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Abstract

Background: Breast cancer is the most common cause of mortality and aitgrbn Ethiopia.
So far thefocus has been on claal management of cancer but nowadayslthrelated gality
of life (HRQoL) is emerging as an important health outcohtence, galuating theHRQoL and
utility is relevant to monitor patient treatmteoutcome and determinkeiir quality adjusted life

yea r gaiss to be used for economic evaluations.

Objective: To asses8iRQoL, influencingfactors and utility amongpatientswith breast cancer
at Tikur Anbessa Specializadospital, Addis Ababa, Ethiopia.

Methods. Hospitatbased crossectional study wasonductedamong404 women with breast
cancer from December to February, 20TBe Amharic version oEuropean Organization for
Research and Treatment of CanBeeast Module European Organization for Research and
Treatment of CancgEuro Quality of LifeGr o u gDorsain ®uestionnaires 5 LeveladEuro
Quality of Li fe &al@nstpuments waresusedl [to callecatheodgthe T
HRQoL data was analyzed using SPSS version 23 vitiéeosoft Office Excel 2010 was used
to analyze the utility sade. Mean difference amonmdependent were analyzed using one way
ANOVA, Kruskalwallis-test and Mamwhitney u test Multivariable logistic regression was

employedo assess thpossible predictors diRQoL

Results The mean agef patientswas 43.94+ 11.72 years with majority35.1%)of themon

cancer stage.3rhe mean score faglobal quality of life(GQoL) andvisual scale analogas
59.32t22.94and 69.94+ 20.36 respectivelywhile theirmean utility sorewas 0.8+ 0.25The
possible predictors oHRQoL were found to bestageof cancer(AOR= 7.94 95%CI. 1.83

34.54, cognitive functioning AOR=2.3; 95%CI: 1.2-4.31), pain (AOR=7.99; 95%CI: 4.62
13.83), financial difficulties (AOR=2.60; 95%CI: 1.58.35, and fture perspective
(AOR=2.(8;95%Cl: 1.243.49.

Conclusions: The GQoLof patientsfrom thepresent studyas comparable to other studessd

the utility mean score was estimated to be above average.

Key words: Breast cancemealh related quality of lifeHRQoL, Utility, EQ5D-5L, EORTG
QLQ-C30,EORTGQLQ-BR23,Ethiopia
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1. Introduction

1.1. Background

Breast canceis the most frequently diagnosed and leading cause of castagrddeatts among
females worldwideA study done on global burden of cansbowed 2.4million women were
diagnosed With 523000 related deathdue to breast ancerin 2015 (GLOBCAN, 2017)
Approximately 60% of deathdue tobreast anceroccur in developing countrie@la Costa
Vieira et al, 2017. In Africa, cancer is emerging as the critical public health problehere the
incidence is rising in Ethiopidike other subSahararcountries(Tefera et al., 201,&emal et al.,
20117).

Despite adances in medicineBreast anceris diagnosed in the advanced stages in countries
with limited resources because early detection, diagnosis, and treatamert be efficiently
promotedda Costa Vieireet al, 2017. It was reportedhat African patients present late with
aggresive tumors and facedlack of therapeutic options, resulting in short survival
duratior(Balekouzouet al., 2016. Similarly, Ethiopian women withbreast anceroften ignore
lumps, and usually seek treatment only wheaymptoms like pain and itching
occuWoldeamanueet al, 2013. This, in £quence, can lead worseningof the HRQoL of
breast encerpatients.

Health related quality of lifés a wellbeingrelated to or affected by the presence of a disease or
treatmerg(Ebrahim, 199khit generally consists of a number of domains including physical
functioning, psychological welbeing (such as levels of anxiety and depression), and social
support(Perry et al, 20079. A diagnosis ofbreast anceris a distressing event that affects
physical and psychological functioning aimgpacts on lifestyle and social engagersdéBloom

et al, 2012. Patients withbreast ancerexperience physical symptoms and psychosocial distress
that alversely affect their RQoL.

Patients receiving chemotherapy might experience severaleatds and symptoms that
negatively affect theiHRQoL (Montazeriet al., 2008. In addtion to thetreatmentand disease
burden, functioningscalesand symptom scale®ave also an impact oHRQoL of patients
(Safaeeet al, 2008.
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However, sudiesconducted orHRQoL in patientswith breast ancerenormously contributed
towards improvedbreast ancercare (Montazeriet al, 200§. Measuring HR@L improves
pati ent 0s heirdorgodatingbetterctreatment optiortdealthcarestudies use many
different health outcomeneasureso demonstrate the effect of a treatmdiealth state utility
values are essential for costility analysis which in turn contribute to health economic
evaluatioffWhitehead and Ali, 2000In Ethiopia, althouglherewasstudies conducted focusing
on HRQoL of patients(Bekele, 2016 Yilma, 2016, utility scoreswere not given enough
attention to assidtealth economic decision$herefore, this research endeavorassess and
bring detailed analysisn HRQoL among p#ents with breastancerandtheir utility at Tikur

Anbessa Specialized Hospi(@ASH).

1.2. Statemens of the problem

Breast cancer ia growing problem worldwide which has been the leading cause of death among
women of both develaa and developing natiorand the most prevalent cancer améiigcan
women (Obrist et al, 2019. According to 2012 GLOBOCAN statistics, nearly 1.7 million
womenwere diagnosed witlbreast ancerwith 521,900 related deathsan increase irbreast
cancerincidence andelated mortality by nely 18% from 2008. It has been predicted that the
worldwide incidence of breast ancerwill reach approximately 3.2 miin new cases per year

by 2050(Taoet al, 2015.

About twothirds of the annual cancenortality and more than 50% of all new cancers
worldwide happen in low income anahiddleincome countriegKnaul et al, 201).1t is
estimated thathere areannual new cases of 882,980d 324,300 death every year in developing
nations(Torre et al, 2015.These numbers reflect the magnitudebrdast encerincidence, its

effect on society worldvide and the need for urgency for preventive and treatment measures

The impact of cancer is far greater than the number of cases wouldssuRggardless of
prognosis, the initial diagnosig oancer is perceived as a lifiereatening event, with over one

third of patients experiencing clinical anxiety athepression. Cancer is also distressing for the

family, profoundly affecting both théeami | y6s daily functioning and
economic shock includes bothe loss of income and the expense®asased with health care

costs Aside from the primary diagnosis withreast ancer The incurable nature along with
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recurrenceof the disease causespsychological distress, deterioration of physical functioning
and aggravation of symptom scales to patiemtsch in turn affects theHRQoL of these
patients(Perryet al, 2007 Grabschet al, 2006.

Measuring HRQolhelps towarddetterpatientoutcomein a way ofmaking decisionsowards
alterrative treatments Thus utility measurements are particijarappropriate, given their
foundation in decisiotheory, to conduct economic evaluations and make decision to introduce

costeffectiveness interventiorf8Vhitehead and Ali, 2010’orrance, 198

Even thoughbreast anceris the leading cause of morbidity and mortalitpaag womenwith
cancerin Ethiopia, HRQ& amongpatientswith breast anceris given minimal emphasis. There
are a couple of studies conducted in TASH udingopean Organization for Research and
Treatment of CancglEORTC QLQC30), European Organization for Research and Treatment
of CancetBreast Module(EORTC QLQ-BR23) but did rot measure utility(Bekele, 2016
Yilma, 2016. Based on those studjdsealth economic evaluations for decision making cannot
be employed. Thus, assessing the HRQoL and the utility at the same timetguioje same
population helpsto provide information to decision makefsr efficient use of available

resources for maximizing health betrg{Danget al., 2016.

1.3. Significance of the study

Evaluating theHRQaL is used to dentify cancer patients in need of clinical attention and to
evaluateinterventions for cancer patients and lead to better outcBmidemiological stude

suggest thatddressing soci@conomic issues is utmost important, so that all patients have equal
access to medical care from screening to advanced treatment, and only such decisive action can
help reduce the wimwide burden obreast ancer(Taoet al, 2015.Thereforethe present study

will fill the knowledge gap about the impact of sedenographic and clinical factors on
HRQaL among patients withbreast ancerin the study settingFurthermore, ti will help
healthcare providers to reauge the causes that affect HRQand to identify the aspects of
patient treatment protocol that needs he enhancedo improve theirHRQoL since its
assessment is used to measure the outconmedical interventionlt will mainly help for

economic evaluation of existing and new chemotherapy drugsmfents withbreast ancer
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2. Literature review

2.1. Burden of Breast Cancer

The leading cancer sites in 2030 are predicted to be prostate, lung, and melanoma for men and
breast, thyroid, and uterine for women. Combined sex analysis shows that breast, prostate, and
lung cancers will remain the highest in absoluteber of cases until 2030. Projected incidence

of breast ancerbased on changing demographics and average annual percentage change in
incidence rates in 2010, 2020, and 2030 estimated as 226,000, 262,000 and 294,008:hgspec
(Rahibet al,, 2019.

Breast anceralone accounts for 25% of all cancer cases and 15% oématlec deaths among
womenworldwide More developed countries account for abonehalf of all breast ancer

cases and 38% of deatfiBorre et al., 2016 Even though the highest raped prevalence of
breast anceris in developed nations, a significant body of research has found an increasing
incidence and pooresurvival frombreast eancerin developing countrie@Bhikoo et al, 2011)).

In Africa, cancer is emerging as the critical public health problems. In 2008, there was an
estimate of 715,000 new cancer cases and 542,000 cancer deaths occurred {Mdkfa et al.,

2015. In subSaharan African countriesancers of prostate (20.3%), liver (9.7%) &taposii
sarcoma (9.2%drethe three commonest cancers in males, while cancers of the breast (25.2%),
cervix (25.2%) and colorectal (3.7%) are the top in wofdemal et al., 20)1

Like other subSaharan countries, the incidence ahcer is rising in Ethiopialhus in Ethiopia,
cancer accounts for about 5.8%ototal national mortality. Although populatidrased data does

not exist in the country except for Addis Ababa, it is estimated that the annual incidence of
cancer is around 60,960 cases and the annual mortaldyer 44,000. The most prevalent
cancersn Ethiopia among the entire @altl population areébreast encer(30.2%), cancer of the
cervix (13.4%) and colorectal cancer (5.7%). About-thicds of annual cancer deaths occur
among womerfFMOH, 2015.
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2.2. Treatment and prognosis of Breast cancer

Breast canceis divided into operable (also known as early that describes which is confined to
the breastand/or the lymph glands in axilla (arm pit) on the same side of the body) and
advanced(where theancer has spread beyond the breast and arm qilhéo parts or organs of

the body) for thenanagement purpose. Advanced is either locally advanced or metastatic disease
(Rustogi et al., 2005 There are different managements of breast cancer like Surgery, Radiation,
Target therapy (Hormone theragyjtiman epidermal growth factor recepftargetedherapy),
chemotherapy(Paik et al., 2004

The Ethiopian standard treatment guideline also suggests a combination of phagioakcahd
nonpharmacological treatment strategies for treatment of breast cancer.-ghaonacologic
treatment in early stage breast cancer is Surgery. Modified Radical Mastectomy is the preferred
treatment in Ethiopia. Breast conservative Surgery iisraoommended as it always needs
adjuvant Radiotherapy to reduce recurrence of cancer. The waiting time for Radiotherapy is
currently very long. Radiotherapy is indicated to reduce loco regional (chest wall and axillary
lymphnode). Chemotherapy/Hormonakthpy is used to eradicate microscopic residual tumor.
Indications for adjuvant Chemotherapy: Tumor > 1cm in Diameter and Positive lymph node.
Patient with good response to chemotherapy should be assessed by surgeon for modified: radical
mastectomy or Radtherapyrefer. Patients with limited bone and skin metastasis have good
prognosis and long survivals as compared to patients with visceral metastasis involving lung,
liver, and brairetc.and can be tried on hormonal treatmeRMHACA, 2014.

2.3. Health related quality of life and utility of patients with Breast cancer

The World Health Orgamation definedHRQoL as involving aper sonds phhy si c al
psychological state, degreef independence, social rétaships, personal beliefs and
environmentHarringtonet al, 2014. Breast cancepatients faceghysical, psychological and

social distress in addition to fatigue, irritability, memory loss, decreased energy level, and
recurring pain and decreasBliRQoL. The symptom distress experienced by those patients is a
critical factor influencing theiHRQoL (Huanget al, 2017.

5|Page



The influence of a disease and its treatments on various spheres of life of affected individuals
can be investigated WRQoL scores(KuleszaBronczyket al, 2014. The EORTC QIQ-C30

is a tool that is currently being e to assess th¢RQoL of patients with cancer. This tool has a
possible mean range betweed®@ with the scores for QoL which with high score represents
betterHRQoL (Aaronsonet al, 1993. This tool incorporates different items which investgat

the different dimensions diRQoL in cancer patients such as functional, symptanGQoL

scale and different symptoms commonly reported by canegiepts. Moreoverbreast ancer

related symptoms are being investigated usinge@RTCQLQ-BR23 questionnaire in addition

to the core questionnaire agsess thelRQoL for breast ancerpatients.

HRQoL isan important issue ithe treatment obreast ance andhealth stateutility values are
essential for costtility analysis(Peasgoodt al., 201Q. The ultimate goal oHRQoL research
must be to improve medical care and inform medical decision making. Individual patients who
incorporateHRQoL considerations into their decisions generally feel bateut their treatment

choices andre more satisfied with theaverallcare(Litwin, 2006).

The impact uporHRQoL and length of life are both important to the assessiletreatments
for breast ancer These outcomes are increasingly being combined using valueRRf@oL to
deriveQuality Adjusted Life YeafQALY). QALYs are calculated by multiplying the timpent

in a health state by the healtate utilityvaluesassigned to this health staWithin economic
model pathwaysthe total costsand QALYs gained from alternative treatments can be
compared. The cost per QALY of competing treatments can be al useft into medical

decision making and priority settiiBeasgood et al., 2000

2.4. Associatedfactors of health-related quality of life of patients with
breast cancer

Using the EORTC QLQC30 in developing countries, patients wititeast ancer have

an average to intense functioning experience. Within the functional scales, the woest scor
were for emotional functioning and the most intense symptom were fatigue, hair loss, pain
and insomia. The best domains of @L were cognitive, social and sexual functioning.
Studies Brazil women withbreast ancerpatients tended tbave poor emotionavell-being &

measured byEORTGQLQ (L6bo et al., 2013 Among Bahraini patients, social functioning
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scored the highest, whereasotional functioning and sexual functioning scored the lowest, in
addition the mostlistressing symptom was fatigue, followed by hair losshasmost intense

symptom(Jassim and Whitford, 2013

Studies conducte among women wittbreast ancerhave identified socialemographic and
clinical factors associaiewith HRQa.. Results of studies conducted in United Arab Emirates
(Awad et al., 2008 Lebanon(Huijer and Abboud, 20)2and Bahrain(Jassim and Whitford,

2013 have shown strong relationship betm meical characteristics andGQoL. As a result

family history of cancer, menopausal status, presence of metastasissitioge diagnosis,
symptoms, disease stage, presence of side effects and type of treatment receeved wer

significantly associated with GoL.

Similarly, in Jordan the social figtioning scored the highest whiéenotional functioning, body
image and future pespective scored the lowe@bu-Helalah et al., @14). Studyconducted in
Singapore showed that younger women had experienced more physicgisyitbsocia

concerns than older women who rgabd sympdm experiencéTanet al, 2019.

A study condicted in Malaysia showed that physical and social functioning improved over time

and there were no significant changes in other two functioning scales, namely, role and
cognitive. And depression is relatively low and does not change significantly atGootimths

and 12 monthsdé time poi nt(Ng etbal, t201}a Anvthee sty ¢ h a n g
conductedin India showed that all functioning andnggtoms significant improvement over

time. Related to the symptom depression were reported in all variables which has a statistically
significant impact fom a study conducted in India whearticipants with depression were more

likely to have poorer ovdtaGQoL (Bouzariet al, 201).Similarly, a study conducted iBrazil

regarding thesymptom scale; the highest scores wesomnia, fatigue and loss oppetite.

Regarding the subscales of the QBR23 instrument, the most affected scores werelbss,

arm symptomsand breat symptomgSoarest al, 2013.
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3. Research Questions

This study tried to explore arahswer the following questions:

1. What is the HRQoL of patiestwith breast ancerin TASH?
2. What are the predictive factors associated with the HRQOL of patientoregtist ancerin
TASH?

3. What isthe utility value of patients withreast ancerin TASH?
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4. Objectives
4.1. General objective

U To asses HRQoL, influencingfactors and utility amongpdientswith breast ancerat
TASH, Addis Ababa, Ethiopia.

4.2. Specific objectives

U To assess th&élRQoL amongpatientswith breast ancerat TASH Addis Ababa,
Ethiopia

U To estimatethe utility meansmre of patierts with breast ancerat TASH Addis
Ababa, Ethiopia.

0 To identify factors associated witiRQoL amongpatientswith breast ancerat

TASH, Addis Ababa, Ethiopia.
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5. Methods
5.1. Study setting

The study was conducted at the oncology unit of TASH Jatgest teaching hospital under the
administration of Addis Ababa Universitg;ollege of Health Sciense The hospitalstarted
providing services starting from 19.7Phe hospitahas700beds givingdiagnostic and treatment
service for about 370,000 to 400,0@8tients per year.

The oncology unit at TASHk thelargest referral sitéor the country, giving service forver
60,000 patients annualBnd has an ogatient,in-patient (21beds), radiotherapy and palliative
care service Therewere 6 senior oncolgists 25 residents and 36 oncology nurses and 8
pharmacists working in the uitASH, 2018.

5.2. Study designand period

A hospital based crossectional study desigwas employed to assethe HRQoL, associated
factors, and utilityamorg patientswith breast cancerat the oncology unit of TASHData
collectionwas conducted from December to Februa@ry&

5.3. Source and study population

All patientswith breast ancerwho werebeing treatd at theoncology unit of TASHwere the
source populatiaonThe study poplation included allbreast ancerpatients who viséd the

oncology unit at the time of data collection perasdifulfilli ng the eligibilitycriteria

5.4. Eligibility criteria

All female patientsdiagnosed wittbreast ancer both new and follow upvereincluded in the
study Those patients who were pregnanrttically ill (too weak to communicate, according to
the oncology physician) or have a psychiatric disqrderp ar t i c i pspeak ad/ovtead c an

Ambharic languag@ndunwilling to participate in tBstudy wereexcluded.
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5.5. Samplingand sample size

The sample sizevas calculated by using single population proportion form{iesher et al.,

1983. Due to absence of studies done usiBgi r o Quality o-Domdini f e Gr
Questionnaires 5 Leve(&Q-5D-5L) and with the intention of obtaining maximummyale size

an estimate proportion of patienteathave utilityvalues abovethe average was considered to be

50%,was used to calculatee sample size

U bp B
¢ A
PO ™ T
8T UC oyt

Where:- n=requiredsample size
Zy F 31.96 (Z=score corresponds to 95% confidence level)

P= proportion ofpatients withutility above the average
d®= margin of error (0.05)

Consideringa 5% of contingency for inappropriate and nonrespqreséstal of 404 patients
were approachedDue to few number direast ancerpatients, participants were recruited

consecutively until theequiredsample size was reached.

5.6. Study variables

5.6.1. Dependent vaiable

GQoL
Functional scales

Symptom scales
5.6.2. Independent variable

1 Socicdemographic characteristics such as, agarital status)evel of educationand

average monthlfiouseholdncome(AMHI) .
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1 Clinical characteristis such aspatient statustime since ¢gnosis,stage of cancer,
current type of anticancer treatmeamidcomorbid conditions
Functional scales

Symptom scales

5.7. Data collection instruments

Patients were interviewed for soalemographic dge, marital statusevel of educationand

AMHI information. Besides data onclinical characteristics (patient status, time since diagnosis,
stage of cancer, current type of anticancer treatment and comorbid conditions) were filled
through chart review by data collectorBhe total time for completion of thguestionnairewas

approximately 1520 minutes.

A general questionnail@ORTC QLQC30, EQ5D-5LandEur o Qual ity of Li
scale analogEQ-VAS)) and a patient disease specific questionn@@RTC QLQBR23) were
used. EQBD-5L was used to disnate the utility of patients whilEORTCQLQC30andEORTC
QLQ-BR23were used to assess the HRQoL.

i. EORTC QLQC30

The EORTC QLQC30 consits of five functional scalefhysical, emotional, role, cognitive,
andsocialfunctioning) nine symptom scalg$atigue,nausea/vomitingpain, dyspnea, insomnia,
appetite loss, constipation, diarrhea and finanditficulties) and GQoL scale,which aims to
provide a multidimensionalsaessment of thdRQoL of patients basd on 28 questions using a
four-point scée. Two additional questions wetesed to determine the state of healtha seven
point Likert scale Each of the multitem scales inades a different set of itemso item occurs

in more than one scal€ayerset al, 200).

EORTC QLQBR23

The sideeffects oftherapy andumourrelated symptoms ipatientswith breast eancerwas
determined and recorded using the additid@@RTCQLQ-BR23 module, which consists of 23

guestons distributed across eiglgexual functioning, futur@erspective, body image, sexual
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enjoyment systemic therapy, breast symptoms, arm sympt@amdupset by hair logswith a

four-pointscalesfrom 1= not at all to 4 = very mucliFayerset al., 2003).
EQ-5D-5L, and EQ VAS

The generic EED-5L questionnaire investigated thHRQoL across fie dimensions rfiobility,
selfcare, usual activities, pain/dismfort, and anxiety/depressionyith a 5Slevel response
(from 1= no problemno 5= extreme problemgnd the EQVAS scale on which the overall state
of health is marked by the patient in the foofrea number (0 = worst imaginable state of health,
100 = best imaginable state of healimd the utility valuebetween the worst and best on t4,0

0 is for death and 1 is for perfect heal#@Q-5D-5L is highlydiscriminatory easy to use and can
generge a single total score based omiatly relevant measures of HRQ@usi et al, 2010.
EQ-5D5L defines a total of 3125 health states (i.3., 5

5.8. Scoring of results

The collectedresponsesvere coded,enteredand cleaned Both EORTC QLQ-C30andEORTC
QLQ-BR23arecomposedf bothmulti-item scalesandsingleitem measuresEachof the multi-
item scalesncludesa differentsetof itemsno item occursin morethanonescale.The principle
for scorirg the EORTCQLQ-C30andEORTCQLQ-BR23 scaless the samein all casesvhich
startswith estimatingthe averageof theitemsthatcontributeto the scale(raw score)andusinga
linear transformationto standardizehe raw score.Scoresrangefrom 0 to 100; a higher score
representsa higher ("better”) level of functioning, or a higher ("worse") level of symptoms

(Fayersetal., 2001). Theraw scorewascalculatedasfollows:

Raw score

Calculate the raw score

Raw Score = RS =(I11 +12 +...+ In)/ n

Linear transformation

Apply the linear transformain to 0100 to obtain the score S,
Functional scales: S = {IRS-1) }*100

Range

Symptom scales / items: S = {(RH/range}*100
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Global health status / QoL: S = {(RS)/range}*100

RS= Raw Score, I= Item
Remarks
1. Sexual enjoymentis not applicabletfe m 15 i s scored fAnot at
2. Upset by hair | oss is not applicable if i
The above two items forthe scales e scored positively (i.e. v e

use the same algebraic equation as for symptom seaieh isreversely codednowever, the

Body Image scale usése algebraic equation for functioning scales (Aaronson et al. 1993).

5.9. Data quality assurance

To maintain the quality of the datavalidate structured questionnairasere utilized.
Pretestof the questinnaires wascarried out in 5% of the participants to assure the quality
of the questionnaireData were collected biwvo trained oncology nurses working within the
oncology clinic. Two days training was giveor fthe oncology nurses focusing; the conteis

of the questionnaire, the identification of patients based on the inclusion/exclusion criteria, and
how to get consent. IAthe collected data were etked for complienessby the principal

investigatoron a daily basis

5.10. Data Analysisand Interpretation

Data was enteretb Eptinfo version 7.2.then exportecind analyzedising Statistical Package
for SocialSciences (SPSS) version.@3while Microsoft Office Excel 2010 was used to analyze
the EQS5D-5L utility mean score. Aalyzing the dataresponses wre reverse coded as
appropriate. Simple descriptive statistics suchfraguencies, means, and standard deviations
(SD) were employedto report the socialemographic characteristicslinical characteristics,
EORTC QLQC30,EORTC QLQ@BR23,EQ-5D-5L, and E) VAS scores

Multivariable logistic regession was carried buo identify possible predictindgactors for
GQoL. GQoL, symptom and functional scales have been dichotomizedbiwady logistic
regression \&s conducted between theQGL and independent vahikes to obtain candidate

variables for multivariable logisticregression analysisVariables withp-value <0.25 were
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candidate for multiple regression analyflsie to many independent variables, forward stepwise
method was used for the multivariable as@ andsignificance of association was determined at

p-value <0.05.

The mean difference amongndependent variables(sacio-demographic and clinical
characteristics) was done by analysis vafriance (ANOVA) and for Hose which are not
distributednormallya nonrparametric analysi@ruskalwallis-test and Marwwhitney u test p-

values with <0.05 were considered statistically significant.

Patiens utility score isobtained using possible (3125) health stategpadfents withbreast
cancerdefined by thes dimensions and disutility coefficient of general population. Final utility
score was estimated using Ethiopian general population disutility coefficient obtainec from
censored heteroscedasticity a hybrid mode(itglie et al., 2018 The formula below was used

to estimate the final utility value for each state (excepsfate 1111 which set at 1).

Utility value = mo2 * coefl+ mo3 * coef2+ mo4 * coef3+ B¢ coefd+ sc2 * coef5+ sc3

coef6+ sc4 * coef7+ scb * coef8+ ua2 * coef9+ ua3 * coeflO+ uad * coefll+ uab * coefl?
* coefl3+ pd3 * coefld+ pd4 * coefls+ pd5 * coefl6+ ad2 * coefl7+ ad3 flBeecad4 *
coefl9+ ad5 * coef20

coef= coefficient, mo=molility, sc=selfcare, ua=usual activity, pd=pain and discomfort, ad=Anxiety and depression

5.11. Ethical considerations

Ethical approval waebtained from thé&thics Review Committeeof School of Pharmacy, Addis
Ababa University (ERB/SOP/40/10/20)7and an official letter of support wagprovided to
TASH to gd approval in data collectiorVerbal nformed consentvas obtainedfrom the study
participans after explaining the purpose of studyarticipants werassuredof anonymity and

about the confidentiality ofheir information obtained in the study by excluding any personal
identifier in the data collection forrand that their answers would remain confidential. They
were also reassured that the report of the findings would not identify them and only the aggregat
data would beepoted. Participant were informed the right to refuse or terminate at any point of

the interview.
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5.12. Operational Definitions

Functional scales: physical, emotional, role, cognitive, social, sexual functioning, future

perspective, body imagand sexual enjoyment.

Symptom scalessystemic therapy, breast symptoms, arm symptoms, upset by hair loss, fatigue,
nausea/vomitingpain, dyspnea, insomnia, appetite loss, constipation, diarrhea and financial

difficulties

Affected functional and symptom scales: There are no clear threshold levels stated in the
search of literatures and in the scoring manuals for the EORTC-CA@and EORTC
QLQBR23 scales to indicate the threshold scores that are likely to mean significant impairment.
Therefore, in this sidy, after transformation of each domain, it was dichotomizediindcf f ect e d
at any degreedo and fANot affect e dmeartno préblerd . I n
at all) for functional and QoL scales which indicate affected domain atlegrge a used as
affected. Scores above 25 mean (below 25 indicates no symptom at all) which indicate there was

a problem at any degrees have been used as affected for syscptem

Affected Global health status/QoL:Scoring belows5 or below the cut of point of5.
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6. Results

6.1. Sacio-demographic characteristicssociceconomic characteristicsof
patients

The results of the studyra based on 40fatiens. The questionnaires werdled with no
missing response®atient® mean age was 43.94%.72yearsand rangedfrom 2471 98 years.
More thanhalf (79.2%)of the patientswere in the age range of B8 years and rast(51.7%)of
them were living in Addis Ababa Among the patients Orthodox Christiansand Muslim
accounted fo283(70.0%9 and71(17.6%9, respectively The study showed thatast (57.4%)of
the patientswere marriecand284(70.2 %) ofthe patientsattended formal educatiorlowever,
92 (22.8%)of the patients were illiterate§he majority(40%) of patientswerehousewives. The
mean averagemily monthlyincome was 2634 +337Ethiopian Birr (ETB) Onethird (31.9%)
of thep a t i lousehdld income vga O ETBPwhich wasbelow the povertyine (FDRE,
2017 (Table 1)

Table 1: Sociodemographic/Scio-economiccharacteristics of patients with Beast cancer
at TASH, Addis Ababa, Ethiopia, 2018

Study Variables n (%)
1.1Age (years)
15-24 3(0.7)
2554 320 (79.2)
55-64 57 (14.1)
>65 24 (5.9)
1.2Region
Addis Ababa 209 (51.7)
Oromiya 90 (22.3)
SNNPR 48 (11.9)
Amhara 42 (10.4)
Others? 15 (3.7)
1.3Religion
Orthodox 283 (70.0)
Muslim 71 (17.6)
Protestant 49 (12.1)
Catholic 1(0.2)
1.4 Marital status
Single 56 (13.9)
Married 232 (57.4)
Divorced 56 (13.9)
Widowed 60 (14.9)
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1.5Level of Education

llliterate (neitherread nomvrite) 92 (22.8)
Informal Education 28 (6.9)
Primary Education 76 (18.8)
Secondary Education 123 (30.4)
Higher Education (Qdficate, Diploma,and above 85 (21.0)
1.6 Occupational status
Government employee 79 (19.6)
Private employee 47 (11.6)
House wife 165 (40.8)
Others® 113 (280)
1.7 AMHI, in ETB
0600 129 (31.9)
>600 275 (68.1)

" Tigray, Dire Dawa, Somalia, Afar, Harar
*PMerchant, Retired, Farmer, Unemployed

6.2. Clinical characteristics ofpatients

Majority (89.4%) of the patientswas on follow up and more than half(52.7%) patients with
breast ancerwere one year and less time since diagnésegardingthe severity 142 (35.1%
and 134 33.299 of patiens with breast ancerwerein cancerstage of3 and 2, respectively.
Most 156 (38.6%)of the patientsreceived a combination of sucgl treatment and chemotherapy
followed by a combination ofsurgery chemotherapy and hormonal theray (21.5%).
Consideringtheir health statys318 (78.799 of patients withbreast ancerhad nocomorbid
conditions(Table 2)

Table 2: Clinical characteristics of patients with Beast cancerat TASH, Addis Ababa,
Ethiopia, 2018

Study Variables n (%)
2.1Patient status
New patient 43 (10.6)
Follow up 361 (89.4)
2.2 Time since diagnosignonths)
<12months 213 (52.7)
13-60 months 154 (38.1)
>61months 37 (9.2)
2.3 Stage of cancer
Stage 1 13 (3.2)
Stage 2 134 (33.2)
Stage 3 142 (35.1)
Stage 4 84 (20.8)
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Unknown 31 (7.7)
2.4 Treatment history
Surgery 22 (5.4)
Chemotherapy 26 (6.4)
Hormonal therapy 1(0.2)
Surgery and chemotherapy 156 (38.6)
Surgery and radiotherapy 3(0.7)
Surgery and hormonal therapy 7(1.7)
Chemotherapy and radiotherapy 3(0.7)
Chemotherapy and hormonal therapy 6 (15)
Surgery, chemotherapy and radiotherapy 43 (10.6)
Surgery, chemotherapy and hormonal therapy 87 (21.5)
Chemotherapy, radiotherapy and hormonal therapy 3(0.7)

Surgery, chemotherapy, radiotheramd hormonal therapy 47 (11.6)
2.5Current treatrant

Surgery 212 (52.5)
Chemotherapy 24 (5.9)
Hormonal therapy 139 (34.4)
Radiotherapy 29 (7.2)
2.6 Comorbid conditions

None 318 (78.7)
RVI 14 (3.5)
Hypertension 29 (7.2)
Diabetic mellitus 10 (2.5)
Asthma 8 (2.0)
Hypertension an@®iabetic mellitus 9(2.2)
Hypertension and RVI 3(0.7)
Otherg 13 (3.2)

*heart failurejschemic heart disease, peripheral neuropd¥sg dislocation, cholesterol

6.3. Global quality of life and utility among Breast cancerpatients

All of the items had @nbacld 11 p ha o f exddptCQOgnitive flir&tioning(0.46) The
GQoL meanscore wagound to bes9.32 + 22.94. The functional scale scores ranged from mean
67.97 + 25.15 for physical functioning to a mean of 80.07 + 30.08d@alfunctioning All the
symptom scales andems except for nause&/omiting, dyspnea constipation, anddiarrhea
scored above5. With regarding toEORTC QLQ-BR23 functioning scales/itesnbody image
was the highest scord77.21+32.09) while sxual functioningrecordedthe lovest score
(17.78+28.09) Except forbreast symptoms amam symptomsthe others scoteabove 25for

thesymptom scales andems(Table 3)
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Table 3: Means,SDvaluesandCr o n b a ¢ h éf the EFORTChQaQ-C30 andEORTC
QLQ-BR23 Scaes Variables of patients with Breast canceat TASH, Addis Ababa,
Ethiopia, 2018

EORTC QLQ-C30 and Item numbers Mean + SD Cronbaché s
EORTC QLQ-BR23 Scales alpha
GQoL 29,30 59.32+22.94 0.74
Functional scales
Physical functiomg 1to5 67.97 £25.15 0.78
Role functioning 6,7 73.18 + 36.19 0.96
o Emotional functioning 21to 24 71.51+£29.74 0.87
8 Cognitive functioning 20,25 78.55+26.23 0.46
: Social functioning 26,27 80.07 £ 30.08 0.79
9’ Symptom scales and Items
o4 Fatigue 10,12,18 42.38£33.35 0.87
|L_J Nausea and Vomiting 14,15 14.48 £+ 2496  0.73
x Pain 9,19 36.46 £32.91 0.79
Q Dyspnoea 8 18.65+30.69 NA
Insomnia 11 33.16 £ 39.85 NA
Appetite loss 13 36.47 + 40.69 NA
Constipation 16 24.83 £ 35.72 NA
Diarrhea 17 4.04 £14.76 NA
Financial Difficulties 28 48.59+4456 NA
Functional scales
. Body image 3942 77.21+32.09 0.94
& Sexual functioning 44,45 17.78+28.09 0.88
o0 Sexual enjoyment 46 63.51£30.98 NA
9* Future perspeive 43 5247 +43.13 NA
O Symptom scales/ items
@) Systemic therapy side  31-34,36,37,38 34.11+2259 0.70
E effects
8 Breast symptoms 50-53 18.39+22.71 0.76
Arm symptoms 47,48,49 24.92 + 25.06 0.69
Upset by hair loss 35 26.92 £40.24 NA

Forthe EQ5D-5L, except for pairvariable,more than half of thpatientshad no problem in any
of the five dimensionsThe study showed th&3.8%, 4.2%, and 1%f the patientsreported
slight to malerate severe mobility probla, and unable to walkrespedtely. According to the
study, 9.9% of themreported a slight to moderate se#fre problemwhile 1.7% of them were
unable to wash or dress themselv@egarding daily activities27.4% of thepatientsreported

that they experienced slight to moderate f@ois in their daily activitywith 3.5% were unable
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to do their usual activities. 43.3% of thatientsreported thathtey suffered slight to moderate
pain, 6.9% suffered a severe pain and 4.5% suffered an extreme @aimsidering
depression/anxietyd0.2% 7.4%, and 2.7%f the patientssuffered a slight to moderatsevere,
andanextreme anxiety/depressiorespectivelyFigure ).The mean scorfor the EQVAS was
69.94+20.36 while the mean utility score was found to be#D.&5. Thus the utility of the
patients withbreast ancerimplies thatthey prefer to live with full health of 8 years than living

10 years with their current health status.

90
84.7% = No problems
m Slight
80 = Moderate
H Severe
70 = Extreme
63.6%

’ 59.7%
60
>
=
o0 45.3%
-]
o
Qa0
[ S—
()
2
w30
fo)
0

20 16.3% 17.6%

10

0
Mobility Self-Care Usual-Activities Pain/Discomfort  Anxiety/ Depression
Dimensions of patients health

Figure 1: Frequency distribution of the five dimensional BQ-5L questionnaire opatients
with Breast cancest TASH, Addis Ababa, Ethiopia, 2018.

6.4. Mean differencesof EORTC QLQ-C30 functional scale withSocio
demographidsocioeconomicand clinical characteristics

According to the present studfere was no significant raa differene across aggroupswith
GQoL score, except for physical functioning from the functiosedles of thEORTC QLQ
C30.Educational statushowedsignificant meardifferencewith the GQoL, physical functioning
and social functioning AMHI showed sigificant mean difference with QoL, physical
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functioning and role functioning. The other socio demographic characteristics showed no

significant mean differenosith EORTC QLQC30(Table 4)

Table 4: Mean differences of EORTC QLQ-C30 functional

scale with Socio
demographidsociceconomiccharacteristics of patients with Breast cancerat TASH, Addis
Ababa, Ethiopia, 2018

GQoL PF RF EF CF SF
Age(years)
1524 52.8+4.8 88.9 +10.2 944+96 528+19.3 889+96 61.1+34.7
2554 59.5+ 23.6 69.7 £244 73.2+35.8 71.9+29.2 79.2+26.1 80.5+30.3
55-64 59.3+21.0 64.6 £+25.7 748+36.6 71.2+323 74.3+27.6 79.2+287
>65 57.3+19.5 505 +27.8 659+415 69.8+324 79.2+26.1 79.1+30.4
p-value 0.928 0.00F 0.551 0.725 0.539 0.728
Marital status
Single 58.5+24.6 69.3+23.7 75.3+36.1 75.7+276 86.0+195 72.6+36.6
Married 60.2 +22.6 68.6+24.7 72.6+356 70.4+30.6 76.7+279 80.8+28.4
Divorced 60.6 £ 24.2 72.1+23.2 75.3+34.8 735+26.4 80.3+22.3 81.8+30.2
Widowed 55.7+21.8 60.2+286 71.4+40.1 70.1+315 76.9+27.3 825+295
p-value 0.563 0.055 0.901 0.604 0.104 0.245
Level of education
llliterate 53.3+23.5 62.0+26.2 645+36.4 66.2+33.1 73.2+29.3 719+32.2
Informal 53.9+19.4 65.7+23.7 779+314 76.8+26.9 839+20.0 89.9+214
Education
Primary 58.0+21.6 64.6+279 735+37.6 70.7+274 78.1+246 76.3+339
education
Secondary 59.5+23.5 69.6 +26.4 73.6+37.5 72.7+28.7 81.0+24.8 83.9+275
Education
Higher 68.5+21.3 75.8+16.8 80.2+329 745+30.1 794+274 835+28.2
education
p-value  0.000 0.004 0.060 0.297 0.182 0.007
AMHI, in ETB
0600 50.6 +28.4 63.9 +26.5 66.7+385 69.9+294 77.8+240 76.9+315
>600 63.4 +21.4 699 +243 76.2+34.7 722+299 78.9+27.2 81.6+29.3
p-value  0.000 0.027 0.013 0.473 0.687 0.143

PF=Physical Functioning, RF=Role functioning, EF=Emotional functioning, CF =Cognitive functi@hgocial functioning

*The mean difference is significan©.05

As shown in Table Sthere was a significant mean differermfeEORTC QLQC30 functional
scalewith patientclinical characteristics. In this regamkw patientsscored the lowest mean on
emotional functioningSimilarly, patientswho were on stagé cancerscored the lowest mean in
GQoL, physical function and role functioningihe type of treatment showed a significant mean
difference and those who were treated with radiothesapyedowest mean in their QoL, role

functioning, emotional functioning and cognitive functioning
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Table 5: Mean differencesof EORTC QLQ -C30 functional scalewith clinical
characteristics of patients with Breast canceiat TASH, Addis Ababa, Ethiopia, 2018

GQolL PH RF EF CF SF
Patient status
New 59.1+22.7 69.4+294 659+40.3 59.7+325 80.6+24.1 84.1+26.5
patient
Followup 59.3+23.0 67.8+246 740+£356 729+29.1 783+26.5 79.6+30.5
p-value 0.948 0.682 0.162 0.006 0.584 0.353
Time since diagnosignonths)
<12 58.8 +22.9 67.9+247 69.1+375 69.1+299 78.1+247 79.9+30.3
1360 59.6 £ 23.3 68.1+265 779+341 740+30.1 78.2+288 81.1+28.8
>61 61.0+21.9 67.2+222 77.0+x349 752+269 819+233 77.0+34.8
p-value 0.843 0.980 0.055 0.209 0.706 0.759
Stage of cancer
Stagel 62.2+ 25.6 68.7+228 82.0+249 622+31.8 859+224 76.9+259
Stage 2 64.4 119.1 73.4+20.8 81.1+31.1 743+288 77.9+26.4 84.2+26.2
Stage 3 61.5+225 69.5+£239 73.6x+352 729+284 786+26.9 79.8+30.9
Stage 4 46.0 £ 23.9 549+31.3 54.8+428 649+324 76.2x27.2 73.8%335
Unknown 62.1+24.1 725+176 833+279 745+30.0 839+20.8 81.7+323
p-value 0.00 0.000x 0.000x 0.127 0.553 0.170
Current treatment
CT 58.2+22.1 66.3+25.0 70.0+38.0 70.5+30.1 75.4+27.2 80.0+30.2
S 62.8 + 23.8 71.4+23.1 708+36.2 66.3+35.2 86.1+16.8 82.6+29.7
HT 62.5 +23.3 70.6 + 241 815+30.6 76.4+26.6 828+251 825%275
RT 49.1 £ 23.7 64.4+31.6 580+399 59.8+33.1 74.7+27.3 66.7+38.6
p-value 0.023 0.330 0.00Z 0.026 0.024 0.077
Comorbid conditions
Yes 61.8+21.7 65.3+24.8 78.3+340 73.8+295 754+269 81.9+30.7
No 58.6 + 23.2 68.7+25.2 71.8+36.7 70.9+29.8 79.4+26.0 79.6+29.9
p-value 0.256 0.276 0.140 0.415 0.208 0.509

PF=Physical Functioning, RF=Role functioning, EF=Emotional functioning, CF =Cognitive fuingti@dF=Social functioning,
CT=Chemo therapy, S= Surgery, HT= Hormonal therapy, RT=Radiotherapy

*The mean difference is signifinhat< 0.05(ANOVA)
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6.5. Mean differencesof EORTC QLQ-C30 symptom scalavith socio-
demographic andclinical characteristics

The study showed thatder patiens (>65) scored a higher mean on dyspnea and appetite loss
but the mean difference on the rest of symptom scales were not signifaetiehs who were
illiteratesweresignificantly highemeanon appetite loss and finaial difficulties but there was

no significant mean differ@e on the other symptom scaldhere was aignificant mean
difference in AMHI with constipation and financial difficulties but no mean differe on the
other symptom scal€3 able6).
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Table 6: Mean differencesof EORTC QLQ -C30 symptom scalevith socio-demographidsociceconomiccharacteristicsof
patients with breast ancerat TASH, Addis Ababa, Ethiopia, 2018

Fatigue Nausea¥omit Pain Dyspnea Insomnia Appetite Constipation Diarrhea Financial
ing loss Difficulties
Age(years)
1524 22.2+22.2 5.619.6 27.8+25.4 22.2+419.2 44.44+50.9 22.2+38.5 22.2+38.5 0.00+0.00 66.7+33.3
2554 41.3+33.3 14.5+25.3 36.4+32.9 17.2429.4  31.94+39.8 35.8440.1 24.9+35.9 4.3t154 48.5+44.8
55-64 43.1+32.9 12.6+20.7 33.0+33.2 15.8426.0 33.9+36.4 30.9+40.3 22.84+35.2 2.3+10.6 48.5+43.6
>65 57.4+32.7 20.1+29.9 45.8+33.4 44.4+45.7 47.2+46.0 59.7+43.9 29.24+35.9 5.5+16.0 47.2+46.0
p-value  0.097 0.863 0.430 0.01% 0.324 0.03r 0.815 0.666 0.916
Marital status
Single 40.9+431.6 11.0+23.8 36.6+33.1 15.5+254  33.9+40.9 27.44+38.2 29.84415 2.9+115 45.2+47.3
Married 43.0+£33.8 15.2+25.7 36.6+32.9 18.4+31.4 34.0+404 38.4+40.3  26.1+35.9 4.6+16.9 46.8+43.3
Divorced 36.9+431.9 13.9+21.9 32.14317  15.5+23.7 23.2+324 34.5+41.7 20.2+30.9 2.949.6 52.9+45.3
Widowed 46.5+34.5 15.2+26.0 39.7434.2 25.5+37.0 38.3+424 39.4+43.2 19.4+32.6 3.9+12.4 54.4+46.3
p-value 0.456 0.581 0.670 0.544 0.334 0.268 0.477 0.961 0.523
Level of education
llliterate 49.6+32.8 17.94+25.9 40.6£32.3 25.7+36.3 39.5+41.0 48.9+40.3  32.9+40.6 3.3t11.1 58.3+44.4
Informal 38.5+32.0 14.9+21.9 33.9+302 16.7430.8 26.2+37.8 38.1+41.3 27.4+32.8 2.4+8.7 42.8+43.4
education
Primary 43.1+32.6 13.4+24.5 37.3+32.9 15.8424.0 33.3+39.2 32.0+39.8 25.9+35.9 3.5+15.9 51.3+43.7
education
Secondary 41.4+34.1 12.9+23.9 36.8434.2 18.1+30.8 33.3+41.1 37.1+41.2  18.A31.7 2.9+12.1 50.7+45.2
education
Higher 36.6+£33.2 13.94+26.8 31.6+32.5 14.9428.4 28.2+37.6 25.5+38.0 23.1+35.3 7.4+20.8 34.5+42.2
education
p-value 0.114 0.419 0.472 0.267 0.316 0.002 0.099 0.445 0.007
AMHI, in ETB
0600 46.1+34.3 17.8+25.3 40.3£348  20.7+31.5 32.8+38.6 40.6+41.0 31.5+39.1 2.8+11.0 60.7+43.8
>600 40.6+32.8 12.9+24.7 34.7+31.9 17.7430.3 33.3%40.5 34.5+40.5 21.7+33.6 4.61£16.2 42.9+43.8
p-value 0.127 0.012* 0.108 0.323 0.929 0.1% 0.01% 0.450 0.000x

*The meandifference is signitantat<0.05(ANOVA)
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Patients who were diagnosedthin the period ofless than 12 months at thiene of data
collection scored significantlilighermeanon nausea and vomitingppetite lossand diarrhea.
Stage 4cancerpatients hadiigher mean scorenofatigue, nausea and vomiting, pain, dyspne
insomnia and appetite losxaept for diarrhea and financial difficultie®atients who took
chemotherapy had a higher score in nausea and mgatppetite loss and diarrhea whit®se
who took radiotheapyhad a higher score on pain. Howewvee other symptom scales were not

significant with treatment and comorbidonditions Table 7)
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Table 7: Mean differencesof EORTC QLQ -C30 symptom scalevith clinical characteristics of patiens with breast ancer at

TASH, Addis Ababa, Ethiopia, 2018

Fatigue Nausea anc Pain Dyspnea Insomnia Appetite loss Constipation Diarrhea Financial
vomiting Difficulties
Patient status
New patient 39.3+33.4 13.2+22.6 41.9+34.2 19.4+31.0 34.9+41.1 39.5t44.9 24.8+34.2 2.3+x11.2 36.4+41.7
Followup  42.7£33.3 14.6+25.2 35.8+32.7 18.5+30.7 32.9+39.7 36.1+40.2 24.8+35.9 4.2+15.1 50.0+44.7
P-value 0.519 0.893 0.256 0.907 0.755 0.694 0.830 0.353 0.058
Time since diagnosignonths)
<12 42.2+33.7 19.4+269 38.9%+33.9 19.1+30.9 33.3+39.5 42.7+£40.6 22.4+33.7 5.9+17.9 48.8+44.8
1360 41.8+33.8 9.4+21.9  33.5%#31.8 18.2+30.9 33.1+40.4 28.6+40.0 28.3+37.7 1.9+10.2 49.6+£43.8
>60 45.9+29.9 7.2+18.7  34.7£31.5 18.0+28.9 32.4+40.4 33.3+38.5 24.3+38.2 1.8+7.6 43.2#47.0
P-value 0.788 0.00¢ 0.291 0.925 0.977 0.00F 0.337 0.03«4 0.737
Stage of cancer
Stagel 41.9+32.1 1154249  37.2+25.6 7.7+¥19.9 38.5+38.1 28.2+38.1 23.1+34.4 0.00+0.00 46.1+46.2
Stage2 37.5£32.2 10.9+22.0 28.5+27.9 15.4+27.6 29.3+39.0 30.3+37.8 23.1+33.0 3.5+£13.7 45.8+43.9
Stage3 38.6£32.4 13.5£23.9 35.2+32.2 17.4+30.2 29.1+37.8 37.1+40.9 22.1+35.9 3.9+15.6 48.1+44.8
Stage4 57.0+34.2 24.0+30.9 53.9+36.7 29.4+35.9 47.2+42.1 47.2+43.0 33.3+40.4 6.7£17.7 53.6+45.1
Unknown 41.2+31.4 9.7+17.6 29.0+31.9 13.9+28.2 27.9+40.4 34.4+42.6 22.6+31.5 1.1+59 50.5+45.4
P-value 0.00¢ 0.007 0.00¢ 0.007 0.006 0.086 0.267 0.094 0.792
Current treatment
CT 45.2+33.2 19.5+28.1 40.1+33.8 19.9+30.9 37.7+40.0 44.0+41.1 26.2+36.2 6.3+18.7 51.4+44.4
S 34.2+33.6 8.3x16.3  33.3+31.8 18.0+31.0 22.2+40.1 36.1+46.0 22.2+30.6 2.8+13.6 31.9+41.1
HT 38.4+31.8 7.7£19.7  29.7£29.7 15.6+29.6 28.1+38.1 25.9+37.9 23.0+£35.6 0.9+5.6 47.2+44.8
RT 47.1+39.9 15.5+20.4 44.8+37.6 24.1+34.4 33.3+43.6 32.2+36.2 25.3+37.4 3.4+£10.3 48.3+45.9
P-value 0.139 0.00¢ 0.01# 0.291 0.035* 0.000x 0.806 0.015 0.228
Comorbid conditions
Yes 43.3+32.8 12.6+23.3 34.3+31.9 24.0+£32.6 32.9+37.4 33.3+39.6 24.8+36.9 5.8+17.8 45.7£43.7
No 42.1+33.5 14.9+25.4 37.1+33.2 17.2+30.0 33.2#40.5 37.3+40.9 24.8+35.4 3.6+£13.8 49.4+44.8
P-value 0.778 0.333 0.492 0.028* 0.972 0.388 0.852 0.221 0.503

PF=Physical Functioning, RF=Role functioning, EF=Emotional functioning, CF =Cognitive functioning, SF=Social functionitZhedie-therapy, S=uggery, HT= Hormonal
therapy, RT=Radiotherapy

*The mean difference is sigigantat< 0.05(ANOVA)
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6.6. Mean differencesof EORTC QLQ-BR23 functional scalewith socio-
demographidsocioeconomicand clinical characteristics

The youngestand the oldestige graips hadthe lowest score on body image and sexual
functioning respectively The mean score in sexual functionisfpowed significant mean
difference withmarital statusand widowedhad the lowst meanscore.Patients who had lower

AMHI and illiterate alsdvad also the lowest mean score for sexual functiofiiagle 8)

Table 8: Mean differencesof EORTC QLQ -BR23 functional scalewith socio-
demographidsociceconomiccharacteristicsof patients with breast ancerat TASH, Addis
Ababa, Ethiopia, 2018

Body image Sexual Sexual enjoyment Future
functioning perspective
Age(years)
1524 19.4+17.3 22.2 +385 66.7 22.2+19.2
2554 76.1+32.1 20.7+29.4 62.7 £ 31.2 52.3+43.9
55-64 85.5+28.4 79+204 80.9 £ 26.2 57.3 £40.7
>65 79.9 £ 33.6 14+6.8 33.3 47.2+£40.4
p-value 0.003* 0.00¢ 0.357 0.467
Marital status
Single 729+354 11.3+21.6 545+225 48.8 £ 46.7
Married 76.2 + 33.0 27.2+ 315 63.4 + 31.8 53.6 +43.2
Divorced 82.6 £ 25.6 3.3+13.3 83.0+19.2 56.5+42.1
Widowed 79.9 £ 30.5 11+6.8 100 47.8 £40.9
p-value 0.364 0.00¢r 0.269 0.623
Level of education
llliterate 75.2+34.3 11.4+24.3 66.7 £ 26.3 51.8+44.0
Informal 86.9 + 27.6 15.5+29.7 57.1+25.2 64.3 + 36.2
Primary 78.6 £ 29.6 13.8+26.3 579+31.1 48.7£41.9
Secondary 73.7 £33.9 21.0 £ 29.2 645+314 52.0+44.2
Higher 80.0 £ 29.9 24.3+ 29.8 64.9 £ 34.2 52.3 +£44.0
p-value 0.271 0.00% 0.879 0.602
AMHI, in ETB
0600 785 £31.6 10.1 £22.6 63.9 +29.3 35.0 £43.0
>600 76.6 +32.3 21.4 £29.7 63.4 +£31.5 51.3 +43.2
p-value 0.564 0.000x 0.948 0.414

*The mean difference isignificantat< 0.05(ANOVA)

There was no significant mean differenoeEORTC QLQ-BR23 functional scaleacross the
variables; time since diagnas, cancer stageand currenttreatment However there was

significant nean differenceof EORTC QLQBR23 functional scalesvith patient statusand
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comorbid conditionsAccordingly, sigrificant mean difference wereobserved inbody image

and future perspectivevith patient statusand sexual functioningwith comorbid conditions

(Table 9)

Table 9: Mean differencesin EORTC QLQ -BR23 functional scalewith clinical
characteristics of patients with breast @ancerat TASH, Addis Ababa, Ethiopia, 2018

Body image  Sexual Sexual Future perspective
functioning  enjoyment
Patientstatus
New patient 655+349 198+31.1 689344 30.2+384
Follow up 786+315 175+27.7 62.8+30.6 55.1+429
p-value 0.01F 0.746 0.477 0.000¢r
Time since diagnosignonths)
<12 78.2+30.2 16.7+28.8 62.8+30.1 50.5+43.0
1360 77.1+336 202+278 63.7+329 556+43.1
>61 720+£36.6 13.9%+24.7 66.7+27.2 50.4 £ 44.2
p-value 0.567 0.223 0.933 0.516
Stage of cancer
Stage 1 75.0 £30.2 154+259 500+19.2 359+4138
Stage 2 779+31.6 17.5+28.6 65.8429.7 55.9+434
Stage 3 76.3+325 205+29.0 589327 53.0+429
Stage 4 81.1+322 13.1+255 719+33.8 48.0+437
Undefined 68.3 £ 32.7 199+290 66.7+246 53.8+419
p-value 0.418 0.277 0.464 0.442
Current treatment
CT 785+323 165+27.6 66.7+29.7 5291434
S 63.5+329 278+353 757+216 3471422
HT 76.7+32.7 185+278 56.8+34.2 56.8+41.9
RT 81.0+249 155+259 583+295 425+444
p-value 0.160 0.369 0.199 0.070
Comorbid conditions
Yes 752+329 8.3+18.6 62.2+24.8 4921424
No 77.7 £31.9 20.3+29.7 63.7+31.8 53.3%1433
p-value 0.513 0.00F 0.864 0.432

CT=Chemo therapy, S= Surgery, HT= Hormonal therapy, RT=Radiotherapy

*The mean difference is sigitant at<0.05(ANOVA)

6.7. Mean differencesof EORTC QLQ-BR23 symptom scalavith socio-
demographidsociceconomicand clinical characteristics

There was no significant meairffdrencein EORTC QLQBR23 symptom scalescross marital

status andevel of education However there was significaninean difference with age and
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AMHI. Age catgyoriesof patientshad a significant mean differendeose who werbetween the
age of 1524 had the highesheanfor the upset by hair loss subscafellowed byolderpatients
(>65). The systemic therapy side effect and arm symptoms, showed a sighifitcean
difference on thMHI category(Table 1).

Table 10: Mean differencesof EORTC QLQ -BR23 symptom scalavith socio-demographic
characteristicgsocioeconomicof patients with breast @ancerat TASH, Addis Ababa,
Ethiopia, 2018.

Systemic therapy Breast Arm symptoms  Upset by hair

side effects symptoms loss
Age (in years)
15-24 42.8 +£29.7 22.2+9.6 22.2+11.1 55.6 £ 50.9
2554 33.3+22.2 18.3+22.8 25.0+24.6 27.8 +40.6
55-64 33.8+23.4 20.0 + 25.7 24.7 +26.7 10.7 + 28.8
>65 44.2 + 29.1 149+ 145 24.5+29.5 48.5 + 45.6
p-value 0.128 0.761 0.947 0.016
Marital status
Single 34.7 +23.2 20.8 +25.5 25.4 + 23.6 33.3+45.2
Married 349+225 18.1 +23.2 25.0+24.5 27.1 +40.9
Divorced 28.1+22.6 16.4 +18.4 21.4 +24.2 20.0 +34.9
Widowed 36.1+21.9 19.0+21.9 27.4 +29.2 25.0 + 36.9
p-value 0.196 0.902 0.611 0.840
Level of education
llliterate 37.0+24.9 21.7 + 25.7 27.5+27.8 39.6 £+44.3
Informal 30.1+18.4 17.5+22.0 27.4 + 30.9 18.2+34.5
education
Primary 37.8+21.2 20.6 +24.4 28.5 +26.0 21.9+37.4
education
Secondary 33.4+229 16.3+19.1 22.4 +23.2 29.2+41.2
education
Higher 29.9+215 16.2 +22.7 21.7 +20.9 20.0+ 37.9
education
p-value 0.1183 0.249 0.484 0.122
AMHI (in ETB)
0600 37.6 £+23.1 189 +21.4 29.0 +28.1 27.2 +40.8
>600 324 +22.2 18.2 +23.3 229 +£23.3 26.8 £40.1
p-value 0.03r 0.220 0.103 0.899

*The meandifference is significanat< 0.05(ANOVA)

The presenstudy showed thathe EORTC QLQBR23 symptom scaléhad significant mean
differenceswith all exceptthe presenceof comorbidcondition Clinical characteristicsuch as
patient status and time since diagnosis exhibited a significant mean difference with systemic

therayy and breast symptom®&atients who were diagnoséess than 12 monthlgcored the
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highest meanin addition to the two symptom scales mentioned aboseer stage of the
patients mean differenagas significanwith arm symptoms withhose patients o were stage
4 scored thehighest score.Patients who took chemotherapy scored the highest meam aico
systemic therapy side efft and those who underwesurgeryscored highest breast symptom
(Tade 11)

Table 11: Mean differencesin EORTC QLQ-BR23 symgom scalewith clinical
characteristics of patients with breast ancerat TASH, Addis Ababa, Ethiopia, 2018

Systemic Breast Arm symptoms Upset by hair loss
therapy side  symptoms
effects
Patient status
New patient 25.1+18.8 27.9 + 26.8 26.1 + 236 22.2+385
Follow up 35.2+22.8 17.3+21.9 24.8 £ 25.2 26.9+404
p-value 0.006 0.00Z 0.475 0.854
Time since diagnosin month)
<12 37.3+£22.6 20.9 + 23.7 24.9 + 25.2 23.9+38.0
1360 30.7+22.6 16.5+21.9 25.3+ 255 349+ 4.9
>61 30.2+20.1 11.3+17.1 23.1+22.7 30.9+423
p-value 0.01Z 0.006 0.963 0.419
Stage of cancer
Stage 1 29.3+17.6 17.9+16.3 29.0+20.5 11.1+£19.2
Stage 2 30.6 £ 20.9 146 +17.2 22.3+22.6 25.0£40.3
Stage 3 33.9+222 17.6 +23.1 23.7+24.4 33.8+42.7
Stage 4 41.2+24.0 27.2 +28.3 3251294 22.7+£38.1
Unknown 329+ 257 14.8 +22.0 19.3+23.9 13.3+32.2
p-value 0.016 0.013 0.044 0.440
Current treatment
CT 426 £21.4 19.6 + 23.3 25.7 £ 252 27.0+40.3
S 20.8+20.4 26.0 + 27.9 27.3+25.8 0.0
HT 23.7£19.2 14.3+20.2 22.9 +24.7 66.7 £ 57.7
RT 33.0+22.3 22.9+22.8 26.8 + 25.6 14.8 +29.4
p-value 0.000r 0.00% 0.552 0.304
Comorbid conditions
Yes 33.8+22.9 19.6 + 25.0 28.7 +28.2 225+ 395
No 34.2+225 18.1+22.1 23.9+24.1 28.1+405
p-value 0.897 0.951 0.274 0.353

CT=Chemo therapy, S= Surgery, HT= Hormonal therapy, RT=Radiotherapy

*The mean dference is significant at&05(ANOVA)
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6.8. Predictors of Global Quality of Life

In a bivariate analysjsall variables withp-value <0.25 were included for the analysis. In the
multi-variable analysis, all independent variables were considered at once but are presented

separately in the tables.

From the results ofmnultivariable analysis, only fivevariables (stage of cancer, cognitive
functioning pain, financial difficultiesand future perspective) maintained their association from
the bivariate analysiflable 12 and 130nly stages of cancer maintained significassociation
from thesociodemographic andlinical characteristicsThis implied that stage 4 patients with

breast ancemwere7.94timesmorelikely that their QoL was affected.

For EORTC QLQC30, only cognitive functioning from the functional scaless significant.
Thus patients with affectedogntive functions were 28times more likelythat their @QoL was
affected. Among the symptom scale variables, pain and financial difficulties maintained their
association in the multivariable analysis. Bats who did suffer pain were 7.%®nes more
likely that their GQoL was affected,tese were patients who did have pain, and their daily
activities were interfered by pain. Patients who did suffer financial diffesuwere 2.60 times

more likelythattheir GQoL was affected

Consideringthe breast specific EORT@QLQ-BR23 of the functional scales, onfyture

perspective maintained the association in the rvaliiable analysisThose whose future
perspedtes affected were 2.08mes more likelythat their GQoL was affected Table 12and

13).

Table 12 Factors associaed with GQoL of patients with breast @ancer at TASH, Addis
Ababa, Ethiopia, 2018

Variables GQoL COR (95% CI) AOR (%% CI)

28 Affected Not affected
% % Educational status
£%5 llliterate 69 (25.1) 23 (17.8) 1.00
S5 Informal 21(7.6)  7(5.5) 1.00 (0.382.66)
28 Primary 56 (20.4) 20 (15.5) 0.93 (0.471.87)
SE Secondary 84(30.5) 39(30.2) 0.72(0.391.32)
R Higher 45 (16.4) 40 (31.0)  0.38 (0.190.71)
88 AMHI

0600 100(36.4) 29(22.5) 1.00
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>600 175(63.6) 100(77.5) 0.51(0.310.82)
Stage of cancer

Stage 1 7 (2.6) 6 (4.7) 1.00

Stage 2 86 (31.3) 48 (37.3) 1.54 (0.494.83) 3.09 (0.7912.09)
9 Stage 3 93 (33.8) 49 (380) 1.63 (052-5.11) 3.08(0.79-12.(1)
@ Stage 4 71 (25.8) 13 (1Q0) 4.68 (1.3516.18) 7.94 (1.8-34.%9) *
g Undefined 18 (6.5) 13 (1Q0) 1.19 (0.324.37) 2.04(0.439.61)
§ Current Treatment
5 Chemo therapy 151 (54.9) 61 (47.3) 1.00
Ei Surgery 15 (5.5) 9 (6.9) 0.67 (0.281.62)
£ Hormonal therapy 85 (30.9) 54 (41.9) 0.64 (0.4060.99)
© Radiotherapy 24 (8.7) 5 (3.9) 1.94 (0.715.32)

*Statistically significant at P<0.05

Table 13: Association between (EORTGQLQ-C30, EORTC QLQ-BR23) functioning and
symptom scales withGQoL of patients with breast @ancer at TASH, Addis Ababa,

Ethiopia, 2018

EORTC QLQ C-30
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Variable GQOL COR (95%Cl) AOR (95%Cil)
Affected  Not
affected
Functional scales
Physical Affected 187 (680) 46 (35.7) 3.83(2.4-5.96)
functioning Not affected 88 (320) 83 (64.3) 1.00
Role Affected 139 (50.5) 18 (140) 6.30 (3.6310.9%)
Functioning  Not affected 136 (49.5) 111 (860) 1.00
Emotional Affected 134 (48.7) 30(23.3) 3.14(1.96-5.03)
Functioning  Not affected 141 (51.3) 99 (76.7) 1.00
Cognitive Affected 121 (440) 23 (17.8) 3.62(2.B-6.03) 2.38 (1.2-4.31)*
Functioning  Not affected 154 (560) 106 (82.2) 1.00 1.00
Social Affected 104 (37.8) 27(20.9) 2.29(1.4-3.75)
Functioning  Not affected 171 (62.2) 102 (79.1) 1.00
Symptom scales
Fatigue Affected 204 (74.2) 45(34.9) 5.36 (3.41-8.43)
Not affected 71 (25.8) 84 (65.1) 1.00
Nausea and Affected 87 (31.6) 14(10.9) 3.80(2.07 -6.99)
Vomiting Not affected 188 (68.4) 115(89.1) 1.00
Pain Affected 195 (70.9) 26 (20.2) 9.66 (5.84 15.96) 7.99 (4.6213.83)*
Not affected 80 (29.1) 103 (79.8) 1.00 1.00
Dyspnoea Affected 113 (41.1) 18 (140 4.30 (2.47- 7.48)
Not affected 162 (58.9) 111 (860) 1.00
Insomnia Affected 152 (55.3) 37 (28.7) 3.07 (1.96 4.82)
Not affected 123 (44.7) 92 (71.3) 1.00
Appetite loss Affected 166 (60.4) 38 (29.5) 3.66(2.33-5.72)
Not affected 109 (39.6) 91 (70.5) 1.00



Constipation  Affected 122 (44.4) 35(27.1) 2.14(1.%-3.3)
Not affected 153 (55.6) 94 (72.9) 1.00
Diarrhea Affected 27 (9.8) 7 (5.4) 1.89 (0.80- 4.48)
Not affected 248 (90.2) 122 (94.6) 1.00
Financial Affected 187 (680) 54 (41.9) 2.95(1.2-4.%) 2.60 (1.56- 4.35)
Difficulties Not affected 88 (320) 75(58.1) 1.00 1.00
Functional scales
Sexual Affected 70 (25.5) 50(38.8) 0.54(0.350.84)
™ functioning Not affected 205 (74.5) 79 (61.2 1.00
. Future Affected 181 (65.8) 61 (47.3) 2.15(1.40 3.29) 2.08 (1.2 - 3.49)*
% Perspective  Not affected 94 (34.2) 68 (52.7) 1.00 1.00
O Symptom scales
5': Systemic Affected 184 (66.9) 44 (34.1) 3.91(2.51-6.08)
@) therapy side Not affected 91 (33.1) 85(65.9) 1.00
L effects
8 Breast Affected 109 (39.6) 24 (18.6) 2.87(1.73 4.76)
Symptoms Not affected 166 (60.4) 105 (81.4) 1.00
Arm Affected 119 (43.3) 28 (21.7) 2.75(1.70 4.46)
symptoms Not affected 156 (56.7) 101 (78.3) 1.00

*Statistically significant aP<0.05
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7. Discussion

The purpose of the study was to asselfRQoL, predictingactors and utility amongatients
with breast ancerin TASH. Considering the different measurement instrutsiarsed in the
study; the weight of differerarametersvas observed in the resolt each instrumenihemain
finding showed thatvomenwith breast ancerhad relatively comparablédRQoL with other
countries In the assessment of functionisagaleslowestscore wagound in physical ad sexual
functioning of breastancerpatients.Highest symptom scales of fatigue, pain, loss of appetite
and systemic therapy side effects waxported Which implied thatpatientswere symptomatic

alsohad higher finaaial difficulties and a lower score of future perspective.

Pain was alsothe major complainwhile asgssing theresults ofEQ-5D-5L.The health state
determined using EYAS was found to behigher than a study conducted in Germany and
lower than a stugdconducted in Zimbabw@WVallwiener et al., 201,6Jelsma et al., 2003And

the utility mean score valuef the patients wittbreast ancerestimated to be 0,8s almost

similar with Finnish population&oineet al, 201§.

This utility valueis a measure of strength of preference that people have for part@alth

states. A year in full health is arbitrarily assigned a value of 1: a state that is considered
equivalent to death is assigned a value of zero. Health states that lie somewhere between these
two anchor points will have a utility value that I@snewhere between zero and ¢Whitehead

and Ali, 2010. States considered worse than death will have a negative value. The health utility

is used to weight years of life in order to estim@#lYs which isa summary measure béalth

gain that combines (changes in) life expectancy @odl. It useshealth utilitiesto weight
improvements iife expectancy according to the quality of life experiendéduis, a given state

of healthliving with breast carer isassigned a utility 00.8. Living for 10 years inthis state of

health would then be considered equivaler@ y@ars of living a full healtfShiell et al., 200

Thus, the utility values have been used itwake healtheconomic evaluations andecisions
relevant for beer health outcome of patientBraditsitthikorn et al., 2031The current research
can be used to compare the utility values of apgomingstudies and economic evaluation for

breast encerpatients inTASH.
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All of the items had Cronbaéhsipha ofU O dXcet@ognitive functioning(0.46) Inter

item constancy results indicated tladit of the items of EORTC QLQ30 andEORTC QLQ-

BR23had a strong consistenchyhe generic module that is validated and reliable to measure the
quality of life of carmer patients in Ethiopia (Ayaret al.,2016)which the internal consistency

had a Crad pthac hoofsll of th® domaing Badn acceptable internal consistency
except for cognitive f unctissgmmlardiththacduentsiudyt h Cr o
Comparing with the previous studies condudted weaker consistency than the current study
andsimilarwith the current stud{Bekele, 2016Yilma, 2019 respectively.

The mean score for@L was 59.32 + 22.9%aslower than the EORTC referengalue(61.8
+24.6)Scottet al., 2008. The GQoL mean scorevas found to bealmost similarto stulies
conducted in Irangentral rural India, Germamgnd LebanorfMontazeri et al., 20Q08angane et

al., 2017 Wallwiener et al., 201,8Huijer and Abboud, 20)2However, it was found to be lower

than studies conducted south India, Ausalia, United Kngdom (UK), Bahrain, Jordgnand

Latin (Dubashi et al., 2010Grabsch et al., 20061opwood et al., 20Q7Jassim and Whitford,

2013 Abu-Helalah et al., 2014-6bo et al., 2013 This couldbe due toimprope understanding

of the diseasethe lengthy process of referrabt he countr yoéscergenlbty spec
presentationmost patients at the centkave incurable diseag®¥Voldeamanuekt al, 2013.

Patients in TASH could benefit from and have an improvQoL if they receive a
psychological support, health education early breast cancexreeningand a more rapid
treatmentAnd also the focus has only been on clinical management much emphasis has not been

given in measurents of HRQoL for an important health outcome

The physical andcognitive functioning were lower than theeference vale, whereas role,
emotional and social functioning were higher tithe reference valué€Scott et al, 2008.
Regarding the symptorscaks of the EORTAC30 exceptfor diarrhea all the othersubscales
were higher than the reference value, which inddmat the patient witlreast ancerwere very
symptomatic Fatigue andinancid difficulties were the highest complds The mean score fo
financial difficulties of this study were higher thatudies conducted in Nepal, Iran, Kuwait and
Nigeria(Manandhar et al., 20181ontazeri et al., 20QAlawadi and Ohaeri, 20Q0%atiregun et

al., 2017%. The current study alsehowedthat AMHI had asignificant nean differencewith

36| Page



GQolL, and 31.9% of the study participants were below the povertyRDRE, 2017. TASH is
adestinatiorfor patients from every corner of the country, transport and hospitality fees in Addis
Ababaare not easily affordablend thiscould have contributed to the highszores of financial
difficulties (FMOH, 2015.

Regarding the breast specific assessnmolf the meanresults ofthe functional and symptom
subscales irthis study were higher tharesults of thestudiesconducted irKuwait and Morocco
(Alawadi and Ohaeri, 200®Rahou et al., 20)7ut lower than stu@is conducteth south India,
Germany, UK Bahrain, Iranand Latin (Dubashi et al., 201@allwiener et al.2016 Hopwood
et al., 2007Jassim and Whitford, 201®lontazeri et al., 2008.6bo et al., 20134 Theburden of
breast ancerin the Ethiopian women isigher due to a possibility of having a single
radiotherapy center in theountry (FMOH, 2015. This might exacerbatsymptoms because
patientswaited for a long time before getting a proper treatmEmere might be ab alimited
psychobgical support for breastancer patientsin the Ethiopian health care systemand

community

Pain was the major predictor factor®QoL,; the significant meadifference showed that stage

4 breast ancerpatients and patiemtvho were on chemotherapy and radiotherapy a higher mean
which implies that those patients were very symptomalie. current results from the E&D-5L

also support that jpa is a major comlaint amongbreast ancer patients in TASH.Study
conducted in Ethiopia also reportdee inadequacy of cancpain management of patients was
high, which calls fos t a k e hattdntibe(Anshéboet al, 2017. A study alsosuggested that

a quick screening for the symptoms sldolbie incoporated into nursing assessment procedures

for a better outcoméSoet al., 2009.

Cancer Stage 4 was found to beemf the predictofactors for an affected GQoL, A significant
mean difference was also seketween GQoL and stage 4 patierithe association between
stage of cancer and GQoL were similar with the studgonducted in BahraifJassim and
Whitford, 2013. Considering the access of cancer treatment in Ethiopia, Whichaspaeaied

by long waiting time,it is difficult for a great majority of theopulation to access cancer
treatment servicesin Addition to that,the low awareness of cancer signs and symptoms,

inadequate screening and early detection and treatment seivamgjuate diagnostic facilities
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and countryds very few cancer specialists,
progress to incurable stagé&sviOH, 2015.

The present study indicated thaigaitive functioning were one of éhprediting factors for
GQoL and the result also showed that significant mean difference between cognitive functioning
and treatmentyhich mirrorsto a study conducted in Tunis{iasmoudiet al, 2009. Cognitive
function of patients could be compromised due to the chemotherapy, pain and diseas®efurde
patients (Pendergrass et al., 2018atientsin TASH could benefit from a follow up of

investigation of cgnitive functioning.

Patients whosephysical condition or medical treatment califem financial difficulties were

a predictor factor fothe GQQoL. Financial difficulties also showed a significant mean difference
with AMHI and 31.9% of the study parijants were below the poverty lIfEDRE, 2017. A
study conducted in Kuwait also showetat financial difficulties wee predicting factor for
GQoL (Alawadi and Ohaeri, 2009Future perspectivevasfound tobe another predictor of the
GQoL. This finding was in contrary with the study done in Kuwait wreyeut twethirds of the
patientswere optimistic about their future hea({thlawadi and Ohaeri, 2009This difference of
future perspective couldttributed to thelower awareness, improper understanding loé t
disease, associated stigma am@nse of hopelessnessf Ethiogan cancer patients
(Woldeamanuel et al., 2013
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8. Limitation sof the study

Since the studywas a crosssectional study, itmight limit assessient of prognosis of the
patients.In addition, the study wasonducted in a single setting’hich might be dificult to

make a generalizatidior the country.
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9. Conclusiors

This study indicate that the ®oL of breast ancerpatients were less thahe reference value
but more or less comparable with internatiogldies.Thus GQoL of patients withbreast
cancerwas fairand the utility mean score was estimated to be above avaiagaeutility score

0.8 indicated that the patients prefer to sBayears in a normal heath state than 10 years in
current health statd@he possible mdictors that affect the @oL wereStage of cancecognitive

functioning, pain, financial difficulties and Futuperspective.
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10. Recommendatiors

V Cliniciansinvolved in the management of breastncershould consider incorporating
measurementsf HRQoL in their treatmenprotocols.

V Focus should be given of pamanagement of patients with breastcer

V Utility assessments should be seriously considaragcoming interventions fobreast
cancertreatment.

V Further research shouldbe undertaken and data from comparable groupsavhen
without breast ancemmight be interesting to explore in comparison.

V Future reearch should be undertaken in follow up studyctvimight help in exploring

the prognosis odHRQoL of patients withbreast ancer
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Section 2:Medical Characteristics (to be filledthrough chart review by datacollectors)

2.1 Patient status

New patient I f

2.2.Time since diagnosis

2.3.Stage of cancer

Stage | 1 Stagell |
Stage lll | Stage IVI
If Not mentioned, please weitthe card number

2.4. Treatment history

Surgeryl chemotherapy only radiation only

I hormonal therapy

2.5.Current type of anticancer treatment (within
the period of the data collectiogpore than one
ansver possible)

Surgeryl chemotherapy only radiation only

I hormonal therapy

2.6. Please specify known comorbid condition
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21. @t 0% NLNP? 1 2 3 4
22, Pavgnid % 04AOP? 1 2 3 4
23, pavieryspe ATt 10LANP? 1 2 3 4
24, Qooe(IC 0% INLANP? 1 2 3 4
25. MeTFT oA on FC 104092 1 2 3 4

26. AMAR vpdP @g9° trihA it UvhIPS QHANE Ve tP AR PARLM-
65 10C? 1 2 3 4

27. mSP v-iF 0EI° eeLhAtit vh9Ps N7WNEP MeOT+P N7.LCHT
WrPOAPAP AL LALLD: +ROT INCT 1 2 3 4

28. 'SP vpd 0RI° PTLnAHAT UNIPT T ATELTCP [WILTFACE | RECAHN? 1 2 3 4

ALt TE2PTF h 1-7 hivt RTCET @0 ACOPT (870 PTLINEPT K147 R TC Shr

29.  0hnPAL QLD AFFE C0LPT STt U-bd Wil o0 Nrd 2

1 2 3 4 5 6 7

nMge a e K8 (MP° 74

30. QAmPAL AAL@* AFPFE RINLPT OrC UrbS Tét Wi RavHRIN?
1 2 3 4 5 6 7

NMI° aopE K& AMI° P
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