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Abstract

Introduction. Breast cancer is the most frequent cancer diagnosed in women. Its treatment is a combined therapy and the
sequence and time are established according to the accepted standards in Poland. Consequences posed by this disease include
disorder in the physical, mental and social spheres in women. Adapting to cancer is very important for the process of treat-
ment, and the acceptance of the disease is the determinant.

Aim. The aim of the study was to determine and compare the degree of acceptance of the illness and the assessment of
quality of life among breast cancer patients during cancer treatment.

Material and methods. The survey included 85 ill people treated in a conserving way and 94 ill people treated by breast
amputation. Patients after the surgical procedure were subjected to adjuvant treatment involving chemotherapy (90 women)
and/or endocrine therapy (87 women). The study used standardized questionnaires EORTC (European Organisation for Re-
search and Treatment of Cancer): QLQC-30 and the scale (AIS Approval Illness Scale).

Results. The highest level of acceptance of the disease, so the best ability to adapt to cancer have those women who have
undergone radical mastectomy and adjuvant hormone therapy during the treatment. The lowest level of acceptance of the ill-
ness, expressed as a negative assessment was observed in women after BCT and during chemotherapy treatment. The use of
the EORTC QLQC-30 to assess the overall health and quality of life of patients allowed us to capture statistically significant
differences in the percentages stating good health, with the relatively highest negative response rates which were observed in
the subgroups treated with chemotherapy and hormone therapy. With regard to the highest quality of life, the percentage of
negative responses was observed in subgroups treated with the use of hormone therapy and after mastectomy.

Conclusions. Good acceptance of the disease was obtained by women treated for breast cancer who have undergone mas-
tectomy in the course of adjuvant endocrine therapy. The assessment of general health and quality of life was influenced by
oncological treatment. Patients during chemotherapy and hormone therapy showed a negative impact of this form of treatment
on overall well-being and functioning.Patients after mastectomy and during hormone therapy treatment showed a compara-

tively lower quality of life compared to a group of patients after BCT and during treatment with chemotherapy:.
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INTRODUCTION

Breast cancer is a significant health and social problem.
In Poland, breast cancer is the most common cancer among
women and accounts for about 22.22 % of all cancer cases
[1]. Treatment of breast cancer is a combined therapy and the
sequence and time are established according to the accepted
standards [2].

The basic principle of therapeutic treatment in the early
stages of advancement is the primary use of surgery, sup-
plemented according to the indications with postoperative
radiotherapy (RTH). The main goal of surgery is to achieve
completeness of oncological and pathological data on the
progress of the cancer. As a part of the surgical treatment of
breast cancer breast-conserving therapy (BCT) and amputa-
tion (mastectomy) are performed [3].
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Systemic treatment: chemotherapy and hormonal thera-
py (CHT and HTH) in combination with surgery are used
in cases of advancement of the cancer.

In cases of the primary tumor generalization, systemic
treatment is performed [4]. Chemotherapy in patients
with metastatic breast cancer is indicated in the presence of
visceral metastasis, hormone-resistant tumor or to achieve
a rapid clinical improvement in selected patients with the
presence of steroid receptors in tumor cells [5].

Each of the therapy methods in the breast cancer treat-
ment has been recognized as the therapeutic value, but the
possibility of side effects could be seen in each of them.
The treatment is often associated with additional ailments,
hospital stress, adverse changes in appearance, loss of power
and helplessness [6].
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In response to physical disorders negative emotional reac-
tions may appear, such as anxiety, depression, anger or ag-
gression as a manifestation of mental disorders area [7,8].
The cancer involves many stressful situations with elements
of biological and psychological threats. Stress experienced
by cancer patients is chronic and can lead to deterioration of
the dynamics of life and fitness [9].

A specific feature of cancer is its dynamic process that
requires the patient’s ability to cope with the ever-changing
situation. The information about the disease, treatment,
and other people’s reactions to the disease decide how pa-
tients cope with experiences related to the disease itself.
The lack of reliable information about the disease or false in-
formation, based on stereotypes, builds unsuitable emotional
attitudes towards the disease and treatment. In the course
of cancer, it is extremely important to accept the disease.
The acceptance means the recognition of the existence of
cancer and coming to terms with the current health situation
by adopting living with the disease. Observation of cancer
patients’ capacity is important for the course of the therapeu-
tic process, because the maintenance of functional capacity
contributes to a better adaptation to the disease [10,11].

The acceptance of the disease, which is related to less
severe adverse reactions and emotions associated with the
disease, is an important part of the process of adapting to
life with the disease. It is a process occurring on two levels —
emotional and cognitive-behavioral therapy. In addition, the
acceptance of illness associated with the action set to restore
well-being of oneself (so-called phoenix effect), with a will-
ingness to accept oneself as a patient is important [12].

The acceptance of the disease increases the sense of se-
curity, which reduces the severity of negative emotions and
reactions associated with the disease, and a sense of discom-
fort. The forms of adaptation to the disease affect the well-
being by increasing or decreasing the subjective assessment
of the quality of life [13].

AIM

The aim of the study was to determine and compare the
degree of acceptance of the disease and the assessment of
quality of life among breast cancer patients during cancer
treatment. The following surgical treatment was used: radi-
cal mastectomy and BCT, complementary to chemotherapy
after surgery or hormone therapy.

MATERIAL AND METHODS

The study was conducted among patients at the St. John’s
Cancer Center in Lublin (COZL) between 2010-2013. The
research, which was voluntary and anonymous, comprised
356 patients. The survey included 85 ill people treated
in a conservative way and 94 ill subjects treated by breast
amputation, 90 ill subjects treated by complementary chem-
otherapy and 87 ill subjects treated by complementary hor-
mone therapy. The patients after the surgical procedure were
subjected to adjuvant treatment involving chemotherapy
(FAC, AT, AC) and/or hormone therapy, depending on the
hormonal profile (tamoxifen or aromatase inhibitors in post-
menopausal women).
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The participants were informed about the purpose of
the study and how to fill out questionnaires.The tests were
conducted after approval of the Bioethics Committee of the
Medical University of Lublin. A questionnaire was used
which included, inter alia socio-demographic data, stand-
ardized questionnaires: the EORTC-QLQ-C30 (version 3.0)
(European Organization for Research and Treatment of Can-
cer Core Questionnaire) [14].

AIS scale was constructed by B.J. Felton, T.A. Reven-
sson and G.A. Hinrichsen of the Center for Community Re-
search and Action, Department of Psychology, New York
University in 1984. For the Polish conditions it was adapted
by Juczynski and made available with the permission of the
author [15].

AIS scale contains eight statements describing the con-
sequences of ill-health in the assessment of the limitations
caused by illness, lack of self sufficiency, a sense of depend-
ence on others and a sense of dependence on others.

For each question, respondents defined the current state
of their health based on five-point scale by selecting the ap-
propriate number from 1 — strongly disagree, 2 — disagree,
3 — I do not know, 4 — I disagree to 5 — strongly disagree.

A general measure of the degree of disease acceptance
was the score from 8 to 40. The lowest score of 8 points
marked the lack of acceptance of the disease and adapta-
tion to the disease, while the score of 40 points implies full
acceptance of adaptation to the disease and is manifested
by the absence of negative emotions associated with the
disease [15]. For the test, the questions about general health
(global health status) were taken out from the EORTC QLQ
C-30. The general health scale consisted of two questions.
For either question, one out of seven possible answers was chosen.

Responses obtained from patients were subjected to
statistical analysis. For the description of the study group
with respect to a continuous variable (e.g. age), descriptive
statistics module Stat Soft Statistica v. 7.1 was used. Chara-
cteristics of the research group was conducted on the ba-
sis of basic demographic data. The analysis was described
depending on the distribution ratio or the average value
and the range of percentiles or standard deviation. With re-
gard to inter-group differences, tests of nonparametric sta-
tistics module were used, respectively U Mann-Whithey
and Kolmogorov-Smirnov tests. In order to know the dif-
ference in the preference of each subpopulation McNemary
test was used. Calculations were done for CI = confidence
interval of 95% and therefore significantly statistical dif-
ferences were considered for which satisfies the condition
of the p value (p<0.05).

Test results

The study included 356 women aged 28-81 years. Mari-
tal status of women surveyed was as follows: a relatively
large number of respondents were married —74.8%, widows
—12.9%, 7.8% — unmarried women and 4.5% — single. Stud-
ies have shown that most patients had secondary education
— 119 people, i.e. 33.4 %, 113 people had higher education
— 31.8%. The place of residence for the majority of women
surveyed is a city — declared by 48.3% of women. Moreover,
less than 28.9% of the respondents indicated that their place
of residence is the village. The vast majority of respondents
were active — 89.6 % of the respondents. The detailed data is
presented in Table 1.
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TABLE 1. The demographic and social characteristic of the study group.

Study group Study group Study group after Study group Statistical
Feature after mastectomy after BCT adjuvant chemotherapy  after hormone therapy significance
N=94 N=85 N=90 N=87 p

Age Me3:8627 ?/ear Me2:§97:7ear Me2:9526 f/ear Mf:3:86l8 ;/ear p=0.3993
Marital status
Married 72 (76%) 65 (76%) 70 (78%) 59 (68%) p=0.2944
Single 2 (2%) 5 (6%) 3 (30%) 6 (14%) p=0.2889
Divorced 8 (9%) 5(6%) 9 (10%) 6 (14%) p=0.4227
Widow 12 (13%) 10 (12%) 8 (12%) 16 (18%) p=0.1531
Place of residence
Country 31(33%) 24 (28%) 25 (28%) 23(26%) p=0.3408
Town<50,000 22 (23%) 23 (27%) 17 (19%) 19 (22%) p=0.4292
City>50,000 41 (44%) 38 (45%) 48 (53%) 45 (52%) p=0.3318
Education
Primary 12 (13%) 8 (94%) 15 (16%) 7(80%) p=0.1356
Vocational 24 (25%) 22 (26%) 18 (20%) 28 (32%) p=0.1845
Secondary 28 (30%) 30 (35%) 36 (40%) 25 (29%) p=0.2004
Higher 30 (32%) 25 (30%) 31 (34%) 27 (31%) p=0.5040
Professional activity
Employed 55 (58%) 50 (59%) 51 (57%) 58 (67%) p=0.5006
Pensioner, Retired 39 (41%) 35 (41%) 39 (43%) 29 (33%) p=0.2751
Coexisting diseases
Yes 73 (78%) 65 (76%) 82 (91%) 74 (85%) p=0.1870
No 21 (22%) 20 (23%) 18 (20%) 13 (15%) p=0.2300

The basis for assessing the degree of acceptance of the
disease, as well as psychological discomfort, were the results
of tests obtained by a questionnaire AIS.

The sum of all points scored, being a measure of the de-
gree of acceptance of the disease in the study group, ranged
from 8 to 40 points. Questions based on AIS scale were
grouped as negative and positive assessment. The percent-
age of positive feelings was higher in hormone therapy af-
ter mastectomy and compared with a history of BCT tested
and chemotherapy.

The distribution of responses in subgroups is shown
in Figure 1. The biggest problem with the acceptance of the
disease is the dependence on third parties. Patients suffer-
ing from the disease feel that the disease reduced the perfor-
mance of activities, which were a pleasure before the disease.

The analysis using the EORTC QLQC-30 rating of over-
all health of patients (Figure 2) allows you to capture sta-
tistically significant differences in the percentages of the
responses stated in good health, with the relatively highest
negative response rates that were observed in the subgroups
treated by using chemotherapy and hormonal therapy re-
spectively 61% and 58.7%. The results were significantly
different with respect to the corresponding response in
subgroups after mastectomy and BCT, respectively 35.7%
and 43.5% (PU=95%).

The analysis using the EORTC QLQC-30 quality of life
assessment of patients (Figure 3) allowed us to capture sta-
tistically significant differences in the percentages stating
inthe answers a good level of quality of life, with the relatively
highest negative response rates observed in the subgroups
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FIGURE 1. Results of rating the acceptance of the disease in the study
group using AIS scale.
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FIGURE 2. Results of rating the global health of patients using EORTC
QLQC-30 questionnaire with regard to type of prior treatment.
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FIGURE 3. Results of rating quality of life of patients using the EORTC
QLQC-30 questionnaire with regard to type of prior treatment.

treated with the use of hormone therapy and after mastec-
tomy, respectively 58.7% and 64%. The results were signifi-
cantly different with respect to the corresponding response
in subgroups after chemotherapy 41.1% (PU=95%)).

DISCUSSION

More recently, an important determinant of treatment
in addition to overall survival is the assessment of the quality
of life (Quality of Life). Quality of life is the focus of both
daily practice and clinical trials [16].

Adapting to cancer expressed in the acceptance and ap-
plication of constructive coping strategies is important not
only for the current state of health, but also for more distant
health consequences [17].

People affected by cancer show a variety of ways of re-
sponding to the disease. The author of numerous scientific
papers prof. Christine De Walden Galuszko says that eve-
ryone produces their own subtle constellation of cognitive,
emotional reactions and stereotype behavior. This kind of
behavior is relatively permanent and patients use it at differ-
ent stages of the disease [18].

Research suggests that the greater the degree of accept-
ance of the disease, the better adaptation and less discom-
fort caused by the disease, the smaller the stress caused
by disease, a sense of self-worthiness is retained. Other stud-
ies say that the higher the level of acceptance of the disease,
the lower the anxiety behavior, and less sense of helplessness
and hopelessness [18,19].

Patients with breast cancer are difficult to reconcile
with the loss of independence and a sense of self-sufficiency.
Patients also feel that the disease either reduced or took away
their source of pleasure, limited their role in family, social
and professional life. The specificity of the disease, diagno-
sis and treatment greatly affect the quality of life. The study
shows that the quality of life of women after mastectomy
changes, although these changes are not radical.

The disease, its treatment and side effects may be the
cause of reduced quality of life. In this paper, we analyzed
whether the type of cancer treatment had an impact on the
assessment of the quality of life of women treated for breast
cancer. Our findings confirm the widespread opinion that
breast-conservative treatment is associated with a higher
quality of life assessment and forecast of their own health.
Other studies show higher assessment of their appearance
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and better health prognosis in the group of patients after BCT
[20,21].

The image of own body is the foundation of a sense of
personal value, while the loss of the breast is associated
with disfigurement, loss of a symbol of femininity, attrac-
tiveness and motherhood. Another factor influencing the bet-
ter perception of body image is whether the treatment was
conservative or amputating breast [22].

In the women who underwent mastectomy, physical
changes were accompanied by adverse changes in the psy-
che. Women feel worthless. They were diagnosed with in-
complete values syndrome, described as the half-female
complex [23].

The scope of the research presented in this paper does not
cover in full all aspects of life and at the same time does
not fully reflect the objective assessment of its quality.

It only allows for subjective analysis of the assessment of
the health situation of oncological patients treated for breast
cancer.

It is extremely important because it is an individual as-
sessment made by the patients themselves. Measurement
of quality of life should be systematically analyzed and be
an integral part of the treatment and rehabilitation process.

CONCLUSIONS

1. A good acceptance of the disease was showed by ill pa-
tients treated for breast cancer after mastectomy and ad-
juvant hormone therapy during treatment. The lower level
of acceptance of the disease was observed in women after
BCT and during treatment with chemotherapy.

2. Obtained results using EORTC questionnaires showed
that the assessment of general health was affected by the
treatment. The patients during chemotherapy and hor-
mone therapy showed a negative impact of this form of
treatment on overall well-being and functioning.

3. Obtained results indicate a good quality of life among pa-
tients after BCT and during treatment with chemotherapy,
which confirms the benefits of breast conservation.

REFERENCES

1. Raport na podstawie danych Centrum Onkologii — Instytut im. Marii
Sktodowskiej-Curie, Warszawa; 2011. [www.onkologia.org.pl]

2. Aebi S, Davidson T, Gruber G, Cardoso F. Primary breast cancer: ESMO
Clinical Practice Guidelines for diagnosis, treatment and follow-up.
Annals of Oncol. 2011;22(Suppl. 6):vil2-vi24.

3. Bishop H, Chan C, Monypenny I, et al. Surgical guidelines for the mana-
gement of breast cancer. Eur J Surg Oncol. 2009;35(Suppl. 1):1-22.

4. Cardoso F, Harbeck N, Fallow L, et al. Locally recurrent or metastatic
breast cancer: ESMO Clinical Practice Guidelines for diagnosis, treat-
ment and follow-up. Ann of Oncol. 2012;23(Suppl. 7):viil1-viil9.

5. Winczura P, Senkus-Konefka E, Jassem J. ,Polskie i migdzynarodowe
zalecenia dotyczace leczenia raka piersi. Nowotwory. J Oncol. 2013;
63(1):63-4.

6. Juczynski Z. Narzg¢dzia pomiaru w promocji i psychologii zdrowia.
Pracownia testow Psychologicznych Polskiego Towarzystwa Psycho-
logicznego. Warszawa; 2001.

7. De Walden-Gatuszko K. Psychoonkologia w praktyce klinicznej.
Warszawa: Wydawnictwo Lekarskie PZWL; 2011.

8. Pleszewa A, Formanowska B, Kaczmarczyk K. Wplyw choroby
na funkcjonowanie pacjenta i jego rodziny. Piel Pol. 2005;1(19):82-8.



Zdr Publ 2014;124(1)

9. Pers K. Zalezno$¢ liczby i nasilenia objawow ubocznych chemioterapii
od poziomu depresji i Igku u pacjentow onkologicznych. Psychoonkol.
2002;6(1):9-12.

10. Leppert W, Majkowicz M. Adaptacja Karty Oceny Bolu Memorial do
warunk6éw polskich: propozycja standardowego narzedzia shuzacego
do oceny bélu i monitorowania leczenia bolu u chorych na nowotwory
— doniesienia wstgpne. Med Paliat. 2011;4:207-13.

. Niedzielski A, Humeniuk E, Blaziak P, Fedoruk D. Stopien akcep-
tacji choroby w wybranych chorobach przewlektych. Wiad Lek.
2007;60(5-6):224-7.

12. Nowicki A, Ostrowska Z. Akceptacja choroby przez chore po operacji
raka piersi w trakcie leczenia uzupelniajacego. Pol Merkuriusz Lek.
2008;24(143):403-7.

13. Tobiasz-Adamczyk B, Szafraniec K, Bajka J. Zachowania w chorobie.
Opis przebiegu choroby z perspektywy pacjenta. Krakow: Collegium
Medicum Uniwesytetu Jagiellonskiego; 1999. p.37.

14. [www.eortc.be/home/qol/files/C30/QLQ-C30%20Polish%20n.pdf/]

15. Juczynski Z. Narzgdzia pomiaru w promocji zdrowia. Warszawa: Pra-
cownia testow Psychologicznych Polskiego Towarzystwa Psychologic-
znego; 2001.

16.de Walden-Galuszko K. Ocena jako$ci zycia uwarunkowana stanem
zdrowia. In: J. Meyza (ed). Jako$¢ zycia w chorobie nowotworowe;.
Wybrane zagadnienia Centrum Onkologii Instytutu im. Marii Sktodo-
wskiej-Curie. Warszawa; 1997.

17. Herschbach P, Keller M, Knight L, et al. Psychological problems of can-
cer patients: cancer distress screening with a cancer-specific question-
naire. Br J Cancer. 2004;91:504-11.

1

—_

18. Oginska-Bulik N, Kozak G. Akceptacja choroby jako wyznacznika
radzenia sobie z choroba nowotworowa u pacjentow opieki paliatywne;j.
Psychoonkol. 2002;6:21-5.

19. Wiraszka G, Lelonek B. Funkcjonowanie chorego z biataczka a akcep-
tacja choroby nowotworowej. Stud Med. 2008;10:21-6.

20.Graja T, Gryczka R, Grodecka-Gozdecka S. Wybrane aspekty jakosci

zycia kobiet leczonych z powodu raka piersi dwoma réznymi metoda-
mi. IV Ogoélnopolska Konferencja:,,Diagnostyka i leczenie raka piersi”.
Warszawa; 2005.

.Piatek J, Krauss H, Gaik M, et al. Jakos¢ zycia kobiet po amputacji

piersi. Przegl Gin Pot. 2004;4(4):173-7.

22.Fobair P, Stewart SL, Chang S, et.al. Body image and sexual problems
in young women with breast cancer. Psychooncol. 2006;23:103-13.

23.Zegarski W, Glowacka I, Ostrowska Z. Ocena jakoéci zycia kobiet
po mastektomii na podstawie standardowych kwestionariuszy: QLQ-C30
i QLQ-BR23 Nowotwory. J Oncol. 2010;60(6):532-5.

2

—_

Corresponding author

Marzena Kaminska

7 Jaczewskiego Str., 20-950 Lublin, Poland
tel. +48 607-234-462

E-mail: mkaminskaO@vp.pl



