Variables Intervention | Control (Time*Group) | (Time*Group)
Global Health
Status/QOL 64.1 +18.7 594 + 4.6 0.150
Baseline 76.9 +18.3 214 (-1.7-11.0)
Post- 82.8+13.8 64.2 +
intervention 19.2
Follow-up 70.6 +
18.9
Physical
Functioning 81.7+15.2 79.0 3.1 0.150
Baseline 85.4+£9.0 15.2 (-1.1-75)
Post- 92.1+5.0 76.5 =
intervention 8.4
Follow-up 85.8 +
9.7
Role Functioning
Baseline 743227 585+ -0.2 0.962
Post- 833174 33.0 (-9.0-8.6)
intervention 927+12.1 56.6 +
Follow-up 27.1
84.4 +
13.3
Emotional
Functioning 75.6 £ 18.6 709 + 6.8 0.017
Baseline 82.8 +18.7 23.0 (1.2-12.4)
Post- 89.6 +14.1 64.9 +
intervention 19.3
Follow-up 81.7 +
114
Cognitive
Functioning 86.0 + 20.2 81.0+ 1.0 0.706
Baseline 87.7+14.3 19.3 (-4.6-6.8)
Post- 86.5+18.5 78.0 +
intervention 15.0
Follow-up 84.4 +
11.7
Social Functioning
Baseline 83.3+18.8 774 + 54 0.142
Post- 82.8+18.1 24.2 (-1.8-12.6)
intervention 86.5+20.4 64.7 +
Follow-up 27.9
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822 +
17.2

Comparison of the rate of change in global health status/QOL and functioning
scores by EORTC QLQ-C30 questionnaire between the intervention and control groups
at follow-up data collection are described in Table (27). The linear mixed models with
random intercepts was used to test the overall difference in the rate of change in QOL

scores between intervention and control groups.
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Figure 10Comparison of mean emotional functioning scores between the two groups
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Figure 11Qutput of linear mixed model analysis for comparison of the rate of change
in emotional functioning scores between two groups for three times of data collection

For the functioning of the participants, the intervention group had a significantly
greater rate of increase in emotional functioning (difference = 6.8 per time, p = 0.017)
than the control group. There was no significant difference in global health status/QOL

score and other functioning scores between two groups over time.
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Table 28Comparison of the rate of change in symptom scores by EORTC QLQ-C30
questionnaire between the intervention and control groups at follow-up data
collection

Variables Intervention | Control p-value 2
Fatigue
Baseline 21.0+£156 | 24.6+20.1 0.643
Post-intervention 16.0+15.0 | 25.3+13.0 0.003
Follow-up 42+6.9 12.6 £10.2 0.008
p-value 0.077" 0.435°
0.003°¢ 0.008 ©
0.001 ¢ 0.005 ¢
Nausea & Vomiting
Baseline 3.6x79 5.8+ 13.7 0.855
Post-intervention 49+133 | 142+17.6 0.002
Follow-up 21+57 3.3%+93 0.892
p-value 0.794 " 0.095°
0.480 © 0.414°¢
0.144 49 0.028 ¢
Pain
Baseline 13.0£20.0 | 23.8+29.0 0.088
Post-intervention 98+136 | 20.9+23.3 0.025
Follow-up 73+x21.1 7.8+15.3 0.607
p-value 0.263" 0.151°
0.158 ¢ 0.084 ¢
0.288 ¢ 0.438¢
Dyspnea
Baseline 11.7+211 | 10.8+22.2 0.772
Post-intervention 5.8 +12.8 15.2 +23.3 0.060
Follow-up 42+11.4 8.9+15.3 0.326
p-value 0.130° 0.131°
0.129°¢ 0.157°¢
0.655 ¢ 0.084 ¢
Insomnia
Baseline 234+28.1 | 35.1+32.3 0.104
Post-intervention 205+23.2 | 33.3+26.8 0.034
Follow-up 125+26.9 | 26.7+18.7 0.016
p-value 0.710" 0.695°
0.143° 0.366 ©
0.008 ¢ 0.518¢




Variables Intervention | Control p-value 2
Appetite Loss
Baseline 11.7+21.1 | 189+ 26.6 0.211
Post-intervention 14.7+26.1 | 19.9+245 0.223
Follow-up 42+11.4 44+11.7 0.946
p-value 0.724° 0.591°
0.206 © 0.096 ©
0.020 ¢ 0.009 ¢
Constipation
Baseline 16.2+23.0 | 20.7+25.2 0.416
Post-intervention 10.7+19.6 | 209 +28.1 0.115
Follow-up 83+149 | 20.0+16.9 0.052
p-value 0.559 P 0.763°
0.705 ¢ 0.527°¢
0.380 ¢ 0.317¢
Diarrhea
Baseline 09+54 09+54 1.000
Post-intervention 19+7.9 28194 0.669
Follow-up 42+11.4 44+11.7 0.946
p-value 0.564 ° 0.317°
0.564 ¢ 0.317°¢
0.564 ¢ 1.000 ¢
Financial Difficulties
Baseline 58.5+31.8 | 56.7+34.1 0.906
Post-intervention 38.2+31.9 | 495+ 30.6 0.121
Follow-up 29.2+240 | 37.8+24.38 0.241
p-value 0.003° 0.233°
0.004 ¢ 0.261°
0.454 ¢ 0.168 ¢

143

a = Between groups comparison (Mann Whitney U test)
b = Within group comparison (baseline vs. post-intervention) (Wilcoxon test)
¢ = Within group comparison (baseline vs. follow-up) (Wilcoxon test)

d = Within group comparison (post-intervention vs. follow-up) (Wilcoxon test)
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A comparison of the symptom scores by the EORTC QLQ-C30 questionnaire
between the intervention and control groups at follow-up data collection is described in
Table (28).

Mann Whitney U test was used to test the between-group differences and
Wilcoxon signed ranked test was used to test the within-group differences for three-

time points.

Regarding fatigue, in the intervention group, the scores were decreased from
baseline until follow-up. The difference between baseline and post-intervention was not
significant. The differences between baseline and follow-up, and post-intervention and

follow-up were significant.

In the control group, the post-intervention score was a little higher than the
baseline score, and it was decreased until the follow-up. The difference between
baseline and post-intervention was not significant. The differences between baseline

and follow-up, and post-intervention and follow-up were significant.

When between groups comparison was performed, the only significant
difference was found at post-intervention that the control group had significantly higher
fatigue scores than the intervention group. At follow-up, there was no significant

difference between the two groups.

Regarding nausea and vomiting, when the within-group comparison was
performed, there were no significant differences in three-time points of data collection
in the intervention group. In the control group, the only difference was found between

post-intervention and follow-up.

When between groups comparison was performed, the only significant
difference was found at post-intervention that the control group had significantly higher
nausea and vomiting score than the intervention group. At follow-up, there was no

significant difference between the two groups.

Regarding the pain symptom, when the within-group comparison was
performed, there were no significant differences in three-time points of data collection

in both intervention and control groups.
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When between groups comparison was performed, the only significant
difference was found at post-intervention that the control group had significantly higher
pain scores than the intervention group. At follow-up, there was no significant
difference between the two groups.

Regarding the dyspnea symptom, there were no significant differences in both
within-group and between groups comparison in three-time points of data collection.

Regarding the insomnia symptom, when the within-group comparison was
performed, a significant difference was found between post-intervention and follow-up

in the intervention group. However, there were no significant differences in the control
group.

When between groups comparison was performed, the significant differences
were found at post-intervention and follow-up that the control group had significantly

higher insomnia scores than the intervention group.

Regarding the appetite loss symptom, when within-group comparisons were
performed, significant differences were found between post-intervention and follow-up
in both groups. However, there were no significant differences in between groups

comparison for three-time points of data collection.

Regarding constipation and diarrhea symptoms, there were no significant
differences in both within-group and between groups comparison in three-time points

of data collection.

Regarding the financial difficulties, when within-group comparisons were
performed, significant differences were found between baseline and post-intervention,
and baseline and follow-up in the intervention group. However, in the control group,

there were no significant differences in the three-time points of data collection.

When the between-groups comparison was performed, there were no significant

differences between the two groups in three-time points of data collection.



146

Table 29Comparison of the rate of change in functioning and symptom scores of by
EORTC QLQ-BR23 questionnaire between the intervention and control groups at
follow-up data collection (N = 74)

. . Difference p-value
Variables Intervention Control (Time*Group) (Time*Group)
Functioning
Body Image 80.8+19.6 779227 6.0 0.061
Baseline 85.2+16.0 742+255 (-0.2-12.3)
Post-intervention 90.6+11.3 78.9+18.6
Follow-up
Sexual Functioning
Baseline 40+£120 54+14.1 1.0 0.530
Post-intervention 19+£79 3.3+12.6 (-2.2-4.3)
Follow-up 42+114 4.4 +11.7
Sexual Enjoyment
Baseline 44,4 +£19.2 39.9+£14.9 75 0.588
Post-intervention 83.3+£235 49.9+235 (-20.5-35.7)
Follow-up 50.0 + 23.6 33.3+0.0
Future Perspective
Baseline 71.1+£295 60.3 £29.2 10.2 0.030
Post-intervention 70.5+£28.1 43.8 £ 30.0 (1.0-19.4)
Follow-up 81.3+210 55.6 + 27.2
Symptoms
Systemic Therapy Side
Effects 13.2+838 120+11.1 -3.6 0.160
Baseline 21.6+13.1 23.6 £13.0 (-8.7-1.4)
Post-intervention 6.3+£4.2 12.1+14.8
Follow-up
Breast Symptoms
Baseline 135+146 10.1+9.8 -4.4 0.014
Post-intervention 5.1+10.0 52+7.0 (-8.0--0.9)
Follow-up 0.0+ 0.0 5.6 +9.8
Arm Symptoms
Baseline 16.2+17.6 12.9+18.2 -5.0 0.065
Post-intervention 42+10.2 53%9.0 (-10.4-0.3)
Follow-up 1.4+38 7.4+14.9
Upset by Hair Loss
Baseline 9.7 +15.4 14.0+27.9 -6.7 0.249
Post-intervention 15.6 +25.3 229+31.0 (-18.2-4.8)
Follow-up 42+11.8 8.3+16.7
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A comparison of the rate of change in functioning and symptom scores of by
EORTC QLQ-BR23 questionnaire between the intervention and control groups at
follow-up data collection is described in Table (29). The linear mixed models with
random intercepts was used to test the overall difference in the rate of change in QOL

scores between intervention and control groups.

Group
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Figure 12Comparison of mean future perspective scores between two groups
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Figure 13Output of linear mixed model analysis for comparison of the rate of change
in future perspective scores between two groups for three times of data collection
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Figure 150utput of linear mixed model analysis for comparison of the rate of change
in breast symptom scores between two groups for three times of data collection

For the functioning of the participants, the intervention group had a significantly
greater rate of increase in future perspective (difference = 10.2 per time, p = 0.030) than
the control group. Regarding the symptoms, the intervention group had a significantly
greater rate of decrease in breast symptoms (difference = -4.4 per time, p = 0.014) than
the control group. There was no significant difference in other QOL scores between the

two groups over time.
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Table 30Summary table of significant effects of the intervention

Variables Post-intervention Follow-up

Knowledge <0.001

Self-efficacy <0.001

Empathy <0.001

Anxiety 0.013 0.009
Depression <0.001 0.002
Global Health Status/QOL 0.017

Physical Functioning <0.001

Role Functioning <0.001

Emotional Functioning <0.001 0.017
Cognitive Functioning 0.002

Social Functioning 0.002

Fatigue 0.009

Nausea and VVomiting 0.022

Insomnia 0.016
Body Image 0.032

Future Perspective 0.002 0.030
Breast Symptoms 0.014

The significant effects of the intervention on outcome variables were

summarized in Table (30).

At post-intervention data collection, knowledge, self-efficacy, empathy, global
health status/QOL, physical functioning, role functioning, emotional functioning,
cognitive functioning, social functioning, body image, and future perspective scores
were significantly higher in the intervention group than the control group. Anxiety,
depression, fatigue, nausea & vomiting scores were significantly lower in the

intervention group than the control group.
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At follow-up data collection, emotional functioning and future perspective
scores maintained a significant increment in the intervention group. Anxiety and
depression scores maintained a significant reduction in the intervention group.
Additionally, insomnia and breast symptom scores became significantly reduced in the
intervention group than the control group which showed no significant difference

between two groups at post-intervention data collection.
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CHAPTER (V)
DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS
5.1 Discussion on Major Findings

The main purpose of this study was to evaluate the effect of Peer Support
Intervention on knowledge about chemotherapy, self-efficacy, empathy, anxiety,
depression, and QOL of female breast cancer patients on chemotherapy in Yangon,
Myanmar. This discussion section focused on post-intervention results for knowledge,
self-efficacy, empathy, anxiety, depression, and QOL of the participants compared to
baseline, as well as the results at 2 months follow-up data collection evaluating the

effect of the intervention on anxiety, depression, and QOL.

5.1.1 Knowledge
At baseline, the knowledge about the side effects of chemotherapy and their

management were assessed among the participants. This study found that the majority
of the participants (93.2%) had low knowledge about the side effects of chemotherapy
and their management, and only 1.4% had high knowledge score. The mean knowledge

score was 10 out of a total score of 39.

This very low knowledge score may be due to the fact that, at the study clinic,
the initial assessment of the patients together with brief counseling sessions regarding
the disease and its treatment was done by the oncologist on the first visit day. The
baseline data collection was also done on the first visit day to assess the original
knowledge of the participants, and the study found that most of the participants had
very low knowledge about the treatment at that time. The proper counseling session

was done by the oncologist in the next visit before the administration of the treatment.

A similar result was found in the randomized control trial (RCT) of Wu et al
2018 in Taiwan where the mean knowledge score of the participants was 11 out of a
total score of 48. That Taiwan study was conducted among 40 breast cancer patients
(Wu etal., 2018) to evaluate the effect of six sessions of psychoeducational intervention
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including common side effects of chemotherapy and self-care methods delivered by a

nurse individually during the course of chemotherapy.

As a different finding, the result of this study showed a high knowledge score
in only 1.4% of participants while a cross-sectional study of Haghpanah et al 2006 in
Iran showed 30% of participants had high knowledge and 70% had low knowledge.
That Iranian study was conducted among 40 breast cancer patients in the chemotherapy
ward in a hospital to evaluate the knowledge and practice of patients about the side
effects of chemotherapy. The knowledge of the participants was evaluated by totally
reviewing the whole percentage of answers. Among the participants, 27.5% of them
had not received chemotherapy previously, 20% were candidates for the second time
and 52.5% were for the third time. That Iran study found that 30% had answered
correctly, 33% chose wrong answers while 37% of participants didn’t know the correct
answers. That Iran study concluded that the knowledge level of the participants was
poor and the effective education program regarding the side effects of chemotherapy
was recommended for the participants (Haghpanah et al., 2006). The main difference
between that Iranian study and this study was the chemotherapy experience of the
participants. More than 70% of participants in that study had previous experience of
chemotherapy while all participants were newly registered patients in this study, and
the different characteristics of participants between the studies could explain the

different results.

At post-intervention data collection, this study found that the mean knowledge
scores of both groups were increased (17 points in the intervention group and 3 points
in the control group) and the mean score in the intervention group was greater than that
of the control group and this difference was highly significant. Therefore, it could be
concluded that the intervention was effective to improve the knowledge of the

participants after the intervention.

The improvement of knowledge scores in this study of 17 points in the
intervention group was much greater than the finding of the previously cited RCT study

in Taiwan which was conducted among 40 breast cancer patients (Wu et al., 2018) to
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evaluate the effect of six 60-minutes sessions of psychoeducational intervention
delivered by the nurse individually during the course of chemotherapy. In that Taiwan
study, data collection was done 4 times; (T1) before chemotherapy, (T2) during the
third cycle, (T3) during the fifth cycle, and (T4) 2 weeks after completion of
chemotherapy. That study found that the knowledge score of the intervention group was
significantly higher than the control group throughout the intervention period until T4.
As the increment in knowledge score in the intervention group, 1 point increased from
T1 to T2 and 3 points increased from T1 to T4. This difference could be the result of
the different methods of intervention between that Taiwan study and this study, maybe
more importantly due to the educational intervention in this study which was intensive
(face-to-face individually, group and telephone) while that Taiwan study delivered only
six 60-minutes education sessions individually during the course of chemotherapy.

A cross-sectional study conducted among 90 cancer patients during the course
of chemotherapy in Malaysia found that patients necessitated information about side
effects of chemotherapy, and verbal discussion was the most preferred method of
education among the patients (Chan and Ismail, 2014). In this study, the methods of
delivering education were verbal discussion and written booklets. Therefore, it can be
assumed that adding written booklets as the information material can strengthen the
effectiveness of the intervention on knowledge of the patients.

Literature review about the effect of an education program on chemotherapy to
cancer patients conducted by Valenti, 2014 (Valenti, 2014) remarked that education is
important for the understanding of looking after themselves, managing side effects and
knowing when to seek healthcare. Education about chemotherapy, side effects, and self-
care performances was effective to reduce adverse effects of treatment, relief worry,
and increase QOL. It was important to find the most appropriate method for delivering
health education regarding chemotherapy to breast cancer patients (Valenti, 2014), and
this comment had influenced the decision of multiple methods of health education

delivery in this study.



154

5.1.2 Self-efficacy
At baseline, the self-efficacy status was also evaluated among the participants

and the study found that the majority of them (66.2%) had a fair self-efficacy score
while 20.3% of them had a good self-efficacy score. The mean self-efficacy score was

31 out of a total score of 40.

A similar finding was identified in the previously cited RCT of Wu, P. H., 2018,
conducted among 40 breast cancer patients in Taiwan (Wu et al., 2018) in which the
mean self-efficacy score of the participants was 18 out of the total score of 25 at

baseline.

According to the Health Belief Model, when people have self-efficacy (i.e. the
ability for performing a given behavior), they would be more likely to undertake these
activities (Masoudiyekta et al., 2018). In this study, their behavior was related to
seeking healthcare of breast cancer and the majority of them had fair self-efficacy
scores when categorized by mean + SD score.

At post-intervention data collection, the effect of the intervention on self-
efficacy was evaluated among the participants. This study found that the mean self-
efficacy scores of both groups were increased (4 points in the intervention group and 1
point in the control group), and the mean score in the intervention group was greater
than that of the control group and this difference was highly significant. Therefore, it
could be concluded that the intervention was effective to improve the self-efficacy of

the participants after the intervention.

A similar result was found in the RCT study of Lee, R., et al, 2013 in Korea, in
which 85 newly diagnosed breast cancer patients (39 in the intervention group and 46
in the control group) participated. The intervention group received peer group support
intervention by dyadic pair, once a week for 6 weeks, face-to-face or by telephone.
After the intervention, increment in self-efficacy scores were 4 points in the
intervention group and 2 points in the control group. (Lee et al., 2013). Therefore, the

increment in the intervention group was similar to this study.
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The finding of this study was quite similar to the result of previously quoted
RCT study in Taiwan which was conducted among 40 breast cancer patients (Wu et al.,
2018) to evaluate the effect of six sessions of a psychoeducational intervention on self-
efficacy delivered by a nurse during the course of chemotherapy. In that Taiwan study,
data collection was done 4 times; (T1) before chemotherapy, (T2) during the third cycle,
(T3) during the fifth cycle, and (T4) 2 weeks after completion of chemotherapy. That
study found that self-efficacy score of the intervention group was significantly higher
than the control group in T3 and T4. As the increment in self-efficacy score in the
intervention group, 1 point increased from T1 to T2, 2 points from T1 to T3, and 3
points from T1 to T4.

5.1.3 Empathy
At baseline, the general empathy status was evaluated among the participants

and this study found that the majority of them (60.8%) had a fair empathy score with a
mean score of 15 out of a total score of 24. Empathy refers to the capability of the
participant to know and share the emotional state of others. In this study, the general

empathy status of the participants was assessed.

At post-intervention data collection, the effect of the intervention on empathy
was also evaluated among the participants. This study found that the mean empathy
scores of both groups were increased (4 points in the intervention group and 1 point in
the control group), and the mean score in the intervention group was greater than that
of the control group and this difference was highly significant. Therefore, the

intervention was effective in improving the empathy of the participants.

A similar finding was found in an interventional study that applied online
support group intervention among breast cancer patients monitored by a trained
facilitator in the USA in 2003. There were 177 participants in that study and the
intervention period was 4 months. That study revealed that online support group
intervention was significantly effective in improving empathy among the participants

after the intervention period (Han et al., 2011).
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5.1.4 Anxiety
At baseline, the anxiety status of the participants was assessed, and the study

found that 16.2% of the participants were classified as anxious.

A similar finding was found in the cross-sectional study conducted in Thailand
in 2007. In that study, participants were 300 female breast cancer patients recruited in
the surgical outpatient department (OPD). The prevalence of anxiety disorder among
the participants was 16.0% in that study (Lueboonthavatchai, 2007).

At post-intervention data collection, the effect of the intervention on anxiety
status of the participants was evaluated in this study. This study found that the mean
anxiety scores of both groups were decreased (-3 points in the intervention group and -
1 point in the control group), and the mean score in the intervention group was
significantly lower than that of the control group after the intervention, and therefore,

the intervention was effective on diminishing the anxiety of the participants.

A similar finding was found in an RCT study that evaluated the effect of the
multidiscipline mentor-based program on breast cancer patients conducted in China.
There were 93 participants in the intervention group and 82 in the control group. The
participants of the intervention group received peer mentoring by peer mentors,
education by professionals and small group discussion. The intervention was delivered
8 weekly sessions in the first 2 months, as well as 3 sessions at 2 months, 6 months and
12 months after the intervention. Assessments were done at baseline (T1), 2 months
(T2), 6 months (T3) and 12 months (T4) after the intervention. As a result, after 6
months of the intervention period, the intervention group showed significantly lowered
anxiety scores compared to the control group with a mean difference of -2 points (Ye
etal., 2016).

The inconsistent result was found in the previously cited RCT study of Lee, R.,
et al, 2013 in Korea, in which 85 newly diagnosed breast cancer patients (39 in the
intervention group and 46 in the control group) participated. The intervention group

received peer group support intervention by dyadic pair, once a week for 6 weeks, face-



157

to-face or by telephone. After the intervention, anxiety scores showed no change in the

intervention group (Lee et al., 2013).

Another contradictory finding was found in a quasi-experimental study that
evaluated the effect of Culturally Tailored Peer-Mentoring and Education Intervention
on anxiety and depression of breast cancer patients conducted in the USA. There were
14 participants in the intervention group. The participants received peer mentoring by
peer mentors and education by specialists, 10 sessions which were conducted weekly.
After the intervention, anxiety scores revealed no change among the participants (Lu et
al., 2014).

For these studies with dissimilar findings, although the intervention programs
were delivered by peers, the components of the intervention and duration of the
intervention were different from each other, and these differences might be responsible
for the different results among studies. A systematic review and meta-analysis done by
Matsuda, A., 2014 (Matsuda et al., 2014) guessed that different administration methods

of intervention may have different results in the effectiveness.

At follow-up data collection, the anxiety status of the participants was assessed

to evaluate the sustainability of the intervention program on it.

Regarding the anxiety status of the participants, the intervention group still had
a significantly lower anxiety score than the control group. The mean differences from
baseline to follow-up data collection were -4 points in the intervention group and -2

points in the control group.

A similar finding was found in a quasi-experimental study of Montazeri, et al
in Iran which was conducted to assess the long-term impact of attending a peer support
group on anxiety and depression of breast cancer patients before and after 1-year
participation in the monthly support group meeting. In that Iran study, all current
members of the three Iranian breast cancer support groups (n = 56) participated in the
study. Comparing anxiety at baseline and follow-up, anxiety scores were significantly

reduced (mean difference = -1, p = 0.03) after 1-year participation in the support group.
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Analysis of the qualitative data indicated that group involvement was the most
important factor that contributed to the improvement in the psychological well-being
of the patients. The findings of that study suggest that participation in cancer support
groups had a long-term effect on reducing anxiety in breast cancer patients (Montazeri
etal., 2001).

Therefore, the finding suggested that the peer support intervention had a
significant long-term effect on reducing anxiety status of the breast cancer patients and
similar long-term effects could have also been shown in this interventional study if the

study could be extended to one year.

5.1.5 Depression
At baseline, the depression status of the participants was assessed in this study,

and the study found that 16.2% of the participants were classified as depressed.

Similarly, the systematic review of Zainal, N. Z., 2013 found that the prevalence
of depression among breast cancer patients was with a range of 12.5-31% in Asian
studies using different assessment tools (Zainal et al., 2013).

At post-intervention data collection, the effect of the intervention on depression
status of the participants was assessed. This study found that the mean depression scores
of both groups were decreased (-3 points in the intervention group and -0.3 points in
the control group), and the mean score in the intervention group was significantly lower
than that of the control group after the intervention, and therefore, the intervention was

effective on diminishing the depression status of the participants.

A similar finding was found in the previously quoted quasi-experimental study
with only the intervention group by Lu, et al., 2014 in the USA. That USA study found
that, after the 10 weekly sessions of intervention, depression scores were significantly
decreased among the participants (Mean difference = -0.4, p = 0.03) (Lu et al., 2014).
Although the mean scores in depression were decreased in both studies, the reduction
in this study was greater than the USA study. These different results could be explained

by the different questionnaires with different scoring schemes. That USA study used
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the depression and anxiety subscales from the Brief Symptom Inventory (BSI)
including six items with five points Likert scales, while this study used seven items

questionnaires with four points Likert scales.

A similar finding was also found in previously cited RCT study of Ye, et al 2016
conducted in China. As the result, after 6 months of the intervention period, the
intervention group showed significantly lowered depression scores compared to the

control group with a mean difference of -3 points (Ye et al., 2016).

The inconsistent result was found in the previously cited RCT study of Lee, R.,
et al, 2013 which was conducted in Korea. That Korea study found that, after the
intervention period of 6 weeks, there were no changes in depression scores in the

intervention group (Lee et al., 2013).

For these studies, it can be assumed that the different results were due to the
differences in components of the intervention and duration of the intervention between
studies. Different administration methods of intervention may have different results in
the effectiveness (Matsuda et al., 2014).

At follow-up data collection, the depression status of the participants was

assessed to evaluate the sustainability of the intervention on it.

Regarding the depression status of the participants, the intervention group still
had a significantly lower depression score than the control group. The mean differences
from baseline to follow-up data collection were -4 points in the intervention group and

-2 points in the control group.

A consistent finding was found in the previously quoted quasi-experimental
study of Montazeri et al., 2001 in Iran. It was conducted to assess the long-term impact
of attending a peer support group on anxiety and depression of breast cancer patients
before and after 1-year participation in the monthly support group meeting. Comparing
depression at baseline and follow-up, depression scores were significantly reduced
(mean difference = -1, p = 0.008) after 1-year participation in the support group. The

findings of that Iran study suggest that participation in cancer support groups had a
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long-term effect in reducing depression in breast cancer patients (Montazeri et al.,
2001). Therefore, the findings suggested that the peer support intervention had a
significant long-term effect on reducing the depression status of breast cancer patients.

In this study, both anxiety and depression status of the participants in the control
group were decreased over time without any intervention program. These findings were
supported by the results of the longitudinal study of Stafford et al which was conducted
for 2 years duration in the USA that anxiety and depression symptoms were
significantly decreased among the cancer patients at 8 weeks and 40 weeks after the

baseline assessment (Stafford et al, 2015).
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5.1.6 Quality of Life
Assessment of QOL describes the experience of patients on the effect of

diagnosis and treatment of cancer in their daily living and, QOL is also viewed as an
essential outcome measure for quality of oncology practice (Chui et al., 2015, Gangane
et al., 2017). Furthermore, improvement in QOL is also related to longer survival in
cancer patients (Quinten et al., 2009). However, the research regarding QOL among
female breast cancer patients is poorly established in Myanmar. Hence, it is necessary
to explore the QOL of cancer patients and discover the possible approaches to promote
their QOL. In this study, the effect of peer support intervention on QOL of female breast
cancer patients was also explored in a cancer clinic in Yangon, Myanmar by two
questionnaires namely the EORTC QLQ-C30 questionnaire (a general tool for cancer)

and EORTC QLQ-BR23 questionnaire (a specific tool for breast cancer).

5.1.6.1 Global Health Status/QOL assessed by EORTC QLQ-C30

Questionnaire

At baseling, this study found that the global health status/QOL of all participants
was fair with a mean score of 61.8 + 20.1. It was comparable to the reference value of
61.8 £ 24.6 which was reported in a 49 countries study by the EORTC group (Scott et
al., 2008), but lower than the scores in previous Myanmar study (Htet, 2016) and
Morocco study (EI Fakir et al., 2016) (66.1 + 21.2 and 68.5 + 18.5 respectively), and
higher than in Egypt (RAM et al., 2018) and Iran (Shafaie et al., 2019b) studies (51.9
+25.7and 59.1 + 17.4 respectively).

In these mentioned studies, QOL of the patients were assessed during the
different courses of treatment. In the previous cross-sectional study in Myanmar (Htet,
2016) which was conducted among 200 breast cancer patients in the radiotherapy ward,
all participants received combination therapies (Surgery + Chemotherapy, or Surgery
+ Chemotherapy + Radiotherapy). In the cross-sectional study in Morocco (El Fakir et
al., 2016) in which 1463 breast cancer patients participated, participants received
surgery only or chemotherapy only or combination therapies. In the cross-sectional
study in Egypt (RAM et al., 2018) where 181 breast cancer patients participated,
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surgery only or radiation only or combination therapies were the treatments that the
patients received. In the cross-sectional descriptive study in Iran (Shafaie et al., 2019a)
where 166 women breast cancer patients took part, they were receiving chemotherapy
only or combination therapies. In this study, surgery was the only treatment that the

participants had received and they were just before adjuvant chemotherapy.

The study of El-Sharkawi reported that combination treatment was associated
with the poorest QOL, whereas radiotherapy with better QOL than chemotherapy (EI
Sharkawi, 1997). Additionally, the literature review done by Haddou Rahou, B., 2016
(Haddou Rahou et al., 2016) also explained that different types of treatment stage
resulted in the different QOL score among breast cancer patients that the combination
treatment expected the poorest QOL, and the radiotherapy revealed significantly less
effect on QOL than chemotherapy. Moreover, variations in population in terms of
disease duration, staging of disease and received treatment might have an effect on the
observed differences (Haddou Rahou et al., 2016).

At post-intervention data collection, the effect of the intervention on global
health status/QOL of the participants was assessed, and this study found that the
improvement in global health status/QOL of the intervention group was significantly
greater than the control group after the intervention. Therefore, the intervention was
effective to improve the global health status/QOL of breast cancer patients in this study.

The global health status/QOL status of the patients was expected to be decreased
over time. However, in this study, the global health status/QOL status of the control
group was also increased after chemotherapy without any intervention. It was a very
stressful period for them because they were recently diagnosed with breast cancer, they
felt worried about the disease and they suffered side effects of chemotherapy. When the
chemotherapy was completed, the patients felt relief from these stressful occasions and
this condition could be explained the improvement in global health status/QOL in the

control group without any intervention.

Similarly, the improvement in global health status/QOL was also reported in the
randomized controlled trial (RCT) of Sharif, F., 2010 (Sharif et al., 2010) conducted



163

among 100 Iranian female breast cancer patients after completing surgery,
chemotherapy and radiotherapy, and currently on hormonal therapy. There were 50
participants in each group. That Iran study found that four sessions of peer-led
education intervention during one month was effective for improving the global health

status/QOL of the participants.

A similar finding was also found in the RCT of Cho, O., 2006 (Cho et al., 2006)
which was conducted among 55 female breast cancer patients after completing surgery,
chemotherapy, and radiotherapy in South Korea. There were 28 participants in the
intervention group and 27 in the control group. That study found that the intervention
program consisting of education by specialists, exercise and peer support group activity

for 10 weeks duration had a significant effect to improve QOL.

Similarly, the RCT of Napoles, A. M., 2015 (Napoles et al., 2015) conducted
among 151 women breast cancer patients after surgery with or without chemotherapy
or radiotherapy in the USA where 76 participants in the intervention group and 75 in
the control group, also reported that peer-delivered stress management intervention

once a week for eight weeks was effective on improving the overall QOL.

As the consistent result, the RCT of Giese-Davis, J., 2016 (Giese-Davis et al.,
2016) conducted among 104 breast cancer patients in the USA after surgery and
currently on chemotherapy or radiotherapy or hormonal therapy also found that weekly
peer navigator individual support intervention for six months was effective for
improving breast cancer specific well-being. Thus, the finding of the present study
supported the results of previous studies on the effectiveness of peer support

intervention in promoting the overall QOL of breast cancer patients.

At follow-up data collection, the global health status/QOL of the participants

were assessed to evaluate the sustainability of the intervention on it.

At that time, although the global health status/QOL score of the intervention
group was higher than the control group, the difference over time was not significant

between the two groups.
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The dissimilar finding was found in the RCT of Sharif, F., 2010 (Sharif et al.,
2010) conducted among 100 Iranian female breast cancer patients. That Iran study
found that the global health status/QOL score of the intervention group was
significantly higher than the control group at 2 months follow-up data collection.

Sharif, F explained that psychological support interventions were beneficial for
the well-being of breast cancer patients, although it was not able to conclude that one
type of intervention was more effective than another. Patients had to be in a breast
cancer support group to deal with their disease, and the patient support group had a

significant role in improving the QOL of breast cancer patients.
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5.1.6.2 Functioning assessed by EORTC QLQ-C30 Questionnaire

At baseline, five functioning scales namely physical, role, emotional, cognitive
and social functioning were assessed. Among them, cognitive functioning and social
functioning were found to be the highest scores and role functioning and emotional

functioning revealed the lowest scores in this study.

The results of this study were comparable to the findings of the previously cited
studies done in Morocco (El Fakir et al., 2016) and in Egypt (RAM et al., 2018) where
cognitive functioning and social functioning were found to be the highest scores and

role functioning and emotional functioning revealed lowest scores.

This study found that cognitive functioning score of the participants was the
highest among the five functioning scales. A similar finding was also found in the cross-
sectional study of Safaee, 2008 (Safaee et al., 2008) which was conducted among 119
breast cancer patients in the chemotherapy ward in Iran in 2006. The consistent finding
was also found in another Iranian study which was the previously quoted cross-
sectional study of Shafaie, 2019 (Shafaie et al., 2019a). The cross-sectional study done
by Brezden, C. B., 2000 among 71 breast cancer patients and 36 healthy women as the
control in Canada, reported that chemotherapy was related to impairment in cognitive
functioning in breast cancer patients (Brezden et al., 2000). The finding of no-
association in this study could be explained by the fact that this study was conducted

before the start of chemotherapy and therefore, it was too early to detect this association.

The social functioning score was also high among functioning in this study. The
previously cited literature review of Haddou Rahou, B., 2016 (Haddou Rahou et al.,
2016) found that effective social support system in the Arab communities lead to reduce
the pressure and improve the health of Arab women. Therefore, a higher social
functioning score revealed in this study could be explained that all participants had a
good family relationship and they had psychological support from their family.
Moreover, almost 90% of the participant had social support from their friend or
neighbors and it could also be a contributing factor for having a high social functioning

Score.
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In this study, emotional functioning score was relatively low among functional
scales. The study of Haddou Rahou, B., 2016 (Haddou Rahou et al., 2016) commented
that female breast cancer patients suffered from a feeling of upset for disfigurement,
fear of denial by their spouses and loss of feminineness which could lead to having poor

emotional functioning.

This study revealed that role functioning score of the participants was the lowest
among five functioning. The study of Haddou Rahou, B., 2016 (Haddou Rahou et al.,
2016) explained that female breast cancer patients felt great pressure due to the burden
of work as well as commitments of their roles as mothers and housewives. In this study,
the respondents felt that their ability to do their work, daily activities or leisure time

activities was limited and it led to having poor role functioning among the participants.

At post-intervention data collection, the effect of the intervention on five
functioning scales of the participants was assessed, and this study found that the
improvement in all functioning scales of the intervention group, except for the social
functioning, was significantly greater than the control group after the intervention.
Therefore, the intervention was effective to improve physical functioning, role
functioning, emotional functioning and cognitive functioning of the breast cancer

patients.

Regarding the social functioning, the social functioning score in the intervention
group was very marginally decreased (-0.5 points) after the intervention, while the score
in the control group was decreased (-12.7 points), and that difference between the two
groups was significant at post-intervention data collection. Therefore, the intervention

was effective to maintain the social functioning of the participants.

Similarly, the previously cited RCT study of Sharif, F., 2010 (Sharif et al., 2010)
in Iran also approved that peer-led education intervention which was done 4 times
during a month, was effective for promoting all those functioning among breast cancer

patients.
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The consistent findings were also reported by the previously quoted RCT study
of Napoles, A. M., 2015 (Napoles et al., 2015) in the USA that physical well-being,
social/family well-being, emotional well-being, and breast cancer concern among the
participants were significantly improved by peer-delivered stress management

intervention which was done once a week for 8 weeks.

In contrast, the RCT of Mens, M. G., 2016 (Mens et al., 2016) conducted among
245 breast cancer patients in the USA found that peer support meetings once a week
for eight weeks had no significant improvement in mental health and physical health
components after the intervention. The main difference between that USA study and
this study was the duration of the intervention. That USA study conducted the
intervention for about 2 months while this study conducted for about 5 months, and this
difference in the duration of the intervention might be responsible for the different

results.

The inconsistent results were also found in the quasi-experimental study of
Tehrani, A. M., 2011 (Tehrani et al., 2011) conducted among 61 female breast cancer
patients after surgery receiving radiotherapy or medical treatment in Iran. That Iran
study found that after six sessions of peer-led meetings for three months, there was no
significant difference in physical functioning, role limitation and social functioning
between intervention and control groups. As stated above, the difference in the duration

of the intervention between studies might be responsible for the different results.

The RCT study of Ghavami, H., 2017 (Ghavami, 2017) which was conducted
among 80 breast cancer patients in Iran, proposed that different duration of intervention

might be related to the different results.

Moreover, the previously quoted systematic review and meta-analysis done by
Matsuda, A., 2014 (Matsuda et al., 2014) guessed that different administration methods
of intervention may have different results in the effectiveness of the intervention on
QOL among breast cancer patients. For these studies, although the intervention
programs were delivered by peers, the components of the intervention were different
from each other. Moreover, there was a difference in the duration of intervention

between this study and others. Therefore, different duration of intervention and
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different administration methods of intervention between the studies could explain the

different results.

At follow-up data collection, five functioning scales of the participants were

assessed to evaluate the sustainability of the intervention on these outcomes.

At that time, the intervention group had a significantly higher emotional
functioning score than the control group and the difference over time was significant
between the two groups. Therefore, the peer support intervention had a significant

effect on improving emotional functioning of the participants over time.

As a dissimilar result, only emotional functioning was significantly improved
at follow-up data collection in this study, while all the functioning scales were
significantly improved in the previously cited RCT of Sharif, F., 2010 in Iran. In that
Iran study, the peer-led education intervention had a significant effect on improving all
five functioning scales (physical, role, emotional, cognitive and social) of breast cancer
patients two months after the intervention (Sharif et al., 2010). Different administration
methods of intervention between Iran study and this study could explain the different

results.
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5.1.6.3 Functioning assessed by EORTC QLQ-BR23 Questionnaire

At baseline, four functioning scales namely body image, sexual functioning,
sexual enjoyment, and future perspective were assessed. Among them, body image
scored the highest followed by a future perspective score. Sexual functioning score was

the lowest and sexual enjoyment score was relatively low.

Inconsistent results were found in the cross-sectional study of Nageeti T H
(2019) (Nageeti et al., 2019) which was conducted among 88 female breast cancer
survivors in Saudi Arabia, where sexual functioning score was the highest followed by
sexual enjoyment, in addition, future perspective score was the lowest followed by body
image. The difference between that Saudi Arabia study and this study was the time of
assessment. That Saudi Arabia study assessed the QOL of the participants after
completing the major treatments and more than half of the participants were on
hormonal therapy. In this study, QOL was assessed recently after the surgery and this

difference could be accounted for the different results.

At post-intervention data collection, this study found that, among the four
functioning scores, the body image score of the intervention group was significantly
higher than the control group after the intervention. Moreover, although the future
perspective scores were decreased in both groups, the score of the intervention group
was significantly greater than the control group after the intervention period. Therefore,
it could be concluded that the peer support intervention was effective to improve body
image scores and maintain the future perspective status of breast cancer patients during

the course of chemotherapy.

As the different finding, in the previously quoted RCT study of Sharif, F., 2010
in Iran found that all four functioning scores namely body image, sexual functioning,
sexual enjoyment, and future perspective, were increased in the intervention group and
decreased in the control group after the intervention period and the intervention was
effective to improve all functioning scores of the breast cancer patients (Sharif et al.,
2010).
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Sharif, F. guessed that the peer group method was effective for improving the
sexual function because they could discuss this issue in a relaxed environment. But in
this study, the participants didn’t discuss their sexual issues in a group meeting and it
could be due to the culture of the society. Therefore, it could be a factor for the
intervention program not having a significant effect on sexual functioning and sexual

enjoyment of the participants in this study.

At follow-up data collection, functioning scores of the participants were
assessed to evaluate the sustainability of the intervention on these outcomes.

At that time, the intervention group had a significantly higher future perspective
score than the control group and the difference over time was significant between the
two groups. Therefore, the peer support intervention had a significant effect on

improving future perspective of the participants at follow-up data collection.

As the dissimilar finding, the RCT study of Sharif et al 2010 also found that the
peer-led education intervention had a significant effect on improving all four
functioning scores (body image, sexual functioning, sexual enjoyment, and future
perspective) of breast cancer patients two months after the intervention (Sharif et al.,
2010). In that Iran study, all four functioning scores increased over time in the
intervention group and decreased gradually in the control group. But in this study, the
only future perspective of the participants was improved at follow-up data collection.
These different results could be explained by the reason stated previously that the sexual
issues were not discussed during the group meeting among the participants in this study
due to the culture of the society. Sharif, F., also explained that culture was an
influencing factor on sexual issues and body-image and Asian women thought that it

was shameful to discuss their sexual issues.
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5.1.6.4 Symptoms assessed by EORTC QLQ-C30 Questionnaire

At baseline, eight symptoms (namely fatigue, nausea & vomiting, pain,
dyspnea, insomnia, appetite loss, constipation, and diarrhea) and financial difficulty
status were assessed. Among eight symptoms, insomnia, fatigue, and pain were the
most problematic symptoms that the participants had with the highest mean scores.
Diarrhea was the least problematic symptom followed by nausea and vomiting among

the study participants in this study.

Similar findings were found in the previously quoted cross-sectional study done
in Egypt (RAM et al., 2018), a cross-sectional study in Croatia among 153 breast cancer
patients (Separovic et al., 2019) and 2 cross-sectional studies among breast cancer
patients in Saudi Arabia with the sample size of 310 and 88 respectively (Imran et al.,
2019, Nageeti et al., 2019) where the highest scores were found in insomnia, fatigue

and pain, while the lowest scores were in diarrhea and, nausea and vomiting.

A study conducted in the USA by Bradwell and Ancoli-lIsrael remarked that
patients with fatigue and insomnia before chemotherapy suffered more fatigue and poor
QOL during chemotherapy than women with fewer symptoms before chemotherapy
(Bardwell and Ancoli-Israel, 2008).

At post-intervention data collection, the effect of the intervention on symptoms
of the participants was evaluated, and this study found that fatigue, and nausea &
vomiting symptoms of the intervention group were significantly lower than the control
group after the intervention. Therefore, the peer support intervention program was
effective to alleviate fatigue, and nausea & vomiting symptoms of breast cancer
patients. However, although the other symptom scores in the intervention group were
lower than the control group after the intervention, these differences were not

significant between the two groups.

The different findings were found in the previously cited RCT study of Sharif,
F., 2010 (Sharif et al., 2010) that the intervention group had significantly lower fatigue,

pain, insomnia, and appetite loss symptoms than the control group, and there were no
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significant differences in other symptoms. The different findings among studies could
be explained by the different components of the intervention to the participants. In the
study of Sharif, F., health education section included the concept of cancer, breast
cancer, diagnosis, treatment, complications, self-care, relaxation techniques and
adaptation to the illness, while this study included the side effects of chemotherapy and

their management, advice on healthy eating and advice on regular physical activity.

The previously cited quasi-experimental study of Tehrani, A. M., 2011 (Tehrani
et al., 2011) in Iran found that there was no significant difference in body pain scores
between two groups after the peer-led meeting intervention of six sessions in three
months. These different findings could be explained by different durations and different
administration methods of intervention. Another difficulty was using different
assessment tools for QOL among studies. The study of Tehrani, A. M., 2011 used the
SF-36 questionnaire while the study of Sharif, F., 2010 used the EORTC QLQ-C30
questionnaire and, thus, it was difficult to compare the different outcome domains
among the studies.

At follow-up data collection, symptom scores of the participants were assessed
to evaluate the sustainability of the intervention on these outcomes. At that time,

insomnia score in the intervention group was significantly lower than the control group.

The different findings were found in the study of Sharif, F., 2010 that fatigue
and insomnia scores were significantly lower in the intervention group than the control
groups at 2 months follow-up data collection. The other symptoms showed no
significant difference between the two groups at follow-up in that study (Sharif et al.,
2010). These differences could also be explained by the different components of the

intervention to the participants as stated above.
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5.1.6.5 Symptoms assessed by EORTC QLQ-BR23 Questionnaire

At baseline, four symptoms namely systemic therapy side effects, breast
symptoms, arm symptoms and upset by hair loss were assessed. Among them, symptom
scores didn’t reveal many differences between each other. The most problematic
symptom was arm symptoms having a mean score of 14.5 out of 100. The least

problematic symptom was upset by hair loss with a mean score of 11.6.

The different results were found in the previously quoted cross-sectional study
of Nageeti T H (2019) in Saudi Arabia that upset by hair loss had the highest mean
score with 61.5 while systematic therapy side effect revealed the lowest mean score of
39.1. That Saudi Arabia study also found that having chemotherapy was significantly
associated with a higher upset by hair loss. Different findings between Saudi Arabia
study and this study could be explained by the different courses of treatment. The
participants of that study had completed the major treatments for breast cancer, while
in this study, participants were recently after surgery and before chemotherapy.
Therefore, in this study, most of the participants didn’t have hair loss and they didn’t

feel upset by hair loss.

At post-intervention data collection, this study found that systematic therapy
side effects and upset by hair loss scores were increased in both groups. Breast symptom
and arm symptom scores were decreased in both groups. However, these changes
showed no significant difference between the two groups and it could be concluded that

the intervention had no immediate effect on these symptoms of breast cancer patients.

Dissimilar findings were found in the previously quoted RCT of Sharif, F., 2010
in Iran. In that Iran study, systemic therapy side effects scores were decreased in the
intervention group and increased in the control group, and that difference was
significant. Breast symptom, arm symptoms and upset by hair loss scores showed no
changes in both groups immediately after the intervention. Therefore, the intervention
program had an immediate effect on improving the systemic therapy side effects among

the participants in that Iran study (Sharif et al., 2010).
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At follow-up data collection, symptom scores of the participants were assessed

to evaluate the sustainability of the intervention on these outcomes.

Regarding the breast symptom scores of the participants, the intervention group
had a significantly lower score than the control group and the difference over time was
significant between the two groups. Therefore, the peer support intervention had a
significant effect on alleviating breast symptoms of the participants over time. There

were no significant differences in other symptoms between the two groups at that time.

As the different findings, the RCT study of Sharif et al 2010 found that the peer-
led education intervention had a significant effect on relieving systemic therapy side
effects, breast symptoms and upset by hair loss of breast cancer patients two months
after the intervention (Sharif et al., 2010).

Sharif, F. explained that psychological support interventions were beneficial for
the well-being of breast cancer patients, although it was not able to conclude that one
type of intervention was more effective than another. Patients had to be in a breast
cancer support group to deal with their disease and support groups had a significant role
in improving the QOL of breast cancer patients.

For these dissimilar findings, although the intervention program was delivered
by peers in the study of Sharif. F., 2010, the components of the intervention and
duration of the intervention were different from this study. These differences might be
responsible for the different results. A systematic review and meta-analysis done by
Matsuda, A., 2014 guessed that different administration methods of intervention may

have different results in the effectiveness of the intervention.

Sharif, F. also suggested that breast cancer patients should participate in
physiotherapy sessions for improving physical functioning, and reducing breast
symptoms and arm symptoms. Participating in a physiotherapy session together with
peer support could be effective for improving the QOL of breast cancer patients.



175

In this study, anxiety, depression, and QOL of the participants were assessed at
the follow-up data collection to evaluate the sustainability of the intervention on these
outcomes. Knowledge, self-efficacy and empathy status were not assessed at that time
because it was assumed that there would be no significant changes in these three

variables during 2 months duration after the intervention.

In this study, at 2 months follow-up data collection, the effectiveness of the
intervention program was maintained on anxiety, depression, emotional functioning,
future perspective, and breast symptoms of the participants. Therefore, it could be
concluded that the effectiveness of the peer support intervention was maintained mainly
on the emotional aspects of breast cancer patients after the intervention period.
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5.2  Benefits, Strengths and Limitations of the Study

5.2.1 Benefits of the Study
After receiving the peer support intervention, the participants had improvement

in knowledge about chemotherapy, self-efficacy, empathy, and QOL, as well as in

control of their anxiety and depression status.

Capacity building of peer supporters was achieved by the training program on
counseling, facilitating group meeting and conducting telephone support.

Capacity building of peer supporters was also achieved by training programs
regarding health education on knowledge about the side effects of chemotherapy and

their management, advice on healthy eating and advice on regular physical activity.

The network between the breast cancer survivors (peer supporters) and newly
diagnosed patients was established which will be useful to implement the supportive
programs and to conduct the research programs in the future.

The findings of the study will be presented to the Defence Services Medical
Research Centre, Myanmar to be helpful for the implementation of the peer support

program for cancer patients in Myanmar in the future.
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5.2.2 Strengths of the Study
To my knowledge, it was the very first study on the effectiveness of the peer

support intervention on knowledge, self-efficacy, empathy, anxiety, depression, and
QOL among the breast cancer patients during chemotherapy in Myanmar.

New services (that is peer support intervention including peer individual
counseling, peer group meeting and peer support by telephone) for breast cancer
patients were developed in Myanmar.

Selection bias and confounding due to unequal distribution were minimized by
random allocation of the participants into the intervention or control group. Block
randomization also ensured that the intervention and control groups were balanced in

terms of the number of participants.

The training program for the peer supporters was conducted by the well
experienced clinical psychologist by lectures and practical sessions to guarantee the

quality of it.

Competency of the trainees was also evaluated by the principal trainer, well
experienced clinical psychologist, throughout the training period and at the end of the

training program.

Quality of life of the participants was measured by using a specific
questionnaire for cancer (QLQ-C30) containing 30 questions and a specific
questionnaire for breast cancer (QLQ-BR23) containing 23 questions instead of using

general QOL questionnaire (such as WHO QOL-BREF containing 26 questions).
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5.2.3 Limitations of the Study
This study had a time limitation of the intervention period (about 5 months) so

that long-term intervention might reveal different results from this study. It was not
possible to complete the follow-up data collection in all participants after the
intervention due to the long recruitment time (about 7 months) and only about 50% of
participants were assessed at follow-up data collection to evaluate the sustainability of

the effect of the intervention on outcomes of the study.

In this study, the multi-component intervention (including counseling, group
meeting, and telephone support) was delivered to the participants. Therefore, it was not
possible to describe the effect of an individual component of the intervention on change
of anxiety, depression, and quality of life of participants after the intervention compares

to those of participants before the intervention.

Other effective interventions on anxiety and depression control such as life skill
education (including decision making, problem-solving, self-awareness, coping with
emotions and coping with stress) which support counseling were not provided by the

intervention due to time limitation.

Evaluation of the study was done only on self-report of the participants without
biological markers which were related to anxiety and depression such as cortisol,

oxytocin and corticotrophin-releasing hormones.

Regarding the internal consistency reliability of the empathy section of the
questionnaire, although the questions were revised as appropriate after the pilot test, the
Cronbach alpha values were still low, 0.32 at the pilot test, 0.47 at baseline and 0.64 at

post-intervention data collection.

Knowledge, self-efficacy and empathy statuses of the participants were not
measured at follow-up data collection because patients were not available for a 40

minutes questions but had only on average of 15 minutes.

The intervention program of this study could only maintain the social

functioning of the participants, although it was expected to be improved.
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Peer counselors were not involved in the planning of the intervention to get their

opinion on it.

Although the EORTC group suggested that the questionnaires were to be
answered by the respondents by the self-administered method, these questionnaires
were used as interviewer-administered in this study which might have introduced

interviewer bias.

Although the participants of the intervention group had contacted their
respective counselors by telephone during the treatment period, these telephone call

logs and discussed contents were not recorded and monitored.

Baseline assessment of the peer counselors on their experience of counseling
was not done before starting the training program. Therefore, after the training program,
the counseling skill of the trainees was not able to compare with the baseline condition.
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5.3 Conclusions

This study found that, at the baseline, most of the participants had a low score
in knowledge about chemotherapy. The majority of the participants had fair scores in
self-efficacy and empathy. Regarding anxiety and depression status, about 16% of the
participants were categorized as anxious and depressed. Regarding the QOL by general
questionnaire, global health status/QOL among the participants was fair. The cognitive
functioning score was the highest among five functioning scores, and role functioning
and emotional functioning scores were relatively low. Insomnia, fatigue, and pain were
the most problematic symptoms and diarrhea and nausea and vomiting were the least
problematic symptoms. Regarding the QOL by disease-specific questionnaire, body
image score was the highest followed by future perspective, and the sexual functioning
score was the lowest among four functioning scores. Regarding the symptoms, arm

symptom score was the highest while upset by hair loss score was the lowest.

The intervention was effective in improving the knowledge about
chemotherapy, self-efficacy and empathy status, and lessening the anxiety and
depression status of the participants immediately after the intervention. Regarding the
QOL, the intervention program was effective to improve global health status/QOL,
physical functioning, role functioning, emotional functioning, cognitive functioning,
social functioning, body image and future perspective of the participants. It was also
effective to diminish the fatigue, and nausea and vomiting symptoms of the participants

immediately after the intervention.

When the sustainability of the intervention was evaluated, this study found that
the intervention program had a long-term effect on diminishing anxiety and depression
status of the participants. It also had a long-term effect on improving emotional
functioning and future perspective, and lowering the breast symptoms of the
participants at two months after the intervention.

Therefore, the model of the intervention program of this study should be

implemented among breast cancer patients in the future.
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54 Recommendations

5.4.1 Recommendations for Program Implementation
All the peer supporters voluntarily participated in this study and willingly

conducted the intervention program. Therefore, the activities of the peer support group
should be sustained to future patients similar to the other countries where peer support

groups are available in the reach of the patients.

Regarding the training of peer supporters, although 50 hours of training program
has approved its effectiveness, more role-play and practical sessions could strengthen

the capacity of peer supporters and the effect of the intervention.

Education booklets regarding side effects of chemotherapy and their
management together with advice on healthy eating and advice on physical activity also
contributed to the effectiveness of the intervention in this study, so that cancer patients
receiving chemotherapy should be provided such kind of education materials before
starting the treatment.
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5.4.2 Recommendations for Future Research
Research with proper follow-up assessments among all study participants

should be done to evaluate the sustainability of the effect of the intervention program
on anxiety, depression, and QOL. Moreover, follow-up assessment should be done at

longer intervals (such as six months or one year) after the intervention program.

An interventional study involving multiple intervention arms together with a
control group should be conducted to find out and compare the effect of an individual

component of the intervention on the study outcomes.

A study using effective interventions on anxiety and depression control such as
life skill education (including decision making, problem-solving, self-awareness,
coping with emotions and coping with stress) which support counseling should be

conducted to strengthen the effect of the intervention.

Evaluation of the study should be done by self-report questionnaires together
with biological markers that were related to anxiety and depression such as cortisol,

oxytocin and corticotrophin-releasing hormones.

The empathy section of the questionnaire of this study should be adopted for

future research only after being improved appropriately for the comprehensiveness.

The long-term effect of the intervention program on knowledge, self-efficacy
and empathy statuses of the participants should be assessed at longer intervals (such as

six months or one year) after the intervention.

The intervention program of this study could only maintain the social
functioning of the participants, therefore in the future study, the intervention program

should be revised for improving the social functioning of the patients.

Peer counselors should be involved in the planning of the intervention to get

their opinion on it.



183

The EORTC QLQ-C30 and QLQ-BR23 questionnaire should be answered by

the respondents by the self-administered method to avoid interviewer bias.

When the participants of the intervention group contact to their respective
counselors by telephone during the treatment period, these telephone call logs and

contents of discussion should be recorded and monitored.

Baseline assessment of the peer counselors on their experience of counseling
should be done before starting the training program. By doing so, the counseling skill

of the trainees after the training program can be compared with the baseline condition.
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APPENDICES

Appendix A

Informed Consent Form (Intervention Group)

This informed Consent Form is for female breast cancer patients who are
receiving treatment at Shwe Yaung Hnin Si Cancer Foundation Clinic, and who we are
inviting to participate in our research. The title of our research project is “Effect of Peer
Support Intervention on Anxiety, Depression and Quality of Life among Female Breast
Cancer Patients on Chemotherapy in Yangon, Myanmar.”

You may provide the following information as shown below.

Name of Researcher: Dr. Min Thu Naung

Position: PhD (Public Health) Student at Chulalongkorn University,
Thailand

Phone Number: 09254471535

E-mail: dr.minthunaung@gmail.com

This Informed Consent Form has two parts:
Part I: Information Sheet (to share information about the research with you)
Part Il: Certificate of Consent (for signatures if you agree to take part)

You will be given a copy of this Informed Consent Form.

Part I: Information Sheet
1) Introduction

I am Dr. Min Thu Naung, and | am attending PhD (Public Health) at College of
Public Health Sciences, Chulalongkorn University, Thailand. | am doing research
regarding anxiety, depression and quality of life among female breast cancer patients.
| am going to give you information and invite you to be part of this research. Before
you decide, you can talk to anyone you feel comfortable with about the research.

There may be some words that you do not understand. Please ask me to stop as
we go through the information and I will take time to explain. If you have questions
later, you can ask them of me, the study doctor or the staff.
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(2 Purpose of the Research

The purpose of the research is to evaluate the Effect of Peer Support
Intervention on Anxiety, Depression and Quality of Life among Female Breast Cancer
Patients on Chemotherapy in Yangon, Myanmar. Breast cancer patients usually suffer
anxiety and depression, and the diagnosis and treatment of breast cancer has negative
effect on quality of life. Therefore, we would like to evaluate the effect of peer support
intervention on anxiety, depression and quality of life among female breast cancer
patients who are taking chemotherapy.

3) Participant Selection

We are inviting all female breast cancer patients who register for chemotherapy
to treat breast cancer at this clinic and who meet the eligibility criteria to participate in
this research. We will recruit at least 74 participants for this research.

(4)  Voluntary Participation

Your participation in this research is entirely voluntary. It is your choice
whether to participate or not. Whether you choose to participate or not, all the services
you receive at this clinic will continue and nothing will change.

(5) Procedures

You are invited to this study because you are eligible for the study. When you
agree to participate in the study, consent form will need to be signed prior to any study
assessments being performed.

After signing consent form, we will ask you the research questions. We feel that
your experience can contribute much to this research.

The questions will include your age, ethnicity, marital status, education, number
of children, employment status, menopausal status, smoking history, alcohol
consumption history, family income, family history of breast cancer, family support,
social support, the history and status of your disease, knowledge about chemotherapy,
self-efficacy, empathy, consumer satisfaction, anxiety, depression and quality of life.
In this questionnaire, there are some questions which will ask about your sexuality.
Your weight and height will also be measured to get your body mass index (BMI). Your
medical records will also be used to get the required information.

The participants of intervention group have to attend the intervention sessions
including peer individual counseling (2 times) and peer group meeting (5 times), and
will receive peer support by telephone (10 times). The first session of the peer
individual counseling will be recorded by the audio recorder. Peer counseling sessions
and peer group meeting will be held at the clinic. All these intervention sessions will
be done during the treatment (taking chemotherapy) period.



194

Previously, although there were some research papers that tested the effect of
peer support intervention on breast cancer patients, the results of those research papers
contradicted to each other in outcomes of psychological status and quality of life.
Moreover, the researcher could not find the previous research paper that tested the
effect of peer support intervention in which individual counseling, group meeting and
support by telephone were combined. Therefore, in this study, peer support intervention
will be delivered to the participants in combination of these components.

The treatment for breast cancer will not be disturbed by adding this intervention
program. Therefore, you will receive the peer support intervention, and there will be no
difference in treatment procedure.

(6) Duration

The research will take place during your treatment (taking chemotherapy)
period that is approximately 6 months. The interview will be performed 2 times; at the
time of registration for chemotherapy and after completing chemotherapy. The
expected duration of the interview will be about 40 minutes.

The participants of intervention group have to attend peer individual counseling
(2 times) and peer group meeting (5 times). Each session will last for about 1 hour. You
will also receive the support phone call from the peer facilitator for 10 times during
your treatment period. You can also call the peer facilitator, peer group members or the
researcher during the treatment period for more information.

(7 Risks
There will be no risk for participating in this research.
(8) Benefits

Your participation is likely to help us find the effect of peer support intervention
on anxiety, depression and quality of life among female breast cancer patients who are
taking chemotherapy. The findings of this study will be beneficial for breast cancer
patients in our country in the future.
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9 Reimbursements

We will give you 5,000 Kyats for each time to pay for your loss of working
time. You will not be given any other money or gifts to take part in this research.

(10)  Confidentiality

The information that we collect from this research project will be kept
confidential. No-one but the researchers will be able to see the information about you
that will be collected during the research. Any information about you will have a code
number on it instead of your name. Only the researchers will know what your code
number is and these information will be kept with a lock and key. After completing the
research, the information about you that will be collected during the research will be
put away.

(11) Sharing the Results

The knowledge that we get from doing this research will be shared with you
before it is made widely available to the public. Confidential information will not be
shared. After completing the research, we will publish the results in international
journals in order that other interested people may learn from our research.

(12) Right to Refuse or Withdraw

You do not have to take part in this research if you do not wish to do so.
Refusing to participate will not affect your treatment at this clinic in any way. You will
still have all the treatment that you would otherwise have at this clinic. You may stop
participating in the research at any time that you wish without losing any of your rights
as a patient at this clinic.

(13) Who to Contact

If you have any questions you may ask them now or later, even after the study
has started. If you wish to ask questions later, you may contact Dr. Min Thu Naung, the
researcher, PhD (Public Health) Student at Chulalongkorn University, Thailand, Tel:
09254471535, Email: dr.minthunaung@gmail.com.

This proposal has been reviewed and approved by Institutional Review Board,
Defence Services Medical Research Centre, Directorate of Medical Services, Ministry
of Defence.
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Part 11: Certificate of Consent

| have read the foregoing information, or it has been read to me. | have had the
opportunity to ask questions about it and any questions that | have asked have been
answered to my satisfaction. | consent voluntarily to participate as a participant in this

research.

Name of Participant

Signature of Participant

Date (day/month/year)

If illiterate

I have witnessed the accurate reading of the information sheet and consent form to the
potential participant, and the individual has had the opportunity to ask questions. I
confirm that the participant has given consent freely and voluntarily to participate in

this research.

Name of witness AND Thumb print of

participant

Signature of witness

Date (day/month/year)

Statement by the researcher/person taking consent

| have accurately read or witnessed the accurate reading of the information sheet and
consent form to the potential participant. |1 confirm that the participant was given an
opportunity to ask questions about the study, and all the questions asked by the
participant have been answered correctly and to the best of my ability. I confirm that

the individual has given consent freely and voluntarily.

A copy of this Informed Consent Form has been provided to the participant.
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Name of Researcher

Signature of Researcher

Date (day/month/year)
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Appendix B

Informed Consent Form (Control Group)

This informed Consent Form is for female breast cancer patients who are
receiving treatment at Shwe Yaung Hnin Si Cancer Foundation Clinic, and who we are
inviting to participate in our research. The title of our research project is “Effect of Peer
Support Intervention on Anxiety, Depression and Quality of Life among Female Breast

Cancer Patients on Chemotherapy in Yangon, Myanmar.”
You may provide the following information as shown below.
Name of Researcher: Dr. Min Thu Naung
Position: PhD (Public Health) Student at Chulalongkorn University, Thailand
Phone Number: 09254471535
E-mail: dr.minthunaung@gmail.com
This Informed Consent Form has two parts:
Part I: Information Sheet (to share information about the research with you)
Part Il: Certificate of Consent (for signatures if you agree to take part)

You will be given a copy of this Informed Consent Form.

Part I: Information Sheet
1) Introduction

I am Dr. Min Thu Naung, and | am attending PhD (Public Health) at College of
Public Health Sciences, Chulalongkorn University, Thailand. | am doing research
regarding anxiety, depression and quality of life among female breast cancer patients.
| am going to give you information and invite you to be part of this research. Before
you decide, you can talk to anyone you feel comfortable with about the research.
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There may be some words that you do not understand. Please ask me to stop as
we go through the information and | will take time to explain. If you have questions

later, you can ask them of me, the study doctor or the staff.
2 Purpose of the Research

The purpose of the research is to assess the Anxiety, Depression and Quality of
Life status among Female Breast Cancer Patients on Chemotherapy in Yangon,
Myanmar. Breast cancer patients usually suffer anxiety and depression, and the
diagnosis and treatment of breast cancer has negative effect on quality of life.
Therefore, we would like to assess anxiety, depression and quality of life status among

female breast cancer patients who are taking chemotherapy.
3) Participant Selection

We are inviting all female breast cancer patients who register for chemotherapy
to treat breast cancer at this clinic and who meet the eligibility criteria to participate in

this research. We will recruit at least 74 participants for this research.
4) Voluntary Participation

Your participation in this research is entirely voluntary. It is your choice
whether to participate or not. Whether you choose to participate or not, all the services

you receive at this clinic will continue and nothing will change.
(5) Procedures

You are invited to this study because you are eligible for the study. When you
agree to participate in the study, consent form will need to be signed prior to any study

assessments being performed.

After signing consent form, we will ask you the research questions. We feel that

your experience can contribute much to this research.

The questions will include your age, ethnicity, marital status, education, number
of children, employment status, menopausal status, smoking history, alcohol
consumption history, family income, family history of breast cancer, family support,

social support, the history and status of your disease, knowledge about chemotherapy,
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self-efficacy, empathy, consumer satisfaction, anxiety, depression and quality of life.
In this questionnaire, there are some questions which will ask about your sexuality.
Your weight and height will also be measured to get your body mass index (BMI). Your
medical records will also be used to get the required information.

(6) Duration

The research will take place during your treatment (taking chemotherapy)
period that is approximately 6 months. The interview will be performed 2 times; at the
time of registration for chemotherapy and after completing chemotherapy. The
expected duration of the interview will be about 40 minutes.

@) Risks
There will be no risk for participating in this research.
(8) Benefits

Your participation is likely to help us find the anxiety, depression and quality
of life status among female breast cancer patients who are taking chemotherapy. The
findings of this study will be beneficial for breast cancer patients in our country in the

future.
9) Reimbursements

We will give you 5,000 Kyats for each time to pay for your loss of working

time. You will not be given any other money or gifts to take part in this research.
(10)  Confidentiality

The information that we collect from this research project will be kept
confidential. No-one but the researchers will be able to see the information about you
that will be collected during the research. Any information about you will have a code
number on it instead of your name. Only the researchers will know what your code
number is and these information will be kept with a lock and key. After completing the
research, the information about you that will be collected during the research will be
put away.
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(11) Sharing the Results

The knowledge that we get from doing this research will be shared with you
before it is made widely available to the public. Confidential information will not be
shared. After completing the research, we will publish the results in international

journals in order that other interested people may learn from our research.
(12) Right to Refuse or Withdraw

You do not have to take part in this research if you do not wish to do so.
Refusing to participate will not affect your treatment at this clinic in any way. You will
still have all the treatment that you would otherwise have at this clinic. You may stop
participating in the research at any time that you wish without losing any of your rights

as a patient at this clinic.

(13) Who to Contact

If you have any questions you may ask them now or later, even after the study
has started. If you wish to ask questions later, you may contact Dr. Min Thu Naung, the
researcher, PhD (Public Health) Student at Chulalongkorn University, Thailand, Tel:
09254471535, Email: dr.minthunaung@gmail.com.

This proposal has been reviewed and approved by Institutional Review Board,
Defence Services Medical Research Centre, Directorate of Medical Services, Ministry

of Defence.
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Part 11: Certificate of Consent

| have read the foregoing information, or it has been read to me. | have had the
opportunity to ask questions about it and any questions that | have asked have been
answered to my satisfaction. | consent voluntarily to participate as a participant in this

research.

Name of Participant

Signature of Participant

Date (day/month/year)

If illiterate

| have witnessed the accurate reading of the information sheet and consent form to the
potential participant, and the individual has had the opportunity to ask questions. |
confirm that the participant has given consent freely and voluntarily to participate in

this research.

Name of witness AND Thumb print of

participant

Signature of witness

Date (day/month/year)

Statement by the researcher/person taking consent

| have accurately read or witnessed the accurate reading of the information sheet and
consent form to the potential participant. |1 confirm that the participant was given an
opportunity to ask questions about the study, and all the questions asked by the
participant have been answered correctly and to the best of my ability. I confirm that

the individual has given consent freely and voluntarily.

A copy of this Informed Consent Form has been provided to the participant.



210

Name of Researcher

Signature of Researcher

Date (day/month/year)
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Appendix C

Questionnaire

Code No.

Effect of Peer Support Intervention on Anxiety, Depression and Quality of Life
among Breast Cancer Patients on Chemotherapy in Yangon, Myanmar:
Randomized Controlled Trial

Please tick [ V ] on the number of the answers.

Part 1. Predisposing Factors

1. Weight kg
Height cm
BMI kg/m?

2. Age (Completed years at the last birthday of the participant)
Years

3. What is your ethnicity?

Mon

What is your marital status?
1.[] Single

2. [ ] Married

3. [ ] Widowed/Divorced

What is your level of education?

1. [] Mliterate

2. [ ] Never gone to school but can read and write simple Myanmar language
3. [ ] Primary School

4. [ ] Middle School

5. [ ] High School

6. [ ] College or university and above

6. How many children do you have?



10.

What is your employment status?
1. [ ] Housewife

2. [ ] Employed

3. [] Unemployed

What is your menopausal status?
1. [ ] Pre-menopause
2. [ ] Post-menopause

What is your smoking status?
1. [ ] Never-smoker

2. [ ] Ex-smoker

3. [ ] Occasional smoker

4. [ ] Daily smoker

at is your alcohol consumption status?

Wh

1. [ 1 Non-drinker

2. [ ] Ex-drinker

3. [ ] Moderate drinker
4. [ ] Heavy-drinker

218
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Part 2. Enabling Factors

11.

12.

13.

14.

15.

How much is your monthly family income?
1.[ 1< 100,000 Kyats

2.[]100,001 — 200,000 Kyats

3.1 200,001 — 300,000 Kyats

4.11] 300,001 — 400,000 Kyats

5.[]> 400,000 Kyats

Do you have family history of breast cancer?
1.[]Yes
2.[]1No

0 you have good relationship with your family members?
.[]Yes
.[ 1 No (if No, go to Q.15)

=
<
D

s, with which family member do you have good relationship?
Father

Mother

Husband

Brother(s)

Sister(s)

Son(s)

Daughter(s)

Others (please specify)

0 you receive care and support from your friends or neighbors?
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Part 3. Need Factors

16.

17.

18.

19.

20.

21.

22.

What is the duration of your disease (breast cancer)?
1. [] £ 12 months

2. []13-24 months

3. [] 25-36 months

4.1] 37-48 months

5.[]> 48 months

Have you ever been hospitalized for treating breast cancer?
1.[]Yes
2. [] No (if No, go to Q. 19)

How many times were you been hospitalized for treating breast cancer?
Times

What is the clinical staging of breast cancer?
1.[] Stage |

2.[] Stage Il

3.[] Stage I

4.[] Stage IV

What are the received treatment for breast cancer?
1. [] Surgery

2. [ ] Radiotherapy

3. [ ] Hormonal therapy

Do you have any co-morbidity?

1.[]Yes

2. [] No (if No, go to Q. 23)

o-morbidities of the participant

] Coronary artery disease or myocardial infarction
] Heart diseases
] Hypertension
] Chronic obstructive pulmonary disease
] Gastric Ulcer

] Diabetes Mellitus

]

C
1.
2.
3.
4.
5.
6.
7. [ ] Others (please specify)

[
[
[
[
[
[
[
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Part 4. Proximal Outcomes

Knowledge about side effects and management of these side effects regarding
chemotherapy

23. Is hair loss common side effect of chemotherapy?

1. [ ]
Yes 1

2. [ ] No (if No, go to Q.
25 0

24, How can hair loss be managed?

1. [ ] Consult with
doctor 1

2. [ ] Hairs may regrow after
treatment

1

3. [ ]
Medication

1

4, [ ] Don’t
know 0

25.  Are cold and clammy extremities common side effects of chemotherapy?

1 [ ]
Yes
No (if No, go to Q.

PN o
~
e

27)

26. How can cold and clammy extremities be managed?

1. [ ] Practice
meditation

0

2. [ ] Consult with
doctor 0

3. [ ] Don’t
know 0

27. Is nail changes common side effect of chemotherapy?

1. [ ]
Yes 1



2.

29) 0

28. How can nail changes be managed?

1.

dishes 1

2.

diet 1

3.

caffeine
1

4.

shoes 1

know 0

[ ] Wear gloves

[ ] Increase iron

[ ] Wear

222

go to Q.
when washing
in your
Avoid

comfortable

Don’t



29. Is loss of appetite common side effect of chemotherapy?

1. [
Yes 1

2. [ ] No (if No, go
31) 0

30. How can loss of appetite be managed?

1. [ ] Do not limit how
eat 1

2. [ ] Eat snack whenever
hungry 1

3. [ ] Eat 5 to 6 small
day 1

4. [ ] Keep  your  favorite foods  on
snacking

1

5. [ ] Try to eat with
friends 1

6. [ ]
know O
31. Is diarrhea common side effect of chemotherapy?

1. [
Yes 1

2. [ ] No (if No, go
33) 0

32. How can diarrhea be managed?

1. [ ] Consult
doctor 1

2. [ ]
drugs 1

3. [ ]
know 0
33. Is dizziness common side effect of chemotherapy?

1. [
Yes O

2. [ ] No (if No, go
3%) 1

223

]

to Q.
much you
you are
meals a
hand for
family or
Don’t

]

to Q.
with

Taking

Don’t

]

to Q.



224

34. How can dizziness be managed?

1. [ ] Consult with
doctor 0

2. [ ] Balance
exercises

0

3. [ ] Don’t
know 0

35.  Are nausea and vomiting common side effect of chemotherapy?

1. [ ]
Yes 1

2. [ ] No (if No, go to Q.
37 0

36. How can nausea and vomiting be managed?

1. [ ] Taking
drugs 1

2. [ ] Drinking plenty of
fluids 1

3. [ ] Taking
exercise

0

4. [ ] Don’t

know 0
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37.  Are sores mouth or dry mouth common side effects of chemotherapy?

1 [ ]
Yes 1

2. [ ] No (if No, go to Q.
399 0

38. How can sores mouth or dry mouth be managed?

1. [ ] Clean the teeth after eating and floss
gently 1

2. [ ] Choose soft or liquid foods such as soups and
smoothies

1

3. [ ] Soothe  the mouth and gums  with ice
cubes 1

4. [ ] Drink sugar-free
drinks 1

5. [ ] Taking
exercise

[ ] Use a straw to
drink

foods

0
6
1
7. [ ] Avoid crunchy, salty, very spicy, acidic or hot
1
8 [ ] Don’t
0

know

39. Is fever common side effect of chemotherapy?

1 [ ]
Yes O

2. [ ] No (if No, go to Q.
41) 1

40. How can fever be managed?

L [ ]
Medication

0
2. [ ]
Sponging

0

3. [ ] Consult with
doctor O
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4. [ ] Don’t
know 0
41. Is constipation common side effect of chemotherapy?

1. [ ]
Yes 1

2. [ ] No (if No, go to Q.
43) 0

42. How can constipation be managed?

1. [ ] Consuming high-fiber
foods 1

2. [ ] Drinking plenty of
fluids 1

3. [ ] Taking
naps O

4. [ ] Taking regular and gentle
exercise

1

5. [ ] Don’t

know 0
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43. Is fatigue common side effect of chemotherapy?

1 [ ]
Yes 1

2. [ ] No (if No, go to Q.
45) 0

44, How can fatigue be managed?

1. [ ] Consult with
doctor 1

2. [ ] Taking
exercise

1

3. [ ] Drinking plenty of
fluids 0

4. [ ] Taking
naps 1

5. [ ] Don’t

know 0



Self-efficacy
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No.

Strongly
agree

Agree

Uncertain

Disagree

Strongly
disagree

45.

I am confident that | am
able to deal with anxiety
related to breast cancer.

5

1

46.

I am confident that | am
able to deal with depression
related to breast cancer.

47.

I am confident that | am
able to deal with side effects
related to chemotherapy.

48.

It is easy for me to ask for
help from family members.

49,

It is easy for me to ask for
help from friends.

50.

It is easy for me to ask for
help from neighbors.

51.

I am confident that | am
able to actively participate
in making any decisions
about choosing treatment
for my disease (breast
cancer).

52.

I am confident that | am
able to actively participate
in making any decisions
about choosing healthcare
center for treating my
disease (breast cancer).
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Empathy

No. Never Rarely | Sometimes | Often Always
When someone else is

53. | feeling excited, I tend to 0 1 2 3 4
get excited too.
Other people’s difficulties

54. | or troubles do not disturb 4 3 2 1 0
me.
It upsets me to see someone

55. | being treated 0 1 2 3 4
disrespectfully.
| don’t feel happy when

56. | someone close to me is 4 3 2 1 0
happy. _

57 | enjoy making other 0 1 5 3 4
people feel better.
I have tender, concerned

58. | feelings for people less 0 1 2 3 4
fortunate than me.




Consumer Satisfaction (Intervention Group)
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Very . . Not NOt.
No. d Effective | Fair . Effective
Effective Effective
Completely
59 Were the counseling sessions
" | effective to improve your mood 5 4 3 2 1

() and feeling?

60 Were the group meetings effective

(I). to improve your mood and 5 4 3 2 1
feeling?

61 Were the telephone support

(I)- sessions effective to improve your 5 4 3 2 1
mood and feeling?

No. (\_;/g?é Good Fair Bad \ézlg

62 How will you score the

(I)- counselor who did 5 4 3 2 1
counseling to you?

63 How will you score the

" | facilitators who facilitated 5 4 3 2 1

(0 the group meeting?

64 How will you score the

(I). facilitators who did 5 4 3 2 1
telephone support to you?




Consumer Satisfaction (Both Groups)

2

31

No.

Very
Effective

Effective

Fair

Not
Effective

Not
Effective
Completely

65.

Was the education session about
chemotherapy (including
treatment procedure, benefits and
side effects) that you received as
usual care effective to improve
your mood and feeling?

66.

Was the advice on healthy eating
that you received as usual care
effective to improve your mood
and feeling?

67.

Was the advice on regular
physical activity that you received
as usual care effective to improve
your mood and feeling?

No.

Very
Good

Good

Fair

Bad

Very
Bad

68.

How will you score the
doctor who treated you at 5
the clinic?

69.

How will you score the
nurse who treated you at the 5
clinic?

70.

How will you score the
overall services that you
received during your 5
treatment period at the
clinic?




Part 5. Distal Outcomes

Anxiety

71.

72.

73.

74.

75.

76.

77.

Do you feel pressure or constriction?
1. [ ] Severely present

2. [ ] Moderately present

3. [ ] Mildly present

4. ] None

Do you feel fluttering in your chest?
1.[] None

2. [ ] Mildly present

3. [ ] Moderately present

4. [ ] Severely present

Are you frightened without reason?
1. [ ] Severely present

2. [ ] Moderately present

3. [ ] Mildly present

4.[] None

Are you feeling restless?
1. [ ] Severely present

2. [ ] Moderately present
3. [ ] Mildly present
4.[] None

Do you have worries without reason?
1. [ ] Almost always

2. [ ] Frequently

3. [ ] Sometimes

4.[] Not at all

| feel fear suddenly

1. [] Very often indeed
2. [ ] Quite often

3. [ ] Not very often
4,[] Not at all

I can sit comfortably and feel stress-free
1. [ ] Definitely

2. [ ] Usually

3. [ ] Not Often

4.[] Not at all

232
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Depression

78.  Are you mentally exhausted?
1. [ ] Severely present
2. [ ] Moderately present
3. [ ] Mildly present
4. ] Not at all

79. | am enjoying things as usual
1. [ ] Definitely as much
2. [ ] Not quite so much
3.[10nly alittle
4.[]Hardly at all

80. | have lost interest in how I look
1. [ ] Definitely
2. []1don't take as much care as | should
3. [ 11 may not take quite as much care
4.[] | take just as much care as ever

81. Do you have a feeling that you can’t control your tears?
1.[] Notat all
2. [ 1 Mildly present
3. [ ] Moderately present
4. [ ] Severely present

82. Do you feel that life is not worth living?
1.[] Notat all
2. [ 1 Mildly present
3. [ ] Moderately present
4. [ ] Severely present

83. Do you feel depressed?
1. [ ] Severely present
2. [ ] Moderately present
3. [ 1 Mildly present
4.[] Notatall

84. | can enjoy mass media entertainments and reading
1. [] Often
2. [ ] Sometimes
3. [ ] Not often
4.[] Very seldom



Quality of Life

234

Not at A Quite | Very
All Little | aBit | Much
1) ) ®) (4)
85. | Do you have any trouble doing strenuous activities, like
carrying a heavy shopping bag or a suitcase?
86. | Do you have any trouble taking a long walk?
87. | Do you have any trouble taking a short walk outside of
the house?
88. | Do you need to stay in bed or a chair during the day?
89. | Do you need help with eating, dressing, washing
yourself or using the toilet?
During the Past Week
Not at A Quite | Very
All Little | aBit | Much
1) ) ®) (4)
90. | Were you limited in doing either your work or other
daily activities?
91. | Were you limited in pursuing your hobbies or other
leisure time activities?
92. | Were you short of breath?
93. | Have you had pain?
94. | Did you need to rest?
95. | Have you had trouble sleeping?
96. | Have you felt weak?
97. | Have you lacked appetite?
98. | Have you felt nauseated?
99. | Have you vomited?
100. | Have you been constipated?
101. | Have you had diarrhea?
102. | Were you tired?
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103. | Did pain interfere with your daily activities?

104. | Have you had difficulty in concentrating on things, like
reading a newspaper or watching television?

105. | Did you feel tense?

106. | Did you worry?

107. | Did you feel irritable?

108. | Did you feel depressed?

109. | Have you had difficulty remembering things?

110. | Has your physical condition or medical treatment
interfered with your family life?

111. | Has your physical condition or medical treatment
interfered with your social activities?

112. | Has your physical condition or medical treatment

caused you financial difficulties?

For the following questions please circle the number between 1 and 7 that best
applies to you

113.  How would you rate your overall health during the past week?

Very poor Excellent
1 2 3 4 5 7

114. How would you rate your overall quality of life during the past week?

Very poor Excellent
1 2 3 4 5 7




During the past week:
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Not at A Quite | Very
All Little | aBit | Much
) ) (©) (4)
115. | Did you have a dry mouth?
116. | Did food and drink taste different than usual?
117. | Were your eyes painful, irritated or watery?
118. | Have you lost any hair?
119. | Answer this question only if you had any hair loss:
Were you upset by the loss of your hair?
120. | Did you feel ill or unwell?
121. | Did you have hot flushes?
122. | Did you have headaches?
123. | Have you felt physically less attractive as a result of
your disease or treatment?
124. | Have you been feeling less feminine as a result of your
disease or treatment?
125. | Did you find it difficult to look at yourself naked?
126. | Have you been dissatisfied with your body?
127. | Were you worried about your health in the future?
During the past four weeks:
Not at A Quite | Very
All Little | aBit | Much
1) ) (©) (4)
128. | To what extent were you interested in sex?
129. | To what extent were you sexually active? (with or
without intercourse)
130. | Answer this question only if you have been sexually

active: To what extent was sex enjoyable for you?




During the past week:
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Not at A Quite | Very
All Little | aBit | Much
1) (2) (©) (4)
131. | Did you have any pain in your arm or shoulder?
132. | Did you have a swollen arm or hand?
133. | Was it difficult to raise your arm or to move it
sideways?
134. | Have you had any pain in the area of your affected
breast?
135. | Was the area of your affected breast swollen?
136. | Was the area of your affected breast oversensitive?
137. | Have you had skin problems on or in the area of your

affected breast (e.g., itchy, dry, flaky)?
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Appendix D
Selection Criteria for Participants
Inclusion Criteria
No. Criteria Eligible Elli\glgci)tgle
1 | Register for chemotherapy
2 | ECOG performance status 0-2
3 | Age of 18 years and older
4 | Have mobile phone and can communicate
5 | Give written consent
Exclusion Criteria
No. Criteria Eligible Elli\;]?tgle

1 | Occurrence of stressful events during the study
2 | Cannot attend the intervention sessions regularly according
to the study plan (for intervention group)

Grade ECOG Performance Status

0 Fully active, able to carry on all usual activities without restriction and without the
aid of analgesics

1 Restricted in strenuous activity but ambulatory and able to carry out light work or
pursue a sedentary occupation. This group also contains patients who are fully
active, as in grade 0, but only with the aid of analgesics

2 Ambulatory and capable of all self-care but unable to work. Up and about more
than 50% of waking hours

3 Capable of only limited self-care; confined to bed or chair more than 50% of
waking hours

4 Completely disabled; unable to carry out any self-care and confined totally to bed
or chair
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Appendix E

Self-Assessment of Counseling Performance Skill by Trainees

No.

Poor

Average

Good

1

3

Ability to demonstrate active attending

1 "
behavior

5 Ability to listen to and understand
nonverbal behavior
Ability to listen to what client says

3 | verbally, noticing mix of experiences,
behaviors, and feelings

4 Ability to understand accurately the
client’s point of view

5 Ability to identify themes in client’s
story

6 Ability to identify inconsistencies
between client’s story and reality

v Ability to respond with accurate
empathy

8 | Ability to ask open-ended questions

9 | Ability to help clients clarify and focus
Ability to balance empathic response,

10 ) .
clarification, and probing

11 Ability to assess accurately severity of
client’s problems
Ability to establish a collaborative

12 : : L A1 QNG
working relationship with client
Ability to assess and activate client’s

13 | strengths and resources in problem
solving
Ability to identify and challenge

14 | unhealthy or distorted thinking or
behaving
Ability to use advanced empathy to

15 | deepen client’s understanding of
problems and solutions

16 Ability to explore the counselor—client
relationship
Ability to share constructively some of

17 | own experiences, behaviors, and feelings

with client
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18 | Ability to summarize

19 Ability to share information
appropriately

20 Ability to understand and facilitate
decision making

21 Ability to help clients set goals and
move toward action in problem solving

29 Ability to recognize and manage client
reluctance and resistance

23 Ability to help clients explore
consequences of the goals they set
Ability to help clients sustain actions in

24 | T
direction of goals
Ability to help clients review and revise

25 | or recommit to goals based on new
experiences

26 | Ability to open the session smoothly
Ability to collaborate with client to

27 | identify important concerns for the
session

28 Abil_ity to estat_)lish continuity from
session to session

29 Ability to keep appropriate records
related to counseling process

30 | Ability to end the session smoothly

31 Ability to recognize and address ethical
issues

39 Ability to integrate privacy practices and

informed consent into initial session

Trainee’s signature

Supervisor’s signature

Date
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Appendix F

Education Program
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Chemotherapy for Breast Cancer

Chemotherapy is treatment with cancer-killing drugs that may be given
intravenously (injected into your vein) or by mouth. The drugs travel through the
bloodstream to reach cancer cells in most parts of the body.

Possible side effects of chemotherapy for breast cancer

Chemo drugs can cause side effects. These depend on the type and dose of drugs
given, and the length of treatment. Some of the most common possible side effects
include:

Hair loss

Nail changes

Loss of appetite

Weight changes

Diarrhea

Nausea and vomiting
Sores mouth or dry mouth
Constipation

Fatigue

Chemo can also affect the blood-forming cells of the bone marrow, which can
lead to:

e Increased chance of infections (from low white blood cell counts)
e Easy bruising or bleeding (from low blood platelet counts)
e Fatigue (from low red blood cell counts and other reasons)

These side effects usually go away after treatment is finished. There are often
ways to lessen these side effects. For example, drugs can be given to help prevent or
reduce nausea and vomiting. Other side effects are also possible. Some of these are
more common with certain chemo drugs. Ask your cancer care team about the possible
side effects of the specific drugs you are getting.
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Hair loss

Chemotherapy drugs are powerful medications that attack rapidly growing
cancer cells. These drugs also attack other rapidly growing cells in your body —
including those in your hair roots. Chemotherapy may cause hair loss all over your
body. Sometimes your eyelash, eyebrow, armpit and other body hair also falls out.

Most of the time hair loss from chemotherapy is temporary. Hair usually begins
falling out two to four weeks after you start treatment. Your hair loss will continue
throughout your treatment and up to a few weeks afterward. It may take several weeks
after treatment for your hair to recover and begin growing again. When your hair starts
to grow back, it will probably be slightly different from the hair you lost. But the
difference is usually temporary. Your new hair might have a different texture or color.

Applying minoxidil — a drug approved for hair loss — to your scalp before and
during chemotherapy isn't likely to prevent your hair loss, although it may speed up
your hair regrowth.

Your hair loss generally can't be prevented or controlled, but it can be managed.
Be gentle to your hair throughout your chemotherapy treatment. Don't bleach, color or
perm your hair — this can weaken it. Air-dry your hair as much as possible and avoid
heating devices. Use a soft brush. Wash your hair only as often as necessary. Consider
using a gentle shampoo.

Nails Changes

During chemotherapy for breast cancer, you may experience problems with the
nails on your fingernails and toenails as well.

Nails may darken, turn yellow, become brittle, and crack easily. Some chemo
drugs may cause nails to fall off completely.

Dark or light lines may develop across the width of some nails. Nails may
develop a concave, spoon-like shape which is caused by anemia and low iron.

Infections under the nails and painful infection surrounding the nails are also
possible. It can be caused by either bacteria or fungi. Antibiotics or an antifungal are
often prescribed.

If your nails are becoming loose, they may become quite painful, and it will be
important to avoid activities which could rip them off too soon.

Chemotherapy-related nail problems are not totally preventable.
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Follow these tips for your nails

e Use clear polish to help keep nails strong.

e Avoid artificial nails and colored polish, especially dark colors.
e Wear gloves when washing dishes and gardening.

e Care for nails and cuticles gently.

e Increase iron in your diet.

e Avoid caffeine.

e Wear comfortable shoes that allow adequate room for your toes.

If you believe you may have an infection, pain or discoloration in your nails,
contact your oncologist right away and don't wait until your next appointment.

Even if your nails disappear during chemotherapy, your skin and nail cells will
start growing again at a healthy rate when treatment ends. New nail tissue will push the
damaged nails out of the way. Fingernails grow three times faster than toenails.
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Loss of Appetite

Changes in appetite are common with cancer and cancer treatment. People with
poor appetite or appetite loss may eat less than usual, not feel hungry at all, or feel full
after eating only a small amount. Ongoing appetite loss may lead to serious
complications. These include weight loss, not getting the nutrients that the body needs,
and fatigue and weakness from muscle loss.

It is important to talk with your health care team if you lose your appetite. They
can help find the cause and make sure you are getting the nutrition you need. Poor
nutrition can slow recovery and lead to breaks in treatment. Eating well can also help
you better cope physically and emotionally with the effects of cancer and cancer
treatment.

Consider the following tips for getting proper nutrition when your appetite is
low:

e Eat 5 to 6 small meals a day, and snack whenever you are hungry.

e Do not limit how much you eat.

e Eat nutritious snacks that are high in calories and protein. This includes dried
fruits, nuts, yogurt, cheeses, eggs, milkshakes, ice cream and pudding.

e Keep your favorite foods on hand for snacking.

e Increase the calories and protein in foods.

e Drink larger amounts of fluids between meals, rather than with meals, which
may make you feel full too quickly.

e Choose nutritious or filling drinks, such as milk or nutritional milkshakes or
smoothies.

e Tryto eat in pleasant surroundings and with family or friends.

e Try placing food on smaller plates rather than larger plates.

e |f the smell or taste of food makes you nauseous, eat food that is cold or at room
temperature. This will decrease its odor and reduce its taste.

e |If you have changes in taste, such as a metallic taste in your mouth, try sucking
on hard candy such as mints or lemon before eating a meal.

e Ask your doctor about ways to relieve gastrointestinal symptoms, such as
nausea, vomiting, and constipation. Also tell your doctor if you are having any
difficulty with managing pain.

e Try light exercise, such as a 20-minute walk, about an hour before meals to
stimulate your appetite. Consult your health care team before starting an
exercise program. Exercise also helps maintain muscle mass.
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Weight changes

Chemotherapy may directly or indirectly cause weight gain or weight loss.

Slight fluctuations (a few pounds) in your weight, after chemotheraphy, either up or
down, are not dangerous. However, significant chemotheraphy weight loss or weight
gain may affect your health and/or your ability to tolerate your treatments.

Chemotherapy Weight Gain

Some chemotherapy may contribute to weight gain. Weight gain after chemo

may happen for a variety of reasons including:

Less activity. People tend to exercise less while taking chemotherapy.

Eating more. Some medications actually increase the appetite.

Fluid retention. Some chemotherapy weight gain is caused by fluid retention in
your body.

Increased fatty tissue. Some chemotherapy regimens may contain steroids.
Steroids can cause fat deposits to develop. Some people also experience a round
or full face. These side effects occur most often with long-term steroid use is
expected and will go away once steroids are discontinued.

Things you can do to manage chemotherapy weight gain

Try to maintain your normal weight, if you are not overweight. If you notice
weight gain after chemo, try to modify your diet to nutritious, low-calorie foods
such as vegetables, fruits, low-fat cheeses, etc.

Avoid concentrated sweets such as sugar, honey, and candy.

Try to exercise, as tolerated. Make sure to exercise, under the supervision of
your healthcare team. Walking, swimming, or light aerobic activity may help
you to lose the chemo weight, and promote the flow of oxygen in your lungs
and blood.

Participate in activities that take your mind off of food.
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Chemotherapy Weight Loss

Weight loss is most often associated with dieting. However, weight loss after
chemotherapy is associated with side effects of chemo that can sometimes interfere with
your ability to eat or drink and affect your ability to maintain your healthy weight.

Symptoms of Chemotherapy Weight Loss

If you are experiencing side effects or feel that you might be losing weight, you
should weigh yourself. If you have lost 5 or more pounds in a week, you should notify
your doctor or health care team about your chemo weight loss.

Things you can do to manage chemotherapy weight loss

e Try to maintain your normal weight.

e Treating your chemo weight loss depends upon treating the underlying cause.
If you are experiencing side effects that are contributing to your weight loss,
please consult with your doctor.

e Increase calories and protein in your diet.

Note: We strongly encourage you to talk with your health care professional about your
specific medical condition and treatments.

Fatigue

Fatigue is another common problem for women who have received chemo. This
may last up to several years. It can often be helped, so it’s important to let your doctor
or nurse know about it. Exercise, naps, and conserving energy may be recommended.
If you have sleep problems, they can be treated. Sometimes women become depressed,
which may be helped by counseling and/or medicines.
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Healthy Eating

Fruits, vegetables and whole grains are suitable for cancer patients. We
recommend five or more servings of fruit and vegetables daily. Whole grains are
unprocessed foods that are high in complex carbohydrates, fiber, vitamins, minerals and
phytochemicals. High fiber intake may have a positive benefit by altering hormonal
actions of breast cancer and other hormonal-dependent cancers. Daily fiber intake
should be about 30 grams.

Have some dairy or dairy alternatives (such as yoghurts). Choose lower-fat and
lower-sugar options. Have some eggs and olive oil. In addition to this, the patient should
eat foods that are high in sugar less often and in small amounts, choose unsaturated oils
and spreads. Avoid eating foods that are high in salt or fat too often.

Foods by Plant Family

e Wheat, rice, corn, barley, potatoes, bread, pasta and other carbohydrates

e Lettuce, spinach, romaine

e Broccoli, cabbage, turnip, cauliflower, kohlrabi, bok choy

e Celery, parsley, fennel, carrots

e Garlic, onion, shallots, chives, leek

e Soybeans, peas, chickpeas, lima beans, peanut, dried beans (kidney, mung,
pinto), lentils and nuts

e eggplant, tomatoes

e pumpkin, squash, cucumber, muskmelon, watermelon

Cancer-Fighting Food Source

e Broccoli sprouts

e Mustard

e Garlic, green tea, soybeans, ginger, pepper, flax seed, legumes

e Most fruits and vegetables (citrus fruits, caraway seeds, sage, camphor, dill,
basil, mint)

e Onion, leeks, shallots

e Dark yellow/orange/green vegetables and fruits
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During chemotherapy, the patient may be able to eat normally throughout the
treatment, or the side effects may change patient’s eating habits. If appetite is small,
eating little and often can be better than facing a large meal. Patient could try:

e Eat five to six small meals each day instead of three big meals.

e Drink milkshakes, smoothies, juice or soup if the patient doesn’t feel like eating
solid food.

e Do something active, if the patient feels able to, as exercise can help increase
appetite. Patient might have more of an appetite if she takes a short walk before
lunch.

Be careful not to reduce appetite by drinking too much liquid before or during
meals. If appetite is increased during chemotherapy, patient should:

e choose low-fat foods and drinks

e eat plenty of fresh fruit and vegetables
e watch out for the sugar content of food
e avoid sugary drinks

Fat Intake Recommendations

e Limit the intake of highly saturated foods such as beef, lamb, organ meats,
cheeses, butter, ice cream

e Decrease food containing trans fatty acids, such as baked goods (e.g. bread,
cake), crackers and margarine.

e Increase your intake of poultry, fish and vegetarian proteins (legumes and
lentils). Increasing your intake of fish to 3 times per week may inhibit the
growth of breast tumors.
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Overweight or obese are defined by body mass index (BMI). BMI is calculated
based on height and weight. We recommend weight reduction by diet modification
first, followed by the introduction of exercise.

BMI Classification
< 18-49 kg/m? Under Weight
18-5-24-9 kg/m? Normal Range
> 25 kg/m? Over Weight
> 30 kg/m? Obesity

Alcohol Consumption

Breast cancer patients should avoid alcohol.

Nausea and vomiting

Nausea and vomiting can be a problem for some people during and after their
chemotherapy treatments. Drugs can help with nausea and vomiting. Drink plenty of
fluids, such as water or herbal teas. Taking frequent sips is better than trying to drink
large amounts in one time. Eating little and often is a good way to combat nausea.

Herbal teas such as mint or ginger can also help settle the stomach.

Sore mouth or dry mouth

For sore mouth or dry mouth:

e Clean the teeth or dentures with a soft brush after eating, and floss gently.
e Choose soft or liquid foods such as soups, stews, smoothies and desserts.

e Soothe the mouth and gums with ice cubes.
e Drink sugar-free fizzy drinks to freshen the mouth.

e Use a straw to drink.

e Avoid crunchy, salty, very spicy or hot foods.
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Taste changes

Your taste may change during chemotherapy, making foods taste bland or
different. You may prefer to eat strongly flavoured foods, and using herbs and spices
in cooking may help. Try a variety of foods to find the ones you like the best. As well
as going off your usual foods, you may find that you like foods that you previously did
not like.

Some types of chemotherapy can give you a metal taste in your mouth. Using
plastic cutlery, instead of metal, can help reduce the metal taste. Using glass pots and
pans to cook with can also help.

Constipation

Eating and drinking less than usual, being less active and taking certain
medications can all lead to constipation. Consuming high-fibre foods can help if you’re
constipated. These include wholemeal bread, beans and lentils, vegetables, fresh fruits
and dried fruit.

You should also drink plenty of fluids and do some regular, gentle exercise such
as walking. If you’re still having problems with constipation, ask your doctor for
advice.

Diarrhoea

Occasionally, some chemotherapy drugs can cause diarrhoea. Your doctor can
prescribe medication for diarrhoea if necessary. Contact your chemotherapy team if you
have four or more episodes of diarrhoea within a 24-hour period.

Others

It’s important to have fresh food in your diet, but if you can't shop regularly,
frozen and tinned fruit and vegetables are full of nutrients and can be eaten every day.

If you’re already following a specific diet because you have a medical condition
—such as diabetes — having breast cancer doesn’t mean your diet has to change. If you
need more information, talk to your cancer specialist team.
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Physical Activity

Side effects from chemotherapy vary from person to person. You may feel
extremely tired during your treatment, and there may also be periods when you feel
sick. There will be times when you do feel able to do some type of physical activity.
Gentle exercise, such as walking, can boost your energy and help make you feel less
tired.

You may be advised to avoid swimming while having chemotherapy. This is
because chemotherapy affects your immune system's ability to fight infection, which
might make you more susceptible to any germs in the water.
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Appendix G

Logbook for Individual Counseling

Sr.
No.

Date

Duration

Name of Participant
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Logbook for Group Meeting

Facilitator

Co-facilitator

Sr.

No Date Duration Name of Participant
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Logbook for Telephone Support
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Sr.
No.

Date

Duration

Name of Participant
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Appendix H
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Appendix |

Scoring for EORTC QLQ-C30 and QLQ-BR23 Questionnaires
General principles of scoring

The QLQ-C30 is composed of both multi-item scales and single-item measures. These
include five functional scales, three symptom scales, a global health status/QOL scale,
and six single items. Each of the multi-item scales includes a different set of items - no
item occurs in more than one scale.

All of the scales and single-item measures range in score from 0 to 100. A high scale
score represents a higher response level.

Thus a high score for a functional scale represents a high / healthy level of functioning,
a high score for the global health status/QOL represents a high QOL,

but a high score for a symptom scale/item represents a high level of symptomatology
/ problems.

The principle for scoring these scales is the same in all cases:
1. Estimate the average of the items that contribute to the scale; this is the raw score.

2. Use a linear transformation to standardise the raw score, so that scores range from 0
to 100; a higher score represents a higher (“better") level of functioning, or a higher
("worse") level of symptoms.

Technical Summary

In practical terms, if items I1, Io, ... In are included in a scale, the procedure is as follows:
Raw score

Calculate the raw score

Raw Score =RS=(lp + I+ ...+ Iy)/n

Linear transformation

Apply the linear transformation to 0-100 to obtain the score S,

(RS-1)
range

Functional scales: S= (1 ) x 100

Symptom scales / items: S =((RS —1)/range) x 100
Global health status / QOL: S = ((RS —1)/range) x 100

Range is the difference between the maximum possible value of RS and the minimum
possible value. The QLQ-C30 has been designed so that all items in any scale take the
same range of values. Therefore, the range of RS equals the range of the item values.
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Most items are scored 1 to 4, giving range = 3. The exceptions are the items contributing
to the global health status / QOL, which are 7-point questions with range = 6, and the
initial yes/no items on the earlier versions of the QLQ-C30 which have range = 1.

Scoring the EORTC QLQ-C30 version 3.0
Table 1: Scoring the QLQ-C30 version 3.0

Scale Number Item Version 3.0 Function
of Items | range* | Item numbers scales

Global Health Status/QOL
Global Health Status/QOL (revised)’ QL2 2 6 29, 30
Functional scales
Physical functioning (revised)’ PF2 5 3 1to5 F
Role functioning (revised)’ RF2 2 3 6,7 F
Emotional functioning EF 4 3 21to 24 F
Cogpnitive functioning CF 2 3 20, 25 F
Social functioning SF 2 3 26, 27 F
Symptom scales / items
Fatigue FA 3 3 10, 12, 18
Nausea and vomiting NV 2 3 14,15
Pain PA 2 3 9,19
Dyspnoea DY 1 3 8
Insomnia SL 1 3 11
Appetite loss AP 1 3 13
Constipation CoO 1 3 16
Diarrhoea DI 1 3 17
Financial difficulties Fl 1 3 28

* Item range is the difference between the possible maximum and the minimum response to individual
items; most items take values from 1 to 4, giving range = 3.

T (revised) scales are those that have been changed since version 1.0, and their short names are indicated
in this manual by a suffix “2” — for example, PF2.

For all scales, the RawScore, RS, is the mean of the component items:
RawScore =RS=(l1 + 12+ ...+ 1p)/n

Then for Functional scales:

(RS-1)
range

Score = (1 ) X 100

and for Symptom scales / items and Global health status / QOL.:

Score = ((RS —1)/range) x 100

Examples:

Emotional functioning RawScore = (Q21 + Q22 + Q23 + Q24)/4




298

EF Score = (1 - (RawScore — 1)/3)x100

Fatigue RawsScore = (Q1o + Q13 + Q18)/3
FA Score = ((RawScore — 1)/3)x100

Breast cancer module: QLQ-BR23

The breast cancer module is meant for use among patients varying in disease stage and
treatment modality (i.e. surgery, chemotherapy, radiotherapy and hormonal treatment)
(Sprangers et al., 1996). The module comprises 23 questions assessing disease
symptoms, side effects of treatment (surgery, chemotherapy, radiotherapy and
hormonal treatment), body image, sexual functioning and future perspective (Appendix
2a). The module has been developed according to the guidelines, and approved after
formal review. Validation studies in The Netherlands, Spain and the United States have
been completed. It has been field tested in a larger cross-cultural study involving 12
countries (EORTC Protocol 15931).

Scoring of the breast cancer module

The breast cancer module incorporates five multi-item scales to assess systemic therapy
side effects, arm symptoms, breast symptoms, body image and sexual functioning. In
addition, single items assess sexual enjoyment, hair loss and future perspective.

The scoring approach for the QLQ-BR23 is identical in principle to that for the function
and symptom scales / single items of the QLQ-C30.7

Number Item QLQ-BR23

S of Items | range* | Item numbers l
Functional scales
Body image BRBI 4 3 9-12 F
Sexual functioning ¥ BRSEF 2 3 14,15 T
Sexual enjoyment } BRSEE 1 3 16 T
Future perspective BRFU 1 3 13 F
Symptom scales / items
Systemic therapy side effects BRST 7 3 1-4,6,7,8
Breast symptoms BRBS 4 3 20-23
Arm symptoms BRAS 3 3 17,18, 19
Upset by hair loss BRHL 1 3 5

* “Item range” is the difference between the possible maximum and the minimum response to individual
items.

1 Items for the scales marked T are scored positively (i.e. “very much” is best) and therefore use the same
algebraic equation as for symptom scales; however, the Body Image scale uses the algebraic equation
for functioning scales.
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BRSEE, sexual enjoyment, is not applicable if item 15 is “not at all.”
BRHL, upset by hair loss, is not applicable if item 4 is “not at all.”
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