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ABSTRACT
BACKGROUND INFORMATION:

Breast cancer is the leading cause of cancer del#gath among women worldwide .Many women
adapt differently to having breast cancer and ulerent coping strategies to deal with the phykica
and psychological challenges of the disease. Aevewf the literature showed several factors thatdco
influence the coping strategies of women with candacluding demographic characteristics,
educational level, positive thinking, and psychaslosupport.

OBJECTIVE:

To assess coping mechanisms used by breast caatoemtp in Tikur Anbassa Specialized Hospital,
Addis Ababa, Ethiopia from October to May 2012.

METHOD:

The study was conducted in Tikur Anbassa Spectlidespital from October to May 2012. An
institutional based cross-sectional study was implgted. All breast cancer patients in the study
hospital were enrolled. The total of 234 breasteapatients obtained for interview by conveniemt n
probability sampling technique. The data was ctdi@aising pretested structured questionnaire which
was piloted on 10% of patients with the same habpitior to data collection time. The final resaft

this study will be submitted to the concerned bsdigata was entered into the computer, cleared,
edited and coded before analysis. The data wagzathby using SPSS 16.0 version. The results were
presented by frequency tables, charts and figlvleseover, cross tabulation made between selected
variables and p<0.05 was considered significant.

RESULTS:

From a total of 234 breast cancer patients involnetie study area, 101 (43.2%) were at age rahge o
40-54 years. The majority of subjects 214 (91.5%y)envever married while 20 (8.5%) were never
married. Among the study subjects 152 (65.0%) efrdspondents were unemployed and the others 82
(35.0%) were engaged in some occupation. Amongtheational status of the study population 90
(38.5%) had no formal education. Among the respotsd#09 (46.6%) had no income.

Vil



Among 234 respondents 59.13% of them did not us&irsg social support coping activities. The
majority of the respondents 67.01% did not usefplgroblem solving coping activities. From a total
of 234 respondents 68.3% did not use positive neagad coping activities. After controlling for
confounding variables educational level was foundbe the main predictor, independently and
negatively associated with isolation with (OR=0.B#36CI(0.102,0.211). llliterates use isolation
compared to literates.

CONCLUSIONS AND RECOMMENDATIONS:

Breast cancer disease indeed affects quality ef difid the clients’ coping in a dominant ways.
Therefore, we need to encourage positive copingites and discourage negative coping activities.
Moreover, we need to incorporate social and psydicl support in addition to the physical caras It
recommended that educators must design programsuwandula to provide information inclusive of

both patients and caregivers. More research id fiéll help to solve existing as well as new prable



CHAPTER ONE

INTRODUCTION

1.1 BACKGROUND INFORMATION

Breast cancer is the leading cause of cancer deldeath among women worldwide [1].
Annually breast cancer accounts 10% of all canaats constituted 22% of all new cancers in
women and during the year 2005, it caused 502,@8@thd in the world [2]. While industrialized
countries experience a higher incidence rate dweidely available cancer screening programs,
in such countries, they experience a much loweadireancer mortality rate due to early
detection. However, in developing countries, suglEthiopia, the lack of widely available and
accessible screening protocol leads to a highetatityr rate [3]. There is a paucity of high
quality cancer data in many developing countriethatpresent time. Nonetheless, where they
are available, increases in breast cancer incidandemortality are seen, an observation often
more apparent within recent birth cohorts, and @bable consequence of the adoption of

western lifestyle [4].

Although breast cancer is the most common neoplsong women in developing countries, if
Africa is taken as a whole, it ranks second masjdent to cervical cancer [5]. However, it is the
most common malignancy in North Africa and in urlsmttings within the sub-Saharan region
such as Abidjan (Coéte d’lvoire) [6], and until retdy also in Harare, Zimbabwe, although
changes in the evolution of the AIDS epidemic hbagk to it now having been overtaken by
Kaposi's sarcoma [7]. In the few datasets availatitethe study of time trends in Africa,

increases in incidence, for example, are appa@ntThere have been two fold increases in

breast cancer incidence in Ibadan, Nigeria, andampala, Uganda, between the 1960s and the



late 1990s. Steady increases in breast cancerlityorgdes of the same order of magnitude have
also been noted from the early 1960s in Maurit}s [

Cancer diagnosis can lead to increased psychologith social distress due to the stressful
nature of treatment and recovery as well as theentmioty associated with their outcomes.

Therefore, the life-threatening nature of breasiceg along with the side effects of treatment,

place great strain on patients and their famil@s Thus, understanding the factors that are
associated with psychological well-being of canga&tients during the post diagnosis period can
help guide intervention and efforts to minimizetdiss among them [10].

Research indicates that women with breast canadeveloping countries are at increased risk of
physical and psychological morbidities after diagg®m Indeed, the initial diagnosis may be

associated with emotional and physical disturbamitascan be as problematic as the treatment
regimen; however, many women rely upon their copimeghanisms to deal with these physical

and psychological challenges [11].The course ofdisease may have some impact on coping,
either in a direct manner via psychologically aetiparaneoplastic hormones, or in a more

indirect manner through the emotional reactiorhefpatients to bodily symptoms [8].

There are so many classifications of coping stiagegnd there is no agreement on the exact
classification, for example the study conducted Hgsida Ben-zur indicates that coping
strategies were classified according to outconterims of their functional or adaptive value, and
their effectiveness was assessed in terms of diiom of stressors and distress as well as
preservation of social functioning and a sense @f-laeing. Other research has shown problem-
focused coping to be more effective than emotiau$ed coping in terms of neutralizing
negative emotional reactions and improving perforoealevels [12]. Many women adapt

differently to having breast cancer and use diffei@®ping strategies to deal with the physical



and psychological challenges of the disease. Aevewf the literature showed several factors
that could influence the coping strategies of wonveith cancer, including demographic

characteristics, educational level, positive thiigkiand psychosocial support [10].

Some researchers have discussed the coping metisanised by breast cancer patients.
However, this research has been limited to develamintries, which often have necessary
resources available for early detection. To my kedge there is no published paper in coping
mechanisms used by breast cancer patients in Edhjiopeast Africa). Therefore, the purpose of
this study was to assess coping mechanism of patveith breast cancer and to assess factors

that affect their coping mechanisms.



1.2 STATEMENT OF THE PROBLEM

Cancer of the breast in women is a major healtldduworldwide [10]. It is the most common
cause of cancer among women in both high-resourck law-resource settings, and is
responsible for over one million of the estimatédriillion neoplasm’s diagnosed worldwide
each year in both sexes [11]. It is also the pryntause of cancer death among women globally,
responsible for about 375,000 deaths in the ye@® 201].

Although breast cancer is the most common neopésong women in developing countries, if
Africa is taken as a whole, it ranks second maxjuient to cervical cancer [5]. However, it is the
most common malignancy in North Africa and in urlsattings within the sub-Saharan region
such as Abidjan (Coéte d’lvoire) [6]

It is a well-established fact that a diagnosis refast cancer has not only physical, but also social
and psychological implications because of the irtgyare of the breast in a woman's body
image, sexuality and motherhood [13]. Intense pelksand interpersonal challenges accompany
the first year surrounding a diagnosis of breasteg with affected individuals often attempting
to manage complex decisions, arduous treatmentk,canfrontation of threats to life, well-
being, and cherished relationships [14]. Althougbstrwomen who face cancer adjust well over
the long term, substantial individual variabilitgaurs in reaction to diagnosis, and some women
manifest extreme distress [14].

The manner in which different women respond to thagnosis of breast cancer varies
enormously. These variations may be due to indalidoping strategies, personality factors, the
level of social support available to them and, ttarge extent, the consultation skills of her

medical careers, especially the surgeon who bribekiad news [13].



Traditionally health-care providers have measungitame of treatment of disease by focusing
on tumor response and disease-free survival. Howéveas become increasingly apparent that
the behavioral and functional impact of treatmemnttee patient is important [15].

In large part, because of the available treatmgtibies and favorable prognosis for women
diagnosed with insitu and early stage breast catitde attention has been given to quality of
life issues in this population. Survival after sea@ancer is strongly related to the stage at
diagnosis, as increasing stage increases the figleath [16]. However, length of survival
following breast cancer diagnosis varies considgrabven after accounting for stage and
treatment, thus suggesting that there are otheortapt factors involved. As the population of
breast cancer survivors in the world continuesrtawg it is important to identify lifestyle and
behavioral factors that may improve survival andlidy of life [16].

Cancer is a family affair and not the patient’sljpeon alone. Cancer creates a stressful situation
for the entire family and affects each family memfde effect of cancer on family members, in
turn, may affect the patient's adjustment to tHaee#s. Little research, however, has been
conducted on the distress and coping strategié®thf breast cancer patients and their spouses
[12].

A woman’s marital status may buffer her from inee@ social isolation, mood disturbance, and
pain following a cancer diagnosis. Being marrieghartnered may also improve body image and
increase levels of post-traumatic growth and pugpodife following a breast cancer diagnosis
however, quality of a marital relationship is algoportant to a woman’s psychological
adjustment to cancer diagnosis and treatment [I78. study conducted by Lynne Wittenberg,
2010 shows that marital distress is associated slittwer recovery into survivorship, worse

health, and performance status. Among a samplébfrisk women anticipating genetic testing



for hereditary breast and ovarian cancer, unhappayried women reported more distress than
either unmarried or happily married women [17].dn interdependent cycle, greater spousal
distress increases distress in women with breastecathe literature also points to the kinds of
spousal support that are beneficial and detrimeRtalinstance, positive emotional support from
one’s partner has been linked to lower psychologlsdress and fewer depressive symptoms. In
contrast, spousal negativity has a more harmfulachpn women’s overall well-being as it
increases depression symptoms [17].

An important question is whether cancer-relateditalasommunication is associated with either
patient or partner psychological adaptation to ean¢here have been relatively few studies
examining these associations [18].A cancer diagnogy adversely impact marital and family
relationships and change previously assigned faroiys. Offering women psychotherapeutic
interventions aimed at increasing emotional, spcadd instrumental support may play a
beneficial role in psychological adjustment for tbdiheir spouses and family, while improving
their interpersonal communication as they cope wéhcer [17]. Social support offered by peers
with a similar cancer experience may be distinct anique from other forms of social support
for instance, some have noted that peers are nkalg to understand the challenges of coping
with cancer, and may experience less emotionaledistwhen talking about cancer compared to
patients’ family and friends [17].

Women with breast cancer are under ongoing stresause breast surgery entails disfiguring
mastectomy or lumpectomy [12]. Coping may influetice course of the disease, either in a
direct manner via psycho-neuroimmunological meddrasi (e.g., active coping might increase

and depressive coping decrease natural killer aefivity), or in an indirect manner via



compliance, such as when patients who cope actiw@iyht receive a higher amount of
chemotherapy whereas those who are depressed adisgbthtinue such therapy earlier [19].

While industrialized countries experience a higinerdence rate due to widely available cancer
screening programs, in such countries, they expegia much lower breast cancer mortality rate
due to early detection. However, in developing ¢oes, such as Ethiopia, the lack of widely
available and accessible screening protocol leadshigher mortality rate [3].

There is a paucity of high quality cancer data emgndeveloping countries at the present time
[4]. Currently there is no published paper whickssscoping mechanism and factors that affect
coping mechanism of breast cancer patients in Rihiand in many developing countries.
Therefore, this study will be the base line datatfmse who are interested to conduct similar
study in these countries. Moreover, this study aiaged at assessing how breast cancer patients
adjust to the alterations in their lives causedhiy ongoing stressful experience that presumably

depends on their coping strategies and assess&rfgdtors that affect their coping mechanism.



1.3 SIGNIFICANCE OF THE STUDY

Data from cancer patients suggest that engagemiemted coping mechanisms are coupled
with better psychological outcomes, such as higjatity of life, while disengagement-oriented

coping mechanisms are associated with worse oute¢20d Therefore, enforcing engagement-
oriented coping strategies helps patients withdireancer to have a better quality of life.

The purpose of this study was to explore copinghaeisms of breast cancer patients in the
study hospital. Moreover, this study will help aglanning tool for future clinical care, guide an

individual nursing care and for the provision ofpegpriate nursing care for breast cancer
patients. There is no study conducted in the sardg related to this topic. Therefore, this study

will be the base line data for those who are irstiyek to conduct similar study.



CHAPTER TWO

2. LITERATURE REVIEW

In United Kingdom (UK), breast cancer affects 11 women, accounting for 19% of all new
cases of cancer among women and approximately @Q%li@0of breast cancer every year (5% of
all female deaths) [13]. According to the study dacted in India, the age-adjusted incidence
figures for breast cancer published by the Natidbahcer Registry for 1984 for three areas
(Mumbai, Bangalore, Madras) are reported to be 232D.4, and 18.4 per 100,000 female
populations, respectively, and nearly 15,000 wonierof breast cancer each year in India [13].
While breast cancer has long been recognized agjar mpublic health burden in high-income
countries, the majority of cases actually occupim- and middle-income countries (LMCs), and
it is expected that incidence rates will rise magtidly in these locations [21]. The relative
burden of mortality is also higher in less devetbpeuntries than in more developed countries,
as indicated by higher mortality: incidence rat{@s44 versus 0.29, respectively) [21]. The
study conducted by Wadler, 2011 shows that cumgkaiial initiatives focus on developing and
implementing resource-appropriate guidelines arategiies to improve breast health care and
breast cancer outcomes in LMCs. Common challenged for resource-poor countries include
limited health care infrastructure, later stagediagnosis, and competing health care priorities
[21].

Breast cancer ranks second in global cancer inceland is the most common cancer diagnosis
among Nigerian women [22]. According to the stuadynducted by Temidayo (2010), while
breast cancer incidence has been shown to havéizgtdlor to be decreasing in some Western

countries, the breast cancer burden has steadilgdased in many developing countries with



traditionally low incidence rates. Among factorgposed to contribute to the rising incidence in

these societies are secular changes in lifestylegproductive factors [22].

Breast cancer incidence in Nigerian women has feogmtly increased during the past three
decades in parallel with the rapid industrializatiof that country; this suggested that the
associated widespread contamination of the soilodtde water supplies by lead (Pb) and other
industrial metals was a major contributing causy.[Because of its many domestic, industrial,
and automotive uses, Pb is of particular concernitasas been shown to promote the
development of mammary tumors in murine mammaryotwirus-infected female C3H mice at

levels as low of 0.5 ppm Pb in the drinking wa@3][

Awareness and knowledge about breast cancer vaopg@eommunities and population groups
worldwide. While studies conducted to assess bremster knowledge among women showed
satisfactory level in some places, other repodpeeially from developing countries like Nigeria
revealed inadequate knowledge and awareness abeulisgease [24]. Although, patients in
communities with high level of awareness usuallgspnt with less advanced stages of breast
cancer as a result of adoption of screening methibdse in communities with low level of
awareness often present late [24]. The study cdaduxy Ibrahim states that early detection and
treatment of breast cancer is associated with ibettance of long-term survival however in
Nigeria, about two-third of patients with this dise present with advanced stages therefore
therapy offers minimal benefit. Reports from West&urope and North America revealed
reduction in mortality from breast cancer due tommn of screening methods for detection of

early diseases [24].
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Data from South Africa’s National Cancer RegistNCR) show breast cancer as the leading
cancer among women. The study conducted by Briddthnahows that South African women
have a 1 in 29 lifetime risk of developing breashaer, with an age-standardized incidence rate
of 30.6 per 100,000 populations. These rates vamabe group, with Black women having the
lowest (16.3) and White women the highest (69.sraf breast cancer diagnosis. The NCR is a
pathology-based, rather than a population-basadtrggherefore these statistics underestimate
cancer incidence in South Africa. These statidiglge marked disparities in stages of cancers at
diagnosis, survival rates and overall breast camc&outh Africa [25]. However, the indication
of disparities along racial lines adds urgencyhe tall for expanded access to breast cancer
screening, diagnostic services, and treatmenticp&tly through community-based approaches

[25].

Recent medical advances have resulted in earliggctien and hence improved treatment
outcomes, Cancer diagnosis, however, can leadcteased psychological and social distress
due to the stressful nature of treatment and regoa® well as the uncertainty associated with
their outcomes [10]. Thus, understanding the factioat are associated with psychological well-
being of cancer patients during the post diagnpsisod can help guide intervention efforts to

minimize distress among them. According to the witmwhducted by Mohammed Al-Azri, 2009,

women with breast cancer in developing countries ar increased risk of physical and

psychological morbidities after diagnoses. Indebd, initial diagnosis may be associated with
emotional and physical disturbances that can berablematic as the treatment regimen.
Nonetheless, many women rely upon their coping rmmeisims to deal with these physical and
psychological challenges [10]. It is unclear whetlenotional responses to breast cancer

diagnosis differ between older and younger indiglduSeveral studies have reported moderate

11



associations between younger age and higher erabtitistress, whereas others showed no or

reverse associations [26].

According to Junghyun Kim, Coping refers to ‘cogretand behavioral efforts made to master,
tolerate, or reduce external and internal demamds @nflicts’. There are many ways to
categorize coping strategies. One of the most camlyngsed categories is active coping versus
passive/avoidant coping, active coping efforts ammed at facing a problem directly and
determining possible viable solutions to reduce dfiect of a given stressor. Meanwhile,
passive/avoidant coping refers to behaviors thak $e escape the source of distress without
confronting it [27]. Setting aside the nature aliindual patients or specific external conditions,
there have been consistent findings that the usactfe coping strategies produces more
favorable outcomes compared to passive copingegies, such as less pain as well as
depression, and better quality of life. On the othand, relying on passive/avoidant coping

strategies is associated with increased depreasidm@anxiety [27].

Coping is a consistent predictor of people’s weliAlg during the cancer trajectory [28]. Several
studies on coping with cancer have demonstratedcied®ons between adaptive coping
behaviors and better physical and mental healttvedonegative effect, and better social
functioning. Women who engage in problem solving a@ositive reappraisal, for instance, are
less likely to be depressed than women who instesid for the problem to go away People may
use multiple forms of coping with cancer at the saime. For example; a patient who is in
denial may likewise be disengaging from the situatirherefore, patterns of concomitant coping

are not always predictable, because they vary htegband by population [28].
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A previous study showed that paid work increasedoaman’s self-confidence, a belief in her
coping abilities, and a sense of general well-beaggthe financial status of women improved,
her ability to engage in the use of positive copimgthods increased and, thus, her general well-
being improved [10]. Also, it was found that edechtvomen were better in adapting coping
strategies and that women who were less educdtegle sdivorced, or widowed had a greater
use of cognitive defenses such as denial; therefbrthe woman was educated, the use of
emotion-focused coping strategies increased ankbteés of distress decreased [10].

The distress of rural cancer patients has beerdftaibe similar to that of urban cancer patients
however, in rural communities, termed by some asths the “medically underserved”, socially
isolated patients may be at higher risk for poguiieg and health problems may be intensified by
geographic isolation, distance, lack or cost ohdgportation, and limited resources [29]. Some
patients are at higher risk for mood disturbancantlothers, and certain coping strategies
improve adjustment. For example according to thdystonducted by Cheryl Koopman, there is
evidence that breast cancer patients who learmns¢éonoore direct and confrontational coping
strategies are less distressed than those whowmgance and denial. Beneficial effects of
coping have been found for acceptance, the useimbh and positive reframing on the other
hand, avoidance coping strategies have been foontbet associated with poorer social
functioning in women with advanced breast canc8}.[2

Individuals are embedded in a web of social tied Hrese social connections can influence
individual well-being by creating a positive socalvironment and by buffering the negative
impacts of stressful life events [26]. Some chamdstics of cancer patients’ social networks
have been found to be associated with their heaitbomes, for example, breast cancer patients

who were socially isolated had a significantly eled mortality risk compared with those who
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were more socially integrated and had more clokdives and friends therefore, having more
support providers was also associated with bettesival [26]. These findings suggest that the
structural characteristics of social networks nrapact cancer patients’ overall health outcomes
through social integration or social support. Aligb the amount of available support resources
influences cancer patients’ psychological well-igeithe stressful nature of the illness and time-
consuming treatments may result in a reduction uwfhsresources that are available to or
accessible by them therefore, cancer diagnosis bee shown to influence the social
relationships patients have with their friends &ardilies [26].

According to Christina D, 2005, Social support reféo support received (e.g. informative,
emotional, or instrumental) or the sources of thppsrt (e.g. family or friends) that enhance
recipients’ self-esteem or provide stress relatéerpersonal aid. The diagnosis of a potentially
life-threatening disease, such as breast canszypds not only the life of the patient but alse th
lives of those closest to the patient [9]. Therefaocial support has been known to offset or
moderate the impact of stress caused by illnessifsadly for breast cancer patients, social
support has been found to reduce stress assoaciatkda cancer diagnosis, bring positive
changes in their lives, and improve emotional Wellhg. Therefore, coping is considered as a
process or state that can be affected over timext®rnal factors (e.g. social support) [27].
Formal and informal peer-support programs for capegients are becoming increasingly more
common, particularly for women with breast cancerent reviews of papers examining peer
support in observational, nonrandomized contragtigr and randomized clinical trials (RCTS)
conclude that cancer patients show increased aetiisfi, and often lower distress when paired

with peer volunteers [17].
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Extensive research has been devoted to the linkeleet psychosocial factors and the patient’s
adjustment to cancer, in the context of breast earstudies indicate significant correlations
between such factors as sexual-appearance corleggnsscars, prostheses, and reconstruction),
chemotherapy, loss of ovarian function, and feytiafter treatment and the psychological
adjustment to illness [12]. In addition, recentds#s have shown that coping strategies are
differentially associated with distress related liceast cancer. Significantly, appropriate
adjustment to cancer depends on the totality of ¢bgnitive, emotional, and behavioral
responses to the diagnosis by the patients and sigrificant others [12] .Past research has
shown that emotional support by the family is rditio a positive outlook on life among women
with advanced breast cancer and that a family enment characterized by more expressiveness
and less conflict predicts better adjustment oCeapatients [12].

Breast cancer constitutes a major life stressaih @0 to 46 percent of women suffering from
clinically significant levels of depression and gty following diagnosis and treatment [28].
The importance of studying patterns of communicataring a health stressor is apparent from
numerous studies demonstrating that adjustment alocer is related to patients’ social
interactions, in particular, patterns of relatingqaag married couples have implications for
psychological well-being, perceptions of pain, agldtionship satisfaction [28].

As with other serious illnesses, cancer poses prafghysical and psychological challenges.
Religion is a common way to cope with these chgsn for example, Johnson and Spilka
reported that 85% of women with breast cancer tlitoereligion to cope, religious coping can
be conceptualized in different ways such as, mosties assess the frequency of church
attendance or prayer, with the assumption thakethesaviors are a response to the stressors in

question. The problem with this assumption is giabal measures of religious involvement may
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reflect dispositional religiousness rather than hmeople draw from religion during crises and
another method involves determining the degree hhvreligion is involved in coping [30].
Some scales include religious items that are subduny a broader dimension of coping. For
example, the Ways of Coping Scale includes twayialis items “found new faith” and “I
prayed,” that are part of a “Positive Reapprdisabping factor. Finally, some scales, such as
the Religious=Spiritual Coping Scale (RCOPE), assesange of coping methods, which can be
categorized as positive or negative. Positive ialig coping (e.g., benevolent religious
appraisals, religious forgiveness, etc.) reflecseeure relationship with God and is associated
with improved quality of life in persons with camcén contrast, negative religious coping (e.g.,
reappraisals of God's powers, feeling abandonegdunished by God, etc.) reflects a tenuous
relationship with God and is associated with wonsl-being in people with cancer. Unlike
dispositional measures of religiousness, these unesigocus more specifically on how people
actually use religion in times of crisis [30].

Coping strategy (or strategies) an individual méi when facing a stressor may be dependent on
the type of stressor encountered. Returning to twmtext of cancer recurrence,
intrusive/avoidant thoughts and negative emotiorss/ iprompt different ways to cope when
there is a worsening of physical symptoms. For @lamseeking social support may be an
obvious, easy choice to lessen one's anxiety,tbuy not be as easy for those suffering from
fatigue, pain, or nausea and vomiting from chemmaihye [31]. Understanding the processes that
govern the role of coping strategies in managimgsst would provide important information
about how and under what circumstances patiente maore positive (or even successful)

outcomes rather than negative (or more vulneraiie} [31].
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Lazarus and Folkman describes that Coping strateg@esent behavioral and cognitive efforts
to deal with stressful encounters. Lazarus and riaitk classified coping strategies as either
problem-focused or emotion-focused, delineating fingction of coping as dealing with the

problem or with its emotional and physiological@rnes, respectively [12]. Coping is a process
and contextual, and there are no assumptions oth gobad coping therefore, the actual coping
process refers to the person’s efforts to reducejnmze, master or tolerate the person—

environment transaction that has been appraiskd ttemanding [20].
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CONCEPTUARAMEWORK

PERSONAL FACTORS ILLNESS RELATED SOCIAL FACTORS
_ FACTORS ) o
- Demographics - Family functioning
- Duration of illness )
- Concurrent stress - Social support
- Type of treatment

v

Patient Adjustment (Coping Mechanisms
Confrontive Coping
Distancing
Self-Controlling
Seeking Social Support
Accepting Responsibility
Escape-Avoidance
Planful Problem Solving

Positive Reappraisal

Fig.1 This conceptual framework is adopted fromdras and Folkman and is modified based
on the objective of the study.
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CHAPTER THREE

3. OBJECTIVE

3.1 GENERAL OBJECTIVE
To assess coping mechanisms used by breast caatentp in Tikur Anbassa

Specialized Hospital, Addis Ababa, Ethiopia

3.2 SPECIFIC OBJECTIVES
e To describe coping mechanisms used by breast cgmetéents in Tikur Anbassa
Specialized Hospital, Addis Ababa, Ethiopia
« To assess the relationship between socio demograpimaracteristics and coping
mechanisms used by breast cancer patients
* To assess the relationship between illness refat#drs and coping mechanisms used by

breast cancer patients
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CHAPTER FOUR

4. METHODOLOGY
4.1. STUDY AREA AND PERIOD
The study was conducted in Tikur Anbessa Specilizespital, Addis Ababa, Ethiopia from
October to May 2012. Addis Ababa is the Capitat oit Ethiopia and it has a population size of
over 3 million (303809) with annual growth rate 2L [32]. Addis Ababa is located between
8055 and 9005' North Latitude and between 3804Q' 28050" East Longitude and the total
Land area is 54,000 hectares [32]. The city hatetm governmental hospitals, of which, 5 are
under Addis Ababa Regional Health Bureau (AARHBJ &nare specialized referral (central)
Hospitals, two defense forces (military) referhaspitals and one hospital under army force
[32]. Furthermore the city has 27 health centerdeurthe AARHB and 6 health centers are
expected to be opened soon [33]. Tikur Anbassai8lped Hospital is located at the center of
the city which functions as a referral center fibsarts of patients coming from every side of the
country. This hospital is one of the only two Unsity Hospitals in Ethiopia and the largest
general public hospital in Addis Ababa. It is atbe only hospital in the country which has

Oncology unit.

The Oncology unit is established in 1994 by oneotogist, one radiologist and two nurses and
start service [33]. The cancer care service isrginehe following rooms: Radiotherapy section
(Room), Chemotherapy administration Room, in patreard, cancer Plan room, and Emergency
room for cancer patient and OPD to screen cand@mps The main activities done in oncology
unit are: chemotherapy, radiotherapy and concutteeriapy but surgical therapy of cancer is

done in surgery unit [34]. The unit classified {hegtients as new case, treatment and follow up
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services. Now it has four oncologists, four radgeéts and twelve nurses are staff of oncology

unit [34].

4.2. STUDY DESIGN

Institutional based Cross sectional study was cotedat Tikur Anbassa Specialized Hospital.

4.3. POPULATION AND SAMPLE SIZE DETERMINATION
4.3.1. SOURCE POPULATION
All breast cancer patients in Addis Ababa weresttngrce population of the study.
4.3.2. STUDY POPULATION
All breast cancer patients who were visiting Tilunbassa Specialized hospital during the study
period were included in the study.
4.3.3. INCLUSION CRITERIA
- All breast cancer patients
- Breast cancer patients in all age groups
4.3.4. EXCLUSION CRITERIA
- Mentally incompetent patients
- Other Cancer patients (other than breast cancer)

4.4. SAMPLE SIZE DETERMINATION
The sample size estimation was determined by ubmépllowing statistical formula
n=(Z/2YP(1-P)
4
Where: n= the sample size

Z= Z score value at 95% confidence interval i.861.
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P= Prevalence of breast cancer taken as 0.5 (50%)

D= Marginal of error

n=  (L96X0.5x0.5
0.05

= 384

Since the total population involved is less tharD@O0, | use the sample size correction formula.
N= 600

Hence the final sample size= 234

4.5. SAMPLING TECHNIQUE
Convenient non probability sampling was used uthié determined sample size were

interviewed and included in the study.

4.6. DATA COLLECTION INSTRUMENT

Data was collected using structured questionndifee questionnaire used to assess coping
mechanism contains 50 items that is adopted froralls and Folkman. The assessment tool
contains the patients’ socio demographic charatiesi most of all coping strategies practiced

by all patients and social support in the procdssoping mechanisms. The questionnaire was
prepared in English and translated into Amharic et into English.

4.7. PRETEST

Since there is no study previously conducted instnely area in the same topic, for validity and

reliability the data collection instrument was péld on 10% of breast cancer patients who were

illegible in the same hospital before the studyiqgerSince the clients in the study hospital did
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not have an appointment before one month and ttaecdéection is within one month, there was
no bias. After the pretest, any misunderstandingthaf questionnaire was cleared by the
investigator and also unclear items were writteal@ar and easily understandable language.

4.8. DATA COLLECTION TECHNIQUE

The researcher contacted Addis Ababa Universityicaédchool and medical director of the
study hospital and obtained permission to invitegpds with breast cancer disease to participate
in the study. The data was collected by using statized questionnaire.

Data was collected by 9 BSc graduate Tikur Anbagegrialized hospital nurses and translator

was used whenever necessary since patients mayfoamelifferent parts of the country.

4.9 VARIABLES
4.9.1. DEPENDENT VARIABLES

- Coping mechanism used by patients with breastarasisease

4.9.2. INDEPENDENT VARIABLE
- Background variables (Age, sex, ethnicity, religionarital status and occupational
Status)
- Type of cancer treatment (Chemotherapy, Radiaherapy and/or surgery)
- Educational status
- Socioeconomic status
- Personal factors

- lliness related factors
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4.10. OPERATIONAL DEFINITIONS

1. Coping mechanism - specific efforts, both bebitiand psychological, that people employ to

master, tolerate, reduce, or minimize stressfuheybreast cancer) that is measured using a
nominal scale of four components namely not useddsomewhat, used quite a bit and used a
great deal.

2. Social support- support received (e.g. inforaegtemotional, or instrumental) or the sources

of the support (e.g. family or friends) that entamecipients’ self-esteem or provide breast

cancer related interpersonal aid that is measusitlguan ordinal scale of two components

namely yes and no.

3. Confrontive coping- Aggressive efforts to altbe situation and suggests some degree of
hostility and risk-taking. It has three componéhtst are measured using a nominal scale of four

components hamely not used, used somewhat, ustedagoit and used a great deal.

4. Distancing- cognitive efforts to detach onesafid to minimize the significance of the
situation. It has six components that are measusag a nominal scale of four components

namely not used, used somewhat, used quite adiised a great deal.

5. Self-controlling- efforts to regulate one's fegs and actions. It has four components that are
measured using a nominal scale of four componenteety not used, used somewhat, used quite

a bit and used a great deal.

6. Seeking social support- efforts to seek inforama! support, tangible support, and emotional
support. It has six components that are measuregd) @ nominal scale of four components

namely not used, used somewhat, used quite adbised a great deal.
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7. Accepting responsibility- acknowledges one's owote in the problem with a concomitant
theme of trying to put things right. It has thremmponents that are measured using a nominal

scale of four components namely not used, usedwbatgused quite a bit and used a great deal.

8. Escape-avoidance- wishful thinking and behaViefforts to escape or avoid the problem.
Items on this scale contrast with those on theddishg scale, which suggest detachment. It has
nine components that are measured using a nonuakd ef four components namely not used,

used somewhat, used quite a bit and used a gralat de

9. Planful problem solving- deliberate problem-feed efforts to alter the situation, coupled with
an analytic approach to solving the problem. It teas components that are measured using a
nominal scale of four components namely not useddsomewhat, used quite a bit and used a

great deal.

10. Positive reappraisal- efforts to create positiveaning by focusing on personal growth. It
often also has a religious dimension. It has figeponents that are measured using a nominal

scale of four components namely not used, usedwbatgused quite a bit and used a great deal.

11. Positive (good) coping- the type of coping ihiet the respondents scored used quite a bit
and used a great deal (2 and 3) in confrontivermppself-controlling, seeking social support,
accepting responsibility, planful problem solvingdgositive reappraisal coping activities or the
respondents scored not used and used somewhat(D) aimd distancing and escape-avoidance

coping activities.

12. Negative (poor) coping- the type of coping ihiet the respondents scored used quite a bit

and used a great deal (2 and 3) in distancing acape-avoidance or the respondents scored not
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used and used somewhat (0 and 1) in confrontivengppelf-controlling, seeking social support,

accepting responsibility, planful problem solvingdgositive reappraisal coping activities.

4.11 QUALITY ASSURANCE OF THE STUDY

For validity and reliability of the study; data tEtion instrument was piloted on 10% of
patients with the same hospital prior to data ctitbe time before being applied to the study
subjects. Any misunderstanding of the questionnams cleared by the investigator and also
unclear items were written in clear and easily usid@dable language. The investigator checked
the data daily for completeness and consistencgrelwas supervision of the data collectors
while interviewing the patients and the completadsiionnaires was randomly cross-checked.
The investigator checked the questionnaire at dadgis for consistency and completeness.
Moreover, the instrument used for this study wasddrdized and adapted from Susan Folkman,
Ph.D.

4.12. DATA ANALYSIS

Each complete questionnaire was assigned to a @migde and analyzed using EPI INFO latest
version (3.5.1) statistical packages and then pamed to latest version of SPSS (16.00) for
analysis. The data entry was made by the prinaipaistigator to minimize errors. The total (50)
measures of coping are categorized into eight comemis namely confrontive coping,
distancing, self-controlling, seeking social suppaccepting responsibility, escape-avoidance,
planful problem solving and positive reappraisadclt component contains coping activities
which has similar (related) concepts. This categergdopted from Susan Folkman, Ph.D. The
responses not used (0) and used somewhat (1) i@gooaed as not used since both responses
indicates that the client does not use the varsablea satisfactory way to say that they use it.

The responses used quite a bit and used a grdardezategorized as used since both responses
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indicate that the respondent uses the variablesan®uy statistics such as Frequencies,
proportions, measures of central tendencies andumes of variation was used to describe the
study population in relation to socio-demographid ather relevant variables. The degree of
associations between dependent and independeablesriwvas assessed using crude Odds ratio
with 95% confidence interval. Binary logistic regseon analysis was performed using SPSS
latest version (16.00) statistical program to congrotential confounding variables (Adjusted

OR).

4.13. ETHICAL CONSIDERATION

Ethical clearance was secured from Addis Ababa &sity, Faculty of Medicine Institutional
Review board (IRB) and permission was obtained ftom study hospital. Official letter was
obtained from the school of Nursing, Faculty of Mete of Addis Ababa University to
concerned officials to get permission and coopenator the study. Each respondent was asked
for their willingness before data collection aneyhwere informed about the purpose of the
study, the right to refuse, and assured anonynmitycanfidentiality. Participants were not asked
to write their name and verbal consent was obtagmexi to each interview.

4.14. DISSEMINATION OF THE RESULT

The final result of this study will be submitted @pllege of Health Science department of
Nursing and Midwifery, Addis Ababa University Schoaf Medicine and other concerned
officials such as Tikur Anbassa Specialized Hogpitdinistry of Health and Addis Ababa
Regional Health Bureau. Efforts will be made toserg the result of the study at nursing
conferences. The result of this study will be usgdHospitals as planning tool for future clinical
care, guide an individual nursing care and for mion of appropriate nursing care for breast

cancer patients.
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CHAPTER FIVE

5. RESULTS

5.1 BACKGROUND VARIABLES

From a total of 234 breast cancer patients invoivethe study area, 101 (43.2%) were at age
range of 40-54 years and 90 (38.5%) were at aggerah25-39 years, 35 (15.0%) were at age

range of 55-69 years; while 8 (3.4%) were at aggeaf 70-84 years (See Table 1).

The dominant religion of the study population wash@dox 170 (72.6%) followed by Muslim

34 (14.5%), Protestant 28 (12.0%) and Catholic.2%) respectively. The majority of subjects
214 (91.5%) were ever married while 20 (8.5%) weeeer married. Among the study subjects
152 (65.0%) of the respondents were unemployedtlamthers 82 (35.0%) were engaged in
some occupation. The major ethnic compositionshef $tudy population were Amhara 120
(51.3%) followed by Oromo 54 (23.1%), Tigrea 27 .6PAd), Gurage 27 (11.5%) and others 6

(2.6%) (See Table 1).

Among the educational status of the study popuiatid4 (61.5%) were literates while the others
90 (38.5%) were illiterates. Among the responddifi8 (46.6%) had no income, 54 (23.1%)

earned greater than 700 birr, 29 (12.4%) earned5BR0birr, 25 (10.7%) earned 501-700 birr

and 17 (7.3%) earned less than 320 birr (See Tgble

Among all the study subjects the majority 103 (44)heard their first diagnosis of cancer 1-3

years ago followed by 73 (31.2%) less than one,y&&a(15.8%) 3-5 years and 21 (9.0%) heard
their first diagnosis of breast cancer for greéitan 5 years. Two hundred thirteen (91.0%) study
subjects received combination and hormonal therapg the others 17 (7.3%) received

chemotherapy, 2 (0.9%) received radiotherapy aaddht 2 (0.9%) received surgery alone. Out
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of 234 respondents the majority of the study subj&Z1 (73.1%) had social support and the rest
63 (26.9%) had no social support or any suppom@(&ee Table 1).

Table 1:Sociodemographic characteristics of breast caratgnis at Tikur Anbassa Specialized
hospital, 2012.

PART ONE-SOCIO DEMOGRAPHIC DATA Frequency n:234 Percentage (%)
Age
1. 25-39 90 38.5
2. 40-54 101 43.2
3. 55-69 35 15.0
4. 70-84 8 3.4
Ethnicity
1. Amhara 120 51.3
2. Oromo 54 23.1
3. Tigrea 27 11.5
4. Gurage 27 11.5
5. Others 6 2.6
Religion
1. Orthodox 170 72.6
2. Muslim 34 14.5
3. Protestant 28 12.0
4. Catholic 2 0.9
Marital status
1. Never married 20 8.5
2. Married 140 59.8
3. Widowed 34 14.5
4. Divorced 40 17.1
Educational level
1. No formal education 90 38.5
2. 6" grade and below 23 9.8
3. 7-9 grade 15 6.4

29



4. 10-12 grade 59 25.2

5. 12 grade and above 47 20.1

Occupation

1. House wife 152 65.0

2. Governmental employee 56 23.9

3. Merchant 14 6.0

4. Dalily labor 12 5.1
Average monthly income ( in Birr)

1. Noincome 109 46.6

2. <320 17 7.3

3. 320-500 29 12.4

4. 501-700 25 10.7

5. >701 54 23.1
First diagnosis of cancer

1. <lyear 73 31.2

2. 1-3 years 103 44.0

3. 3-byears 37 15.8

4. >5years 21 9.0
The type of treatment received

1. Chemotherapy 17 7.3

2. Radiotherapy 2 0.9

3. Surgery 2 0.9

4. Others (Combination or hormonal therapy) 213 91.0
Presence of any support group ( social support)

1. Yes 171 73.1

2. No 63 26.9

As it shows in the figure 2, majorities of breaghcer patients were found between age ranges
40-54 years.

30



Distribution of breast cancer patients by their age at Tikur Anbassa
Specialized Hospital

507

40

307

Percent

20

I I I |
253-39 40-54 55-69 70-84

Fig 2: Distribution of breast cancer patients bgittage in years at Tikur Anbassa Specialized
hospital, Addis Ababa, 2012.

As it shows in the fig 3, majorities of the respents 90 (38.5%) had no formal education.

31



Educational status of breast cancer patients at Tikur Anbassa Specialized
Hospital,2012

Key
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No formal education

6" grade and below
Grade 7-9
Grade 10-12

12" grade and above

Fig 3: Educational status of breast cancer pati@niskur Anbassa Specialized Hospital, Addis
Ababa, 2012.

5.2 WAYS OF COPING RESULTS

5.2.1 CONFRONTIVE COPING ACTIVITIES RESULTS

From a total of 3 confrontive coping activities raegements, out of 234 study subjects only 50
(21.4%) respondents felt that they did somethingclithey didn’t think would work, but at
least they were doing something. Two hundred aodden (91.5%) respondents mentioned that
they let their feeling out somehow and also onl{252%) respondents stated that they Stood
their ground and fought for what they wanted. Thaee this result shows that the majority of
the respondents did not use the two componentsrdfantive coping activities. This can be a

sign for negative coping activities of the respartde
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Table 2: Distribution of breast cancer patientstigir confrontive coping activities at Tikur

Anbassa Specialized Hospital, Addis Ababa, 2012.

Confrontive coping activities Response
Used Not Used Total
| did something which | didn’t think would workut at least 50(21.4%) | 184(78.6%)| 234(100%)
| was doing something.
| let my feelings out somehow. 214(91.5p20(8.5%) 234(100%
Stood my ground and fought for what | wanted. (252%) | 175(74.8%) 234(100%)
5.2.2 DISTANCING COPING ACTIVITIES RESULTS
From the total of 234 respondents 117(50%) menticdhat they turned to work or substitute
activity to take their mind off things. Eighty fo85.9%) respondents had reported that they
went along with fate; sometimes they felt that thest have bad luck. Moreover, 145 (62.0%)
respondents said that they just went on as if ngthiad happened. And only 51(21.8%) of the
respondents answered that they refused to thinkmioch about it. Therefore, the majority of
clients are not using many components of distancapjng activities.
Table 3: Distribution of breast cancer patientsthgir distancing coping activities at Tikur
Anbassa Specialized Hospital, Addis Ababa, 2012.
Distancing coping activities Resse
Used Not Used Total
Turned to work or substitute activity to take mind off | 117(50.0%)| 117(50.0%) | 234(100%)
things.
Went along with fate; sometimes I just have hauot | 84(35.9%) | 150(64.1%)  234(100%)
Went on as if nothing had happened. 145(62.0808)38.0%) 234(100%
Looked for the silver lining, so to speak; tritiedlook on| 101(43.2%) 133(56.8%) | 234(100%)
the bright side of things.
Didn't let it get to me; refused to think too nhugbout it. | 51(21.8%)| 183(78.2% 234(100P0)
Made light of the situation; refused to get tamicus| 39(16.7%) | 195(83.3%)| 234(100%)
about it.
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5.2.3 SELF CONTROLLING COPING ACTIVITIES RESULTS

Among 234 respondents only 40(17.1%) mentionedttieyt tried not to burn their bridges, but

leave things open somewhat and only 55(23.5%) e@fréispondents said that they tried to keep
their feelings to their self. Moreover, 60 (25.586)the respondents clarified that they tried to
keep their feelings from interfering with othernigs too much. Therefore, this result shows that
the majority of the respondents were not using setftrolling coping activities which can be

considered as negative coping.

Table 4: Distribution of breast cancer patientdhmsir Self controlling coping activities at Tikur

Anbassa Specialized Hospital, Addis Ababa, 2012.

Self controlling coping activities Response
Used Not used Total
1 | Tried not to burn my bridges, but leave thingsropomewhat. 40(17.19%)194(82.9%)| 234(100%)
2 | I tried to keep my feelings to myself. 55(23.504)79(76.5%)| 234(100%)
3 | I tried not to act too hastily or follow my firatinch. 40(17.1%) 194(82.9%)| 234(100%)
4 | | tried to keep my feelings from interfering witkher things tog 60(25.5%)| 174(74.4%)| 234(100%)
much.

5.2.4 SEEKING SOCIAL SUPPORT COPING ACTIVITIES REBIS

Among 234 respondents 171(73.1%) described that dite not talked to someone to find out
more about the situation (breast cancer). Howe2&8(91.0%) described that they accepted
sympathy and understanding from someone. More a@haalf or 154(65.8%) of the respondents
mentioned that they got professional help. Howewaly 63(26.9%) of the respondents
mentioned that they talked to someone who couldatioething concrete about the problem. And

only 63(26.9%) of the respondents described they thlked to someone about how they were
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feeling. Therefore, this result shows that the migjof clients were not using many compone

of seeking social support coping activi and this can be considered as negative cc

Table 5: Distribution of breast cancer patientghmir Seeking social suppt coping activities at

Tikur Anbassa Specialized Hospital, Addis Ababd,Z

Seeking social support coping activi Response
Used Not Used Total

1 | Talked to someone to find out more about the san: 63(26.9% | 171(73.1%) 234(100%)
2 | Accepted sympathy and understanding from som 213(91.0% | 21(9.0%) 234(100%
3 | I got professional help. 154(65.8% | 80(34.2%) | 234(100%
4 | Talked to someone who could do something conciebaiti 63(26.9% | 171(73.1%) 234(100%)

the problem.
5 | | asked a relative or friend | respected for ad 18(7.7% 216(92.3%) 234(100%)
6 | Talked to someone about how | was fee 63(26.9% | 171(73.1%) 234(100%)

As it shows in figure 4, the majorities of breaahcer patien (59.13% were not using seeking

social support coping activitie

M not used

@ Used

Fig 4: Distribution of breast cancer patients bgitlseeking social support copiactivities at

Tikur Anbassa Specialized hospital, Addis Ababd,Z
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5.2.5 ACCEPTING RESPONSIBILITY COPING ACTIVITIES RBULTS

Among 234 interviewed breast cancer patients 164¢8) reported that they do not Criticize or

lecture themselves and also half 117 (50%) of éispandents mentioned that they told them self
things that helped them to feel better. Howevety @1(13.2%) reported that they made a

promise to themselves that things would be differesxt time. Hence, this result clearly shows
that the majority of the respondents were not usiagy components of accepting responsibility.

This can be a sign for poor coping of the respotalen

Table 6: Distribution of breast cancer patientgh®sir Accepting responsibility coping activities

at Tikur Anbassa Specialized Hospital, Addis Ab&tfH,2.

Accepting responsibility coping activities Response
Used Not Used Total
1 Criticized or lectured myself. 67(28.6%) 167drph) | 234(100%)
2 | told myself things that helped me to feel bette117(50.00%) 117(50.00%)234(100%)
3 I made a promise to myself that things would B&(13.2%) 203(86.8%)| 234(100%)
different next time.

5.2.6 ESCAPE AVOIDANCE COPING ACTIVITIES RESULTS

From a total of 234 respondents 220(94.00%) regddtiat they did not hope a miracle would
happen and only 1(0.4%) mentioned that they slepenthan usual. No participant mentioned
that they tried to make their self feel better atirg, drinking, smoking, using drugs or
medication. 113(48.3%) of the respondents mentidhat they avoided being with people in
general and 217(92.7%) of the respondents repdhat they took it out on other people.
Moreover, 105(44.9%) of the respondents descrilved they refused to believe that it had

happened. And also 220(94.0%) of the respondeptstesl that they accepted it, since nothing
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could be done. Therefore, this study indicates titr@tmajority of participants were using escape

avoidance coping which can be considered as a gigodor negative coping.

Table 7: Distribution of breast cancer patientstigir Escape avoidance coping activities at

Tikur Anbassa Specialized Hospital, Addis Ababd, 20

Escape avoidance coping activities Response
Used Not Used Total
1 Hoped a miracle would happen. 14(6.0%) 220(94)00% | 234(100%)
2 Slept more than usual. 1(0.4%) 233(99.6%) 234d)00
3 Got away from it for a while; tried 1055(23.5%) 179(76.5%) 234(100%0)
rest or take a vacation.
4 Tried to make myself feel better by 234(100.00%) 234(100%)
eating, drinking, smoking, using drugs
or medication, etc.
5 Avoided being with people in general 113(48.39%9)121(51.7%) 234(100%)
6 Took it out on other people. 217(92.7% 17(7.3%) 234(100%)
7 Refused to believe that it had happened. 105%¥¥.9| 129(55.1%) 234(100%)
8 Accepted it, since nothing could b220(94.0%) 14(6.0%) 234(100%)
done.
9 Wished that the situation would ¢gd43(61.1%) 91(38.9%) 234(100%0)
away or somehow be over with.

5.2.7 PLANFUL PROBLEM SOLVING COPING ACTIVITIES REB.TS

Out of 234 study subjects 116(49.6%) reportedttiy just concentrated on what they had to do

next — the next step and only 86(26.5%) respondanssvered that they tried to analyze the

problem in order to understand it better. Likewigely 82(35.0%) respondents mentioned that

they felt that time would make a difference — thyahing to do was to wait and also only

49(20.9%) respondents answered that they changeetisimg so things would turn out all right.

37



Only 68(29.1%) respondents reported that they capeith a couple of different solutions to
the problem. In addition, 104(44.4%) respondendgesdt that they prepared their self for the
worst and 227(97.0%) respondents reported that ¢dheynot jog or exercise. Therefore, this
result indicates that the majority of respondengseanot using planful problem solving which

can be considered as negative coping.

Table 8: Distribution of breast cancer patientghsir Planful problem-solving coping activities
at Tikur Anbassa Specialized Hospital, Addis Ab&ti,2.

Response
Planful problem-solving coping activities | Used Not Used Total

1 Just concentrated on what | had to|dd 6(49.6%) 118(50.4%) 234(100%)
next — the next step.

2 | tried to analyze the problem in order| t86(26.5%) 172(73.5%) 234(100%)
understand it better.

3 | felt that time would make a differenc&2(35.0%) 152(65.0%) 234(100%0)
— the only thing to do was to wait.

4 Bargained or compromised to get6(32.5%) 158(67.5%) 234(100%)
something positive from the situation.

5 Changed something so things woukb(20.9%) 185(79.1%) 234(100%0)
turn out all right.

6 | knew what had to be done, sg 63(26.9%) 171(73.1%) 234(100%0)
doubled my efforts to make things
work.

7 Came up with a couple of differen68(29.1%) 166(70.9%) 234(100%)
solutions to the problem.

8 | prepared myself for the worst. 104(44.4% 130§%0) 234(100%

9 | went over in my mind what | would145(62.0%) | 89(38.0%) 234(100%0)
say or do.

10 | Ijogged or exercised. 7(3.0%) 227(97.0%) 26a%)
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As it shows in figure 5 the majorities of breash@ar patients (67.01%) were not using Planful
problem-solving coping activities.

M Not used

Used

Fig 5: Distribution of breast cancer patients bsitliPlanful problem-solving coping activities at

Tikur Anbassa Specialized hospital, Addis Ababd,220

5.2.8 POSITIVE REAPPRAISAL COPING ACTIVITIES RESUBT

From the total of 234 respondents only 53(22.6%{est that they changed or grew as a person in
a good way and only 23(9.8%) respondents mentidhatthey came out of the experience
better than when they went in. Likewise only 12¢)1found new faith and only 49(20.9%)
respondents described that they rediscovered vghahportant in life. However, 234(100%)
participants mentioned that they prayed. This tesubws that the respondents were not using

many of the positive reappraisal components exoeyting.
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Table 9: Distribution of breast cancer patientsthsir positive reapprais coping activities at

Tikur Anbassa Specialized Hospital, Addis Ababal 2

positive reappraisal coping actires Respons
Used Not Used Total
1 | Changed or grew as a person in a good 53(22.6%) | 181(77.4%) 234(100%)
2 | I came out of the experience better than when Itvel| 23(9.8%) 211(90.2%)| 234(100%)
3 | Found new faith. 12(5.1%) 222(94.9%)| 234(100%)
4 | Rediscovered what is important in | 49(20.9%) | 185(79.1%) 234(100%)
5 | | prayed. 234(100%) |0 234(100%)

As it shows in figure 6 the majorities of breash@ar patient (68.32%) were not using positive

reappraisal copingctivities except praying which is 10C

H Not Used
Used

Fig 6: Distribution of breast cancer patients bgithpositive reappraisal coping activities

Tikur Anbassa Specialized hospital, Addis Ababd,Z
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ASSOCIATION OF ISOLATION (AVOIDING BEING WITH PEOPE IN GENERAL) WITH
SOCIODEMORAPHIC CHARACTERISTICS

Out of 234 respondents 113(48.3%) respondentstexptrat they avoided being with people in
general. Only 5(25%) never married respondents iomeed that they experienced isolation
compared to 108(50.4%) married. The mean age (*BENose who experience isolation was
45.72(+ 11.07).

During the bivariate analysis isolation was foumdbe significantly associated with many
independent variables such as marital status, édnehlevel, occupational status and average
monthly income of participants. However, after eoling for possible confounding variables
only educational level was found to be the maindjter, independently and negatively
associated with isolation with (OR=0.199,95%CI(.,1211) (See table 10).

Table 10: Association of isolation (avoided beinighweople in general) with sociodemoraphic
characteristics in Tikur Anbassa Specialized Hagpiddis Ababa, 2012.

ISOLATION (AVOIDED BEING WITH PEOPLE IN GENERAL)

Variables Used Not Used COR with 95% CI Adjusted OR with 95% ClI
Age 25-39 37 53 1.00
40-54 51 50 1.461(0.824,2.592)
55-69 21 14  2.149(0.969,4.763)
70-84 4 4  1.432(0.337,6.095)
Marital status
Never married 5 15 1.00 1.00
Married 108 106 0.36(1.073,8.708)** 2.372(0.759,7.419)
Education
lliterate 64 26 1.00 1.00
Literate 9 95 0.210(0.118,0.371)*** 0.199(0.102,0.211)***
Occupation
No occupation 82 70 1.00
Some occupation 31 51 0.519(0.300,0.898)*** 0.575(0.798,0.362)
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Average income
<320

320-500
501-700

>700

No income

First diagnosis
cancer

<lyear

1-3years

3-5 years
>byears

Social support
Yes
No

12
10

22
60

of

56
32
22

77
36

19

16
32
49

67
30
18

94
27

1.960(0.646,6.944)* 2.823(0.753,10.588)

0.430(0.183,1.009)
0.459(0.187,1.129)
0.561(0.290,1.088)
1.00

1.00
1.672(0.400,6.990)

2.133(0.489,9.303)

2.444(0.535,11.171)

0.614(0.343,1.100)
1.00

1.096(0.380,3.160)
1.541(0.499,4.763)
1.489(0.583,3.808)

N.B: *=Pvalue<0.05 and ***=Pvalue<0.005
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ASSOCIATION OF DENIAL (REFUSED TO BELIEVE THAT IT AD HAPPENED) WITH
SOCIODEMOGRAPHIC CHARACTERISTICS

Among 234 respondents who were interviewed, 109044.refused to believe that it had
happened. During the bivariate analysis Denial Weamd to be significantly associated with
many independent variables such as marital stadiscational level, occupational status and
average monthly income of participants howeverrafentrolling for possible confounding

variables not even one variable was associatedtébée11).

Table 11: Association of denial (refused to beligvwat it had happened) with sociodemographic

characteristics

DENIAL (REFUSED TO BELIEVE THAT IHAD HAPPENED)

Variables Used Niged COR with 95% CI Adjusted OR w886 CI
Age 25-39 86 4 1.00

40-54 94 7  0.844(0.477,1.493)

55-69 29 6 0.920(0.421,2.014)

70-84 8 0 0.364(0.70,1.903)
Education
lliterate 86 4 1.00 1.00
Literate 131 13 0.21(0.312,0.908)**  0.580(0.293,1.148)
Occupation
No occupation 140 12 1.00 1.00
Some occupation 77 5 0.641(0.37,1.108)** 0.782(0.358,1.711)
Average income
<320 16 1 0.713(0.253,2.010) 0.887(0.279,2.817)
320-500 29 0 0.388(0.158,0.951) 0.611(0.215,1.732)
501-700 21 4  0.322(0.119,0.867)** 0.572(0.176,1.857)
>700 49 5 1.273(0.661,2.451) 1.990(0.804,4.924)
No income 102 7 1.00 1.00
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First diagnosis
cancer

<lyear

1-3years

3-5 years
>byears

Social support
Yes
No

of

113
57
39

161
56

10

10

1.00
0.813(0.208,3.173)
0.541(0.132,2.212)
0.385(0.88,1.678)

1.118(0.624,2.003)
1.00

N.B:**=Pvalue<0.05
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CHAPTER SIX

6. DISC8I®N

The purpose of this study was to understand howsbreancer patients” who visit the study
hospital cope with breast cancer disease. As wesearfrom the result of this study most of the
participants cope to breast cancer negatively dsd #here was poor communication of the
disease process with health care professionalsvahdsignificant others. Therefore, most of the
clients experienced negative coping especially ieas of Planful problem-solving, self

controlling, accepting responsibility and positiveappraisal coping strategies. However the
majority of clients scored high in escape avoidaand distancing which could be a major

indicator of negative coping. These issues areesded in this chapter.

On this study among the sociodemographic charatitsj educational level and occupation of
participants had a great influence on the posttiya@ng strategies of the respondents. Those who
were literates cope positively as compared to thdse were illiterates. And also those who had
some occupation cope in a good way when comparétbsz had no occupation. This result is
consistent with the study conducted by U.-S. Ledrtd M. Ojanen, which states that among the
sociodemographic and socioeconomic variables, maidlicational and occupational status had
influence on coping: being in working life was asated with better coping mechanism [20]. In
this study during the bivariate analysis isolatiwas found to be significantly associated with
many independent variables such as marital stadiscational level, occupational status and
average monthly income of participants. Howeveteratontrolling for possible confounding
variables only educational level was found to be thain predictor, independently and

negatively associated with isolation with (OR=0.B896CI(.102, .211). This can be justified as
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those clients who are educated have some inform&tiainderstand the situation about breast
cancer which can protect them from isolating thdwese The findings of Hasida Ben-Zur also
indicate that a high level of education among pésiecontributed to low emotion-focused
coping, which suggests that patients with a lowcatlonal level may be particularly vulnerable
to distress. A high level of education is consideaeresource that may enhance coping through

the ability to understand the situation and usermftion more efficiently [12].

Type of treatment is one of the factors which dftee clients coping. In this study 17 (7.3%), 2
(0.9%), 2 (0.9%), 213 (91.0%) participants recei@twemotherapy, Radiotherapy, Surgery and
others (combination or hormonal therapy) respelgtivdmong all 234 participants none

received breast reconstructive therapy after mastecwhich may have an effect in poor body
image or negative coping and as a result isolafldns result is consistent with other studies
which suggested that surgery in combination wittonstruction has a positive effect on HRQL

(Health Related Quality Of Life) and good adjustti@s].

Among coping strategies escape avoidance is thermpagdictor of negative coping. In this

study 217(92.7%) respondents experienced tooktibowther people, which is one component
of escape avoidance coping activities and 220(9%@%pondents also experienced accepted it,
since nothing could be done which is also the ncaimponent of this escape avoidance coping
activities. This result is consistent with the stwdnducted by U.-S. Lehto and M. Ojanen. The
more the clients feel helpless or hopeless, theerti@y are vulnerable to negative coping. In this
study clients experienced the major escape avogdaaping behaviors which negatively affect

the patients’ positive coping. Therefore, behaviesctape-avoidance coping strongly predicted
worse psychological well-being [20]. When only tedactors concerning cancer-specific stress

processes were investigated, the most influerdigbf was behavioral escape-avoidance coping,
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which strongly predicted poorer QOL [20]. It is comonly believed that a person's mental
attitude in response to a diagnosis of cancer t&ffacs or her chances of survival, and the
psychological coping factors that are most well wnan this respect are fighting spirit and
helplessness/hopelessness [12]. It has been saddhst clinicians need to detect coping styles
such as helplessness or hopelessness and treatitieously [36].

Seeking social support is also the major compoakobping strategies which can measure the
clients coping mechanism. In this study amongtieasure only 63(26.9%), 154(65.8%),
63(26.9%), 18(7.7%), 63(26.9%) respondents talkeddmeone to find out more about the
situation, got professional help, talked to someahe could do something concrete about the
problem, asked a relative or friend they respetecdvice, talked to someone about how they
were feeling respectively. Therefore, this resldady shows that many respondents had limited
communication and social interaction even with tieaare professionals or the person who
could have the ability to do something concreteualioe problem, which leads to poor coping.
This result is consistent with the findings of Dandd. which clearly states that perceived social
support not only directly increases emotional vibeling, but also may indirectly influence
emotional well-being by affecting the choice of gfie coping strategies [27]. Seeking social
support coping was associated with more psychabgsymptoms. The beneficial factors
included also social support received from famiglatives, acquaintances and other patients. In
general, social support appeared to be a healtareiry factor, as previously demonstrated [20,
27]. Social support has generally been reportdzbtthe means to changing psychological stress
processes, especially coping, and their outcon@s TAus, breast cancer patients’ perception on
how much social support they receive from otherg muence their choice of specific coping

strategies between active (i.e. positive reframary) passive (i.e. self-blame) coping, which in
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turn may influence their emotional well-being. Aetiparticipation of significant others can
influence breast cancer patients’ efforts to martage physical as well as emotional conditions.
As a result, social support can help bolster s&titfem of individuals as well as the sense of
control over their situations. A strong sense aiftodd and confidence would strengthen breast
cancer patients’ own coping efforts by leading thienrely on active coping strategies (e.g.
positive reframing) rather than passive/avoidarog@ng strategies (e.g. self-blame) [37,27].

In this study 171(73.1%) respondents reported tey did not talk to someone who could do
something concrete about the problem. This indit#tat these respondents were not willing to
talk about the situation not only with their friendr relatives but also with those who could have
knowledge about the problem. Therefore unwillingnés talk about the situation may be
considered as one reason for poor coping. Thidtresgonsistent with the one conducted by
Junghyun K and jeong yeob H. in Japan. The morepttzents avoided communication, the less
they were getting emotional support from othersjciviwas in turn associated with negative
coping [36, 35]. If emotional support mediates @attiavoidance and psychological distress, then
perhaps women with breast cancer are avoiding congaton with their partners.
Alternatively, patients may avoid talking with th@iartners, while not turning to anyone else for
comfort, either [28]. Either or both of the aforemtiened patterns could be detrimental to
patients, given that receiving effective emotiosapport can be very helpful for women with
cancer, especially when that support comes fronn gagtners. Patients who reported avoiding
communication tended to blame themselves for theara and self-blame was related to higher
depression and anxiety. Given that talking abotraama gives people an opportunity to seek
reassurance and avoid rumination [28, 36], womeh faieast cancer who avoid communication

about the cancer may find themselves overwhelmethtoysive thoughts of responsibility and
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guilt. When patients avoid talking about cancehwteir partners, it is possible they do not have
conversations that could lead them to accept thityef the cancer and make a commitment to
get on with life [28].

Planful problem solving is one of the measures asitpve coping activities which have many
components on it. The major ones are answeredebgedpondents as follows: only 116(49.6%),
86(26.5%), 63(26.9%), 68(29.1%) respondents meeatiaihat they just concentrated on what
they had to do next — the next step, tried to amatire problem in order to understand it better,
knew what had to be done, so they doubled theartsfito make things work, Came up with a
couple of different solutions to the problem respety. This result indicates that the majority of
respondents did not use planful problem solvingcidould be predictive of negative coping.
This result is consistent with the study condudigdHasida Ben-Zur. The more the patients use
planful problem solving, the more they cope poslinand the reverse is true. An examination of
specific coping strategies shows that positivetegpretation, humor, and planning on the part of
the patient seem to be particularly related to gadjdstment [12]. In this study only 86(26.5%)
participants tried to analyze the problem whichIdobe due to knowledge deficit, lack of
significant others who had knowledge about the adiseprocess or inability of the clients to
discuss about the disease process with healthpcafessionals. Consequently, it could lead to
negative coping.

Exercise is also the major component of planfubfam solving coping activities. Among 234
respondents who were interviewed, 227(97.0%) redgpais stated that they did not jog or
exercise. This can be considered as a sign for patent adjustment. This result is consistent
with the study conducted by Mark P and Ruth B.2@8&mbining innovative physical activity

interventions with innovative dietary interventionsay be a suitable approach to develop
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sustainability of healthy behaviors in this popigat [37, 35]. If breast cancer survivors
understand the importance of exercising and carciseewith other survivors in a place where
they feel safe and secure, the more likely theyt@engage in this behavior. Thus, provision of
resources to facilitate survivors’ ability to follorecommendations and improve their health and
well-being would be prudent [37]. The fact that gohysical activity has a positive influence on
QOL is encouraging and suggests the importancencdweaging physical activity rather than
rest to persons receiving treatment for breasterdid3s].

Positive reappraisal is one of the measures oftipescoping activities which have many
components on it. Among these components only 58%2Y 23(9.8%), 12(5.1%), 49(20.9%)
respondents mentioned that they changed or greav@sson in a good way, came out of the
experience better than when they went in, found fagtlv and rediscovered what is important in
life respectively. As we can see from these resultst of the respondents did not use positive
reappraisal which is the measure of positive capligrefore, the more the respondents do not
use positive reappraisal, the more they cope negatiThis result is also consistent with the
study conducted by Mark P. and Ruth B.2009.

Religious coping is also the major component oftp@sreappraisal which has a great influence
on patients’ adjustment. In this study among 23dastrr cancer patients who are interviewed,
almost all 234(100%) mentioned that they prayedyifg could be considered as one way of
positive coping. Praying is the major componenpaditive religious coping. Positive religious
coping can help clients for good psychological atipent. Negative religious coping predicts
worse psychological adjustment [30].

Therefore, this study clearly supports spirituaperkence as a social support and a key

component of health belief. Clinicians rarely asktignts with serious illness about their
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religious coping despite the fact that the majontgnt their physicians to be aware of their
spiritual beliefs. Because negative rather thartipeseligious coping predicts important health
outcomes, inquiring about negative religious copingy be most beneficial. Clinicians could
therefore facilitate referrals to clergy for peopiehe midst of religious=spiritual struggle [30].
Self-image, sense of control, and supportive mhstimay affect the course of long-term
adjustment. There appears to be a substantialorsaip between well-being, mood disturbance,
level of depressive symptoms, subjective qualitylitdf and social disruption shortly after
treatment [38]. Early and appropriate psychososigiport and physical rehabilitation could
enhance the cancer patients’ quality of life, ftatié their adjustment process and possibly
prevent them from developing chronic psychiatrsedise [38].

Through the analysis of this data, one can infat bieast cancer disease does affect the clients
coping strategies in potent ways, and that copictg as an intervening or mediating factor
between stress and breast cancer disease. As weeeafrom the results of this study, the
majorities of clients cope negatively and needsclpshpgical support. Providing physical
support cannot necessarily improve the patientfistichent to the specific disease process.
Therefore, health care professionals should be ewérpsychological support and religious
coping of clients’ in order to facilitate positie®ping of clients to the specific disease process.
Therefore, coping behaviors can also reduce thativegeffect of life strains brought on by this

disease.
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6.1 STRENGTH AND LIMITATIOSIOF THE STUDY

LIMITATIONS OF THE STUDY

The researcher identify that the study had the¥dghg limitations:

1.

3.

The research was based on convenient samplingeot $be study subjects and it was
also conducted in one hospital which limits theeegsher from generalizing the results to
other groups or populations and it was also subgkttd bias.

Some participants were tired due to their heatt#tus which leads to less detailed
answers to some interview questions.

There was limitation on related literatures esgbcia developing countries to compare

and discuss some of the findings.

STRENGTH OF THE STUDY

The following are strengths of the study.

1.

Standardized questionnaire: The study used stazédrduestionnaire which makes the
study valid.

Pretest: The questionnaire was pretested befordataecollection time which makes the

study reliable.

Training of data collectors: Data collectors wesarted prior to data collection period to

avoid interviewer bias.

Areas for further research: The study highlightsoabther issues related to coping and

recommendation was done on areas which need fughearch.

52



CHAPTER SEVEN

7. CONCLUSION
The result of this study shows that the majority paftients had negative coping in many
categories of the measures of patients coping &dlyeia areas of Planful problem-solving, self
controlling, accepting responsibility, seeking sbcsupport and positive reappraisal coping
strategies. Moreover, the majority of clients sdohegh in escape avoidance and distancing
which could be a major indicator of negative copinlis finding also showed that those patients
who have less effort to deal with stressful evem&y have less coping abilities.
The sociodemographic characteristics of the studgulation showed that the majority of
participants had no formal education, were housesvand had no income. This in general could
have a big influence for experiencing negative kg their situation. Those who are literates
cope positively as compared to those who arer#iies [1].
Seeking social support is the most important me&astithe clients’ positive coping activities. In
this study 171(73.1%) respondents reported that thé not talk to someone who could do
something concrete about the problem. This indit#tat these respondents were not willing to
talk about the situation not only with their friendr relatives but also with those who could have
knowledge about the problem. Therefore, the mgjafittlients had poor coping in this measure.
Escape avoidance is also the major indicator ofctlets’ negative coping activities. In this
study clients experienced the major escape avo@aoping behaviors which negatively affects
the patients positive coping, which strongly préslicpoorer QoL( Quality of Life). Therefore,
behavioral escape-avoidance coping strongly prediatorse psychological well-being [1].
The religious coping strategies used by patienteevg®od; almost all of the respondents had

positive religious coping. It is also the major qumnent of positive reappraisal which has a great
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influence on patients’ adjustment. Praying couldcbasidered as one way of positive coping.
Praying is the major component of positive religiaoping. Positive religious coping can help
clients for good psychological adjustment and riggateligious coping predicts worse
psychological adjustment [5].

Perhaps the most significant conclusion is thaadtreancer disease indeed affects quality of life
and the clients’ coping in a dominant ways. Thegfave need to encourage positive coping
activities and discourage negative coping actisitMoreover, we need to incorporate social and

psychological support in addition to the physicalec
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CHAPTER EIGHT

8. RECOMMENDAJDN

According to the result obtained, the followinguss are recommended to be considered:

1. Provide information to the clients regarding theedise process, treatment options and
treatment side effect, prognosis and disease ow@tcdiealth information might be
provided through public agencies, mass media, enhitspital environment, in churches
and other places.

2. Incorporate social and Psychological support intamdto physical care to that specific
disease.

3. Establishment of breast cancer patients associaltmough this association patients can
share their experience and able to solve theirlpnobtogether.

4. Further research needs to be done to explore ndvexsting problems of breast cancer

patients.
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CHAPTER NINE

IMPLICATION FOR NURSING
There are three main areas of implication relaivéhe findings of this study and nursing service
that can be addressed.
9.1 IMPLICATIONS FOR EDUCATION
There are several core issues that undergone patienation. A primary issue is the provision
of sufficient knowledge to create an understan@ind/or acceptance of a given situation. In this
study the majority of subjects did not discuss aliba disease process, prognosis and disease
out come with health care professionals. This cdiddconsidered as the factor for negative
coping.
Most of the respondents expressed that they had gmomunication with their families and
significant others about the disease process anat dow they feel. This is also the main factor
for negative coping. Therefore, family and socigbmort were influential in determining levels
of coping and its associated strategies.
Hence, patient education is an essential compadhahinurse educators must design a strategy
and curricula to provide information inclusive tatients and caregivers. Educational services
are needed to be addressed through public sermimeuacements, on television and radio, as

well as literatures are required to distributeettral locations.

9.2 IMPLICATIONS FOR NURSING PRACTICE
Given the results of this study, together with oshfL, 2], demonstrating that active coping
strategies and the coping strategy, acceptanckingegocial support, positive reappraisal were

predictive for a better QOL and lower levels of aegsion and hopelessness in contrast to the
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coping strategy, venting of emotions, and escap@daat coping strategy and giving up.
Therefore, health care practitioners should treater patients in a manner consistent with this
evidence. Moreover, Evidence-based psychosociakasgent and intervention strategies need to
be developed and incorporated in clinical practo@elines. If possible the service agencies
(health care settings) establish breast cancegrgatassociation and arrange the forum to share

their experience about their problem and knowledge.

9.3 IMPLICATIONS FOR FUTURE RESEARCH
New knowledge arising out of scientific investigats often proves to be a stimulus for further
research. The implication is that more researdch field will help to solve the existing problem.

Thus, the result of this study can provide therimi@tion to develop new studies.

The following areas seem to be extremely relevaffture research:

1. Further research needs to be performed to showctwatitive-behavioral interventions
are efficacious for improvement of QOL and a deseeim depression and hopelessness
in cancer patients.

2. The researcher would like to suggest quantitatommarisons between patients and
caregivers regarding their feelings about copimgtsgies and their satisfaction level in
the coping process.

3. Implementation of a longitudinal study to examihe hature of social support and its
impact on coping.

4. Drawing on qualitative and quantitative methodsxtamine spirituality and its impact as

a coping strategy.
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Addis Ababa University, School of M edicine, College of heath Science,
Department of Nursing and Midwifery

ANNEX- |

PARTICIPATION INFORMATION SHEET

The objective of this study is to assess copinghaeisms used by breast cancer patients

in Tikur Anbassa Specialized Hospital. Thereforeu yare expected to know the

advantage of the study and the following informato@fore filling the questionnaire.

Purpose of the study: To assess coping mechaniset hy breast cancer patients in

Tikur Anbassa Specialized Hospital

A. Duration: 40 Minutes

B. Procedure to be carried out: We will only intervigau and there will not be any
invasive procedure.

C. Risks associated with the study: Apart from theetipou are going to spend filling
the questionnaire, there will not be any risk agepliby participating in the study.
However, if you experience minor emotional distretdle participating in this study
due to recall of past experiences, the researchgratop the survey and refer you for
appropriate treatment.

D. Benefits of the study: Taking part in the studypisel
- To improve coping with breast cancer by helpingrtheaintain some reasonable

emotional state and well-being.
- To provide basic information for health policy mekeadministrators, researchers
and for patients who are suffering from breast eanc

E. Compensation- There will not be compensation

F. Confidentiality of the information- Personal infoation you are going to give during
the data collection will be confidential. Your namell not be written in the
questionnaire and once the data is entered intonaputer, it will be coded and
becomes unidentifiable. Information in the computel be password protected.
Hard copy (paper) documents such as consent aoriafion forms will be kept in a

secured locked cabinet at the name of university.
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G. Termination of the study: You will be recruited bdson your willingness and
without obligation to participate in the study. Ybave the right to withdraw from
participating in the study whenever you want t@fobe completing the study)

| would like to inform you that this study is appsal by Institutional Review Board of

FOM, AAU with the following address:

Addis Ababa University

Faculty of Medicine

P.O.Box: 8096

Tel: 011-553-87-34

Email: aauMFIRB@yahoo.com

If you have any question about the study you cdnthe contact person by the following
address.
MeronAmare

Addis Ababa University

Tel: 0912493454

Email: meri2024@yhoo.com
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Addis Ababa University, School of M edicine, College of heath Science,
Department of Nursing and Midwifery
ANNEX 11
CONSENT FORM
Greeting! Good Morning / Good Afternoon?
My name is Sr/AtQo--------------------- | am workings a staff nurse in Tikur Anbassa Specialized
hospital.
The objective of this study is to assess copinghaeisms used by breast cancer patients in
Tikur Anbassa Specialized Hospital. The researdh v@ done by the staff of Addis Ababa
University, Faculty of medicine, School of Nursingherefore, you are kindly requested to
participate in this study and provide informati@quired from you. Then after, | am going to ask
you very personal questions and | will not ask yoame.
| assure you this information is confidential. | wld greatly appreciate your response to us and
like to thank you ahead for your time. The intewimay take 40 minutes to complete.
Are you willing to participate in the study?
1. Yes 2. No
If the answer is yes, Thank you! We will continhe interview.
If the answer is No, Thank you! Do not force thenparticipate in the study.

Name of interviewer -----------=----—--- T p—
Date of interview ---------------m-m-mem-

Time of interview, Started at------------———---- Finished At
Name of SUPervisor-------------=--z-nn-n---

Signature------------==--mm-mmuem--

Date of checking-----------------

RemarkCbmplete
2ctimplete
If you have any question, for verification you magk the contact person by the following
address.
MeronAmare

Addis Ababa University, Tel. 0912493454
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Addis Ababa University, School of M edicine, College of heath Science,
Department of Nursing and Midwifery
ANNEX 111
QUESTIONNAIRE
This questionnaire is prepared to assess copindnanexns used by breast cancer patients in
Tikur Anbassa Specialized Hospital.
Instruction: -
Dear clients,
First | would like to thank you for your voluntaparticipation in this study. | politely requested
that you respond to the interview accurately aaddure you that your response and identifying
data will be kept confidential. The result of tlsgrvey will be useful for future planning of
health service for breast cancer patients. Thezgfgou are politely requested to give accurate
information.
PART ONE-SOCIO DEMOGRAPHIC DATA
1. Age
2. Ethnicity
Amhara

Oromo
Tigrea

Gurage

moo

Others (Specify)-----------------
3. Religion

Orthodox

Muslim

Protestant

Catholic

Others (specify)-----------------

moow?»

4. Marital status
A. Never married
B. Married
C. Widowed
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D. Divorced

E. Others (specify)---------------------
5. Educational level

A. No formal education

B. 6" grade and below

O

7-9 grade
10-12 grade

12 grade and above

m o

6. Occupational status
A. House wife
B. Government Employee
C. Merchant
D. Student
E. Daily labor
F. Others (specify) ----------------
7. Average monthly income ( in Birr)
A. <320
B. 320-500
C. 501-700
D. >701
8. When did you receive your first diagnosis of cafdétlease specify years and months)
9. What type of treatment have you received?
A. Chemotherapy
B. Radiotherapy
C. Surgery
D. Others ( specify)----------------
10. Presence of any support group ( social support)
A. Yes
B. No
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PART TWO: WAYSOF COPING

Please read each item below and indicate, by ukaépllowing rating scale, to what extent you
used it in coping with breast cancer diagnosistegatment.

Not Used Used Used

Used Somewhat Quite A Bit A great deal

0 1 2 3

. Just concentrated on what | had to do-néx¢ next step.

. | tried to analyze the problem in ordemtiderstand it better.

. Turned to work or substitute activitydke¢ my mind off things.

. | felt that time would make a differencéne only thing to do was to wait.

. Bargained or compromised to get somethasgive from the situation.

© 00 N O O b~ W DN B

. I did something which | didn’t think woulrk, but at least | was doing something.

. Talked to someone to find out more abdmeisttuation.

. Criticized or lectured myself.

. Tried not to burn my bridges, but leavegs open somewhat.

10. Hoped a miracle would happen.

11. Went along with fate; sometimes | justehiad luck.

12. Went on as if nothing had happened.

13. I tried to keep my feelings to myself.

14. Looked for the silver lining, so to spdaled to look on the bright side of things.
15. Slept more than usual.

16. Accepted sympathy and understanding émmeone.

17. | told myself things that helped me &l feetter.

18. Tried to forget the whole thing.

19. | got professional help.

20. Changed or grew as a person in a good way

21. | let my feelings out somehow.

22. 1 came out of the experience better Wzen | went in.

23. Talked to someone who could do somettongrete about the problem.

24. Got away from it for a while; tried tetrer take a vacation.
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Not
Used

25.

26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
46.

47
48
49
50

Used Used Used
Somewhat Quite A Bit A great deal
1 2 3
Tried to make myself feel better by egtarinking, smoking, using drugs or
medication, etc.
| tried not to act too hastily or follomy first hunch.
Found new faith.
Maintained my pride and kept a stiff uggpe
Rediscovered what is important in life.
Changed something so things would tutraibught.
Avoided being with people in general.
Didn't let it get to me; refused to thiok much about it.
| asked a relative or friend | respebbecdvice.
Made light of the situation; refused ébtgo serious about it.
Talked to someone about how | was feeling
Stood my ground and fought for what | edn

Took it out on other people.

| knew what had to be done, so | doutslgefforts to make things work.
Refused to believe that it had happened.
| made a promise to myself that thingald/be different next time.
Came up with a couple of different sohsito the problem.
Accepted it, since nothing could be done.
| tried to keep my feelings from inteirigrwith other things too much.
Wished that | could change what had haaper how | felt.
| daydreamed or imagined a better timgame than the one | was in.
Wished that the situation would go awasomehow be over with.

. | prayed.

. | prepared myself for the worst.
. I went over in my mind what | would saydo.

. I jogged or exercised.
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