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Background

Breast cancer has a high incidence rate, emphasizing the necessity of enhanced information on health-related quality of life (HrQOL) in this population of patients. The aim of this study was to identify the factors influencing the QOL experienced by patients in Pakistan.





Methods

A cross-sectional study was conducted on women with breast cancer, and four  instruments were used on a random sample of 130 Pakistani women: FACIT-B Version 4 questionnaire,WHO causality assessment scale, Naranjo’s algorithm, and a demographic/clinical characteristics section. Data analysis included descriptive analysis, independent sample t-test, and analysis of variance (ANOVA) test.





Results

The patients’ mean age was 49.10 (standard deviation (SD) 10.89); 98.5% were married. The mean score was 18.34 for physical wellbeing (SD 5.92; interquartile range (IQR) 11), 16.33 for social/family wellbeing (SD 6.3; IQR 11.25), 13.6 for emotional wellbeing (SD 3.55; IQR 6), 17.13 for functional wellbeing (SD 3.73; IQR 6), and 24.86 for breast cancer subscale (SD 3.64; IQR 4). The study found that the age, entitlement, recurrence, marital status, salary, number of doses, duration of cancer treatment, and chemotherapy sessions were significantly related to QOL terms in the assessment of the FACIT-B scale. The WHO causality evaluation scale determined that 78.1% of the responses were “probable” and 20.1% were “possible”. According to Naranjo’s algorithm assessment scale, 80% of adverse drug reactions (ADRs) were “probable”, whereas 18.4% were declared “possible”. Chemotherapy-induced anemia was the most often reported ADR in 64.6% of patients, followed by chemotherapy-induced nausea and vomiting (61.5%).





Conclusion

Healthcare practitioners must acknowledge and take into account the significance of QOL in addition to therapy for breast cancer patients in order to enhance their health. The findings of this study will aid in filling gaps in current unknown knowledge and identifying sites where patients require additional assistance. Because cancer and chemotherapy clearly have a negative impact on individuals’ QOL, oncologists must concentrate on strategies that help cancer patients during their sickness and treatment while also enhancing self-care and QOL. Those with cancer will benefit from emotional wellbeing and adaptation to their disease.
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1 Introduction

Breast cancer (BC) is the most frequently diagnosed cancer in both developed and developing nations. An estimated 2.3 million new cases were diagnosed in 2020. Worldwide, breast cancer poses a serious threat to the health of women (1). Every year, 1.1 million women are diagnosed with breast cancer, and 410,000 women die from the disease worldwide. It is the fifth leading cause of death worldwide, accounting for 685,000 deaths in 2020 (1).

Women are seen to have an important part in the household. When a woman is confirmed to have breast cancer, her household is affected in some way, whether directly or indirectly. As a result, restoring and improving the quality of life of breast cancer women would have a significant impact on both individual and societal wellbeing (2).

While it is anticipated that early identification, therapy, and advancements in treatment would increase survival rates, issues with the treatment itself might have a severe impact on the quality of life in terms of health. Quality of life (QOL) of patients is now regarded as a crucial factor in the care of breast cancer patients (3, 4).

The QOL is an evaluation of the effects of the disease’s diagnosis, development, and treatment on the social and personal lives of breast cancer patients as well as the effectiveness of their rehabilitation. Quality of life is a multifaceted concept that incorporates physical wellbeing, psychological health, social and cognitive functioning, illness effect, and therapy based on the patient’s life experiences. Health is more than just the absence or presence of sickness; it also involves social and physical functioning (5). Developing nations such as Pakistan appear to have become so intent on the diagnosis and screening difficulties of those individuals who have been diagnosed and those who require active treatment, and cancer survivors appear to be given a lower priority. The prevalence of breast cancer is quickly growing in Pakistan, and as a result, the patient’s quality of life suffers.

Health-related quality of life is associated with an individual’s wellbeing and ability to do everyday tasks that are more likely to be influenced by sickness or a health condition. It is a multifaceted idea that includes physical, social, psychological, and functional wellbeing primarily influenced by cancer diagnosis and treatment (5). Fatigue, soreness, shortness of breath, and bleeding are all symptoms of physical wellbeing. Loss of fertility, sadness, and anxiety are all aspects of psychological health. Social wellbeing comprises participation in and success at activities or others. Functional wellbeing relates to the patients’ functional state and their capacity to perform routine everyday tasks on their own.

Cancer therapies have an impact on a patient’s body image, quality of life, and cognitive skills. Unwanted side effects that impact appearance, such as apparent scars, hair loss, skin discoloration, muscular weakness, loss of or abnormalities in the breasts, and weight fluctuation, cause the survivors to experience negative emotions like anxiety and sadness (6). Not unexpectedly, these significant physical and physiological changes can have a significant impact on a woman’s body image (BI) (7). Body image is defined as a multidimensional construct that includes thoughts and feelings about one’s physical appearance, attractiveness, and competency, as well as one’s perceived state of general health, completeness, functioning, and sexuality (8). BI is a highly subjective experience that occurs as a result of a dynamic interaction between this unique manifestation of being and the social world. Dissatisfaction with one’s “new” physique has a negative impact on several psychological areas for many BC survivors. Following treatment, BI disturbance has been linked to mental distress, anxiety, poor physical health, sexual dysfunction, and a lower quality of life (9).

Some studies have found that several psychological interventions focusing on self-compassion are beneficial to breast cancer survivors (10) (11). Self-compassion is described as being sensitive to one’s own and others’ suffering and making a commitment to attempt to relieve and avoid it. It is connected to mindfulness and is distinguished by six characteristics: sensitivity,  compassion, empathy, motivation,  discomfort and tolerance. Self-compassion therapies can reduce breast cancer survivors’ anxiety and sadness while also improving their quality of life (7, 12).

According to a qualitative study by Kim et al. (13), the change in one’s appearance is a traumatic and unpleasant event that affects patients’ everyday lives, social events, relationships, and quality of life (7).

Emotional distress is also an important issue in chronic diseases like cancer; the American Psychiatric Association recognized cancer diagnosis as a traumatic stressor capable of causing impairment in various areas of functioning (ability to work and social relationships) due to negative cognitions and mood (14). Patients often respond to the disease’s development and treatment in a variety of ways, and they may experience feelings of sadness and stress (15, 16).

Previous research has revealed that women with breast cancer may have reduced emotional functioning following cancer therapy (17). Given the importance of emotions in the quality of life and health management of breast cancer survivors, it is critical to evaluate individuals’ capacities to understand and control emotions so that they do not become an impediment to health and wellbeing. Psychological research has discovered many capacities, sometimes distinct and sometimes overlapping conceptions, that contribute to efficient emotion control. The terms “emotional intelligence”, “functional coping”, “emotional management”, and “mood repair” all come from the theoretical underpinnings of psychological research and refer to the capacities to understand, control, and effectively utilize emotions to promote health and wellbeing (18).

While early identification and therapy, as well as advancements in treatment, are predicted to improve survival rates, treatment-related issues can have a detrimental influence on health-related quality of life (HrQOL). Today, patient QOL is a major consideration in the cure of breast cancer survivors (19).

Pain, tiredness, anxiety, and depression symptoms are typical difficulties associated with a breast cancer diagnosis and influence 20% to 30% of women with breast cancer prognosis (20). Anger, sadness, depression, low self-esteem, and a lack of emotional support are all associated with psychological distress in breast cancer patients.

For women who have been diagnosed with breast cancer, social support is a key indicator for coping with challenging situations and adjusting to the psychological and social demands imposed on them (21). According to research, women with breast cancer report that their ability to cope and adjust is favorably connected with how close their spouses and family members are to them (22–24). HRQOL is favorably correlated with the availability of social support, such as the existence of supportive family, friends, and social networks (23).

The health-related quality of life statistics is intended to provide information about patient experiences with treatment, to inform clinical risk management regarding the best course of action, and perhaps to forecast diagnosis. Such connections, however, were only found in studies undertaken in Western nations (25, 26). However, it is currently unknown in developing countries like Pakistan whether healthcare decision is impacted by health-related QOL assessments or whether this impact varies depending on the stage of cancer or the kind of treatment (27, 28).

Many prior studies have partially addressed the multiple potentially important aspects when determining the health-related quality of life and have been confined to subsets of breast cancer women, such as early-stage breast cancer, or have omitted the oldest women. As a result, we conducted research using the Functional Assessment of Cancer Therapy-Breast (FACIT-B) questionnaires to identify the factors influencing the QOL experienced by patients in Pakistan.




2 Materials and methods



2.1 Study design and population

A questionnaire-based quantitative and cross-sectional study on breast cancer patients It was conducted in January 2021 at the INMOL Hospital Lahore.

The study population comprised 130 patients who would undergo follow-up care for breast cancer at the hospital. The sample size was calculated by clincalc.com (29) (sample size calculator). The confidence interval was 95%, and the margin of error was 5%. The eligibility criteria of our study were patients >18 years of age, patients with breast cancer who are able to perform any activities or are not on bed rest, and those who agreed to participate in the study.




2.2 Data collection

To identify the factors affecting the health-related quality of life, the data were collected using the FACIT-B Version 4 questionnaire composed of 37 cancer-specific items asking respondents to rate how true each statement is for the last 7 days (30). It was divided into five primary QOL domains: Physical Wellbeing (PWB; energy, pain, nausea, and physical discomfort), Social/Family Wellbeing (SWB; social support, interpersonal relationship, marriage, sexual function, and family), Emotional Wellbeing (EWB; psychological distress, negative feelings, and positive feelings), Functional Wellbeing (FWB; work, sleep, and daily living capability), and breast cancer subscale (BCS; shortness of breath, body pain, hair loss, depression, and weight loss). The BCS contains items specific to the interest of women with breast cancer. Patient responses were converted to scores on a scale of 0 (not at all) to 4 (very much) for each domain. The FACIT has been shown to have high internal consistency reliability and has been well-validated (31). Cronbach’s alpha (kr-20) was used for the Urdu version of FACIT (32). The following were also used: Pearson’s raw score-to-measure correlation = 1.00 and Cronbach alpha (kr-20) Pearson’s raw score reliability = 0.90.

WHO causality assessment scale (33) and Naranjo’s algorithm (34) were used for the assessment of reported symptoms such as hair loss, pain, nausea/vomiting, weight loss, numbness/muscle weakness, diarrhea, constipation, loss of appetite, shortness of breath, fever/chills, and sleep disturbances. Naranjo’s algorithm consists of 10 objective questions with three response options: yes, no, and don’t know. The drug’s causality can be graded as “definite”, “probable”, “possible”, or “unlikely” based on the scores. The WHO causality assessment scale is categorized into “certain”, “probable”, “possible”, “unlikely”, “conditional/unclassified”, and “assessable/unclassifiable”.




2.3 Statistical analysis

The entire questionnaire was assigned a serial number to ensure traceability. Coding of the responses was performed, and the data collected were processed using Statistical Package for Social Science (SPSS) software program for Windows version 20.0.

The data were analyzed using the appropriate parametric statistics such as frequencies, mean, median, standard deviation, interquartile range (IQR), and cross-tabulation. Apart from this, the association of independent variables like age, weight, height, entitlement, stage of cancer, recurrence, number of children, any changes in dosage form or regimen, medication therapy, and surgery were explored using parametric statistics such as chi-square, independent t-test, and analysis of variance (ANOVA) test. The statistical significance level was 0.05 with a confidence interval of 95%. The chi-square test was used to compare categorical variables between groups; ANOVA and independent t-test were used to compare continuous variables across groups, with pairwise mean differences evaluated using ANOVA contrasts.




2.4 Ethical consideration

This study protocol approval of the institutional review board of the University of the Veterinary and Animal Sciences Lahore (Ref No. 147/IRC/BMR) was obtained first followed by the approval of the INMOL hospital administration. The study’s purpose was explained to the patients clearly before information collecting from them. All survey respondents were also asked for their verbal agreement. All data were kept private in accordance with ethical standards.





3 Results

Table 1 displays the clinical and demographic characteristics of the study sample (n = 130). The patients’ mean age was 49.10 (standard deviation (SD) 10.89), mean weight was 66.80 (SD 14.49), and mean height was 155.61 (SD 7.09). The majority of the patients were married, 98.5% (n = 128). Of the patients, 6.9% (n = 9) had stage 1 cancer, 24.6% (n = 32) were at stage 2, 46.2% (n = 60) were at stage 3, and 22.3% (n = 29) were at stage 4. Approximately 69.2% (n = 90) were receiving chemotherapy, 10.8% (n = 14) were receiving chemotherapy and hormonal agents, 16.2% were receiving radiation and chemotherapy, and 3.8% (n = 5) were receiving hormonal agents, radiation, and chemotherapy treatment. None of them were receiving only hormonal agents. Among the total of 130 patients, 89.2% (n = 116) underwent surgery, and 10.8% (n = 14) did not undergo surgery.


Table 1 | Clinical and demographic data of respondents.





3.1 Comparing QOL in relation to demographic characteristics of breast cancer patients

By ANOVA and independent t-test, we found that patients of different age groups showed significant differences in physical wellbeing, functional wellbeing, and social wellbeing. In the emotional wellbeing and breast cancer subscale, we found no significant difference between age groups. Patients with entitlement had a significant difference in terms of PWB. Similarly, patients receiving a higher number of doses of medicines had higher scores in terms of PWB. However, patients who received any medication therapy (chemotherapy, hormonal, radiation, and combination of radiation, chemotherapy, and hormonal) and surgery and had any stage of cancer (1–4) had no effect on their quality of life. The details are presented in Table 2.


Table 2 | Comparing QOL in relation to demographic characteristics of breast cancer patients.






3.2 Average score of different domains of QOL among breast cancer patients

The mean score was 18.34 for physical wellbeing (SD 5.92; IQR 11), 16.33 for social/family wellbeing (SD 6.3; IQR 11.25), 13.6 for emotional wellbeing (SD 3.55; IQR 6), 17.13 for functional wellbeing (SD 3.73; IQR 6), and 24.86 for breast cancer subscale (SD 3.64; IQR 4). The details are mentioned in Table 3.


Table 3 | Average score of different domains of QOL among breast cancer patients.






3.3 Causality assessment of individual adverse drug reaction

Table 4 shows the causality assessment of individual adverse drug reactions (ADRs) using both the WHO causality assessment scale and Naranjo’s causality assessment scale. The WHO causality evaluation scale determined that 78.1% of the responses were “probable” and 20.1% were “possible”. As re-challenge was not undertaken in any of the patients, there were no “certain” ADRs. According to Naranjo’s algorithm assessment scale, 80% of ADRs were “probable” whereas 18.4% were declared “possible”. Chemotherapy-induced anemia was the most often reported ADR in 64.6% of patients, followed by chemotherapy-induced nausea and vomiting (61.5%).


Table 4 | Causality assessment of individual adverse drug reaction.






3.4 Distribution of patients with breast cancer undergoing chemotherapy in terms of quality of life based on the number of chemotherapy sessions

Table 5 shows the connection between QOL and the frequency of chemotherapy (CT) cycles. As indicated, the majority of patients had average QOL. There was a significant association between QOL and the frequency of CT sessions (df = 4, X2 = 11.89, p < 0.05).


Table 5 | Distribution of patients with breast cancer undergoing chemotherapy in terms of quality of life based on the number of chemotherapy sessions.






3.5 Percentage of patients receiving respective drugs

Figure 1 shows the percentage of patients receiving respective drugs during their treatment. Cyclophosphamide was received by most of the patients at 94.61%. Doxorubicin was the second-highest drug received by the patients at 86.92%. Of the patients, 74.61% received paclitaxel drugs. Dexamethasone, vincristine (VCR), and ifosfamide were received by a small number of patients, 0.76%.




Figure 1 | Percentage of patients receiving respective drugs.







4 Discussion

Quality of life is a subjective notion that is evaluated from the patient’s point of view. Oncological treatment is based on the use of effective therapy approaches while maintaining a good quality of life. For a better understanding, the present study looked at the quality of life of breast cancer patients as well as the factors that influence their QOL. According to this study, the quality of life was shown to be related to age, weight, height, marital status, entitlement, salary/income level, stage of cancer, medication therapy, surgery, duration of cancer, cost of the treatment, and chemotherapy sessions. Only age, entitlement, recurrence, marital status, salary, number of doses, and duration of cancer were significantly related to QOL terms in the assessment of the FACIT-B scale. We found that patients lack emotional support in all age groups and at all stages of breast cancer, which worsens the patient’s quality of life. These results offer a scientific foundation for creating a comprehensive program that includes these elements, particularly social and emotional support, to enhance the QOL of breast cancer survivors in Pakistan and worldwide.

In the current study, we found that physical wellbeing, functional wellbeing, and social wellbeing were significantly affected by the age variable, which is similar to the findings of Park et al. (35). On the contrary, previous studies (Huang et al., 2017) and (Daldoul et al., 2018) examined the influence of socio-demographic characteristics on the quality of life in women with breast cancer and found that QOL was not age-dependent. However, some studies also suggested that older patients had better QOL than younger ones. According to a US study, younger breast cancer patients have more difficulty with partner relationships, sexual function, and body image, as well as less effective coping mechanisms. They are also more likely to undergo chemotherapy than older patients. As a result, they had a poorer overall quality of life than older breast cancer patients (36) (37). These studies’ discrepancies may be explained by variations in sample size, population background, subject source, and change.

Similar to previous studies, we discovered that marital status was significantly related to functional wellbeing among breast cancer patients (38). Moreover, no significant relationship between the Emotional and Social/Family Wellbeing dimension and marital status was found in this study, and this condition is influenced by the fact that Pakistani women have lower expectations for their sexual lives and are more reserved when responding to questions in this module because of their cultural and social practices. The QOL of breast cancer survivors is greatly improved by a stable family dynamic and regular interactions with friends and neighbors, two particular indicators of social support. These results suggest that emotional support from friends and family, as well as other social relationships, is essential for surviving breast cancer and recovering from it. It was also discovered that women who did not have children were significantly worse psychologically than women who have children. According to the findings given by Ramadas et al. (2015), the quality of life of breast cancer patients was greater in those who were married and lived with their families.

Many studies have shown that income has an impact on the quality of life and all of its aspects (39–41). We found the quality of life only in terms of social wellbeing was significantly related to income. As most of the patients belong to the low-middle income group, government subsidies and other supporting methods may improve the overall quality of life of the patients and help in their recovery (42).

Consistent with the finding of a previous study (43), no significant association is found between quality of life and stage of cancer, surgery, chemotherapy, hormonal therapy, radiation, and a combination of all of them. The stage of the disease is a significant factor in treatment planning as well as providing care and support. In more advanced stages, patients have increased discomfort, physiological issues, and decreased physical activity as a result of chemotherapy, which ultimately has an impact on the quality of life. Therefore, cancer survivors who have had oncological treatment must obtain a long-term rehabilitation plan as well as psychiatric counseling in order to lessen their suffering or restore their health. Another notable discovery was the existence of a strong link between the QOL of breast cancer patients and the frequency of chemotherapy cycles. As a result, the frequency of chemotherapy treatments enhanced the mean QOL score in patients, and they had a good quality of life. In support of this conclusion, Shabanlooie demonstrated in a research titled “Analyzing the QOL of Participants Receiving Chemotherapy Directed to Specified Tabriz Hospitals” that there existed a direct association between QOL and frequency of chemotherapy cycles (44). Furthermore, the findings of previous studies were consistent with the findings of the current investigation (45, 46). However, Aghabarari et al. discovered an indirect (negative) association between patient QOL and the frequency of chemotherapy treatments (47). Kornblith’s study found no significant variation in cancer patients’ QOL before, during, and after chemotherapy (48).

The introduction of additional antineoplastic medicines has extended the arsenal of oncological treatment during the last few decades, but it has also increased the prevalence of ADRs. When medications are used in greater or different communities than those evaluated in early clinical trials, new ADRs are frequently reported. This usually happens within 3 years of the medicine hitting the market. As a result, reporting and documenting ADRs become critical in defining a drug’s side effect profile. This may assist to prevent such accidents in the future. An ethical medical profession necessitates precise and fair medication knowledge. This is only achievable with a rigorous medication safety monitoring program (49). A well-functioning hospital-based reporting scheme may be useful in revealing knowledge about possible drug-use issues in a facility. Problems can be recognized and remedied as a consequence of these efforts, leading to ongoing improvement in patient care (50).

The majority of patients (69.2%) only had chemotherapy, while some required additional therapies such as the combination of chemotherapy and hormonal therapy (10.8%), radiation and chemotherapy (16.2%), or a combination of chemotherapy, hormonal therapy, and radiotherapy (3.8%). The various treatment strategies chosen are determined according to a number of criteria, including the stage of the disease, the cost of the treatment plan, and patient and physician-related considerations. This research took into account ADRs that occurred solely as a result of chemotherapy.

Except for hair loss and anemia, which were assessed as “possible” with a lower level of causality by the WHO scale but were judged as “probable” with a higher level of causality by Naranjo’s algorithm, shortness of breath was assessed as “possible” with a higher level of causality by the WHO scale but was judged as “probable” with a lower level of causality by Naranjo’s algorithm. The majority of the reactions in this study showed a similar causality assessment by both the WHO causality assessment scale and Naranjo’s algorithm. There were no “certain” reactions since no patients were re-challenged. Because of a variety of co-administered medicines, the causality grade remained low. There were no “unlikely” reactions since the investigator was educated in pharmacovigilance protocols, and such complaints were avoided.

Using Naranjo’s algorithm to analyze the causality of ADRs, we discovered that 80% of cases showed probable links and 18.4% indicated possible links, although Khandelwal and colleagues reported 100% and Goyal and colleagues reported 61% of probable scores using the same scale (51, 52).

The most prevalent ADRs in our patients were nausea and vomiting. These were also reported to be the most prevalent ADRs in previous investigations (53, 54). Chemoreceptor trigger zone (CTZ) activation is the most prevalent mechanism of chemotherapy-induced nausea and vomiting (55, 56). Because vomiting is a prevalent side effect of cancer chemotherapy, techniques for preventing and managing vomiting in cancer chemotherapy patients should be developed.

Hair loss is typically connected with drugs such as doxorubicin, daunorubicin, docetaxel, and cyclophosphamide (Hinds and Thomas, 2008). In our study, a total of 53.84% of individuals had alopecia, which is almost similar to 51% and 58% reported in earlier studies (57–59).

Despite advances in precision medicine that have improved cancer prognosis, treatment costs have skyrocketed (60, 61). Furthermore, the loss of assets following a diagnosis is not confined to treatment expenditures, and it has a long-term impact on patient wellbeing income (62). As a result, doctors must be aware of their patients’ financial stress and provide them with appropriate treatments (63).

Healthcare practitioners must acknowledge and take into account the significance of QOL in addition to therapy for breast cancer patients in order to enhance their health. The findings of this study will aid in filling gaps in current unknown knowledge and identifying sites where patients require additional assistance. Because cancer and chemotherapy clearly have a negative impact on individuals’ QOL, oncologists must concentrate on strategies that help cancer patients during their sickness and treatment while also enhancing self-care and QOL. Those with cancer will benefit from emotional wellbeing and adaptation to their disease. Planned education programs that address patients’ needs, provide verbal encouragement to patients, and incorporate recommendations for pain management in patient care are all important strategies for developing QOL among breast cancer patients.



4.1 Limitations and recommendations

This is perhaps among the very few recent studies aiming to explore the HrQOL of breast cancer patients in Pakistan and the factors associated with them.

Due to practical constraints, in order to assess the patients’ long-term HrQOL, we did not keep in touch with them.

Unfortunately, our study is not an interventional study, and we could not perform any intervention according to the present condition of the patients because breast cancer patients are critical and suffer from physiological trauma. Future studies like (64–66) on physiological and physical interventions should be designed to develop the best methods for improving patients’ quality of life. The sample size was small, and it is possible that statistical power was not enough to find the other factors that affect QOL. Future studies are required to find more factors that affect the QOL of cancer patients.

Due to scheduling constraints, data were obtained only from only one cancer hospital, which is the main center of Punjab, Pakistan. However, further information from other cancer hospitals in different regions of Pakistan is required.

One significant drawback of the study is that we only examined 10 adverse drug reactions, leaving out many more ADRs that may have occurred in the patients who received chemotherapy sessions during their treatment. At the specific timeframe, only these ADRs were reported. However, future studies should explore more ADRs so that appropriate pharmacovigilance data can be generated.





5 Conclusion

In conclusion, this study provided baseline information on the QOL and wellbeing of patients. The study found that the age, entitlement, recurrence, marital status, salary, number of doses, duration of cancer treatment, and chemotherapy sessions were significantly related to QOL terms in the assessment of the FACIT-B scale. The finding of this study also reveals that emotional support is required in all age groups and at all stages of breast cancer patients to improve their quality of life. Chemotherapy-induced anemia was the most often reported ADR in 64.6% of patients, followed by chemotherapy-induced nausea and vomiting (61.5%). Cancer and chemotherapy clearly have a negative impact on patients’ quality of life, so oncologists must consider different interventions that improve self-care and QOL and support cancer patients around their illness and chemotherapy. The government of Pakistan should also take note of the recommended interventions present in the study implications. Data reporting should also be improved so that in the future we will recommend better interventions for the patients.
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OEBPS/Images/table2.jpg
Variables PWB EWB FWB SWB
Age
25-34 12 (3.3) 11.8 (2.8) 211 (23) 20.3 (4.4) 26.6 (3.9)
35-44 18.1 (6.2) 137 (3.5) 179 (3.2) 17.8 (5.6) 24.9 (2.9)
45-54 18.2 (5.5) 133 (3.6) 163 (32) 144 (7.0) 24.7 (4.1)
55-64 20.1 (5.8) 14.0 (3.3) 172 (42) 163 (5.9) 242 (38)
65+ 20.2 (4.9) 14.6 (4.5) 13.7 (2.9) 153 (5.5) 25.1 (29)
p-Value 0.03 03 0.00 0.03 05
Weight
38-47 17.0 (5.8) 125 (2.5) 155 (4.3) 14.1 (6.6) 23.6 (4.9)
48-57 18.3 (6.5) 135 (3.7) 18.0 (2.9) 17.3 (5.9) 253 (3.1)
58-67 17.7 (6.6) 125 (3.8) 17.1 (4.5) 18.0 (4.9) 24.6 (3.6)
68-77 19.7 (5.9) 139 (3.8) 16.9 (3.9) 15.7 (6.7) 24.8 (4.0)
78-87 16.9 (4.2) 13.8 (3.1) 17.0 (3.8) 16.0 (7.3) 245 (2.8)
88+ 18.3 (5.8) 157 (2.0) 164 (2.4) 14.8 (5.6) 262 (3.8)
p-Value 0.56 0.26 0.54 0.51 0.7
Height
140-149 17.1 (3.9) 135 (3.2) 18.4 (3.5) 15.4 (6.1) 25.0 (4.0)
150-159 18.5 (6.4) 134 (3.6) 17.0 (3.5) 15.8 (6.4) 24.4 (39)
160-169 18.7 (6.0) 14.1 (3.6) 16.1 (4.0) 17.4 (6.1) 25.4 (2.7)
170+ 18.0 (5.6) 12,0 (3.2) 19.6 (2.3) 194 (4.5) 254 (3.8)
p-Value 0.76 0.77 0.06 038 0.6
Entitlement
Entitled 22.4(5.5) 14.6 (4.3) 17.0 (3.5) 17.1 (6.6) | 25.0 (2.0)
Semi-entitled 17.7 (5.9) 136 (3.5) 17.0 (3.5) 155 (62) 24.9 (35)
Not-entitled 18.4 (5.7) 132 (3.2) 172 (42) 179 (62) 24.5 (42)
p-Value 0.04 0.57 0.97 0.16 0.84
Stage of cancer
1 17.5 (5.5) 125 (2.8) » 18.4 (4.1) 18.6 (6.7) 24.2 (3.0)
2 17.2 (5.6) 13,5 (3.5) 17.6 (3.0) 16.9 (6.7) 24.1 (4.6)
3 19.1 (6.0) 13.7 (3.7) 16.5 (4.0) 15.4 (6.2) 253 (3.5)
4 18.2 (6.2) 139 (3.4) 173 (3.5) 167 (5.7) 24.9 (27)
p-Value 0.49 0.76 0.38 0.42 0.52
Recurrence
Yes 23.1 (6.1) 14.6 (4.4) 15.6 (4.8) 16.8 (5.6) 24.8 (34)
No 18.1 (5.8) 135 (3.5) 172 (3.6) 163 (6.3) 24.8 (3.6)
p-Value 0.04 047 0.32 0.84 0.98
Marital status

‘ Single 11.0 (0.0) 11.0 (1.4) 23.0 (1.4) 20.0 (0.0) 22.5 (4.9)

‘ Married 18.4 (5.8) 136 (3.5) 17.0 (3.6) 162 (63) 24.9 (3.6)

| p-Value 0.00 0.29 0.02 035 0.00
No. of children
0 ‘ 17.2 (5.7) 134 (3.0) 19.8 (3.2) 16.5 (7.7) 23.7 (4.4)
1 16.0 (7.0) 136 (3.3) 17.1 (3.6) 152 (7.9) 24.3 (5.0)
2 17.2 (5.6) 13.4 (3.6) 183 (3.9) 17.6 (6.3) 25.6 (4.0)
3 19.3 (6.1) 13.8 (3.5) 16.7 (3.3) 16.8 (5.8) 24.6 (2.3)
4 18.7 (5.6) 13.0 (4.0) 163 (3.5) 16.1 (5.7) 242 (34)
5 21.5(5.9) 13.6 (3.5) 17.4 (4.1) 16.5 (5.8) 25.5 (2.6)
6+ 16.9 (5.7) 15.8 (2.0) 14.6 (2.9) 122 (6.7) 26.1 (4.8)
p-Value 0.33 0.58 0.02 042 0.55
Any changes in dosage form or regimen?
Yes 19.5 (6.1) 13.1 (3.4) 16.8 (3.9) 16.4 (6.0) 24.6 (3.4)
No 16.8 (5.3) 142 (3.6) 175 (3.4) 16.1 (6.6) 25.1 (3.9)
p-Value 0.01 0.1 0.32 0.8 0.51
Medication therapy
Chemotherapy 17.6 (5.6) 13.7 (3.4) 17.5 (4.0) 164 (6.1) | 24.9 (3.6)
Chemotherapy-+hormonal agents 21.5(6.7) 144 (4.1) 16.0 (3.4) 186 (6.1) 26.0 (3.5)
Radiation+chemotherapy 19.3 (6.6) 126 (3.7) 16.3 (2.3) 14.0 (6.5) 24.1 (37)
Radiation+chemotherapy+hormonal agents 16.8 (2.4) 12.8 (2.1) 16.8 (3.4) 17.0 (7.3) 24.0 (3.8)
Hormonal agents 0 0 0 0 0
p-Value 0.09 0.44 0.38 0.18 0.45
Surgery
No 20.3 (4.4) 16.6 (2.7) 17.5 (2.9) 14.0 (7.5) 24.7 (2.7)
Yes 18.1 (6.0) 132 (3.4) 17.0 (3.8) 166 (6.1) 24.8 (3.7)
p-Value 0.18 0.15 0.64 0.15 0.86
Salary
Lower income 21.2(5.7) 13.7 (3.9) 16.9 (3.4) 17.8 (5.7) 252 (22)
Lower middle income 17.8 (5.9) 137 (3.6) 17.0 (3.6) 152 (62) 25.0 (3.6)
Upper middle income 18.2 (5.7) 132 (3.2) 17.5 (4.0) 18.4 (6.0) 24.2 (4.1)
p-Value 0.13 0.8 0.76 0.03 0.5
Number of Doses
0-5 154 (5.2) 13.1 (3.5) 17.0 (3.5) 153 (6.9) 24.8 (3.5)
6-10 17.9 (5.9) 13.8 (3.8) 17.7 (4.1) 16.5 (6.0) 25.0 (3.7)
11-15 18.7 (5.9) 13.0 (3.4) 164 (3.4) 17.0 (62) 24.8 (3.9)
16-20 20.1 (5.1) 149 (2.5) 163 (22) 135 (54) 244 (3.5)
21-25 25.2(2.9) 132 (3.5) 17.7 (4.4) 212 (5.6) 24.2 (34)
p-value 0.01 0.46 0.5 0.06 0.96

‘ Duration (years)

‘ 1-4 ‘ 24.8 (3.6) 135 (3.5) 172 (37) 16.0 (6.3) 24.8 (3.6)

‘ 5-8 24.2 (3.9) 13.2 (3.0) 16.6 (3.8) 195 (5.3) 242 (3.9)
9+ 26.6 (1.1) 166 (4.0) 14.0 (3.4) 196 (4.5) 27.3 (1.5)
p-Value 0.02 0.31 0.3 0.17 0.44

QOL, quality of life; PWB, physical wellbeing; EWB, emotional wellbeing; FWB, functional wellbeing; SWB, social/family wellbeing; BCS, breast cancer subscale.
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Number of adverse drug reactions

Adverse drug reaction WHO causality assessment scale Naranjo's algorithm
Possible Probable Total Possible Probable

Hair loss 7 63 70 4 66 70
Pain 0 130 130 0 130 130
Diarrhea 28 1 29 28 1 v 29
Constipation 12 0 12 12 0 12
Nausea/vomiting 13 67 80 13 67 80
Loss of appetite 8 52 60 8 52 60
Anemia 20 64 84 13 71 v 84
Weight loss 15 114 129 15 114 129
Shortness of breath 30 17 47 27 20 47
Fatigue 20 10 60 20 10 60
Total ‘ 153 548 701 140 561 701
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Social/family wellbeing 175
Emotional wellbeing 14
Functional wellbeing 17
Breast cancer subscale 24

QOL, quality of life; IQR, interquartile range.
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Characteristics

Age

25-34 10 77
354 34 262
45-54 45 346
55-61 30 231
65+ 1 85
Weight

3847 9 69
48-57 31 238
58-67 2 154
68-77 Yy 308
78-87 21 162
88+ 9 69
Height

140-149 2 169
150-159 68 523
160-169 35 269
170+ 5 38
Marital status

Single 2 15
Married 128 985

Stage of cancer

1 9 69
2 32 26
3 60 462
4 2 23
Number of children

0 9 69
1 8 62
2 2 23
3 2 215
1 36 277
5 10 77
6+ 10 77
Recurrence

No 124 954
Yes 6 16

Family entitled

Entitled 1" 108
Semi-entiled 85 654
Not entitled 31 238
Salary

Lower income 14 108
Lower middle income 84 646
Upper middle income 32 26
Number of doses

0-5 2 177
6-10 54 415
1115 30 231
16-20 16 123
2125 7 54

Any changes in dosage form or regimen?
No 57 58
Yes 73 562

Duration (years)

14 118 908
58 9 69
9+ 3 23

Medication therapy

Chemotherapy %0 692
Chemotherapy+hormonal agents 1 108
Radiation+chemotherapy 21 162
Radiation+chemotherapy +hormonal agents 5 38
Hormonal agents 0 0
Surgery

Yes 116 892

No 1 108
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Quality of life number of chemotherapy sessions Poor Average Good

<2 sessions 21 29 20 70

3-5 sessions 12 11 5 28

>6 sessions 10 5 17 32

Total 43 45 42 130






