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ABSTRACT
Background: Breast cancer usually occurs in women, even though it can occur in men as well.
The disease as well as the type of treatment patients with breast cancer receive can affect their
quality of life and lifestyle choices. Although there are quite a number of research works in breast
cancer, there is no available documentation of the quality of life and lifestyle choices of breast
cancer patients in Ghana.
Aim: The study aimed at assessing the quality of life (QoL) and lifestyle choices of patients
with breast cancer at the Sweden Ghana Medical Centre.
Methods: 80 patients with breast cancer who reported to the Sweden Ghana Medical Centre
for chemotherapy and radiotherapy treatment in August 2020, were considered in this study. A
quantitative descriptive cross-sectional design was employed in this study. The Functional
Assessment Cancer Therapy-Breast (FACT-B) instrument version 4 tool and a researcher-
made questionnaire were used for data collection over a one-month period August 2020. The
data collected was analyzed with STATA version 16.
Results: The overall QoL score for the population was about 43% and suggestive of moderate
to low QoL in the various functional roles in the patients. Patients who received curative
radiotherapy and surgery enjoyed the highest QoL scores as measured by their Emotional
Wellbeing (EWB) (62.4 £+ 5.4%, p=0.000) and Functional wellbeing (FWB) (62.5 + 7.5%,
p=0.006). Relationships which were statistically significant were established between the QoL
domains and the treatment options (p=0.000). Functional well-being domain scores were
significantly higher for the three surgical procedures (p=0.027). The highest median scores >
60.0% were recorded for the healthy lifestyles of the patients for all variables, except in partial
mastectomy where a lower median score of 52.5% was found. There were no significant
relationship between their healthy lifestyles choices and the independent variables. Statistically

significant (p=0.001) median scores for diet lifestyle choices was found across the age groups,

Xi



but none in the other variables. The median score in the patients’ personal appearance and
social lifestyles were low, except for curative radiotherapy treatment and lumpectomy
treatment regimens and surgery where their personal appearance lifestyles were significantly
high (p <0.001). A statistically insignificant difference in the marital status of the patients
(p=0.136) was found. An expected outcome of such low scores is an adverse impact on marital
relationships with their husbands due to mastectomy.

Conclusion: The versatile FACT-B Version 4 QoL tool and lifestyle choices tool employing
five QoL domain subscales and four lifestyle dimensions has been used to evaluate the QoL
and lifestyle choices of patients with breast cancer who reported for treatment at the Sweden
Ghana Medical Centre. The assessments were done using the mean and median inter-quartile
ranges of the measured scores. Functional well-being (FWB) was the most enjoyed QoL by the
breast cancer patients across the independent variables. Relationships which were statistically
significant were established between the QoL domains and the treatment options (p=0.000).
Keywords: Breast cancer, quality of life, lifestyle choices, chemotherapy, radiotherapy, breast

prostheses, mastectomy, domain scores, interquartile range.
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CHAPTER ONE

INTRODUCTION

1.1  Background

Breast cancer is the most frequently occurring type of cancer in women, and the second most
frequently occurring type of cancer worldwide (World Health Organization, 2012, Anim-
Sampong et al., 2020). This disease has the tendency of affecting both females and males, but
it is more prevalent among females (American Cancer Society, 2016). It results from the
proliferation of cells in the breast which become a tumor and is visible on radiographs, and/or
can be detected as a lump (American Cancer Society, 2016). Most breast cancers originate from
the part of the breast tissue that consists of glands which produce milk and the ducts through

which these glands connect to the nipples (American Cancer Society, 2016).

The World Health Organization (WHO) estimated in 2012 that about 1.67 million incidences
of breast cancer were reported throughout the world, forming approximately 25% of every case
of cancer and a mortality of 522,000 cases, ranking it as the fifth cause of death (WHO, 2012)
In Ghana, the works of Ohene-Yeboah and Adjei (2012), Ghartey et al., (2016), Opoku et al.,
(2012) and Quayson et al., (2014) among many others have provided some information about
breast cancer. However, their researches were limited to certain geographical regions, and
hence not representative of the whole country. Ghartey et al., (2016) stated a breast cancer
incidence of 0.76% and proposed the need for breast cancer awareness and screening for

women in Ghana.



Although early detection for any disease condition is vital in its treatment process, the modes
of disclosing patients’ conditions following diagnoses can however, be devastating and could
trigger negative responses.

Several treatment options are available for breast cancer. The combinations of these approaches
exist and are referred to as multimodal treatment regimens. The breast conserving surgeries (BCS)
including lumpectomy, partial mastectomy, and mastectomy are some of the several breast cancer
treatment options utilized worldwide (Takuwa, Tsuji and Yotsumoto, 2017). Lumpectomy is
a type of breast surgery which tumors or abnormal cells and some of the normal healthy tissue and
lymph nodes surrounding it (called surgical margin) are removed (Mayo Clinic, 2018). In partial
mastectomy, a larger portion of the breast is removed compared to lumpectomy in order to
eliminate the cancer. Mastectomy, other the hand, is the taking away of one breast or both,
through surgical means (Zurrida et al., 2011). However, this and other treatment modalities for
breast cancer are associated with several issues which act as additional stressors in affected
patients. The loss of symbols of femininity could result in depression, anxiety, loss of self-
confidence, pain which could be chronic or persistent, issues in their relationships, affected
quality of life (QoL), and impacts on lifestyle choices. As a result, several breast cancer patients
are stigmatized. Acknowledging these impacts could help provide a psychological report.
Although there are quite a number of research works in breast cancer, a search through
literature reveals that there is either limited or no available documentation of the QoL and
lifestyle choices of female breast cancer patients in Ghana. This study may build on existent
knowledge on the QoL and lifestyle choices of breast cancer patients in Ghana and establish a

basis to compare with other international studies.

1.2 Problem Statement
Mastectomy and other BCS options result in loss of self-esteem, body image and feminine
identity among breast cancer patients. The QoL after BCS and mastectomy is a compromised
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challenge, and such patients experience negative psychosocial issues such as fright, pain, mild
to high levels of apprehension. Furthermore, the lack of adequate and requisite scientific and
technical solutions to these problems further exacerbates the challenges. Anecdotal evidence
suggests that the impact of on the QoL and lifestyle choices of breast cancer survivors
following BCS and mastectomy in Ghana have not been explicitly addressed, and hence a wide

knowledge gap is opened for study.

1.3  Significance of Study

The impact and treatment of breast cancer on affected patients can be very dire. In particular,
their QoL is degraded and their lifestyle choices are affected as well. This study is important
as it assesses the various ways in which the QoL patients with breast cancer is affected, and
also give information regarding the extent to which the affected QoL has impacted their

lifestyle choices. It will also serve as a baseline data needed for future references.

Breast cancer may also affect women’s identity and functional abilities. In particular, it is
known that women play important functional roles in the family. Thus, the development of
breast cancer in women adversely impacts their functional roles, which directly affects her
family and other persons socially connected to them. Hence, studying the QoL in breast cancer

patients is vital.

1.4  Objectives
General Objective The general objective is to determine the QoL and lifestyle choices of
breast cancer patients at the Sweden Ghana Medical Centre (SGMC).
Specific Objectives: The specific objectives for this study are:
= To measure the QoL of breast cancer patients at SGMC

= To assess the lifestyle choices of breast cancer patients at SGMC



= To find the association between the QoL and lifestyle choices of breast cancer

patients at SGMC.

1.5  Conceptual Framework
The conceptual framework for QoL and lifestyle choices of breast cancer patients is presented
in Fig.1.1. The framework addresses issues such as patients demographics, clinical factors, and

lifestyle choices. Any or a combination of these could impact patients* QoL or lifestyle choices.

Demographic Factors
Age

QUALITY OF LIFE Religion

— Occupation

Educational level

Marital status

Monthly income

LIFESTYLE CHOICES
Physical activity Clinical Factors
Exercise habit Stage
Diet quality — Type of surgery
Smoking Time since diagnosis
Alcohol consumption History of chemotherapy of radiotherapy

Fig. 1.1: Conceptual framework for QoL and lifestyle choices of breast cancer patients
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CHAPTER TWO

LITERATURE REVIEW

2.1  Introduction

The Chapter reviews the literature on anatomy of the female breast, breast cancer, its incidence
and prevalence as well as its risk factors, the types of surgical and multimodal breast cancer
treatment regimens. The QoL and lifestyle choices of breast cancer patients, and the association

between QoL and lifestyle choices of breast cancer patients are also reviewed.

2.2 Anatomy of the female breast

The breast consists of tissues, and ducts which affect the lactation functions of the breast. They
are held in position by a framework of fibres called Cooper’s ligaments (Zucca-Matthes, Urban,
& Vallejo, 2016). Other key structures of the breast include the skin, fascial layer,

fibroglandular tissue, lymphatics and neurovascular structures as shown in Fig. 2.1.

Fig. 2.1: Anatomy of the breast



Beginning from the anterior portion of the second rib, the breast extends down to the sixth or
seventh rib (Bontrager & Lampignano, 2014). The breast develops in the fourth week of
embryonic life unto early childhood, and continues in puberty due to effects of hormonal
changes. The roundly-shaped areola (pigmented region) varies in size, lying slightly below the
centre of each breast and surrounds the nipple, and is normally found at the level of the fourth
rib (Bontrager & Lampignano, 2014; Zucca-Matthes et al., 2016). The areola bears large
sebaceous glands called Montgomery glands that project unto the surface and produce sebum
to prevent cracking of the skin of the nipples (Marieb & Hoehn, 2013). The function of the
Montgomery glands is essential in reducing irritation during breastfeeding (Moore, Dalley &
Agur, 2014). The lobules (located within the lobes) contain glandular alveoli responsible for
milk production in lactating mothers (Marieb & Hoehn, 2013; Bontrager & Lampignano, 2014;

Moore et al., 2014).).

According to Wood, Cameron, and Fitzgerald (2008), breast shape and size are predisposed to
hormonal changes and medical conditions. The breast tissue extends into the axilla as the
axillary prolongation and is also a common site for cancer occurrence (Bontrager &

Lampignano, 2014).

2.3 Breast cancer definition

Breast cancer is a non-invasive cancer commonly found in females and is second to cancer of
the lung in terms of giving rise to cancer mortality (American Cancer Society, 2012). Most
breast cancers are malignant, originating from the part of the breast that made up of glands that
produce milk and ducts (Sharma et al, 2010). An invasive tumor is a cluster of abnormal cells
that may invade or develop into nearby tissues or spread to remote body regions (American
Cancer Society, 2012). The lobules are a common site for the initiation of cancer formations in

the breast (American Cancer Society, 2016). According to the American Centre for Disease



Control (CDC), breast cancer symptoms usually show in several ways. These include areas of
thickened tissue or growth in the breast or armpit, reddened skin of the breast, unusual nipple
discharges, retracted nipple, unusual skin changes on breast and/or nipple(s), breast size

changes, and unusual pain in breast or armpit (CDC, 2020).

Classification of cancer of the breast is normally centered on the histological presentation of
tumor’s tissues. According to Giordano and Hortobagyi (2003), a different approach to breast
cancer classification is inflammatory breast cancer (IBC), a type of invasive cancer in the ducts
differentiated from the other types of breast cancer by the swollen and reddened presentation
of the diseased breast. Wambani et al., (2011) categorized breast cancer into two stages; the
pre-invasive stage with the abnormal cells constricted within ducts, and the invasive stage with
cancerous growth spreading to surrounding lymph nodes and tissues. Breast cancer usually

occurs in females, even though it can occur in males as well (American Cancer Society, 2015).

2.3.1 Etiology and risk factors of breast cancer

The etiology or establishment of the cause or origin of breast cancer has not been explained by
any single reason. According to lles and Dickinson (2017), the cause of cancer of the breast
can be included in the most complex of cancer types, given life-long exposures to diverse
internally and externally influenced factors, and the interaction of factors of heredity. Ho et al.,
(2016) has also reported that exogenous hormone exposure may play a significant risk in the
cause of cancer of the breast. The multifactorial nature of the etiology of this disease of the
breast has been affirmed who further reported that being exposed to the hormone estrogen in
the womb was a main predisposing factor for the onset of breast cancer later in adult life (Ho
et al., 2016). There is increasing proof that being exposed to agents that are hormonally active
could affect the development of the mammary glands and increase the risk of breast cancer

occurence (Doherty et al., 2010; Watkins et al., 2014).


https://en.wikipedia.org/wiki/Histological
https://en.wikipedia.org/wiki/Inflammatory_breast_cancer

Breast cancer is connected with the mix of factors including factors that are hereditary,
ecological and hormonal (American Cancer Society, 2012). Age, as well as gender, are some
of the most vital predisposing factors of cancer of the breast. In particular, the American Cancer
Society (2012) reported that about 5% of every case of breast cancer happens in females who
are below age 40, while a higher proportion (over 80%) occurred among those aged 50 or more
years. Most breast cancers are not inherited. Alterations that are genetic other than alterations
that are inherited come about due to aging have also been identified as a possible cause of

breast cancer (Son et al., 2012).

A risk factor is an attitude, state or determinant that predisposes one to an ailment; breast cancer
in this case. Over the years, some factors that may result in the occurrence of breast cancer
have been proposed. In particular, it is reported in the literature that the disease is associated
with three major factors: exposure to ionizing radiation, presence of exogenous ovarian
hormones and the chronic use of alcoholic beverages, while other studies have suggested diet
as a major role in the occurrence of breast cancers (Willett, 1989). Notwithstanding these, other
factors like age, history of family, early onset of menstruation, late onset of menopause,
postmenopausal obesity, breastfeeding, and the use of oestrogen and progestin menopausal
hormones have been proposed (American Cancer Society, 2012). The American Cancer
Society (2012) has also reported that breast cancer can develop in females with none of the

afore-mentioned predisposing factors.

2.3.2 Incidence and prevalence of breast cancer

The occurrence of cancer of the breast has been widely reported in literature. Cardoso et al.,
(2012) and Bray et al., (2012) reported that cancer of the breast is the most frequently occurring
cancer in females in almost all countries, which explains the approximately 1.7 million new

cases diagnosed in 2012 globally. Breast cancer frequently affects women who are 40 years
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and over, although there has been an observation in the increase in its occurrence in women
less than 40 years old (Pollan, 2010). Other studies have reported increased incidence of cancer
of the breast in most nations, and associated the condition mostly with females aged 50 years
and older, although the incidence in younger women is also increasing (Parkin et al., 2014).
The WHO (2015) reported annual increments of 1.67 million incidences of confirmed cases of
cancer of the breast cancer all over the world. The rise in the number of breast cancer cases

present in a population at a given time has been caused lifestyle modernism (Glass et al., 2007).

Thakkar, McCarthy & Villano (2014) also concluded that the incidence rate of the disease rises
with advancing age. Previous analysis of the disease pattern revealed that breast cancer is more
widespread among white ladies who are 40 years and above, than women of other races of the
same age grouping (Desantis et al., 2014). Studies conducted in the USA showed that Alaskan
Native American Indian, Asian Indian or Pakistani, Black, Filipino, Hawaiian, Puerto Rican,
Samoan and Mexican women had a 1.3 to 7.1 greater risk of developing stage four cancers as
against non-Hispanic white ladies (Ooi et al., 2011). The incidence in Middle Africa is 27 per

100,000, compared to 92 per 100,000 in Northern America (WHO, 2012).

Breast cancer is also the most frequently occurring cause of cancer mortality in women
(American Cancer Society 2015). Statistically, Cardoso et al., (2012) also established breast
cancer mortalities of 269,000 (12.7% of total) in developing countries, and 189,000 (15.5% of
total) in developed countries respectively. Thus, most of the breast cancer incidences and
mortalities happen in countries that are developing as compared with developed countries.
Akarolo-Anthony et al., (2010) explained that even though breast cancer is a very important
predicament to attend to, there is limited research on it in Africa. They further explained that
the little information that may be present is usually generated from small clinical studies, which

is biased and thus not adequate to propagate a general understanding of breast cancer in Africa.



24 Breast cancer treatment regimens

A number of breast cancer treatment options are utilized worldwide. The primary breast cancer
treatments consist of surgery (lumpectomy, partial mastectomy and mastectomy), radiation
therapy, endocrine or hormonal therapy, chemotherapy and targeted therapy (Takuwa, Tsuji
and Yotsumoto, 2017). In general, the goal of cancer categorization is to settle for the best

option for treatment.

24.1 Surgery

The most common type of treatment for breast cancer is surgery. In surgery, tumors are
removed as well as some surrounding tissue. The main options for surgical treatment are

partial mastectomy, radical mastectomy, reconstruction and lumpectomy.

2.4.1.1 Lumpectomy

Lumpectomy is atype of breast surgery in which tumors or abnormal cells and some of the
surrounding normal healthy tissue and lymph nodes (called surgical margin) are removed (Mayo
Clinic, 2018). Normally, the amount of tissue removed is small and is dependent on the size and
location of the tumor. The procedure thus, seeks to take out the least amount of breast tissue,
and is therefore the least invasive BCS as the rest of the breast is preserved. According to Mayo
Clinic (2018), the lumpectomy is helpful in the diagnoses of cancer or curation in the early stages

of breast cancer.

Tralongo et al., (2019) have reported better outcomes of survival for patients with breast cancer
in the past years, and hence the QoL of breast cancer patients post-surgery has consequently
assumed increased importance. In a meta-analysis study which compared QoL in patients with
breast cancer who underwent mastectomy to those who underwent BCS, Ng et al., (2019)

reported that BCS was preferred over mastectomy because it led to more preferred outcomes.
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2.4.1.2 Partial Mastectomy
Partial mastectomy involves the removal of a greater part of the breast as compared with
lumpectomy in order to get rid of the cancer. Occasionally, partial mastectomy may require the

removal of some lining over the chest muscles as well.

2.4.1.3 Mastectomy

Mastectomy is the process of taking out one or both breasts through surgical means (Zurrida et al.,
2011). Mastectomy could be modified radical, which involves the taking out of the whole
breast tissue together with the axillary contents, or radical, in which the complete breast,
pectoralis major muscles, pectoralis minor muscles, and axillary lymph nodes, behind the
breast are taken out (Habermann et al, 2010). Other types of mastectomy include extended
radical mastectomy, nipple-sharing or subcutaneous mastectomy and skin-sparing mastectomy

(Sacchini et al., 2006).

Generally, the presence of this disease in women can predispose them to undergo mastectomy
in one or both breasts for curative and/or preventive purposes. The mastectomy treatment
option of breast cancer shows tangible changes on the body of the patient which affects her
appearance, self-confidence, body image and sexual identity resulting in low-esteem in
marriage. Some identified psychosocial factors which impact on female breast cancer patients
include depression, anxiety, self-image, coping strategies in relationships, QoL, and social
support. Khatcheressian and Brown (2017) have affirmed this and reported that women with
breast cancer who have had mastectomy are affected by a number of common psychosocial
issues such as the mode of cancer diagnosis and the impact of the mastectomy treatment on the
patients’ femininity. The image of such patients as seen by their spouse and children is another

commonly demonstrated psychosocial issue.
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2.4.2 Chemotherapy

The National Breast Cancer Foundation (2019) defines chemotherapy as a type of cancer
treatment that combines cytotoxic medicines to either kill the cancer cells or reduce the pace
of their growth. Chemotherapy is systemic, and hence the drugs are administered orally,
intravenously or through the bloodstream of patients to kill migrated malignant tumors or
cancer cells from the main tumour. The three major aims of chemotherapy in cancer treatment
are curative, palliative and control. The major necessitating factors for chemotherapy treatment
include the size of the grade and type of tumors, type of receptors and their status. The quantity
of lymph nodes, together their degree of involvement, and the probability of spreading the
disease to tissue margins are other factors (National Breast Cancer Foundation, 2019).
Chemotherapy is usually given alongside the other types of cancer treatment such radiotherapy,

surgery, targeted and hormonal therapies.

As reported in the literature, the side effects of chemotherapy include reduction in red blood
cells, changes from a different balance of cells lining the intestinal tract, diarrhea, mouth and
lip sores, poor appetite, hair loss with accompanying colour and texture changes, nausea and
vomiting. A very unusual side effect of chemotherapy is the onset of leukemia (cancer of the
blood cells). Other side effects include irregular or complete stop of menstrual periods,
infertility, issues with the kidney and consequentially bladder and urine, infection, anaemia,

diarrhoea, constipation (National Breast Cancer Foundation, 2019).

Aslam et al., (2014) conducted a study on the side effects associated with chemotherapy
revealed that 95% of the patients experienced weakness, 90% of them experienced fatigue, and
76% of them had hair loss. Other side effects such as abdominal cramps, dry mouths, diarrhoea,
mouth sores, headache, numbness, impaired memories, nausea and vomiting were reported.

Nurgali, Jagoe and Abalo (2018) also revealed in a study that vomiting and nausea were some
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of the dreaded side-effects exxperienced by chemotherapy treatment patients. They further
indictaed that in as much as most patients fairly respond to medications aimed at managing
acute chemotherapy-induced nausea and vomiting (CINV), a delayed phase of CINV is more
ardous to control. It usually manisfests in two phases; an acute phase, and then a delayed phase
which has a remarkable adverse effect on the everday life of patients (Navari and Aapro, 2016).
In a study by Rapoport (2017), it was discovered that making out patients at risk of delayed
CINV is quite complicated and would need assessment of demographic, personal, clinical and
behavioural factors. It was also realised in the same study that CINV in its delayed phase has

a remarkable adverse effect on the everday life of patients.

Nausea and vomiting as a result of chemotherapy can have a very bad effect on the QoL of
such patients (Hilarius et al., 2012) and potentially affect outcomes of treatment (Jordan et al.,
2015). Chan and Ismail (2014) found in some research they conducted in 2014 that over two-
thirds of patients after the final cycle of chemotherapy, experienced nausea and vomiting and
these patients mentioned that nausea and vomiting were two of the side effects of chemotherapy
they dreaded the most.

A study by Chui (2019) suggested that depression, fatigue, interruption of sleep and pain are
positively associated and occur concurrently, impacting one another and reducing the QoL of
patients undergoing chemotherapy treatment. Pearce et al., (2017) also mentioned in their study
that chemotherapy associated side effects affect the QoL, emotional and physical health of
patients. Adjuvant chemotherapy minimizes the probability of a recurrence, with results that
are proportionally higher in younger women but are slightly affected by grade, nodal status, or

the use of adjuvant endocrine therapy (Saparano et al., 2018)
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2.4.3 Hormone therapy

Estrogen and progesterone are gland producing chemicals or hormones in the body which
regulate body cycles. According the National Breast Cancer Foundation (2019), these
hormones can sometimes induce cancer. Hormonal therapy (anti-hormone treatment) is

therefore needed to inhibit the inception of spread of hormone induced cancers.

Hormone therapy is used only in postmenopausal women. Tamoxifen is the most common
hormone therapy drug. According to the Breast International Group (BIG) 1-98 Collaborative
Group, adjuvant endocrine therapy with tamoxifen significantly prolongs disease-free and
overall survival in postmenopausal women with early-stage breast cancer. Winer et al., (2004)
earlier reported that adjuvant hormonal therapy is one of the most dramatic and important
additions to the treatment of breast cancer for hormone-sensitive breast cancer with impressive
reductions in recurrence and mortality. This is confirmed in the literature that adjuvant
hormonal therapy for hormone-sensitive breast cancer dramatically reduces recurrence and

mortality (Hershmann et al, 2010).

2.4.4 Radiotherapy

2.4.4.1 Curative radiotherapy

Radiotherapy uses high-energy radiation to kill cancer cells. Breast cancer radiation therapy
may be used to destroy any remaining mutated cells that remain in the breast or armpit area
after surgery. Mohan et al., (2019) described radiotherapy as the major type of cancer treatment
which uses radiation to interfere with the DNA of cancer cells, resulting in stunting the growth,
division and eventual death of the cells. External beam radiation therapy (EBRT), also known
as traditional or whole breast radiation therapy involves the use of highly focused energetic
radiation to target the cancerous area for two to three minutes (National Breast Cancer

Foundation, 2019). Internal beam radiotherapy (IBRT) for breast cancer treatment involves the
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use of partial breast radiation where a radioactive liquid using needles, wires, or a catheter is

inserted in order to target the origin or area of the cancer cells., and neighbouring tissues.

According to the Early Breast Cancer Trialists' Collaborative Group (2011), randomized trials
have shown that radiotherapy for early-stage breast cancer can reduce the rates of recurrence
and death from breast cancer. The decision to treat a tumor with radiotherapy is based on the
location of the primary tumor and whether the tumor cells are radiosensitive (Mohan et al.,
2019). With respect to tumor localization, radiotherapy is most effective when a tumor is
contained, easily accessible and located away from major organs of the body. Generally,
radiation is directed to the tumor and the immediate surrounding area to destroy the main tumor
and any nearby tumor spread. Higher total doses of radiation are needed to destroy the main
tumor; lower doses are given to destroy the spread of the tumor. A great percentage of breast
cancer patients undergo either neoadjuvant radiotherapy (prior to surgery) or adjuvant
radiotherapy (post surgery) treatment in order to prevent recurrence of the disease and the

optimal treatment outcome (McGale et al., 2014).

A drawback of the radiotherapy treatment is that it can also affect normal cells around the
cancer cells. According to Mohan et al., (2019), some of the observed side effects for breast
cancer radiotherapy treatment include fatigue, irritated skin at the treatment site, swollen
breasts, unusually heavy and discoloured breasts, lymphedema and acute radiation induced
dermatitis. Wet desquamations is both painful and uncomfortable and is reported to be
experienced by about 36% of patients receiving radiotherapy treatment (Suresh et al., 2019).
Kole et al., (2017) have also stated that almost all patients who underwent radiotherapy
treatment experienced some amount of acute radiation dermatitis. Effects of radiation on the

skin are more complicated as the sebaceous glands and follicles of hair are sensitive to
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comparatively low radiation doses, leading to dryness of the skin and loss of hair which induce

dermatitis (Kole et al., 2017).

2.4.4.2 Palliative radiation therapy

In addition to its curative purposes, Gaertner et al., (2014) stated that palliative radiotherapy may
also be given to relieve pain in cancer patients, especially patients with illnesses that are life-
threatening. For palliative purposes, lower doses are given compared to curative treatment,
usually over a shorter period of time. Davis, Bruera and Morganstern (2013) suggested that
palliative care should be integrated into cancer care at the begining treatment stage as it has proven
extremely helpful in improving QoL, decreasing the burden of caregivers, improved control of
symptoms and probable benefits of survival. Irrespective of staging and disease prognosis,
palliative care has been found to be beneficial to cancer patients (Von, 2013). Palliative treatment
has been one of the first ten developing subspecialties in medicine due to increased demand (Strand
et al., 2014). It is mentioned in the literature that palliative treatment is usually included in the
management of late staged cancer with the aim of discussing care, transition to hospice and eventual
death. Patients in the late stages of breast cancer together with their families have complicated
needs to be catered for to reduce frustration and decreasing of QoL of patients as well as their

families (Cherny, Paulch-Shimon and Berner-Wygoda 2018).

2.4.5 Targeted therapy

Target therapy involves the use of effective treatment methods or therapy to effectively target
malignant cells without harming normal cells. Targeted therapy methods are employed in
combination with chemotherapy. The targeted drugs block the growth of breast cancer cells in
specific ways. In particular, during targeted therapy of breast cancer, the drug (mostly
herceptin) is administered through a vein alone, or as a combination therapy with

chemotherapy. Side effects that most commonly occur during the first treatment include fever
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and chills. Other possible side effects include weakness, nausea, vomiting, diarrhea, headaches,
difficulty breathing, and rashes. According to the National Breast Cancer Foundation (2019),
the side effects generally become less severe after the first treatment. Herceptin also may cause

heart damage, heart failure, and serious breathing problems.

2.4.6 Combination (Multimodal) treatments

Combination or multimodal treatments refer to the use of two or more kinds of therapies.
Combining two or more types of treatments such as surgery, radiotherapy, and chemotherapy
in sequence, at the same time, or in various modes may be more effective than a single
treatment option. Under certain conditions, combination therapy can achieve a greater
likelihood of cure than a single approach, with less damage to vital organs and tissues
(Ginsburg et al., 2020).

Due to recent advances in the treatment of early-stage breast cancer, many patients
receive lumpectomy followed by radiation therapy rather than mastectomy (removal of the

entire breast.

As reported in the literature, combination treatments are performed for several reasons
including higher effectiveness of one treatment mode at a certain stage of cancer than another,
enhancement of one treatment option by the other, and the fact that one treatment alone may
not affect the tumor (Ginsburg et al., 2020). To enhance the effectiveness of radiation therapy,
some chemotherapy drugs are used to make certain kinds of cancer cells more susceptible to
the radiation dose. Radiation therapy is generally most effective at the edges (margins) of a
tumor but not as effective in the center of a tumor. Surgery can remove the tumor, but it may
be unable to eliminate all cancer cells surrounding it without cutting out too much normal tissue

Therefore, the two treatments can be combined to work together, filling in the gaps of each
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other. Since it is uncommon for cancer to be treated by only one method, combination

treatments present a promising outlook for cancer treatment (Mohan et al., 2019).

Breast cancer treatment with a curative intent usually results in desired outcomes if it is given
over a specific time period. The success of the treatment outcome, according to Ginsburg et
al., (2020) is dependent on how the case is handled after the diagnosis. Curative treatment for
breast cancer is given thorugh different modalities such as radiotherapy, surgery and
chemotherapy, alongside treatment to manage side-effects of treatment and pain related to

cancer for stage | through stage 111 of the disease (Cardoso et al., 2013).

2.5  Quality of life (QoL) of breast cancer patients

Quality of life is a subjective term which defines the degree to which an individual is healthy,
comfortable, and able to participate in or enjoy life events. Quality of life as defined by the
WHO is an individual’s perception about their position in life in the context of value and
cultural systems in which they live and in relation to their goals, expectations, standards, and
concerns. It has been reported in literature that breast cancer impacts negatively on the QoL
and lifestyle choices of affected patients. According to Kyei ef al., (2014), measuring QoL in
breast cancer has been the focus of clinical practice in recent decades which is important in

assessing treatment outcomes. This could be due to increasing number of breast cancer patients.

Breast cancer is associated with quite a number of tangible presentations with the ability to
decrease the QoL and affect the total wellbeing of a patient (Thrift-Perry ef al., 2018). A study
by Sharma and Purkayastha (2017) revealed that breast cancer patients aged 30 to 39 years
portrayed particularly worse QoL outcomes compared with much older breast cancer patients
in the areas of physical functioning, social functioning and future perspective. Their work
revealed that younger breast cancer patients felt more socially restricted, especially during

adjuvant mastectomy, compared to older patients. In a similar study, Bantema-Joppe et al.,
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(2015) reported that over a duration of time, role development, emotional, and cognitive
functioning were as worse in much older breast cancer patients compared to younger patients.
Basu et al., (2016) observed that long-term breast cancer survivors diagnosed after age 65 years
portrayed particularly worse outcomes in the physical domain, while those diagnosis at a much
earlier age portrayed worse outcomes in the social, emotional and body image perception QoL
domains, and concluded that age is a vital component in assessing QoL. In particular, Basu and
Basu (2016) also noted that, similar to other findings, patients’ social and physical functions
decreased during chemotherapy, while the reasonably good scores for QoL obtained during

radiotherapy suggested that patients tolerated radiotherapy quite well.

In a South Korean study on breast cancer survivors, Shin ef al., (2017) found that levels of
physical activity after diagnosis of breast cancer were related to QoL. The study observed
variations in menopausal status at the time of diagnosis, staging of the disease, body mass index
(BMI), time gone after surgery and age at the time of diagnosis. The study also revealed that
the increased physical activity after the time of diagnosis related with decreased scores of
fatigue and pain, and increased scores of sexual functioning. According to Shin et al.,(2017),
other studies, consistent with theirs revealed that bodily exercise was associated with improved

QoL.

A study conducted by Dirksen and Epstein (2007) suggested that insomnia is a major issue for
cancer patients. Their estimated prevalence 30-73% revealed that cancer patients experienced
difficulties in sleeping further mentioned that breast cancer survivors were prone to having
sleep disturbances. In the literature, a large number of breast cancer survivors have reported
difficulties in sleeping at the time of diagnoses, and during and after treatment (Carpenter et

al., 2004)
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2.6  Lifestyle choices of breast cancer patients

Lifestyle has been defined in several ways. It relates to the interests, view, ideas, behaviours,
way of living and behaviours of an individual, or group of people. Lifestyle can therefore be
described as a combination of intangible factors such as matters relating to psychological
aspects such as personal values, preferences, and outlooks. Lifestyle can also be a combination
of tangible factors which relate demographic variables which are normally independent.
According Ryan (2018), a lifestyle is a way of living or doing things, including decision

making.

A lifestyle choice is therefore a voluntary and cognizant decision to accomplish or execute
activities that have the propensity to induce, or increase, or decrease the risk of an existing
injury or disease condition. Several factors which affect lifestyles choices of breast cancer
patients can present positive or negative impacts on the survivability of breast cancer. Adoption
of healthy lifestyle behaviours has shown promising effectiveness in reducing the high
morbidity burden of cancer survivors. There is reported evidence that physical exercise during
adjuvant treatment for breast cancer probably improves physical fitness, while promoting
healthy lifestyle behaviours among many breast cancer survivors in the United States has been
critical to their well-being, QoL, and motivated changes in lifestyle choices (O’Neill et al.,
2013). For this reason, breast cancer patients are motivated to attempt changes in lifestyle

choices.

There are now lifestyle guidelines for cancer survivors advocating smoking cessation,
moderate alcohol consumption if any, and healthy balanced diets, daily physical activities, and
maintenance of a healthy weight. In a study by Spei et al., (2017), it was found that the greatest
amount of physical activity spent on recreation relatively reduced all-causes and breast cancer

mortality. In the literature, reports of the effects of food regimen and nutrition picks on tumour

20



advancement or otherwise, probability of a relapse, and general endurance in persons who
underwent cancer treatment have been made. In particular, DeNysschen et al., (2014) have
stated that a relapse of breast cancer can be affected by lifestyle modifications, especially food

and physical workout.

In reporting about diet, exercise, and complementary therapies after cancer treatment, Jones
and Demark-Wahnefried (2006) indicated that many cancer fighters were greatly inspired to
hunt for information about lifestyle choices regarding food, bodily activity and the use of food
supplements to increase their treatment response, speed up the recovery process, lessen their
possibility of a tumour reappearance, and increase their overall QoL. Another study reported
by Pierce et al., (2007) found that breast cancer survivors who consumed healthy diets and
performed weekly physical activity equivalent to 30 minutes of walking at a moderate pace, 6
days/week, had a higher 10-year survival rate than those who did not adhere to these lifestyle

practices.

Similarly, Kwan et al., (2009) reported a 43% decline in general mortality was seen in a study
of survivors of breast cancer in association with a dietary arrangement characterized by the
high consumption of vegetables and whole grains. Survivors of breast cancer survivors who
confirmed taking in at minimum 5 servings of fruits and vegetables daily, and engaging
themselves in bodily activity weekly, equal to 30 minutes of walking for 6 days every week
were seen to have a greater rate of survival, even though a substantial survival benefit was not

seen for either of these behaviours only.

Again, owing to the fact that women usually gain weight after being diagnosed with breast
cancer, weight control should also be given attention (Vance et al., 2011). Other studies have
suggested that diets for breast cancer survivors should emphasize vegetable, fruit, whole grain,

fiber, and low fat dairy intake while lowering saturated fat content of the diet as a strategy to
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promote health and prevent disease (Pierce et a I., 2007). According to Lahart et al., (2018)
changes in diet and exercise can remarkably improve the overall health of patients, while
increased physical activity leads to significantly minor to reasonable advancements in QoL

emotive function, apparent bodily function, apprehension, and cardiorespiratory health.

2.7  Improving the quality of life and lifestyle choices of breast cancer patients

2.7.1 Breast prostheses

Breast prosthesis is an artificial form of breast used to substitute the natural breast after a
complete or partial mastectomy has been done to provide better symmetry, a more natural look
and shape to the body as well as improve posture of the body (Jetha, Gul & Lalani, 2017).
Available literature concerning breast prostheses from some countries suggests that breast
prostheses come in different types, sizes, shapes and colours. The decision to use breast
prostheses is very personal and varies from individual to individual based on feelings, age,
QoL, and lifestyle, among certain other factors. Some women resort to the use of breast
prosthesis pending decisions for breast reconstruction surgery or not. Others also use breast
prosthesis instead of breast reconstruction. However, some women opt not to use breast
prosthesis or have reconstructive surgery (Anim-Sampong, 2018). According to Fouladi
(2013), patients who underwent mastectomy and consented to participate in a study used breast
prostheses, jelly brassieres, special coverings and breast reconstruction surgeries. According to
Roberts et al., (2003), the provision of an appropriate breast prosthesis to affected breast cancer

patients improved their QoL, body image, appearance, and femininity.

Other studies have also confirmed that the use of breast prostheses alleviated stress and
improved the self-esteem of women who underwent mastectomy (Gallagher et al., 2010).
Borghesan et al., (2014) discovered that about 56% of post-mastectomy breast cancer patients

were content with breast prostheses. However, some complained about its displacement during
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activity, pain and uneasiness at the site where the surgery was done. In a related study
conducted in Pakistan on the experiences of women with body prostheses, Jetha, Gul, and
Lalani (2017) stated that 15 women from 35 to 61 years (mean age: 45 years) who went through
mastectomy saw their breasts as a symbol of womanly distinctiveness and thus, resorted to the

use of breast prostheses.

Employing the use of mix methodology, Kubon et al., (2012) compared the preference of
custom-made breast prostheses and temporary breast prostheses among post-mastectomy
women in Canada. Whereas the quantitative part of the study revealed no difference between
custom-made breast prostheses over temporary breast prostheses, the qualitative part of the
study showed more contentment with custom-made breast prostheses. Studies have shown that
breast prostheses help to alleviate stress and improve the self-esteem of women after they have
been through a mastectomy (Gallagher et al., 2010). In investigating the use of breast
prostheses in India, Ramu et al., (2015) found that high level of education, young age and living
in the urban part of the country contributed to higher usage of breast prostheses. Ramu et al.,
(2015) further stated that many post-mastectomy patients who used breast prostheses

confirmed improvement in the quality, comfort, size, shape and cost of breast prostheses.

On the other hand, Gallagher et al., (2009) argued that the cost of breast prostheses is a primary
challenge for women who resorted to using them. In the same wise, in Canada, Fitch et al.,
(2012) also suggested that the cost and care of breast prostheses was the major worry of those
who used them. Other concerns of the women included inadequate information on breast
prostheses, absence of privacy, time for fitting the breast prostheses and certain traits of the

fitters such as their gender and character.

In Ghana, it was also observed that most post-mastectomy breast cancer patients knew very

little or nothing about breast prostheses and the few who knew about it could not readily or
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always afford them. Some women resort to fixing foams or pieces of fabric in their brassieres

in place of actual breast prostheses.

2.7.2 Support groups

The Cambridge English dictionary defines a support group as, “A group of people who have
had similar experiences, especially difficult ones, and who provide help to each other”. Thus,
support groups are a great form of help for women after mastectomy (American Cancer
Society, 2012). Till (2003) indicated in his study that literature on the evaluations of
community-based cancer support groups revealed that they rendered a good number of benefits,
and that it is more practicable to expect an impact of such interventions on psychosocial
functioning and/or health-related QoL than on just survival. More popular online support

groups are peer-moderated, rather than professionally moderated (Till, 2003).

A study undertaken by Adorna, Morari-Cassol, & Ferraz (2015) revealed that, by the kind
courtesy or assistance of support groups, women who have had mastectomy have opportunities
to identify with themselves, share experiences, reduce tensions, have a better understanding of
what they are facing, be updated with information concerning their situation, make good

friends, raise their self-esteem and improve their QoL.

2.7.3 Support from loved ones

Neto et al., (2017) suggested that good support provided by relatives and close friends of
women who underwent mastectomy is key to improving their QoL. Family seems to be the
main source of support for women during neo-adjuvant and adjuvant oncological treatment as
they provide direct care and indirect support to affected relatives with regards to their emotional
well-being and with daily activities. This is because the affected women are physically and

psychologically incapable after mastectomy (Almeida et al., 2015). In such situations, the
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family presence, support and care provide means to significantly deal with associated stress

and reduce the physical and emotional pains of affected women.

2.7.4 The role of health care professionals

Kocan & Gursory (2016) indicated in their study that patients need medical, social, and
psychological support throughout the process of treatment for breast cancer as well as after
completion of treatment for breast cancer. Consequently, the multidisciplinary team must work
with human values, break down the mechanized and routinized care, provide an innovative and
transformative habitude of the professional relationship with the patient, and give the women
with mastectomy holistic care (Nasciemento et al., 2014). Solidarity to women in preoperative
mastectomy requires teamwork, as a united staff, and not as a group that performs its functions

individually (Nasciemento et al., 2014).

Kocan & Girsory (2016) suggested in their study that nurses make available to patients all the
necessary information and support both prior to and after the surgery, and teach effective
coping skills to aid them go through the difficult health challenge they are faced with. They
recommended skilled professionals to deal with the psychological aspects of the issues faced
by such patients due to the sensitive nature of their condition. The Kogan & Gursory (2016)
study has also suggested discussion of the options for reconstruction with patients who are to

undergo mastectomy either before the surgery or afterwards (Kocan & Giirsory, 2016).

2.8  Conclusion to the review

This review presents literature breast cancer, its incidence and prevalence, as well as risk
factors. Again, lumpectomy and mastectomy which are surgery treatment options for breast
cancer, as well as the emotional, psychological and social impact on affected patients are
presented in this chapter. Other treatment options — chemotherapy and radiotherapy are also

presented in this chapter together with the treatment intents for cancer treatment — curation and
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palliation. Finally, the Chapter also comprises of the QoL and lifestyle choices of breast cancer
patients, and the association between both. There is presently no published data to elucidate
the QoL and lifestyle choices of breast cancer patients at the SGMC Cancer Centre. This study
is being undertaken to assess the QoL and lifestyle choices of breast cancer patients at the
SGMC Cancer Centre in Accra, and further provide information about the extent to which the
affected QoL has an impact on their lifestyle choices. It will also serve as a baseline data needed

for future references.
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CHAPTER THREE

METHODOLOGY

3.1 Introduction

In this Chapter, the study design and reasons for its adoption in this study are presented. The
study site, sample population, sample size, and sampling methods are also discussed. Again,
other aspects including the inclusion and exclusion criteria, data collection procedure, data

analysis and ethical considerations are also presented in detail.

3.2  Study design

A guantitative descriptive cross-sectional study design was employed for this study. The choice
of this study design was particularly helpful in finding association between QoL and lifestyle
choices and independent demographic variables and various cancer treatment regimens for

breast cancer patients.

3.3  Study site

This study was carried out at SGMC in Accra. The Centre is a modern out-patient clinic for
effective cancer treatment. The study site was chosen because many breast cancer patients are
referred there for treatment from many hospitals throughout Ghana and in the West African
sub-region. The Centre began operating in November 2011 and is owned by Global Medical
Investments Ltd. It is a joint Swedfund and Elekta company established to provide cancer

clinics in developing countries.

3.4  Study population
The study population consisted of breast cancer patients who reported to the Centre in the
month of August, 2020 for adjuvant multimodal cancer treatment including curative

chemotherapy, radiotherapy and palliative regimens
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3.5  Sampling method
The total enumeration method was employed taking into consideration the records of the study
site for the last five months prior to data collection. It showed a reduction in the number of

patients reporting to SGMC for treatment and monthly review due to the coronavirus pandemic.

3.6  Sampling size

In accordance with the requirements of the academic programme, the study period was limited
to only one month. Using the total enumeration method, 80 breast cancer patients reported to
SGMC during the study period of August, 2020 for treatment and/or review. All the patients
consented to participate in the study. Hence, a sample size of 80 was obtained. Per available
records at the Centre, the average number of breast cancer patients presenting for treatment
and/or review from March to July was 85. Hence, a sample size of 80 patients for the limited

month of August is within 94.1% of the recorded monthly average.

3.7 Inclusion and exclusion criteria

3.7.1 Inclusion criteria

Consenting breast cancer patients of the study population reporting to SGMC for review and/or
adjuvant multimodal cancer treatment including curative chemotherapy, radiotherapy and

palliative regimens in August 2020, were included in the study.

3.7.2 Exclusion criteria

Patients within the study population who declined consent to were excluded from the study.

3.8  Data collection
3.8.1 Data collection tool
The data collection tool consisted of three parts; the first for socio-demographic and

clinicopathological characteristics extracted after reviewing the patients’ medical records. The
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second part was the Functional Assessment of Cancer Therapy-Breast version 4 questionnaire
(FACT-B V4). The 3-sectioned questionnaire comprised close ended questions, and addressed
indices or factors such as patient demographics (age, ethnicity and marital status), factors that

have impacts on their QoL, as well as factors that affect their lifestyle choices.

The QoL instrument FACT-B+4 tool specifically contains 37 questions defined under 5
dimensions or subscales: physical well-being (PWB), social/family well-being (SWB),
emotional well-being (EWB), functional well-being (FWB), and additional concerns about
breast cancer (ACBC). The values for each question ranged from 0 to 4, and final scores are

anchored on a scale of 0 to 148 (highest QoL.) as presented in Table 3.1.

Table 3.1: Dimensional scores of FACT-B V4 tool

No Dimension  No. of items  Score range per question  Score
1 PWB 7 0-4 28
2 SWB 7 0-4 28
3 EWB 6 0-4 24
4 FWB 7 0-4 28
5 ACBC 10 0-4 40

Total 148

The final scores were calculated by adding up the scores from the various subscales. In this
study, the closer the dimensional score is to the total score (148), the better the QoL of the
breast cancer patients.

The third part was the section on lifestyle choices created by the researcher. This tool
specifically contains 21 questions defined under 4 dimensions or subscales: health lifestyle,

diet lifestyle, physical appearance and social lifestyle. The values for each question ranged
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from 0 to 4, and final scores are anchored on a scale of 0 to 84 (highest lifestyle) as presented

in Table 3.2.

Table 3.2: Dimensional scores of lifestyle choices

No Dimension  No. of items  Score range per question  Score
1 Health 5 0-4 20
2 Diet 5 0-4 20
3 Physical 6 0-4 24

Appearance
4 Social Life 5 0-4 20
Total 84

The final scores were calculated by adding up the scores from the various subscales. In this
study, the closer the dimensional score is to the total score (84), the better the lifestyle choices

of the breast cancer patients.

3.8.2 Validity and reliability of the questionnaire

As reported by Kimberlin & Winterstein (2008), the validity of a data collection tool is largely
dependent on the ability of the tool to accurately measure what it was intended to. Two persons
including a public health expert of the University of Ghana School of Public Health, and a
radiation oncologist at SGMC assessed the questionnaires to ensure the validity of the
questions. A scale of 1-3 was used to score each question. Questions which scored 1.5 or less
were considered irrelevant and removed from the questionnaire. Cronbach’s alpha was then
used in determining the reliability of the questionnaire. In particular, Cronbach’s alpha is a

coefficient of reliability (or consistency) and measure of internal consistency. It establishes
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close relationships between a set of items in a group, and is expressed as a function of the
number of test items and the average inter-correlation among the items via the formula

NC
(24 :m (31)

where o is Cronbach’s coefficient coefficient of reliability, N is number of items, T is the
average inter-item covariance among the items average covariance between item-pairs, and v
is the average variance. In particular, the value of Cronbach’s alpha is strongly influenced by
the number of items, and the average inter-item covariance among the items average covariance
between item-pairs if all factors are held constant. Pre-testing was also used to assess the

reliability and validity of the questionnaire.

3.8.3 Procedure and data collection

The entire research work and procedure was explained to the study population of patients who
reported to the Centre, and who could ask questions for any further clarifications. Consenting
participants were then given information letters and consent forms to explain what was required
of them in the research study by the researcher. The first aspect of the data collection data
consisted of extracted socio-demographic and clinicopathological characteristics after
reviewing the patients’ medical records. The QoL FACT-B V4 data collection tool and lifestyle
choices questionnaire were employed in the second and third parts using its semi-structured
questionnaires. The questionnaires were available in English but were however, translated to

the relevant local languages of patients who requested them.

3.8.4 Data collection precautionary measures during covid-19 pandemic
There were no physical contacts with the patients during data collection. The QoL FACT-B
V4 questionnaires were administered to the patients through a link via email, whatsapp and

telegram depending on patients preferences. The consenting patients filled and submited via
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their preferred means. Also, assistance was provided to patients who requested it in order to
complete their questionnaires. This was done over phone calls where the questions were read
out and explained to them. Their answers were then indicated on their questionnaires as

provided by the principal investigator.

3.8.5 Data management plan
The collected data was recorded and saved on a computer and secured with a password known

only to the investigator. Hard copies of the work will be printed and safely kept as back-up.

3.9 Data analysis

Data collected was analyzed using STATA version 16. Descriptive statistics in the form of
frequency distributions, bar charts and percentages were used to present the data, by using
Microsoft Excel 2013 version 15 spreadsheets. This provided results in the form of charts,
graphs and tables for easy interpretation. Descriptive continuous variables were reported as
means with standard deviations, or median with inter-quartile range if not normally distributed.
Multiple regression modelling was used to determine the factors (demographic, clinical and
lifestyle choices) associated with QoL and lifestyle choices among the breast cancer patients.

A p-value less than 0.05 was reported as significant.

3.10 Ethical considerations

Ethical clearance and permission to conduct the study were provided by the Ghana Health
Service Ethics Review Committee, and the Ethical and Protocol Review Committee of SGMC
respectively. Informed consent was sought from participants included in the study. No
participant was coaxed into participation. Assurance was given to participants concerning the
confidentiality and anonymity of information they give towards the study. Consent forms were

available in English and translated into local dialects as and when necessary. Participants were
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given the freewill to decline their involvement at any stage during data collection. Also,
patients were assured of the fact that there will be no harm caused in the course of the study.
Participant consent: Every respondent was approached to express consent prior to
participation. Before participants received the questionnaire, they were each given a consent
form to read and sign. For individuals who could not read, the purpose of the study was
explained to them and if they accepted to partake, the questions were read too them to answer.
Confidentiality: All respondents were given assurance that any information they provide will
strictly be used solely for academic purposes and their confidentiality was therefore, assured.
Risk and Benefit: Respondents were assured that the research presented no risk or cost except
their time that they used in filling the questionnaire.

Compensation: Respondents were compensated with airtime and internet bundle worth
GH(10.00 each te-cempensate for their spent time in answering or filling the questionnaires,
as well spent in receiving and submitting via email, WhatsApp or Telegram. Each questionnaire
was filled within 10 -15 minutes.

Conflict of interest: There was no conflict of interest in doing this study and presentation.
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CHAPTER FOUR

RESULTS

4.1  Introduction

The findings of the study on the QoL and lifestyle choices of breast cancer patients presenting
for treatment and clinical reviews at the SGMC are presented in this Chapter. The results
include patient demographics, QoL and assessments of patients’ lifestyle choices, and the
association between them. The STATA version 16 software and Microsoft Excel 2013 were

used for descriptive and inferential analysis of the data.

4.2  Demographics

The demographics of the participants are presented in Table 4.1. The ages ranged from 21 years
to over 70 years. The mean age of the population was 48.4 years (SD= 13.5). The most
prevalent age groups were 50-59 years (N=29, 36.3%) and 40-49 (N=27, 33.8%), while the

least prevalent age group was 20-29 years (N=4, 5.0%).

There were more married (N=60, 75.0%) than unmarried women (N=20, 25.0%) among the
population. The small population of Nigerians (N=6, 7.5%) was based upon recommendations
and referrals from Nigerian hospitals. Most of the participants hailed from Ghana (N=74,
92.5%). Some of the Ghanaian participants hailed from different geographical regions of the
country. Hence, for purposes of convenience, their hometowns were categorized into 10
geographical regions. Majority of the participants hailed from the Central (N=12, 15.0%),
Western (N=11, 13.8%), Volta (N=11, 15.0%) and Eastern (N=10, 12.5%) Regions, while the
minority hailed from the Upper East (N=2, 2.5%), and Upper West (N=1, 1.3%) Regions

respectively.
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Table 4.1: Age, marital and ethnicity

Demographics N Percent, %
20 - 29 4 5.0

Age (years) 30 -39 10 12.5
40 - 49 27 33.8
50 - 59 29 36.3
60 + 10 125
Mean (xSD) 48.4 £ 135

Marital status Married 60 75.0
Unmarried 20 25.0
Ashanti 4 5.0
Brong-Ahafo 6 7.5
Central 12 15.0

gr?‘gjinntry of hana  EOSEEM 10 125
Greater Accra 9 11.3
Northern 8 10.0
Upper East 2 2.5
Upper West 1 1.3
Volta 11 13.8
Western 11 13.8
Total 74 92,5

Nigeria 6 7.5

Participants from the Greater Accra (N=9, 11.3%) and Northern (N=8, 10.0%) Regions

constituted about 21.3% of the sample population.

4.3 Treatment regimens

Combination or multimodal treatments refer to the use of two or more kinds of cancer therapies.
Since one treatment alone cannot cure or control cancer, multomodal treatments provide
patients with better survival opportunities and enhance longer living. Multimodal cancer
treatments use different kinds of therapies in sequence, at the same time, or in different formats.

In this study, three multimodal adjuvant breast cancer treatment regimens or modalities
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including curative chemotherapy, radiotherapy and surgery (Cur CRS), curative radiotherapy
and surgery (Cur RS), and palliative chemotherapy and radiotherapy (Pa CR) were provided to
the participants as shown in Table 4.2. Most 69 (N=75, 93.7%) had undergone multimodal
adjuvant curative chemotherapy, radiotherapy and surgery, and curative radiotherapy and
surgery, while only 5 (6.3%) presented for neoadjuvant palliative chemotherapy and

radiotherapy.

Table 4.2: Treatment regimens

Treatment and Surgery N Percent, %

Treatment Adjuvant Cur CRS 69 86.2
Cur RS 6 7.5
Neoadjuvant PaCR 5 6.3

Total 80 100.0
Surgery (N=75) | Breast conserving Lumpectomy 7 9.3
Partial mastectomy 6 8.0

Non-breast conserving | Mastectomy 62 82.7

Total 75 100.0

Mastectomy (N=62, 82.7%) was the most common surgical procedure. The BCS were

comparable (lumpectomy: N=7, 9.3%; partial mastectomy: N=6, 8.0%).

4.4  Quality of life (QoL)

The QoL of the breast cancer patients was determined using five QoL FACT-B+4 dimensions.
The QoL scores were defined at the mean value of the inter-quartile range which occurs at the
50" percentile as shown in Fig. 4.1. Generally, mastectomy and other treatment regimens
negatively impact the psychological and emotional health of breast cancer patients to a large
extent. The highest domain scores were demonstrated in the EWB (46.4%) and FWB (50.0%)
subscales, while the lowest scores were recorded in the ACBC (32.5%) and SWB (40.0%)
subscales.
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Fig. 4.1: FACT-B QoL of breast cancer patients
Another impact of cancer treatment regimens on breast cancer patients is decreased physical
ability. The results show a 43% QoL score for patients’ PWB which is comparable to the

overall average of 43.9%.

4.4.1 Relationship between background characteristics and quality of life (QoL)

The QoL across the demographics, treatment regimens and types of surgery is presented in
Table 4.3. The Kruskal-Wallis test was used for non-parametric tests, and p—values < 0.05 were
taken as significant where comparisons were conducted. With respect to PWB, QoL was
highest for the breast cancer patients aged 50 —59 years (48.9 £ 9.6%) and over 60 years (46.3
+ 15.0%) and least for the 20 -29 years group (33.6 + 9.7%). The results showed a significant
relationship between age and PWB QoL (p=0.002). Similarly, the QoL for SWB was highest
for the patients aged 50 — 59 years (41.0 £ 15.5%) and over 60 years (45.0+ 19.7%) and least
for the 20-29 years group (27.5 £ 19.4%). A p-value of 0.502 showed no significant relationship
between the patients age and their SWB. The 20-29 years old patients enjoyed the highest QoL

(48.2 £ 15.0%) with respect to their EWB. The QoL was also high for women aged 40 - 49
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years (46.3 = 11.2%) and 50-59 years (47.0 £ 10.9%). The QoL domain scores for the oldest
group (60 -70 years) patients was however lowest at (42.9 £ 6.0%). No significant relationship

(p=0.809) between the patients’ age and their EWB existed.

The 20 - 29 years also scored the highest (56.8+8.3%) QoL domain scores for FWB. The
highest (52.9 £13.2%) QoL domain scores among the 30 — 39 years for all the five QoL
subscales was recorded for their FWB. The least value was recorded among the over 60 years
at 47. 9 £ 8.6%. There was no significant relationship between the parients age and their FWB
(p=0.622). The breast cancer patients aged 40-49 years and over 60 years enjoyed the highest
QoL doanin scores of 35.7 £ 10.6% and 36.3 +5.5 % respectively in respect of ACBC.
Statistically, there was no significant relationship between the parients age and ACBC
(p=0.749). Overall, the the highest QoL domain scores were found among the those aged 50 —
59 years (43.7 + 6.6%) and over 60 years (43.2 +4.6%), The least QoL scores were found
among the 30 — 39 years (40.4 + 10.3%) and 20 — 29 years (40.5 + 6.9%). The lowest QoL
scores was only 8.2% shy of the highest score. In general, the was no statistical significance

between the patients’ age and their combined QoL FACT-B+4 dimensions (p=0.524).

Functional well-being was the QoL dimension most enjoyed by both married (50.3 + 12.5%)
and (47.3 £ 11.5%) breast cancer patients. The results further show that both married and
unmarried worried about additional concerns of breast cancers as evidenced by the lowest QoL
domain cores of 34.7 £ 9.2% and 34.4 £11.1% respectively. In general, no statistically
significant relationships were found between marital status and any of the QoL dimensions (p=
0.302 — 0.897). Overall, the married cancer patients marginally enjoyed higher QoL (42.4+
6.3%) compared to the unmarried patients (41.4 £ 8.7%), and there was no statistical

significance (p=0.672) between marital status and combined QoL dimensions.

38



Table 4.3: QoL across background characteristics

Mean (£SD) of QoL domain scores (% scale)

Personal Social/Family ~ Emotional Functional Additional Overall
well-being well-being well-being well-being concerns

Age (years) p=0.002 p=0.502 p=0.809 p=0.622 p=0.749 p=0.524
20-29 33.6 (£9.7) 27.5 (£19.4) 48.2 (£15.0) 56.8 (£8.3) 34.3 (£9.0) 40.5 (£6.9)
30-39 40.4 (£12.4) 35.0 (£22.7) 43.9 (£13.2) 52.9 (£13.2) 31.2 (£10.9) 40.4 (£10.3)
40-49 36.0 (£13.6) 40.4 (£19.4) 46.3 (£11.2) 48.2 (£12.7) 35.7 (£10.6) 41.1 (£6.5)
50-59 48.9 (+9.6) 41.0 (x15.5) 47.0 (£10.9) 49.2 (£13.1) 34.4 (£9.8) 43.7 (£6.6)
60-70 46.3 (£15.0) 45.0 (£19.7) 42.9 (£6.1) 47.9 (£8.6) 36.3 (£5.5) 43.2 (£4.6)

Marital status p=0.783 p=0.652 p=0.302 p=0.349 p=0.897 p=0.672
Married 42.2 (£14.1) 39.3 (£17.5) 46.7 (£11.1) 50.3 (£12.5) 34.7 (£9.2) 42.4 (£6.3)
Unmarried 43.1 (£10.7) 41.5 (£21.5) 43.8 (£10.2) 47.3 (£11.5) 34.4 (£11.1) 41.6 (£8.7)

Treatment p=0.000 p=0.0001 p=0.000 p=0.006 p=0.086 p=0.000
Curative chemotherapy, 45.6 (x£10.6) 42.9 (£17.6) 46.0 (£8.8) 49.1 (x12.1) 35.6 (£9.1) 43.4 (£5.9)
radiotherapy & surgery
Curative radiotherapy & 16.7 (£9.8) 30.0 (¥5.5) 62.5 (£5.4) 62.5 (£7.5) 30.4 (£8.1) 40.4 (£3.3)
surgery
Palliative chemotherapy & 29.0 (£7.4) 10.0 (x0.0) 25.0 (x4.4) 40.0 (£3.9) 27.1 (£14.9) 27.2 (£4.3)
radiotherapy

Surgery type p=0.0002 p=0.155 p=0.007 p=0.027 p=0.653 p=0.244
Lumpectomy 25.8 (£13.7) 32.9 (£8.6) 57.7 (£9.3) 61.9 (£6.6) 32.9 (£7.5) 42.2 (£3.8)
Partial mastectomy 37.7 (£18.1) 34.2 (£17.4) 42.9 (£12.0) 50.4 (£13.1) 33.2 (x11.7) 39.6 (£7.9)
Mastectomy 45.8 (£10.9) 43.6 (£17.7) 46.6 (£8.9) 48.8 (£12.2) 35.6 (£9.1) 43.6 (£5.7)

Total 42.4 (£13.3) 39.9 (£18.5) 45.9 (£10.9) 49.6 (£12.2) 34.7 (£9.6) 42.2 (£6.9)

p-values from one-way Analysis of Variance (ANOVA) to compare significant differences in the mean QoL scores across the background variables
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4.4.3 Quality of life and treatment regimens

Three treatment options were provided to the participants. Patients who received curative
radiotherapy and surgery enjoyed the highest QoL scores as measured by their EWB (62.4 +
5.4 %, p=0.000) and FWB (62.5 + 7.5 %, p=0.006). The results show that the QoL for patients
who received a combination of palliative chemotherapy and radiotherapy was lowest across all
the QoL dimensions, apart from PWB. Participants treated via curative chemotherapy,
radiotherapy and surgery were most satisfied with their FWB (QoL = 49.1 + 12.1%) compared
to other dimensions. Generally, the QoL for participants treated via curative chemotherapy,
radiotherapy and surgery (43.4 = 5.9 %) was higher than curative radiotherapy and surgery
(40.4 £ 3.3 %). Apart from FWB (p=0.006) and ACBC (p=0.086), significant differences
between the treatment options and the other QoL dimensions were found. Overall, a p-value
=0.000 established statiscally significant differences between the treatment options and the

combined QoL dimensions.

All the participants had undergone either BCS (lumpectomy, partial mastectomy) or
mastectomy. The FWB subscale was identified as the QoL dimension most appreciated by the
breast cancer patients among the three surgical procedures: lumpectomy (61.9 £ 6.6 %),
mastectomy (48.8 + 12.2%) and partial mastectomy (50.4 + 13.1%), and a mean total of 49.6
+ 12.2%). However, no statistical significance was found between type of surgery and FWB
(p=0.027). Participants who underwent lumpectomy reported the lowest QoL (25.8 £ 13.7%)
in their PWB. However, statistical significance was established between the type of surgery
and the patients” PWB QoL (p=0.002). The QoL was generally lowest for additional concerns
of breast cancer. In particular, QoL domain scores ranged from 32.9 £7.5 % to 35.6 + 9.1%,
with an average total of 34.7 £ 9.6%. There was no significant difference between type of

surgery and ACBC (p=0.653).
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Generally, patients who underwent mastectomy reported higher domain scores of 43.6 + 5.7 %
in the combined QoL dimensions compared to lumpectomy (42.2 + 3.8%) and partial
mastectomy (39.6 £7.9%) respectively. No statistical significance (p=0.244) between types of

surgery and QoL dimensions were found.

45  Lifestyle choices

The lifestyle choices of the 80 breast cancer patients surveyed in this study. The lifestyle
choices of the participants were classified into four groups: health lifestyle, diet lifestyle,
personal appearance lifestyle and social lifestyle. The overall lifestyle choice was classified as
a combination of these groups. The lifestyle scores were similarly defined at the mean value of

the inter-quartile range which occurs at the 50 percentile as presented in Fig. 4.2.

T —
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Score (0%: Worst, 100%: Best)
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[ 1 Overall Lifestyle Choices

Fig. 4.2: FACT-B lifestyle choices of breast cancer patients
From the plot of Fig. 4.2, healthy lifestyle was the most rated (60.0%) choice of the breast

cancer patients. Their ratings of dietary lifestyle was considered moderate at 50.0%. Partial
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mastectomy in women involves the removal of a larger portion of the breast in order to
eliminate the cancer, while total mastectomy requires the complete removal of one or both
breast. These surgical procedures result in changes in their physical appearances. In this study,
the personal appearance lifestyle choices of the breast cancer patients was the least rated
(25.0%). This implies that the patients paid less attention to their personal appearances. The
results show that their overall lifestyle choices rated over 41.7% was higher than their mean

social lifestyle scores.

The lifestyle choices across the demographic and treatment options are presented in Table 4.4.
The median (IQR) of lifestyle choices scores (% scale) are presented for each category. The
results demonstrate that healthy lifestyle choices was most liked by the participants. The scores
ranged from 55.0 + 12.5% for the 20-29 years group, to 65.0 £15.0% among the 60 — 70 year
olds. However, there was no significant relationship between age and healthy lifestyle choices.
The ratings of the median lifestyle choices were generally higher for diet (range: 42.5 + 15.0%
- 65.0£15.0%) than personal or physical appearance (range: 20.8+8.3% - 45.8 +£20.0%).
Statistical significance was established between age and diet lifestyle choices (p=0.001), and
between age and physical lifestyle choices (p=0.002). The lowest median lifestyle choice score
(15.0 + 15.0%) was reported among the over 60 years patients in respect of their social lifestyle.
Unsurprisingly, the highest (52.5 £ 27.5%) social lifestyle median score was observed among
patients aged 20 — 29 years. The results indicated a significant relationship (p=0.001) between
age and social lifestyle choices of the breast cancer patients. Overall, the median lifestyle
choices was highest among the 20-29 year group (46.4 = 14.6%) and over 60 year group (45.2
+ 3.6%). Patients aged 30 — 39 years and 50 — 59 years has the lowest median scores of 40.5 £
6.0%. No statistical significance (p=0.074) was found between age and the combined lifestyle

choices.
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Similarly, the median scores by both married and unmarried patients were highest for the health
(60.0 £ 17.5%) and diet (50.0 £ 10.0%) lifestyle choices, and lowest for personal or physical
appearance (25.0 £18.8%). The overall median score for lifestyle choices was higher among
married (41.7 + 5.4%) compared to unmarried (40.5 + 9.5%) breast cancer patients. There was

no significant relationship between marital status and the combined lifestyle choices (p=0.211).
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Table 4.4: Lifestyle choices across background characteristics

Median (IQR) of lifestyle choices scores (% scale)

Healthy lifestyle  Diet lifestyle Physical appearance Social lifestyle  Overall lifestyle

lifestyle choices
Age (years) p=0.393 p=0.001 p=0.002 p=0.001 p=0.074
20-29 55.0 (12.5) 45.0 (27.5) 45.8 (20.0) 52.5 (27.5) 46.4 (14.6)
30-39 57.5 (15.0) 42.5 (15.0) 25.0 (12.5) 37.5(20.0) 40.5 (6.0)
40-49 60.0 (15.0) 50.0 (10.0) 29.2 (33.3) 35.0 (20.0) 41.7 (13.1)
50-59 60.0 (10.0) 50.0 (0.0) 20.8 (8.3) 35.0 (15.0) 40.5 (6.0)
60-70 65.0 (15.0) 65.0 (15.0) 37.5(4.2) 15.0 (15.0) 45.2 (3.6)
Marital status p=0.606 p=0.392 p=0.806 p=0.136 p=0.211
Married 60.0 (15.0) 50.0 (10.0) 25.0 (18.8) 35.0 (25.0) 41.7 (5.4)
Not married 60.0 (17.5) 50.0 (7.5) 27.1(29.2) 27.5 (20.0) 40.5 (9.5)
Treatment type p=0.248 p=0.288 p<0.001 p<0.001 p<0.001
Curative chemotherapy radiotherapy &
surgery 60.0 (15.0) 50.0 (10.0) 25.0 (16.7) 35.0 (25.0) 41.7 (7.1)
Curative radiotherapy & surgery 62.5 (5.0) 42.5 (15.0) 65.0 (5.0) 75.0 (15.0) 61.3 (10.2)
Palliative chemotherapy & radiotherapy  65.0 (0.0) 45.0 (5.0) 25.0 (12.5) 10.0 (10.0) 32.1(7.1)
Surgery type p=0.543 p =0.885 p <0.001 p <0.001 p <0.001
Lumpectomy 60.0 (15.0) 50.0 (15.0) 62.5 (10.0) 70.0 (25.0) 58.8 (21.2)
Partial mastectomy 52.5 (20.0) 50.0 (20.0) 45.8 (4.2) 47.5 (10.0) 48.8 (6.0)
Mastectomy 60.0 (15.0) 50.0 (5.0) 25.0 (16.7) 35.0 (20.0) 40.5 (7.1)
Total 60.0 (15.0) 50.0 (7.5) 25.0 (20.8) 35.0 (25.0) 41.7 (7.1)

p-values from Kruskal-Wallis tests to investigate if there are significant differences in the distribution of lifestyle choice scores across the

background variables.

44



The median score for health lifestyle choices recorded among patients presenting for palliative
chemotherapy and radiotherapy (65.0£0.0%) was higher than those presenting for curative
radiotherapy and surgery (62.5+ 5.0%) and curative chemotherapy radiotherapy and surgery
(60.0+ 15.0%). The highest median scores for diet and social lifestyle choices were reported
by patients presenting for curative chemotherapy, radiotherapy and surgery (50.0+10.0%), and
curative radiotherapy and surgery (65.0+5.0%). Although the physical appearances lifestyle
choices among the patients was generally lowest among the other choices, the study found that
the highest median score was recorded for physical appearances lifestyle choices among
patients presenting for curative radiotherapy and surgery (75.0 £15.0%). The overall lifestyle
choices was highest for curative radiotherapy and surgery treatment type (61.3 £10.2%). No
significant relationships were found between treatment types and healthy (p=0.248) and diet
(p=0.288) lifestyle choices. However, the study established significant relationships between

treatment types and the physical, social, and overall lifestyle choices of the patients (p=0.001).

In respect of the types of surgery, the median score for social lifestyle choices was the highest
(70.0 £ 25.0%) and observed among patients who had lumpectomy, while the lowest score was
associated with physical appearances lifestyle choices and reported among patients with
mastectomy (25.0+ 16.7%). The measured median scores for diet lifestyle choices were the
same for the different types of surgery (50.0£5.0%), although lower than health lifestyle
choices (52.5%- 60.0%). The median scores for the overall lifestyle choices of the patients was
higher for those who had lumpectomy 58.8 + 21.2% compared to partial mastectomy (48.8 +
6.0%) and mastectomy (40.5 = 7.1%). In general, median scores were highest for health
lifestyle choices (60.0+15.0%) and lowest for physical appearances lifestyle choices (25.0
20.8%). The median score for the combined lifestyle choices was 47.1 + 7.1%. No significant

relationships between the types of surgery and health (p=0.543) and diet (p=0.885) were found.
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However, significant relationships between treatment types of surgery and the physical, social,

and overall lifestyle choices of the patients (p=0.001) were found.

4.6  Association between quality of life and lifestyle choices

The results of the Spearman correlations between the various QoL subscales and the lifestyle
variables of the patients, and the linear regression of the QoL scores on the patients’
demographics and the different treatment regimens are presented in Tables 4.5 and 4.6
respectively. In particular, the linear regression analysis was done to measure predictors’
significance and to calculate the coefficient of determination. The dependent variables were
QoL and lifestyle subscales and paramters, while age, marital status, treatment regimens and

types of surgery constituted the independent variables.

The results show a negative significant correlation (p=-0.0255) between FWB and PWB
subscales in the patients QoL, and between the ACBC and EWB QoL subscales (p=-0.0453).
The overall, there were also statistically insignificant correlations between the overall QoL and
any of the subscales (p> 0.05). The results further showed positive and statistically significant
correlation between the patients dietary and healthy lifestyles (p=0.0144) only. There are no
significant relationships between the other variables of the patients’ lifestyle choices (p==

0.05).

One of the key aspects of this study was to investigate any relationship between the QoL and
lifestyle choices of the breast cancer patients. The results of this study showed that the dietary
lifestyle of the patients was very important as evident in its median scores. A positive
statistically significant correlation between the patients’ dietary lifestyle and the ACBC QoL
subscale (p=0.0452). Similarly, a positive statistically significant correlation between the

patients’ overall lifestyle choice and their EWB QoL (p=0.0038). Negative but statistically

46



significant relationships were also found between their overall QoL and physical appearance

(p=-0.0481) and social (p=-0.0296) lifestyle choices.
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Table 4.5: Spearman correlations of QoL and lifestyle choices scores

QoL scores Lifestyle choices scores
pwe swB EwB Fwe  Acec ¥l eaitny  pier | hysical - Social
QoL appearance life
SWB 0.3112* 1
EWB 0.2615* 0.1024 1
QoL FWB 00255 00665 0.3500% 1
Scores
ACBC 01226  0.085 -0.0453 0.0811 1
Overall QoL 0.6220* 0.5984* 0.4610* 0.5188* 0.4225* 1
Healthy 01641 0.1800 0.1108 01782 -0.1515 0.1972 1
Diet 02037 02070 -0.1199 -0.0322 0.0452 0.2062 00144 1
Lifestyle choice ~ Physical -0.3498* -0.1485 -0.0525 0.3119* 0.2536* -0.0481  -0.1493 0.0651 1
Scores appearance
Social -0.1297 -0.2295* 01837 0.1059 0.1688 -0.0296  -0.2386* -0.1889  0.2159 1
Overall lifestyle 1500 00503 00038 03110+ 01927 0.0851 0.1221 0.2978* 0.7425* 0.5142*

choice

*p <0.05

48



Table 4.6: Linear regression of QoL % scores on demographics and treatment regimens

Unadjusted Adjusted Model 1 Adjusted Model 2
Mean difference p-value Mean difference p-value Mean difference p-value

Lifestyle Choices

Healthy 0.15 (-0.02, 0.32) 0.083 0.18 (0.03, 0.34) 0.019 0.22 (0.06, 0.39) 0.008

Diet 0.10 (-.06, 0.27) 0.219 -0.02 (-0.17, 0.14) 0.804 -0.02 (-0.18, 0.15) 0.832

Physical appearance 0.01 (-0.09, 0.11) 0.798 0.01 (-0.09, 0.12) 0.823 0.01(-0.1, 0.13) 0.791

Social 0.02 (-0.07, 0.10) 0.660 0.05 (-0.05, 0.15) 0.352 0.05 (-0.05, 0.16) 0.330

Overall lifestyle choices  0.14 (-0.07, 0.35) 0.193 - - - -
Age (years) 0.14 (-0.01, 0.28) 0.061 0.15 (0, 0.3) 0.049 0.13 (-0.04, 0.29) 0.125
Marital status

Married Ref Ref Ref

Not married -0.76 (-4.33, 2.80) 0.672 0.09 (-2.85, 3.03) 0.953 0.74 (-2.4, 3.87) 0.640
Treatment

Curative chemotherapy  Ref Ref Ref

radiotherapy & surgery

Curative radiotherapy & -3.00 (-7.86, 1.85) 0.221 -5.19 (-12.59, 2.22) 0.167 -9.28 (-18.37,-0.18)  0.046

surgery

Palliative chemotherapy -16.22 (-21.49, -10.94) <0.001 -16.11 (-21.62, -10.59)  0.000 NA

& radiotherapy
Surgery type NA

Lumpectomy Ref Ref

Mastectomy 1.42 (-3.17, 6.00) 0.540 -4.73 (-12.31,2.86)  0.218

Partial mastectomy -2.18 (-9.01, 3.79) 0.419 -6.14 (-13.62,1.34)  0.106
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Three linear regression models: unadjusted model, adjusted model 1 and adjusted model 2
were used. No statistically significant relationships were found in the unadjusted regression
model (range: p=0.083 — 0.7980>0.05) of their lifestyle choices. However, significant relations
were found only in the healthy lifestyle choice in the regression adjusted model 1 (p=0.019)
and model 2 (p=0.008) respectively. With respect age, statistically significant relations was
found only in the adjusted model 1 regression model (p=0.049), but none in the unadjusted
(p=0.061) and adjusted model 2 (p= 0125) regression models. Marriage among the breast
cancer patients was considered as reference in the linear regression analysis. The range of p-
values for the three models (p=0.640 -0. 9530) indicate no statistically significant relationships

in their marital status.

Multimodal adjuvant curative chemotherapy radiotherapy and surgery as used as reference in
the linear regression analysis of the QoL and breast cancer treatment regimens. The results
showed positive statistical significance (p=0.046) in the adjusted model 2 for adjuvant curative
radiotherapy and surgery, in the unadjusted model for palliative chemotherapy radiotherapy
(p<0.001), and in adjusted model 2 (p=0.000) for adjuvant curative radiotherapy and surgery

No statistically significant relationships were found in any of the regression models for all the

surgical procedures.
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CHAPTER FIVE

DISCUSSIONS

51 Introduction

The research was carried out with 74 breast cancer patients from all the 10 geographical regions
in Ghana and 6 from Nigeria presenting for breast cancer treatment at SGMC in Accra. These
cohort of patients voluntarily consented to participate in this study which addresses the issues
of QoL and lifestyle choices of breast cancer patients. This Chapter therefore discusses the
findings of the study. In particular, discussions are made of the demographic characteristics of
the participants, breast cancer treatment options, QoL and lifestyle choices, and statistical
associations. The conclusions, recommendations, and limitations of the study are also

presented

5.2  Demographic characteristics of study participants

The mean age of the 80 breast cancer patients at presentation was 48.4 £13.5 years (range: 29
-70 years). This is comparable with the mean age of 47.6 years (range 30-75 years) of a group
of 60 participants of carcinoma breast post-modified radical mastectomy on radiotherapy in an
Indian tertiary care hospital (Sharma and Purkayastha, 2017). Similarly, as reported in other
studies, Chen et al., (2018) stated a mean age of 48.0 £ 9.6 years among a Chinese cohort of
608 female breast cancer patients, while Safaee et al., (2008) indicated a mean age of 48.27 +
11.42 years for an Iranian population of 119 breast cancer patients. Other studies conducted in
Turkey and Pakistan showed comparable mean ages of 45.9 years + 7.3 years (range: 32 - 58
years) and 45 years (range: 35 - 61years) respectively (Kocan and Girsoy, 2016; Jetha, et al.,
2017). In a South African study, a mean age of 56 years (range: 29 — 84 years) was reported
among 160 patients presenting for multimodal breast cancer treatment (Phakathi et al., (2016).
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The homogeneity or heterogeneity of a study population can be expressed or defined in several
ways including country of origin, ethnicity, race, and other demographic variable. These
indices are dependent on the participants available at the time of the study. In this study, the
population was heterogeneous in respect of country of origin and ethnicity. In particular, the
participants consisted of 74 (92.5%) Ghanaians and 6 (7.5%) Nigerians. The ethnicity of the
participants was diverse as they hailed from different geographical regions in Ghana and states
in Nigeria respectively. The heterogeneity of the population is explained by the fact that the
SGMC (study site) is a well-known cancer treatment centre in Africa. Hence, some breast
cancer patients from different African countries are referred to the Centre for treatment. In a
South African prospective observational study, Phakathi et al., (2016) reported that the
population of women undergoing treatment breast cancer treatment consisted of a
heterogeneous cohort including of 82 blacks (49.4%), 65 whites (36.2%), 1 Indian (0.6%) and
12 mixed race (7.2%). This observation is consistent with this study. In other studies (Anim-
Sampong et al., 2020; Kyei et al., 2014), homogenous populations consisting of only

Ghanaians, but ethnically heterogeneous have been reported.

Racially, the participants of this study were homogenously black. Breast cancer disparities
persist by race and ethnicity. According to Ooi et al., (2010), black breast cancer patients fare
quite poorly as they have elevated likelihoods of having all four adverse breast outcomes. This
IS suggestive that breast cancer disparities negatively impact black women across the breast
cancer spectrum. This can be explained by indices or factors such as access to breast screening
and preventive services, access to mammographic services, clinical care subsequent to breast
cancer diagnosis, and long term follow-up care, and clinical management for black breast
cancer survivors (Ooi et al., 2010). As reported in the literature, Igbal et al., (2014) further

established that the probability of mortality was significantly higher for black women
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compared with white women with small-sized with breast cancer tumors. Patterns-of-care
factors also contribute to poorer outcomes for black women. In particular, Griggs et al., (2003),
Li et al., (2003), Gwyn et al., (2004), Smith et al., (2005) and Griggs et al., (2007) identified
delays in treatment, underuse and misuse of treatment through non-guideline-concordant

therapy as other factors that affect the care of black breast cancer women.

In a breast cancer gene mutation study consisting of a population of breast cancer women with
3.8% African ancestry and 78.3% Western European ancestry, Hall et al., (2009) reported that
breast cancer gene 1 (BRCAL) and gene 2 (BRCA2) mutation prevalence was 10.2% and 5.7%
in the women of African ancestry, and 6.9% and 5.2% in the women of Western European
ancestry respectively. This, according to Daly and Olapade (2015) is suggestive evidence of a
high rate of inherited mutations in genes that might explain increased risk for young-onset

aggressive breast cancers in black women.

In another comparative study of women of African American and non-Hispanic white races,
Komenaka et al., (2010) stated that women of African American race with breast cancer were
statistically significantly associated with breast cancer—specific mortality (African Americans:
26.0%, non-Hispanic whites: 17.5%, p = 0.028; hazard ratio [HR] of death = 1.64, 95%
confidence interval [CI] = 1.06 to 2.55), assuming effects of comorbidities were accounted for.
The decisions of the participants of this study to seek medical treatment and minimize breast

cancer-specific mortality is therefore imperative and consistent with the literature.

Some studies on marital status and breast cancer have been done. In particular, Martinez et al.,
(2016) reported significant heterogeneity in the association between marital status and survival
across racial and ethnic and nativity groups. In this study, 75.0% of the participant were
married. This is similar to Safaee et al., (2008) who found that 73.9% of the breast cancer

patients in their study were married. The findings of Jetha, Gul, and Lalani (2017) which
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reported that 67% of a cohort of 15 women in a related study were married, while 20% were
unmarried and 13.3% were widowed also supports the findings of this study. A population-
based comparative study reported by Parikh et al., (2015) showed that unmarried women were
more likely to be diagnosed with later stage breast cancer disease and to die of breast cancer

compared to married breast cancer patients.

5.3  Treatment regimen

This study was limited to breast cancer patients undergoing multimodal breast cancer treatment
regimens or modalities (curative chemotherapy, radiotherapy and surgery, curative
radiotherapy and surgery, and palliative chemotherapy and radiotherapy) at the study site. This
decision is supported by Bolm et al., (2018) who reported that multimodal regimens involving
chemotherapy and radiotherapy in addition to surgical resection improve disease control. In
this study, multimodal adjuvant chemotherapy, radiotherapy and surgery was the main
treatment regimen provided to the patients. This is consistent with the literature where
Ginsburg et al., (2020) stated that achievement of optimal outcomes for breast cancer therapy
with curative intent depends on appropriate referrals for timely and personalized multimodality
treatment after the receipt of a definitive diagnosis. The provision of cancer treatment therefore
requires organized, multidisciplinary and multimodal approaches including a combination of
surgery, radiotherapy, chemotherapy, endocrine therapy and/or targeted therapy. These
multimodal breast cancer treatment regimens whose effectiveness are constantly improving
and allow for reductions in the mortality rate, as stated by Thomson et al., (2004). In a South
African study, Phakathi et al., (2016) stated that 153 patients (96%) out of a cohort of 160
underwent breast surgery, while adjuvant chemotherapy and radiotherapy were administered
to 140 (88%) and 55 (34.4%) patients, in a multimodal breast cancer treatment regimen.

The various components of the curative chemotherapy, radiotherapy and surgery present side
effects as indicated by the patients and supported by the literature. In this study, chemotherapy
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was administered for 6-12 weeks excluding weekends using a spectrum of drugs including
xeloda, paclitaxel, caelyx, fluroracil, adriamycin, cyclophosphamide, taxotere and docetaxel.
This is consistent with literature where similar drugs have been mentioned for use in
chemotherapy (Sparano et al., 2018). The side effects of chemotherapy are strongly dependent
on the type of drugs administered to the breast cancer patients. Heart problems, pulmonary
problems, cognitive dysfunction with difficulties in memory, concentration and language,
anxiety and finally depression are other complications of chemotherapy that adversely affect

the QoL life of patients (Montazeri, 2008: Schmitz et al., 2010; Schmitz et al., 2010).

According to Shapiro et al., (2001), short-term side effects such as erythema has been observed
in over 50 % of women presenting for radiotherapy treatment, while dry peeling in 6 to 10 %
of cases, or wet in more than 50 % of cases more or less pronounced depending on the treatment
history and present in over 50 % of women have been reported by Shapiro et al., (2001),
Schmitz (2010) and Sjoévall (2010). Edema of the subcutaneous fat, esophagitis following
irradiation of the mammary chain, hyperpigmentation, myelosuppression, pain as well as
anxiety, depression and decreased QoL have also been reported (Shapiro et al., 2001; Sjévall

et al., 2010; Schmitz et al., 2010; and Meyns et al., 2006).

Long term effects of radiotherapy have been reported as rare (Schmitz et al., 2010; Meyns et
al., (2006). However, lymphedema of the arm present in 6 to 10 % of patients after lymph node
irradiation, subcutaneous fibrosis with possible telangiectasia in 10 to 50 % of cases,
pulmonary disorders including pneumonia with fever, cough and breathlessness with an
incidence of less than 1 %, brachial plexitisas well as heart problems such as arrhythmias,
pericarditis, ischemic heart disease and myocardial infarction again present in less than 1 % of
cases have been identified (Shapiro et al., 2001; Sjovall et al., 2010; Schmitz et al., 2010; and

Meyns et al., 2006).
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This study reports that about equal numbers of the participants had lumpectomy (9.3%) and
partial mastectomy (8.0%) compared to mastectomy (82.7%). The preference for lumpectomy
and partial mastectomy by some 17.3% of the women could be explained by the fact that,
lumpectomy is a less invasive BCS which keeps most of the tissue and preserves the natural
breast shape, maintains feminine identity (less change to physical bodies), less recovery time
of a few weeks, and also improves QoL. Partial mastectomy also provides for maximum
preservation of the breast without altering its appearance. However, Kingsmore et al., (2004)
and Punglia et al., (2007) have indicated that cancer cells have growth factor receptors that are
compatible with growth factors in the wound environment of the breast during conservation
surgeries. These cancer cells have the propensity to intraoperatively discard of and contribute
to both local recurrence and distant metastases. Thus, these BCS approaches have a slightly
higher risk (10.0%) of recurrent cancer, and would need further radiotherapy treatment. It has
also been reported in the literature that local recurrence after BCS increases systemic disease
with a probability of increased mortality (Kingsmore et al., 2004; Punglia et al.,
2007). According to McCahill et al., (2012), about 25.0% of women breast cancer patients who
had breast conservation therapy required a second operation. In comparing breast cancer
patients who underwent partial mastectomy (PM) with mini latissimus dorsi flap (MLDF) and
subcutaneous mastectomy with implant (M + I) regarding QoL, Ozmen et al., (2020) reported
that the PM + mini latissimus dorsi flap MLDF procedure provided significantly superior
results in terms of body image and cosmetic results with similar morbidity and oncologic
outcomes. It has been stated in the literature that in randomized controlled trials, BCS including
partial mastectomy plus radiation has been shown to be at least equivalent, or even superior, to
mastectomy (Onitilo et al., 2015). These are other probable reasons that support the low

proportion of women who had lumpectomy and partial mastectomy BCS in this study.
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Several reasons and be adduced to the choice of mastectomy by the women in this study. In
particular, getting cancer cells out of the body is the most desired, common and understandable
response in fighting breast cancer. This prompts some breast cancer patients with early-stage
breast cancer to choose mastectomy, as it provides confidence of no return of the cancer.
Another reason is that radiotherapy may not be needed after mastectomy. Another reason for
the higher numbers of women who had undergone mastectomy is the possibility of recurrent
cancer associated with lumpectomy which involves removal of the cancerous tissue in affected
parts of the breast. On the contrary, the women who opted for mastectomy needed to cope with
lower levels of QoL, high levels of stigmatization, less confidence of femininity, and hence,

required to wear breast prostheses to enhance their appearances.

54  Quality of life

Five domain outcomes in the QoL FACT-B+4 questionnaires were used. A higher score in the
domain outcomes is associated with a higher QoL, and vice versa. This study showed that, the
average domain score for the SWB, EWB and PWB functional scales were > 40%, and indicate
moderate QoL in the patients. The average domain score for ACBC was low and suggest poor
QoL in the patients. The higher score in FWB indicate better good QoL. The overall QoL score
for the population was about 45% and suggestive of moderate QoL in the various functional
roles in the patients. The overall highest domain score of 43.7% (moderate QoL) was found
among patients aged patiens aged 50 — 59 years (p=0.524). This result is similar to the findings
of Ganesh et al., (2016) who determined in a recent study that patients of older-age-group had

better QoL.

This study reports that the lowest QoL domain cores for SWB was observed among the
youngest (20 — 29 years: 27.5%; 30 -39 years: 35.0%). This finding is supported by Sharma

and Purkayastha (2017) whose study revealed that breast cancer patients aged 30 to 39 years
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portrayed particularly worse QoL outcomes compared with much older breast cancer patients
in the areas of physical functioning, social functioning and future perspective. Consistent with
this results, Basu and Basu (2016) stated that breast cancer patients diagnosed at much earlier
ages portrayed worse outcomes in QoL in the social, emotional and body image perception
domains. Using a larger sample size of 284 patients, Imran et al., (2019) similarly reported
higher scores in functional scales, especially social functional (about 65.8%) which indicated

better QoL in their patients.

The results of this study are further supported by Jassim and Whitford (2013) who reported
highest QoL scores in social functioning among a cohort of 239 breast cancer women in a
Bahrain study. The importance of social support in breast cancer patients has been stated in a
Malaysian study by Ng et al., (2015). The results of this study show lower QoL scores for SWB
and therefore connote the need for social support for breast cancer patients. This is supported
by Gao and Dizon (2013) who observed that provision of post-treatment social support to breast

cancer patients was needful to abate recurrence of cancer and mortality.

Generally, FWB domain scores were higher across all the age groups, albeit statistically
insignificant (p=0.622). Comparatively, FWB scores were particularly higher (higher QoL) in
the younger age group. Similar findings in the literature which support this results have been
reported by Khater et al., (2019) and Imran et al., (2019) Egyptian and Saudi Arabian studies.
The FWB score was also highest (better QoL) in the married patients (p=0.349) compared to
lowest QoL scores in ACBC scores (low QoL) among the unmarried patients (p=0.897).

The overall QoL was however, moderate with no significant difference between marital status
and the QoL dimensions (p=0.672). This observation could be explained by the fact that
patients of different marital status may produce and can be associated with different problems.

In typical Ghanaian family settings, married women bear heavy functional responsibilities

58



including provision of care for children, household and performance of household chores.
These responsibilities predisposes them to do more work and hence become functional. Similar
results were reported by Khater et al., (2019) where functional well-being score was

significantly higher in married patients (p=0.021).

Generally, the breast cancer treatment regimens negatively impact the psychological and
emotional health of women to a large extent. Emotional well-being is therefore important to
assessing the QoL of breast cancer patients. This study reports that a moderate EWB functional
score (> 40%) indicate moderate QoL in the patients. This assertion is supported by a Saudi
Arabian study which confirmed the important relationship of EWB to patients’ satisfaction
among breast cancer patients in palliative care (Aboshaiquah et al, 2016). Jassim and Whitford

(2013) have also reported lower QoL scores in emotional well-being of Bahrian women.

Personal appearance such a body image is an index for determining the PWB QoL among
breast cancer patients. This study found that PWB was significantly highest (p=0.02) among
the 50-59 years group, but statistically insignificantly moderate and lower than FWB among
the married patients. In their study, Jassim and Whitford (2013) found highest QOL scores for
body image, which can be likened to highest QoL for PWB. Khater et al., (2019) also reported

higher PWB among working breast cancer patients.

According to Imran et al., (2019), some breast cancer treatment regimens can impact positively
on QoL. Subsequently, Kool et al., (2015) have suggested the use specific QoL scales to assess

the effect of cancer treatment regimens on QoL.
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In this study, 75 out of the 80 female breast cancer patients had undergone breast surgery
(lumpectomy, partial mastectomy and mastectomy) and had presented for multimodal
treatment including curative chemotherapy, radiotherapy, and surgery, curative radiotherapy
and surgery, and palliative chemotherapy and radiotherapy. None had breast reconstruction.
The results showed statistically significant higher scores i.e., higher QoL, in the EWB (QoL.:
62.5%, p=0.000) and FWB (QoL: 62.5%, p=0.006) in patients who underwent curative
adjuvant radiotherapy and surgery compared to those who received curative adjuvant
chemotherapy, radiotherapy and surgery, and palliative chemotherapy & radiotherapy
mastectomy (SMD = 0.606, 95% CI 0.075-1.138, p = 0.025). However, a moderate overall
QoL domain score was found among patients who received curative adjuvant chemotherapy,
radiotherapy and surgery, albeit higher than those who received the other multimodal treatment
regimens. In this study, radiotherapy was provided as a combination treatment to all the
patients. A significant difference was found between QoL and the three multimodal breast
cancer treatment regimens (p = 0.000). A contrasting report by Cui et al., (2004) however,

showed no association between QoL and radiotherapy.

Breast cancer, like all other malignancies, is associated with compromised QoL especially in
advanced stages. This, according to Freire (2014) can be attributed to several factors including
physical, psychological and social factors. Imran et al., (2019) indicated that patients who
underwent conservative breast surgery showed more systematic therapy side effects compared
to those who presented for mastectomy, and thus the choice of treatment can therefore
significantly, impact the QoL in breast cancer survivors. In particular, Imran et al., (2019) have
associated immediate contra-lateral mastectomy with decreased QoL. The FWB score was
significantly higher (p=0.027) in patients who had undergone BCS procedures compared to

mastectomy. A significantly higher (p=0.044) ACBC score was seen in the older age group.

60



5.5  Lifestyle choices

The results of this study show that breast cancer patients are motivated to attempt several
changes in lifestyle choices to sustain their survival and improve their QoL. The findings of
the study also demonstrate a general notion that the patients could obtain more diagnostic

information beneficial to them.

Healthy lifestyle choice was rated highest among the patients. Healthy lifestyle can be achieved
through several approaches or strategies including physical activity and exercises. The scores
ranged from 55.0 + 12.5% (20-29 years group) to 65.0 £15.0% (60 - 70years). Similarly, the
highest median scores > 60.0% were recorded for the healthy lifestyles of the patients with
respect to their marital status, treatment regimens and types of surgery, except in partial
mastectomy where a lower median score of 52.5% was found. In general, the overall mean
score for healthy lifestyle was 60.0% and considered as high. There were no significant

relationship between the other variables and health lifestyle choices.

Comparatively, Imran et al., (2019) reported in their study patients < 50 years exhibited better
QoL with significant differences in global health (healthy lifestyle). The results of this study
are evident that adoption of healthy lifestyle behaviours demonstrates capacity or assurance to
effectively reduce the high morbidity burden associated with breast cancer which has been
widely publicised as the most common diagnosed cancer, and the leading cause of cancer death
inwomen (WHO, 2015, Bray et al., 2018). Furthermore, this study argues that physical activity
and exercise during the adjuvant treatment sessions for the breast cancer can improve physical
fitness and subsequently improve the healthy lifestyle of the breast cancer patients and their
QoL in general. This is supported by O’Neill et al., (2013) who stated that promoting healthy
lifestyle behaviours among breast cancer survivors is critical to their well-being and QoL. In

other studies, high probalilities of avoiding or reducing the recurrence of breast cancer has been
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associated with changes in lifestyles, especially physical exercise which invariable leads to
improvement in healthy lifestyles (DeNysschen et al., (2014). The results of this study are
consistent with the literature and affirm that poor lifestyle choices and outcomes among breast

cancer patients can be remedied by healthy lifestyle choices.

It has been reported severally in the literature that effective diet plans and appropriate food
choices may affect cancer progression, risk of recurrence, and overall survival in individuals
who have been treated for cancer (DeNysschen et al., (2014). This study found statistically
significant (p=0.001) median scores for diet lifestyle choices across the age groups in the range
of 42.5 £ 15.0% (30-39 years) to 65.0+15.0% (60 — 70 years). On the contrary, no significant
differences were found in the diet lifestyle scores in the marital status, treatment regimens and

surgical procedures variables among the breast cancer patients.

Lifestyle guidelines for breast cancer survivors are important for ensuring their survival
following neoadjuvant and adjuvant treatments. These guidelines include diet lifestyles which
provide for healthy balanced dietary plans, daily physical activity and exercising, and
maintenance of a healthy weight. The results of this study showed no statistically significant
difference in the diet lifestyle scores between married and unmarried breast cancer patients.
There was also no reported statistically significant difference in the diet lifestyle scores
between the breast cancer women after mastectomy and those who presented for BCS
procedures. However, according to DeNysschen et al., (2014), there was a significant
difference in the QoL perceived by patients who underwent BCS, breast reconstruction than
those patients in whom total mastectomy has been performed. In view of the fact that QoL is
impacted by lifestyle choices, this study agrees with the recommendation of DeNysschen et
al., (2014) for BCS procedures, and specific patient-centered interventions to improving the

overall QoL and lifestyle choices of the patients who undergo radical mastectomy.
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In acceding to this recommendation, the impact of diet lifestyle of the patients cannot be
ignored. In particular, the breast cancer patients agreed they had sought professional dietetics
counsel for balanced and healthy diet plans consisting of fruits, vegatables, and whole grains
to enrich their diet lifestyle. In support of this finding, Pierce et al., (2007) confirmed that breast
cancer survivors who maintained high diet lifestyle consumed healthy and balanced diets
consisting of fruits and vegetables and had a higher 10-year survival rate than those who
declined non-adherance. Other studies also confirm that the diet of breast cancer survivors have
emphasized vegetable, fruit, whole grain, fiber, and low fat dairy in order to promote high diet

and healthy lifestyles health and prevent disease (Kroenke et al., 2005).

Subsequent to this, Jones and Demark-Wahnefried (2008) reported that breast cancer survivors
were highly motivated to seek information and professional guidance about diet and dietary
supplement use, and complementary nutritional therapies to improve their responses to cancer
treatment, risk reduction of recurrence, and improvement in their overall QoL. Furthermore,
Kwan et al., (2009) reported a 43% reduction in overall mortality was observed in a study of
breast cancer survivors in association with a dietary pattern characterized by the high intake of

vegetables and whole grains. Consequentially, this influences their diet lifestyle.

Following BCS and mastectomy procedures, the physical body shape of female breast cancer
survivors changes. Associated with this change are psychosocial issues, perceptions of how
others see their bodies, their personal appearances and body image, among many others. The
changes in the body shapes and personal appearance (loss of breast, colostomy, loss of hair,
etc) due to breast cancer present consequences and challenges to the personal appearance
lifestyle of breast cancer women undergoing various treatment regimens. The outcomes of the
qualitative interviews of this study show that all the breast cancer patient affirmed experiencing

changes in their physical bodies after treatment. The results of this study showed the worst
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personal appearance lifestyle median scores among the 30 — 39 years and 50 — 59 years
survivors, and highest score among the youngest patients (20- 29 years). Statistically, there was

significant relations between their personal appearance and age (p=0.002).

Generally, the median score in the patients personal appearance lifestyle in all the independent
variables were low except for curative radiotherapy treatment and lumpectomy treatment
regimens and surgery where their personal appearance lifestyles were significantly high (p
<0.001). In particular, the observed low median scores is indicative of expressions of poor self-
image and body image, and lack of self-confidence. Some reported studies in the literature
support this finding. In particular, Anim-Sampong et al., (2020), Demuth et al., (2012) and
Shrestha (2012) have reported that women regarded their appearances as deformed, irregular,
non-proportional, and ugly after mastectomy. Chemotherapy was provided as part of the
multimodal curative chemotherapy, radiotherapy and surgery, and palliative chemotherapy and
radiotherapy treatment regimens. The personal lifestyle median scores associated with these
treatment strategies were low compared to the curative radiotherapy and surgery in which the
highest score was recorded. The reason could be due the side effects associated with the
chemotherapy treatment. In support of this, Chui (2019) reported depression, fatigue,
interruption of sleep and pain as side effects associated with chemotherapy negative which
reduce the QoL and lifestyle choices of patients undergoing chemotherapy treatment. Pearce
et al., (2017) also mentioned that chemotherapy associated side effects affect the emotional
and physical health, as well as the QoL and invariably the lifestyles of cancer patients.
According to Saparano et al., (2018), adjuvant chemotherapy reduces the risk of recurrence,

with effects that are proportionally greater in younger women.

The literature confirms that the partial or total absence of breasts in adult females due to

mastectomy presents consequences and challenges in the personal appearance lifestyle of
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breast cancer women. After mastectomy, the patients alleged that body shapes looked uneven,
unbalanced, and hollow from inside, and therefore used breast prostheses improve their
personal appearances. In a previous Ghanaian study on the psychosocial impact of mastectomy
on female breast cancer patients, Anim-Sampong (2018) found that about 59% of the study
participants agreed that the experienced low self-esteem, poor body image and were concerned
about their physical and personal appearances, especially in public spaces. As a result, 75% of
them therefore resorted to the use of breast prostheses or another form of replacement to
minimise attention to their removed breast, while over 81% of them thought that breast

prostheses enhanced their poise and self-regard, and about 88% felt feminine.

The findings of this study are also consistent with other reported studies. Indeed, Demuth et
al., (2012) and Shrestha (2012) stated that women considered their personal looks as distorted,
asymmetrical, non-proportional, and obnoxious after mastectomy, and hence relied breast
prostheses in their brassiere to cover their flat chest. After mastectomy their body shape looked
uneven, unbalanced, and hollow from inside. The findings of this study is further supported
with the work of Rasmuusen et al., (2010) which reported that all the cancer survivors,
regardless of type of cancer and treatment experienced change in their body and its appearance
after treatment due to the disease, radiation, chemotherapy and/orsurgery. In particular,
Rasmussen et al., (2010) also reported the breast cancer survivors’ feelings and description of

their changed body as focal points of attention to those who interacted with them.

Positive social lifestyle choices and behaviours are important to breast cancer survivors” SWB
overall QoL, and lifestyle choices. The median score for social lifestyle was significantly the
lowest among the other dependent lifestyle choices (p=0.001). In particular, the lowest score
was recorded among the 60-70 year group. The result can be explained by the fact that at 60
years and above, the probability of breast cancer to indulge in social activities is highly reduced
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due decreased interest, physical weakness and inabilities, and general lack of desire. The
median social lifestyle scores were also generally low across the other independent variables

(marital status, treatment options (p<0.001), and type of surgery (p<0.001).

In this study, a number of indices including religion and spirituality, counselling, social support
and involvement of the patient‘s family were used to ascertain the social lifestyles of the
patients in this study. Religion and spirituality are important indices or factors in defining the
social lifestyle of cancer patients. Previous studies have stated that about 59% of a female
breast cancer population presenting for treatment at radiotherapy and oncology hospital in
Ghana answered that God was their source of strength to carry on in life, while 72.5% said God

was their source of peace and comfort (Anim-Sampong et al., 2020).

The findings of this study are further supported by the work of Davis et al., (2018) in which
the participants indicated that their faith in God was their primary support for their continued
survivorship. Kogan and Gursoy (2016) also stated that some breast cancer patients after post-
mastectomy turned to God as a source of strength and acceptance. Park et al., (2009) confirmed
from a study that although religious attendance had little impact on health behaviours, daily
spiritual experiences were related to greater performance of health behaviors, while religious
struggle was related to less, and concluded that aspects of religiosity and spirituality played

important and different roles in the social lifestyle choices of cancer survivors.

In a previous study, Anim-Sampong (2018) found that counselling sessions for affected breast
cancer patients is important to improving the social lifestyle of breast cancer patients in coping

with mastectomy.

Social support is a very important factor and primary goal in determining the social lifestyle of

breast cancer patients which is required to improve their SWB QoL. According to Anim-
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Sampong (2018), family dynamics among breast cancer patients can be achieved via
involvement of their families and seeking their support before, during and after the treatment.
The results of this study also reveal a weak social lifestyle score in respect of their marital
status. A statistically insignificant difference in the marital status of the patients ((p=0.136)
was found. An expected outcome of such low scores is an adverse impact on marital
relationships with their husbands due to mastectomy. To support this argument, Ko¢an and
Gursoy (2016) reported damaged or strained relationships of married breast cancer women with
their spouses after mastectomy, and consequently feared divorce, and avoided social
interactions. The overall highest domain score of 43.7% (moderate QoL) was found among

patients aged patiens aged 50 — 59 years (p=0.524).

5.6 Association between quality of life and lifestyle choices

The results show a negative significant correlation (p=-0.0255) between FWB and PWB
subscales in the patients QoL, and between the ACBC and EWB QoL subscales (p=-0.0453).
The overall, there were also statistically insignificant correlations between the overall QoL and
any of the subscales (p> 0.05). The results further showed positive and statistically significant
correlation between the patients dietary and healthy lifestyles (p=0.0144) only. There no

significant relationships between the other variables of the patients’ lifestyle choices (p=% 0.05).

One of the key aspects of this study was to investigate any relationship between the QoL and
lifestyle choices of the breast cancer patients. The results of this study showed that the dietary
lifestyle of the patients was very important as evident in its median scores. A positive
statistically significant correlation between the patients’ dietary lifestyle and the ACBC QoL
subscale (p=0.0452). Similarly, a positive statistically significant correlation between the

patients’ overall lifestyle choice and their EWB QoL (p=0.0038). Negative but statistically
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significant relationships were also found between their overall QoL and physical appearance

(p=-0.0481) and social (p=-0.0296) lifestyle choices.

Three linear regression models: unadjusted model, adjusted model 1 and adjusted model 2
were used. No statistically significant relationships were found in the unadjusted regression
model (range: p=0.083 — 0.7980>0.05) of their lifestyle choices. However, significant relations
were found only in the healthy lifestyle choice in the regression adjusted model 1 (p=0.019)
and model 2 (p=0.008) respectively. With respect age, statistically significant relations was
found only in the adjusted model 1 regression model (p=0.049), but none in the unadjusted
(p=0.061) and adjusted model 2 (p= 0125) regression models. Marriage among the breast
cancer patients was considered as reference in the linear regression analysis. The range of p-
values for the three models (p=0.640 -0. 9530) indicate no statistically significant relationships

in their marital status.

Multimodal adjuvant curative chemotherapy radiotherapy and surgery as used as reference in
the linear regression analysis of the QoL and breast cancer treatment regimens. The results
showed positive statistical significance (p=0.046) in the adjusted model 2 for adjuvant curative
radiotherapy and surgery, in the unadjusted model for palliative chemotherapy radiotherapy
(p<0.001), and in adjusted model 2 (p=0.000) for adjuvant curative radiotherapy and surgery

No statistically significant relationships were found in any of the regression models for all the

surgical procedures.
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CHAPTER SIX
CONCLUSION, RECOMMENDATIONS AND LIMITATIONS

6.1.  Conclusion

A research study on the QoL and lifestyle choices of breast cancer patients presenting for
treatment at the Sweden Ghana Medical Centre has been performed. The study was carried
using the versatile FACT-B V4 QoL and lifestyle tool on a population of 80 breast cancer
patients. The five domain subscales and four lifestyle dimensions of the were used in assessing
the QoL and lifestyle choices, using the mean and median inter-quartile ranges of the measured
scores. Overall, FWB was the most enjoyed QoL by the breast cancer patients across the
independent variables. The overall QoL score for the population was about 43% and suggestive

of moderate to low QoL in the various functional roles in the patients

Three treatment options were provided to the participants. Patients who received curative
radiotherapy and surgery enjoyed the highest QoL scores as measured by their EWB (62.4 +
5.4%, p=0.000) and FWB (62.5 + 7.5%, p=0.006). Statistically significant relationships were
established between the QoL domains and the treatment options (p=0.000). Functional well-

being domain scores were significantly higher for the three surgical procedures (p=0.027).

The highest median scores > 60.0% were recorded for the healthy lifestyles of the patients for
all variables, except in partial mastectomy where a lower median score of 52.5% was found.
There were no significant relationship between their healthy lifestyles choices and the
independent variables. Statistically significant (p=0.001) median scores for diet lifestyle
choices was found across the age groups, but none in the other variables. The median score in
the patients’ personal appearance and social lifestyles were low, except for curative
radiotherapy treatment and lumpectomy treatment regimens and surgery where their personal
appearance lifestyles were significantly high (p <0.001). A statistically insignificant difference
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in the marital status of the patients ((p=0.136) was found. An expected outcome of such low

scores is an adverse impact on marital relationships with their husbands due to mastectomy.

6.2. Recommendations

The covid-19 pandemic presented challenges to the study. In particular, the expected mean
sample population size was 150. However, due to the adverse impact of the pandemic, only
fewer patients could present for treatment. Also the restrictions on international travel hindered

several patients from the West African sub-region to seek clinical treatment at the Centre.

The following are recommended,;
1. Future research —

e Future expansion of the work is required to be carried out on a larger sample
size. This will allow for better generalization across the Ghanaian populace.

e Additional research should include other demographic factors such as
educational background and economic status which were not considered in this
work.

e Future studies should include breast cancer patients presenting at other cancer
treatment facilities and hospitals in the country

e Additional research in this subject area should be carried out with larger sample
sizes and in other health facilities. This will allow for better generalization

across the Ghanaian populace.

2. Health facilities and care:
e Clinical psychologists and counsellors should be involved in the care of breast

cancer patients.
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e Breast prostheses should be made available at affordable prices to patients who
required them to improve their QoL, and enhance their personal and social

lifestyles choices.

3. Family and social care:
e Family and close friends of breast cancer women should provide them support

to improve their SWB and social lifestyle choices.

6.3. Limitations
The study was limited by the following considerations:

1. The convid-19 pandemic limited the number of patients presenting at the Centre for
adjuvant multimodal breast cancer treatment. In particular, lockdown measures were
imposed in some parts of the country which restricted travel and movement of persons
including breast cancer patients.

2. The School of Public Health limits the data collection aspect of the Master of Public
Health (MPH) research studies to only one month. An obvious impact of this limitation
is effective sampling and reduced sample size in prospective studies such as this which
required contact with the participants.

3. Consequently, the limited study period did not allow the use of a large sample size as
only patients reporting to SGMC constituted the sample population at the time of
sampling. In particular, the reduced average number of patients (about 150
patients/month) presenting for treatment at the study site, and the limited study period
of one month resulted in a reduced sample size of 80.

4. Hence, generalization of results to the whole Ghanaian population, and the referred

Nigerian population may not be possible.
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5. Access to consenting patients in the study was initially difficult as some patients

regarded the matter as sensitive and personal and did not initially want to open up about
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APPENDIX I
QUESTIONNAIRE

SECTION A: DEMOGRAPHICS

Al: Age Please tick appropriate box or otherwise specify.

1. Age:
10-20 ()
21-30 ()
31-40 ()

41-50 ()

51-60 )

61-70 ()
A2: Marital status
Single ()
Married ()
Divorced ()

Separated ()
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A3: Hometown/Region

Which region do you hail from? Specify please ................c.coeevninnel.

SECTION B: QUALITY OF LIFE

Below is a list of statements that other people with your illness have said are important. Please

circle or mark one number per line to indicate your response as it applies to the past 7

days.

Table B-1: Statements and responses pertaining to PWB QoL

B1: PHYSICAL WELL-BEING (PWB) Notet | Alitle | Same- | Quite ) Very
GP1 | I have a lack of energy 0 1 2 3 4
_ |have na u Sea ........................................................... ' . . g .
53 | Because of my physical condition, | have trouble

meeting the needs of my family 0 1 2 3 4
- |have pa . n ............................................................... - : . . ;
&% | | am bothered by side effects of treatment o [ 1 | 2z | 3 | 4
_ Ifee“” .................................................................... : : : : :
GP7 | | am forced to spend time in bed 0 1 2 3 4
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Table B-2 : Statements and responses pertaining to SWB QoL

Not | Alittle | Some- | Quite Very
B2: SOCIAL/FAMILY WELL-BEING (SWB) | atall bit what | abit | much
| feel close to my friends 0 1 2 3 4
GSl ..................................................................................
| get emotional support from my family| O 1 2 3 4
GSZ ..................................................................................
I get support from my friends 0 1 2 3 4
Gsa ..................................................................................
My family has accepted my illness 0 1 2 3 4
GS4 ..................................................................................
| am satisfied with family communication about my
GS5 | illness 0 1 2 3 4
| feel close to my partner (or the person who is my
GS6 | main support) 0 1 2 3 4
Regardless of your current level of sexual activity,
QL | please answer the following question. If you prefer
not to answer it, please mark this box and go
to the next section.
| am satisfied with my sex life 0 1 2 3 4
GS7 ----------------------------------------------------------------------------------
Table B-3: Statements and responses pertaining to EWB QoL
Not | Alittle | Some- | Quite | Very
B3: EMOTIONAL WELL-BEING (EWB) atall bit what | abit | much
GEL 1] feel sad 0 1 2 3 4
GE2 | | am satisfied with how | am coping with my illness 0 1 2 3 4
GE3 | I am losing hope in the fight against my illness 0 1 2 3 4
GE4 | | feel nervous 0 1 2 3 4
GES | | worry about dying 0 1 2 3 4
GE6 | | worry that my condition will get worse 0 1 2 3 4
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Table B-4: Statements and responses pertaining to FWB QoL

Notat A little Some Quite Very

B4: FUNCTIONAL WELL-BEING (FWB) all bit -what abit much
GFL | am able to work (include work at home) 0 1 2 3 4
SF2 My work (include work at home) is fulfilling 0 1 2 3 4
- Iamabletoenjoyllfe ......................................................... . . , . .
" Ihaveacceptedmylllness .................................................. . . , . .
S sleepmg e . . , . .
GF6 | am enjoying the things | usually do forfun 0 1 2 3 4
GF7 | am content with the quality of my life rgt 0 1 2 3 4

now

Table B-5: Statements and responses pertaining to ACBC QoL

Not Alittle Some- Quite Very

B5: ADDITIONAL CONCERNS (ACBC) at all bit what abit much
BL I have been short of breath 0 1 2 3 4
B | am self-conscious about the way I dress o 1 2 3 4
8 One or both of my arms are swollen or tender o 1 2 3 4
g Ifeel sexually attractwe ........................................................ . . , . .
e Iambotheredbyhalrloss .................................................... . . , . .
B | worry that other members of my family might someday

get the same illness | have 0 1 2 3 4
57 | worry about the effect of stress on my illness o 1 2 3 4
y |ambotheredbyachange|nwe|ght .................................... ) . , . .
e ) . , . .
P2 | have certain parts of my body where | experience pain 0 1 2 3 4
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SECTION C: LIFESTYLE CHOICES

Table C-1: Statements and responses pertaining to health lifestyle

Not Alittle Some- Quite Very
C1l: HEALTH LIFESYLE atall bit what abit much
HLL | am paying more attention to my health now 0 1 2 3 4
HL2 | exercise regularly 0 1 2 3 4
HL3 | ask more questions concerning my health when in 0 1 2 3 4
confusion
HL4 | put a stop to smoking 0 1 2 3 4
HLS | am making efforts to maintain a healthy weight 0 1 2 3 4
HL6 | take drugs prescribed for me religiously
0 1 2 3 4
Table C-2 Statements and responses pertaining to diet lifestyle
Not Alittle Some- Quite Very
C2: DIET LIFESYLE at all bit what abit much
BLL | have stopped consuming alcohol 0 1 2 3 4
DL2 | currently eat more fruits and vegetables 0 1 3 4
DL3 | eat more whole grains foods now 0 1 2 3 4
DL4 | have limited my intake of saturated and trans fats (eg. red 0 1 2 3 4
meat, poultry skin, full fat dairy, fried foods, margarine)
PLS | take in more good fats (polysaturated and monosaturated 0 1 2 3 4
fats, eg. olive and canola oil, nuts and natural nut butters
and avocado
DL6 | eat less junk food now 0 1 2 3 4
DL7 | follow a particular diet plan now 0 1 2 3 4
D8L | take in soy products quite regularly 0 1 2 3 4
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Table C-3: Statements and responses pertaining to physical appearance lifestyle

Not Alittle Some- Quite Very

C3: PHYSICAL APPEARANCE LIFESYLE atall bit what abit much
PALL | have changed my style of dressing 0 1 2 3 4
PALZ | wear more loose fitting clothing after mastectomy 0 1 2 3 4
PAL3 | am less concerned about my appearance now 0 1 2 3 4
PAL4 | now use breast prostheses after mastectomy 0 1 2 3 4
PALS | have darker nails now which I am unhappy about 0 1 2 3 4
PAL6 | have noticed changes in my skin which feels weird 0 1 2 3 4

Table C-4: Statements and responses pertaining to social lifestyle

Not Alittle Some- Quite Very

C4: SOCIAL LIFESYLE at all bit what abit much
SL1 | avoid social gatherings as much as possible 0 1 2 3 4
Stz | have decided to have fewer people in my space 0 1 2 3 4
SL3 | am not as outgoing as | used to be 0 1 2 3 4
St4 1 no longer have a social life 0 1 2 3 4
SL5 | have lost track of what goes on around me 0 1 2 3 4
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APPENDIX 11

APP 11-1: PARTICIPANT S INFORMATION LETTER AND CONSENT FORM

INFORMATION LETTER

Researcher:  ANNA MARIA ANIM-SAMPONG

Address: School of Public Health (SPH)
College of Health Sciences
University of Ghana

Mobile Contact: 0540497920

E-mail: anna_sampong@yahoo.com

June, 2020
Dear Sir/ Madam,

INFORMED CONSENT

| am a Master of Public Health student of the University of Ghana School of Public Health
(SPH). I am conducting a research on breast cancer with the aim of assessing the quality of life
of breast cancer patients at the Sweden Ghana Medical Centre.

Your involvement, cooperation and commitment as a participant in this study are necessary for
data collection. You are free to participate or withdraw at any time without any obligation to
inform the researcher. There are no risks and/or discomforts associated with this study. You
are encouraged to ask questions at any time about the study for any further clarifications. This
study will ensure your confidentiality and anonymity by complying with data protection policy
and any information provided would be kept on USB sticks with encryption software (such as
integral crypto drive or secure storage). A copy of the findings will be made available to you
if you so wish. Please give your consent to voluntarily participate by completing the following

attached questions. Thank you.
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APP-11-2: CONSENT FORM

Have you read the information sheet about this study? Yes () No ()
Have you received enough information about this study? Yes ( ) No ()
Have you asked questions about this study? Yes() No()
Have you received answers to all your questions? Yes() No()

Do you understand that you are free to withdraw from this study?

e Atany time? Yes () No ()

e Without giving a reason for withdrawing Yes () No ()
Do you agree to take part in this study? Yes () No ()
Name of participant.................coeevvveennn.... Date: ......ccooovviinnnn.

Signature of participant...................cooeiiin.

Signature of researcher....................coeeevinenn. Date: .....oovvviiiiinnn,
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