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Abstract

Background: Breast cancer is the most common cause of mortality and morbidity in Ethiopia.
So far, the focus has been on clinical management of cancer but nowadays, health-related quality
of life (HRQoL) is emerging as an important health outcome. Hence, evaluating the HRQoL and
utility is relevant to monitor patient treatment outcome and determine their quality adjusted life

year’s gains to be used for economic evaluations.

Objective: To assess HRQoL, influencing factors, and utility among patients with breast cancer
at Tikur Anbessa Specialized Hospital, Addis Ababa, Ethiopia.

Methods: Hospital-based cross-sectional study was conducted among 404 women with breast
cancer from December to February, 2018. The Amharic version of European Organization for
Research and Treatment of Cancer-Breast Module, European Organization for Research and
Treatment of Cancer, Euro Quality of Life Group’s 5-Domain Questionnaires 5 Levels and Euro
Quality of Life Group’s visual analog scale instruments were used to collect the data. The
HRQoL data was analyzed using SPSS version 23 while Microsoft Office Excel 2010 was used
to analyze the utility score. Mean difference among independent were analyzed using one way
ANOVA, Kruskal-wallis-test and Mann-whitney u test. Multivariable logistic regression was

employed to assess the possible predictors of HRQoL.

Results: The mean age of patients was 43.94 + 11.72 years with majority (35.1%) of them on
cancer stage 3. The mean score for global quality of life (GQoL) and visual scale analog was
59.32+22.94 and 69.94 + 20.36, respectively while their mean utility score was 0.8 £ 0.25.The
possible predictors of HRQoL were found to be stage of cancer (AOR= 7.94; 95%CI: 1.83-
34.54), cognitive functioning (AOR=2.38; 95%CI: 1.32-4.31), pain (AOR=7.99; 95%CI: 4.62-
13.83), financial difficulties (AOR=2.60; 95%CI. 1.56-4.35), and future perspective
(AOR=2.08;95%CI: 1.24-3.49).

Conclusions: The GQoL of patients from the present study was comparable to other studies and

the utility mean score was estimated to be above average.

Key words: Breast cancer, Health related quality of life, HRQoL, Utility, EQ5D-5L, EORTC-
QLQ-C30, EORTC-QLQ-BR23, Ethiopia.
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1. Introduction

1.1. Background

Breast cancer is the most frequently diagnosed and leading cause of cancer related deaths among
females worldwide. A study done on global burden of cancer showed 2.4 million women were
diagnosed With 523,000 related deaths due to breast cancer in 2015 (GLOBCAN, 2017).
Approximately 60% of deaths due to breast cancer occur in developing countries (da Costa
Vieira et al., 2017). In Africa, cancer is emerging as the critical public health problems where the
incidence is rising in Ethiopia, like other sub-Saharan countries (Tefera et al., 2016, Jemal et al.,
2011).

Despite advances in medicine, Breast cancer is diagnosed in the advanced stages in countries
with limited resources because early detection, diagnosis, and treatment cannot be efficiently
promoted(da Costa Vieira et al., 2017). It was reported that African patients present late with
aggressive tumors and face lack of therapeutic options, resulting in short survival
duration(Balekouzou et al., 2016). Similarly, Ethiopian women with breast cancer often ignore
lumps, and usually seek treatment only when symptoms like pain and itching
occur(Woldeamanuel et al., 2013). This, in sequence, can lead to worsening of the HRQoL of
breast cancer patients.

Health related quality of life is a wellbeing related to or affected by the presence of a disease or
treatments(Ebrahim, 1995).1t generally consists of a number of domains including physical
functioning, psychological well-being (such as levels of anxiety and depression), and social
support (Perry et al., 2007). A diagnosis of breast cancer is a distressing event that affects
physical and psychological functioning and impacts on lifestyle and social engagements (Bloom
et al., 2012). Patients with breast cancer experience physical symptoms and psychosocial distress
that adversely affect their HRQoL.

Patients receiving chemotherapy might experience several side-effects and symptoms that
negatively affect their HRQoL (Montazeri et al., 2008). In addition to the treatment and disease
burden, functioning scales and symptom scales have also an impact on HRQoL of patients
(Safaee et al., 2008).

1|Page



However, studies conducted on HRQoL in patients with breast cancer enormously contributed
towards improved breast cancer care (Montazeri et al., 2008). Measuring HRQoL improves
patient’s health outcome by incorporating better treatment options. Healthcare studies use many
different health outcome measures to demonstrate the effect of a treatment. Health state utility
values are essential for cost-utility analysis, which in turn contribute to health economic
evaluation(Whitehead and Ali, 2010). In Ethiopia, although there was studies conducted focusing
on HRQoL of patients (Bekele, 2016, Yilma, 2016), utility scores were not given enough
attention to assist health economic decisions. Therefore, this research endeavors to assess and
bring detailed analysis on HRQoL among patients with breast cancer and their utility at Tikur
Anbessa Specialized Hospital (TASH).

1.2. Statements of the problem

Breast cancer is a growing problem worldwide which has been the leading cause of death among
women of both developed and developing nations, and the most prevalent cancer among African
women (Obrist et al., 2014). According to 2012 GLOBOCAN statistics, nearly 1.7 million
women were diagnosed with breast cancer with 521,900 related deaths; an increase in breast
cancer incidence and related mortality by nearly 18% from 2008. It has been predicted that the
worldwide incidence of breast cancer will reach approximately 3.2 million new cases per year
by 2050 (Tao et al., 2015).

About two-thirds of the annual cancer mortality and more than 50% of all new cancers
worldwide happen in low income and middle-income countries (Knaul et al., 2011).It is
estimated that there are annual new cases of 882,900 and 324,300 death every year in developing
nations (Torre et al., 2015).These numbers reflect the magnitude of breast cancer incidence, its

effect on society world-wide and the need for urgency for preventive and treatment measures.

The impact of cancer is far greater than the number of cases would suggest. Regardless of
prognosis, the initial diagnosis of cancer is perceived as a life-threatening event, with over one-
third of patients experiencing clinical anxiety and depression. Cancer is also distressing for the
family, profoundly affecting both the family’s daily functioning and economic situation. The
economic shock includes both the loss of income and the expenses associated with health care

costs. Aside from the primary diagnosis with breast cancer, The incurable nature along with
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recurrence of the disease causes, psychological distress, deterioration of physical functioning,
and aggravation of symptom scales to patients which in turn affects the HRQoL of these
patients (Perry et al., 2007, Grabsch et al., 2006).

Measuring HRQoL helps towards better patient outcome in a way of making decisions towards
alternative treatments. Thus, utility measurements are particularly appropriate, given their
foundation in decision theory, to conduct economic evaluations and make decision to introduce

cost-effectiveness interventions (Whitehead and Ali, 2010, Torrance, 1987).

Even though breast cancer is the leading cause of morbidity and mortality among women with
cancer in Ethiopia, HRQoL among patients with breast cancer is given minimal emphasis. There
are a couple of studies conducted in TASH using European Organization for Research and
Treatment of Cancer (EORTC QLQ-C30), European Organization for Research and Treatment
of Cancer-Breast Module (EORTC QLQ-BR23) but did not measure utility (Bekele, 2016,
Yilma, 2016). Based on those studies, health economic evaluations for decision making cannot
be employed. Thus, assessing the HRQoL and the utility at the same time projected to same
population helps to provide information to decision makers for efficient use of available

resources for maximizing health benefits (Dang et al., 2016).

1.3. Significance of the study

Evaluating the HRQoL is used to identify cancer patients in need of clinical attention and to
evaluate interventions for cancer patients and lead to better outcome. Epidemiological studies
suggest that addressing socio-economic issues is utmost important, so that all patients have equal
access to medical care from screening to advanced treatment, and only such decisive action can
help reduce the worldwide burden of breast cancer (Tao et al., 2015).Therefore, the present study
will fill the knowledge gap about the impact of socio-demographic and clinical factors on
HRQoL among patients with breast cancer in the study setting. Furthermore, it will help
healthcare providers to recognize the causes that affect HRQoL and to identify the aspects of
patient treatment protocol that needs to be enhanced to improve their HRQoL since its
assessment is used to measure the outcome of medical intervention. It will mainly help for

economic evaluation of existing and new chemotherapy drugs for patients with breast cancer.
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2. Literature review

2.1. Burden of Breast Cancer

The leading cancer sites in 2030 are predicted to be prostate, lung, and melanoma for men and
breast, thyroid, and uterine for women. Combined sex analysis shows that breast, prostate, and
lung cancers will remain the highest in absolute number of cases until 2030. Projected incidence
of breast cancer based on changing demographics and average annual percentage change in
incidence rates in 2010, 2020, and 2030 estimated as 226,000, 262,000 and 294,000 respectively
(Rahib et al., 2014).

Breast cancer alone accounts for 25% of all cancer cases and 15% of all cancer deaths among
women worldwide. More developed countries account for about one-half of all breast cancer
cases and 38% of deaths (Torre et al., 2015). Even though the highest reported prevalence of
breast cancer is in developed nations, a significant body of research has found an increasing
incidence and poorer survival from breast cancer in developing countries (Bhikoo et al., 2011).
In Africa, cancer is emerging as the critical public health problems. In 2008, there was an
estimate of 715,000 new cancer cases and 542,000 cancer deaths occurred in Africa (Torre et al.,
2015). In sub-Saharan African countries, cancers of prostate (20.3%), liver (9.7%) and Kaposi —
sarcoma (9.2%) are the three commonest cancers in males, while cancers of the breast (25.2%),
cervix (25.2%) and colorectal (3.7%) are the top in women (Jemal et al., 2011).

Like other sub-Saharan countries, the incidence of cancer is rising in Ethiopia. Thus in Ethiopia,
cancer accounts for about 5.8% of total national mortality. Although population-based data does
not exist in the country except for Addis Ababa, it is estimated that the annual incidence of
cancer is around 60,960 cases and the annual mortality is over 44,000. The most prevalent
cancers in Ethiopia among the entire adult population are breast cancer (30.2%), cancer of the
cervix (13.4%) and colorectal cancer (5.7%). About two-thirds of annual cancer deaths occur
among women (FMOH, 2015).
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2.2. Treatment and prognosis of Breast cancer

Breast cancer is divided into operable (also known as early that describes which is confined to
the breast and/or the lymph glands in axilla (arm pit) on the same side of the body) and
advanced(where the cancer has spread beyond the breast and arm pit to other parts or organs of
the body) for the management purpose. Advanced is either locally advanced or metastatic disease
(Rustogi et al., 2005). There are different managements of breast cancer like Surgery, Radiation,
Target therapy (Hormone therapy, Human epidermal growth factor receptor 2 targeted therapy),
chemotherapy (Paik et al., 2004).

The Ethiopian standard treatment guideline also suggests a combination of pharmacological and
non-pharmacological treatment strategies for treatment of breast cancer. A non-pharmacologic
treatment in early stage breast cancer is Surgery. Modified Radical Mastectomy is the preferred
treatment in Ethiopia. Breast conservative Surgery is not recommended as it always needs
adjuvant Radiotherapy to reduce recurrence of cancer. The waiting time for Radiotherapy is
currently very long. Radiotherapy is indicated to reduce loco regional (chest wall and axillary
lymphnode). Chemotherapy/Hormonal therapy is used to eradicate microscopic residual tumor.
Indications for adjuvant Chemotherapy: Tumor > 1cm in Diameter and Positive lymph node.
Patient with good response to chemotherapy should be assessed by surgeon for modified: radical
mastectomy or Radiotherapy-refer. Patients with limited bone and skin metastasis have good
prognosis and long survivals as compared to patients with visceral metastasis involving lung,
liver, and brain etc. and can be tried on hormonal treatment ( FMHACA, 2014).

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

The World Health Organization defined HRQoL as involving a person’s physical health,
psychological state, degree of independence, social relationships, personal beliefs and
environment (Harrington et al., 2014). Breast cancer patients faced physical, psychological and
social distress in addition to fatigue, irritability, memory loss, decreased energy level, and
recurring pain and decreased HRQoL. The symptom distress experienced by those patients is a
critical factor influencing their HRQoL (Huang et al., 2017).
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The influence of a disease and its treatments on various spheres of life of affected individuals
can be investigated by HRQoL scores (Kulesza-Bronczyk et al., 2014). The EORTC QLQ-C30
is a tool that is currently being used to assess the HRQoL of patients with cancer. This tool has a
possible mean range between 0-100 with the scores for GQoL which with high score represents
better HRQoL (Aaronson et al., 1993). This tool incorporates different items which investigate
the different dimensions of HRQoL in cancer patients such as functional, symptom, a GQoL
scale, and different symptoms commonly reported by cancer patients. Moreover, breast cancer
related symptoms are being investigated using the EORTC QLQ-BR23 questionnaire in addition

to the core questionnaire to assess the HRQoL for breast cancer patients.

HRQoL is an important issue in the treatment of breast cancer and health state utility values are
essential for cost-utility analysis (Peasgood et al., 2010). The ultimate goal of HRQoL research
must be to improve medical care and inform medical decision making. Individual patients who
incorporate HRQoL considerations into their decisions generally feel better about their treatment

choices and are more satisfied with their overall care (Litwin, 2006).

The impact upon HRQoL and length of life are both important to the assessment of treatments
for breast cancer. These outcomes are increasingly being combined using values for HRQoL to
derive Quality Adjusted Life Year (QALY). QALYSs are calculated by multiplying the time spent
in a health state by the health-state utility values assigned to this health state. Within economic
model pathways, the total costs, and QALYs gained from alternative treatments can be
compared. The cost per QALY of competing treatments can be a useful input into medical

decision making and priority setting (Peasgood et al., 2010).

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

Using the EORTC QLQ-C30 in developing countries, patients with breast cancer have
an average to intense functioning experience. Within the functional scales, the worst scores
were for emotional functioning and the most intense symptom were fatigue, hair loss, pain
and insomnia. The best domains of GQoL were cognitive, social and sexual functioning.
Studies Brazil women with breast cancer patients tended to have poor emotional well-being as
measured by EORTC-QLQ (Lébo et al., 2014). Among Bahraini patients, social functioning
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scored the highest, whereas emotional functioning and sexual functioning scored the lowest, in
addition the most distressing symptom was fatigue, followed by hair loss as the most intense
symptom (Jassim and Whitford, 2013).

Studies conducted among women with breast cancer have identified socio-demographic and
clinical factors associated with HRQoL. Results of studies conducted in United Arab Emirates
(Awad et al., 2008), Lebanon (Huijer and Abboud, 2012) and Bahrain (Jassim and Whitford,
2013) have shown strong relationship between medical characteristics and GQoL. As a result,
family history of cancer, menopausal status, presence of metastasis, time since diagnosis,
symptoms, disease stage, presence of side effects and type of treatment received were

significantly associated with GQoL.

Similarly, in Jordan the social functioning scored the highest while emotional functioning, body
image, and future perspective scored the lowest (Abu-Helalah et al., 2014). Study conducted in
Singapore showed that younger women had experienced more physical and psychosocial

concerns than older women who had good symptom experience (Tan et al., 2014).

A study conducted in Malaysia showed that physical and social functioning improved over time
and there were no significant changes in other two functioning scales, namely, role and
cognitive. And, depression is relatively low and does not change significantly at both 6months
and 12 months’ time point, but anxiety changed overtime (Ng et al., 2015). Another study
conducted in India showed that all functioning and symptoms significant improvement over
time. Related to the symptom depression were reported in all variables which has a statistically
significant impact from a study conducted in India where participants with depression were more
likely to have poorer overall GQoL (Bouzari et al., 2011).Similarly, a study conducted in Brazil
regarding the symptom scale; the highest scores were insomnia, fatigue and loss of appetite.
Regarding the subscales of the QLQ-BR23 instrument, the most affected scores were hair loss,

arm symptoms, and breast symptoms (Soares et al., 2013).
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3. Research Questions

This study tried to explore and answer the following questions:

1. What is the HRQoL of patients with breast cancer in TASH?

2. What are the predictive factors associated with the HRQOL of patients with breast cancer in
TASH?

3. What is the utility value of patients with breast cancer in TASH?
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4. Objectives
4.1. General objective

» Toassess HRQoL, influencing factors, and utility among patients with breast cancer at
TASH, Addis Ababa, Ethiopia.

4.2. Specific objectives

» To assess the HRQoL among patients with breast cancer at TASH, Addis Ababa,
Ethiopia.

» To estimate the utility mean score of patients with breast cancer at TASH, Addis
Ababa, Ethiopia.

» To identify factors associated with HRQoL among patients with breast cancer at
TASH, Addis Ababa, Ethiopia.

9|Page



5. Methods
5.1. Study setting

The study was conducted at the oncology unit of TASH, the largest teaching hospital under the
administration of Addis Ababa University, College of Health Sciences. The hospital started
providing services starting from 1972. The hospital has 700 beds giving diagnostic and treatment

service for about 370,000 to 400,000 patients per year.

The oncology unit at TASH is the largest referral site for the country, giving service for over
60,000 patients annually and has an out-patient, in-patient (21beds), radiotherapy and palliative
care services. There were 6 senior oncologists, 25 residents and 36 oncology nurses and 8
pharmacists working in the unit (TASH, 2018).

5.2. Study design and period

A hospital based cross-sectional study design was employed to assess the HRQoL, associated
factors, and utility among patients with breast cancer at the oncology unit of TASH. Data
collection was conducted from December to February 2018.

5.3.  Source and study population

All patients with breast cancer who were being treated at the oncology unit of TASH were the
source population. The study population included all breast cancer patients who visited the

oncology unit at the time of data collection period and fulfilling the eligibility criteria.

5.4. Eligibility criteria

All female patients diagnosed with breast cancer; both new and follow up were included in the
study. Those patients who were pregnant, critically ill (too weak to communicate, according to
the oncology physician) or have a psychiatric disorder, participants who can’t speak and/or read

Amharic language and unwilling to participate in the study were excluded.
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5.5. Sampling and sample size

The sample size was calculated by using single population proportion formula (Fisher et al.,
1983). Due to absence of studies done using Euro Quality of Life Group’s 5-Domain
Questionnaires 5 Levels (EQ-5D-5L) and with the intention of obtaining maximum sample size,
an estimate proportion of patients that have utility values above the average was considered to be

50%, was used to calculate the sample size.

o

(Z;)Z p(1—p)

n= dz
_ (1.96)2(0.5)(0.5)
- (.05)2 = 384

Where: - n=required sample size
Zq »=1.96 (Z=score corresponds to 95% confidence level)

P= proportion of patients with utility above the average
d®= margin of error (0.05)

Considering a 5% of contingency for inappropriate and nonresponses, a total of 404 patients
were approached. Due to few number of breast cancer patients, participants were recruited

consecutively until the required sample size was reached.

5.6. Study variables

5.6.1. Dependent variable

e GQoL
e Functional scales

e Symptom scales
5.6.2. Independent variable

e Socio-demographic characteristics such as age, marital status, level of education, and

average monthly household income (AMHI).
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e Clinical characteristics such as patient status, time since diagnosis, stage of cancer,
current type of anticancer treatment and comorbid conditions.
e Functional scales

e Symptom scales

5.7. Data collection instruments

Patients were interviewed for socio-demographic (age, marital status, level of education) and
AMHI information. Besides data on clinical characteristics (patient status, time since diagnosis,
stage of cancer, current type of anticancer treatment and comorbid conditions) were filled
through chart review by data collectors. The total time for completion of the questionnaires was

approximately 15-20 minutes.

A general questionnaire (EORTC QLQ-C30, EQ-5D-5L and Euro Quality of Life Group’s visual
scale analog (EQ-VAS)) and a patient disease specific questionnaire (EORTC QLQ-BR23) were
used. EQ-5D-5L was used to estimate the utility of patients while EORTCQLQ-C30 and EORTC
QLQ-BR23 were used to assess the HRQoL.

i. EORTC QLQ-C30

The EORTC QLQ-C30 consists of five functional scales (physical, emotional, role, cognitive,
and social functioning), nine symptom scales (fatigue, nausea/vomiting, pain, dyspnea, insomnia,
appetite loss, constipation, diarrhea and financial difficulties) and GQoL scale, which aims to
provide a multidimensional assessment of the HRQoL of patients based on 28 questions using a
four-point scale. Two additional questions were used to determine the state of health on a seven-
point Likert scale. Each of the multi-item scales includes a different set of items, no item occurs

in more than one scale (Fayers et al., 2001).

EORTC QLQ-BR23

The side-effects of therapy and tumour-related symptoms in patients with breast cancer was
determined and recorded using the additional EORTC QLQ-BR23 module, which consists of 23

questions distributed across eight (sexual functioning, future perspective, body image, sexual
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enjoyment, systemic therapy, breast symptoms, arm symptoms, and upset by hair loss) with a

four-point scales; from 1= not at all to 4 = very much. (Fayers et al., 2001).
lii.  EQ-5D-5L, and EQ VAS

The generic EQ-5D-5L questionnaire investigated the HRQoL across five dimensions (mobility,
self-care, usual activities, pain/discomfort, and anxiety/depression), with a 5-level response
(from 1= no problem to 5= extreme problem) and the EQ-VAS scale on which the overall state
of health is marked by the patient in the form of a number (0 = worst imaginable state of health,
100 = best imaginable state of health).And the utility value between the worst and best on to 0-1,
0 is for death and 1 is for perfect health. EQ-5D-5L is highly discriminatory, easy to use and can
generate a single total score based on socially relevant measures of HRQoL(Gusi et al., 2010).
EQ-5D5L defines a total of 3125 health states (i.e., 5°).

5.8. Scoring of results

The collected responses were coded, entered and cleaned. Both EORTC QLQ-C30 and EORTC
QLQ-BR23 are composed of both multi-item scales and single-item measures. Each of the multi-
item scales includes a different set of items no item occurs in more than one scale. The principle
for scoring the EORTC QLQ-C30 and EORTC QLQ-BR23 scales is the same in all cases which
starts with estimating the average of the items that contribute to the scale (raw score) and using a
linear transformation to standardize the raw score. Scores range from 0 to 100; a higher score
represents a higher (“better”) level of functioning, or a higher ("worse") level of symptoms

(Fayers et al., 2001). The raw score was calculated as follows:

Raw score

Calculate the raw score

Raw Score=RS=(I1 + 12 +...+ In)/ n

Linear transformation

Apply the linear transformation to 0-100 to obtain the score S,
Functional scales: S = {1- (RS -1) }*100

Range

Symptom scales / items: S = {(RS -1)/range}*100
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Global health status / QoL: S = {(RS - 1)/range}*100

RS= Raw Score, I= Item

Remarks

1. Sexual enjoyment is not applicable if item 15 is scored “not at all.”

2. Upset by hair loss is not applicable if item 4 is “not at all.”
The above two items for the scales are scored positively (i.e. “very much” is best) and therefore
use the same algebraic equation as for symptom scales which is reversely coded; however, the

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

5.9. Data quality assurance

To maintain the quality of the data, validate structured questionnaires were utilized.
Pretest of the questionnaires was carried out in 5% of the participants to assure the quality
of the questionnaires. Data were collected by two trained oncology nurses working within the
oncology clinic. Two days training was given for the oncology nurses focusing on; the contents
of the questionnaire, the identification of patients based on the inclusion/exclusion criteria, and
how to get consent. All the collected data were checked for completeness by the principal

investigator on a daily basis.

5.10. Data Analysis and Interpretation

Data was entered to Epi-info version 7.2., then exported and analyzed using Statistical Package
for Social Sciences (SPSS) version 23.0, while Microsoft Office Excel 2010 was used to analyze
the EQ-5D-5L utility mean score. Analyzing the data, responses were reverse coded as
appropriate. Simple descriptive statistics such as frequencies, means, and standard deviations
(SD) were employed to report the socio-demographic characteristics, clinical characteristics,
EORTC QLQ-C30, EORTC QLQ-BR23, EQ-5D-5L, and EQ VAS scores.

Multivariable logistic regression was carried out to identify possible predicting factors for
GQoL. GQoL, symptom and functional scales have been dichotomized and binary logistic
regression was conducted between the GQoL and independent variables to obtain candidate

variables for multi-variable logistic regression analysis. Variables with p-value <0.25 were
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candidate for multiple regression analysis. Due to many independent variables, forward stepwise
method was used for the multivariable analysis and significance of association was determined at

p-value <0.05.

The mean difference among independent variables (socio-demographic and clinical
characteristics) was done by analysis of variance (ANOVA) and for those which are not
distributed normally a non-parametric analysis (Kruskal-wallis-test and Mann-whitney u test). p-

values with <0.05 were considered statistically significant.

Patient’s utility score is obtained using possible (3125) health states of patients with breast
cancer defined by the 5 dimensions and disutility coefficient of general population. Final utility
score was estimated using Ethiopian general population disutility coefficient obtained from a
censored heteroscedasticity a hybrid modeling (Welie et al., 2018). The formula below was used

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

Utility value = mo2 * coefl+ mo3 * coef2+ mo4 * coef3+ mo5 * coef4d+ sc2 * coef5+ sc3 *
coef6+ sc4 * coef7+ sc5 * coef8+ ua2 * coef9+ ua3 * coefl0+ uad * coefll+ uab * coefl2+ pd2
* coefl3+ pd3 * coefld+ pd4 * coefl5+ pd5 * coefl6+ ad2 * coefl7+ ad3 * coefl8+ ad4 *
coefl9+ ad5 * coef20

coef= coefficient, mo=mobility, sc=self-care, ua=usual activity, pd=pain and discomfort, ad=Anxiety and depression

5.11. Ethical considerations

Ethical approval was obtained from the Ethics Review Committee of School of Pharmacy, Addis
Ababa University (ERB/SOP/40/10/2017) and an official letter of support was provided to
TASH to get approval in data collection. Verbal informed consent was obtained from the study
participants after explaining the purpose of study. Participants were assured of anonymity and
about the confidentiality of their information obtained in the study by excluding any personal
identifier in the data collection form and that their answers would remain confidential. They
were also reassured that the report of the findings would not identify them and only the aggregate
data would be reported. Participant were informed the right to refuse or terminate at any point of

the interview.
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5.12. Operational Definitions

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

perspective, body image, and sexual enjoyment.

Symptom scales: systemic therapy, breast symptoms, arm symptoms, upset by hair loss, fatigue,
nausea/vomiting, pain, dyspnea, insomnia, appetite loss, constipation, diarrhea and financial

difficulties

Affected functional and symptom scales: There are no clear threshold levels stated in the
search of literatures and in the scoring manuals for the EORTC QLQ-C30 and EORTC
QLQBR23 scales to indicate the threshold scores that are likely to mean significant impairment.
Therefore, in this study, after transformation of each domain, it was dichotomized into “Affected
at any degree” and “Not affected at all”. In which a score below 75 (above 75 mean no problem
at all) for functional and QoL scales which indicate affected domain at any degree are used as
affected. Scores above 25 mean (below 25 indicates no symptom at all) which indicate there was

a problem at any degrees have been used as affected for symptom scales

Affected Global health status/QoL.: Scoring below 75 or below the cut of point of 75.
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6. Results

6.1. Socio-demographic characteristics/socio-economic characteristics of
patients

The results of the study are based on 404 patients. The questionnaires were filled with no
missing responses. Patients’ mean age was 43.94+11.72 years and ranged from 24 — 98 years.
More than half (79.2%) of the patients were in the age range of 25-54 years and most (51.7%) of
them were living in Addis Ababa. Among the patients, Orthodox Christians and Muslim
accounted for 283(70.0%) and 71(17.6%), respectively. The study showed that most (57.4%) of
the patients were married and 284(70.2 %) of the patients attended formal education. However,
92 (22.8%) of the patients were illiterates. The majority (40%) of patients were housewives. The
mean average family monthly income was 2634 £3373 Ethiopian Birr (ETB). One-third (31.9%)
of the patient’s household income was <600 ETB, which was below the poverty line (FDRE,
2017) (Table 1).

Table 1: Socio-demographic/Socio-economic characteristics of patients with Breast cancer
at TASH, Addis Ababa, Ethiopia, 2018.

Study Variables n (%)
1.1 Age (years)
15-24 3(0.7)
25-54 320 (79.2)
55-64 57 (14.1)
>65 24 (5.9)
1.2 Region
Addis Ababa 209 (51.7)
Oromiya 90 (22.3)
SNNPR 48 (11.9)
Ambhara 42 (10.4)
Others ™ 15 (3.7)
1.3 Religion
Orthodox 283 (70.0)
Muslim 71 (17.6)
Protestant 49 (12.1)
Catholic 1(0.2)
1.4 Marital status
Single 56 (13.9)
Married 232 (57.4)
Divorced 56 (13.9)
Widowed 60 (14.9)
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1.5 Level of Education

Illiterate ( neither read nor write) 92 (22.8)
Informal Education 28 (6.9)
Primary Education 76 (18.8)
Secondary Education 123 (30.4)
Higher Education (Certificate, Diploma, and above) 85 (21.0)
1.6 Occupational status
Government employee 79 (19.6)
Private employee 47 (11.6)
House wife 165 (40.8)
Others™ 113 (28.0)
1.7 AMHI, in ETB
<600 129 (31.9)
>600 275 (68.1)

" Tigray, Dire Dawa, Somalia, Afar, Harar
“®Merchant, Retired, Farmer, Unemployed

6.2. Clinical characteristics of patients

Majority (89.4%) of the patients was on follow up and more than half (52.7%) patients with
breast cancer were one year and less time since diagnosis. Regarding the severity, 142 (35.1%)
and 134 (33.2%) of patients with breast cancer were in cancer stage of 3 and 2, respectively.
Most 156 (38.6%) of the patients received a combination of surgical treatment and chemotherapy
followed by a combination of surgery, chemotherapy and hormonal therapy 87 (21.5%).
Considering their health status, 318 (78.7%) of patients with breast cancer had no comorbid
conditions (Table 2).

Table 2: Clinical characteristics of patients with Breast cancer at TASH, Addis Ababa,
Ethiopia, 2018.

Study Variables n (%)
2.1 Patient status
New patient 43 (10.6)
Follow up 361 (89.4)
2.2 Time since diagnosis (months)
<12 months 213 (52.7)
13-60 months 154 (38.1)
>61months 37(9.2)
2.3 Stage of cancer
Stage 1 13 (3.2)
Stage 2 134 (33.2)
Stage 3 142 (35.1)
Stage 4 84 (20.8)
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Unknown 31(7.7)
2.4 Treatment history
Surgery 22 (5.4)
Chemotherapy 26 (6.4)
Hormonal therapy 1(0.2)
Surgery and chemotherapy 156 (38.6)
Surgery and radiotherapy 3(0.7)
Surgery and hormonal therapy 7(1.7)
Chemotherapy and radiotherapy 3(0.7)
Chemotherapy and hormonal therapy 6 (1.5)
Surgery, chemotherapy and radiotherapy 43 (10.6)
Surgery, chemotherapy and hormonal therapy 87 (21.5)
Chemotherapy, radiotherapy and hormonal therapy 3(0.7)
Surgery, chemotherapy, radiotherapy and hormonal therapy 47 (11.6)
2.5 Current treatment
Surgery 212 (52.5)
Chemotherapy 24 (5.9)
Hormonal therapy 139 (34.4)
Radiotherapy 29 (7.2)
2.6 Comorbid conditions
None 318 (78.7)
RVI 14 (3.5)
Hypertension 29 (7.2)
Diabetic mellitus 10 (2.5)
Asthma 8 (2.0)
Hypertension and Diabetic mellitus 9(2.2)
Hypertension and RVI 3(0.7)
Others* 13 (3.2)

*heart failure, ischemic heart disease, peripheral neuropathy, Disc dislocation, cholesterol

6.3. Global quality of life and utility among Breast cancer patients

All of the items had Cronbach’s alpha of o > 0.70 except Cognitive functioning (0.46). The
GQoL mean score was found to be 59.32 + 22.94. The functional scale scores ranged from mean
67.97 + 25.15 for physical functioning to a mean of 80.07 + 30.08 for social functioning. All the
symptom scales and items except for nausea/vomiting, dyspnea, constipation, and diarrhea
scored above 25. With regarding to EORTC QLQ-BR23 functioning scales/items, body image
was the highest score (77.21+32.09), while sexual functioning recorded the lowest score
(17.78+28.09). Except for breast symptoms and arm symptoms, the others scored above 25 for

the symptom scales and items (Table 3).
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Table 3: Means, SD values and Cronbach’s alpha of the EORTC QLQ-C30 and EORTC
QLQ-BR23 Scales Variables of patients with Breast cancer at TASH, Addis Ababa,
Ethiopia, 2018.

EORTC QLQ-C30 and Item numbers  Mean = SD Cronbach’s
EORTC QLQ-BR23 Scales alpha
GQoL 29,30 59.32 £ 22.94 0.74
Functional scales
Physical functioning 1to5 67.97 £ 25.15 0.78
Role functioning 6,7 73.18 £ 36.19 0.96
s Emotional functioning 21to 24 71.51 £29.74 0.87
o Cognitive functioning 20,25 78.55 + 26.23 0.46
. Social functioning 26,27 80.07 + 30.08 0.79
3’ Symptom scales and Items
o4 Fatigue 10,12,18 42.38 £33.35 0.87
|L_> Nausea and Vomiting 14,15 14.48 + 24.96 0.73
nd Pain 9,19 36.46 + 32.91 0.79
o Dyspnoea 8 18.65+30.69  NA
Insomnia 11 33.16 + 39.85 NA
Appetite loss 13 36.47 + 40.69 NA
Constipation 16 24.83 £ 35.72 NA
Diarrhea 17 4.04 +14.76 NA
Financial Difficulties 28 48.59 + 44.56 NA
Functional scales
. Body image 39-42 77.21 +32.09 0.94
& Sexual functioning 44,45 17.78 + 28.09 0.88
o0 Sexual enjoyment 46 63.51 + 30.98 NA
3’ Future perspective 43 52.47 £ 43.13 NA
O Symptom scales/ items
O Systemic therapy side 31-34,36,37,38  34.11 +£22.59 0.70
E effects
8 Breast symptoms 50-53 18.39 +22.71 0.76
Arm symptoms 47,48,49 24.92 + 25.06 0.69
Upset by hair loss 35 26.92 + 40.24 NA

For the EQ-5D-5L, except for pain variable, more than half of the patients had no problem in any
of the five dimensions. The study showed that 23.8%, 4.2%, and 1% of the patients reported
slight to moderate, severe mobility problem, and unable to walk, respectively. According to the
study, 9.9% of them reported a slight to moderate self-care problem while 1.7% of them were
unable to wash or dress themselves. Regarding daily activities, 27.4% of the patients reported

that they experienced slight to moderate problems in their daily activity with 3.5% were unable
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to do their usual activities. 43.3% of the patients reported that they suffered slight to moderate
pain, 6.9% suffered a severe pain and 4.5% suffered an extreme pain. Considering
depression/anxiety, 30.2%, 7.4%, and 2.7% of the patients suffered a slight to moderate, severe,
and an extreme anxiety/depression, respectively (Figure 1).The mean score for the EQ-VAS was
69.94+20.36, while the mean utility score was found to be 0.8+£0.25. Thus, the utility of the
patients with breast cancer implies that they prefer to live with full health of 8 years than living

10 years with their current health status.

90
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H Severe
70 = Extreme
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Mobility Self-Care Usual-Activities Pain/Discomfort Anxiety/ Depression
Dimensions of patients health

Figure 1: Frequency distribution of the five dimensional EQ-5D-5L questionnaire of patients
with Breast cancer at TASH, Addis Ababa, Ethiopia, 2018.

6.4. Mean differences of EORTC QLQ-C30 functional scale with Socio-
demographic/socio-economic and clinical characteristics

According to the present study, there was no significant mean difference across age groups with
GQoL score, except for physical functioning from the functional scales of the EORTC QLQ-
C30. Educational status showed significant mean difference with the GQoL, physical functioning
and social functioning. AMHI showed significant mean difference with GQoL, physical
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functioning and role functioning. The other socio demographic characteristics showed no
significant mean difference with EORTC QLQ-C30 (Table 4).

Table 4: Mean differences of EORTC QLQ-C30 functional

scale with Socio-
demographic/socio-economic characteristics of patients with Breast cancer at TASH, Addis
Ababa, Ethiopia, 2018.

GQoL PF RF EF CF SF
Age(years)
15-24 52.8+4.8 88.9 £10.2 944+96 52.8+19.3 88.9+9.56 61.1+34.7
25-54 59.5+23.6 69.7 £24.4 732+358 719+29.2 79.2+26.1 805+30.3
55-64 59.3+21.0 64.6 +257 748+36.6 71.2+323 T743+276 79.2+28.7
>65 57.3+195 50.5 +27.8 65.9+415 69.8+324 79.2+261 79.1+304
p-value 0.928 0.001* 0.551 0.725 0.539 0.728
Marital status
Single 58.5+24.6 69.3 £23.7 75.3+36.1 757+276 86.0+195 72.6+36.6
Married 60.2 £ 22.6 68.6 £ 24.7 726+356 704+306 76.7+27.9 80.8+28.4
Divorced 60.6 +24.2 72.1+23.2 753+348 735+264 80.3+223 81.8+30.2
Widowed 55.7+21.8 60.2 + 28.6 714+40.1 701+315 76.9+273 825+295
p-value 0.563 0.055 0.901 0.604 0.104 0.245
Level of education
Illiterate 53.3+23.5 62.0 £ 26.2 645+36.4 66.2+33.1 732+293 719+322
Informal 53.9+194 65.7 £ 23.7 779+314 768+269 839+20.0 89.9+214
Education
Primary 58.0+21.6 64.6 +27.9 735+376 70.7+274 781+246 76.3+33.9
education
Secondary 59.5+23.5 69.6 + 26.4 73.6+375 727 +28.7 81.0+248 839+275
Education
Higher 68.5+21.3 75.8 +16.8 80.2+329 745+30.1 794+274 835+28.2
education
p-value 0.000* 0.004* 0.060 0.297 0.182 0.007*
AMHI, in ETB
<600 50.6 +28.4 63.9 +265 66.7+385 69.9+294 77.8%24.0 76.9 £31.5
>600 63.4 +£21.4 69.9 £243 76.2+347 722+299 78.9+27.2 81.6 +29.3
p-value 0.000* 0.027* 0.013* 0.473 0.687 0.143

PF=Physical Functioning, RF=Role functioning, EF=Emotional functioning, CF =Cognitive functioning, SF=Social functioning
*The mean difference is significant< 0.05

As shown in Table 5, there was a significant mean difference of EORTC QLQ-C30 functional
scale with patient clinical characteristics. In this regard, new patients scored the lowest mean on
emotional functioning. Similarly, patients who were on stage 4 cancer scored the lowest mean in
GQoL, physical function and role functioning. The type of treatment showed a significant mean
difference and those who were treated with radiotherapy scored lowest mean in their GQoL, role

functioning, emotional functioning and cognitive functioning.
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Table 5: Mean differences of EORTC QLQ-C30 functional scale with clinical
characteristics of patients with Breast cancer at TASH, Addis Ababa, Ethiopia, 2018.

GQoL PH RF EF CF SF
Patient status
New 59.1+22.7 69.4 £29.4 65.9+403 59.7+325 806+241 84.1+26.5
patient
Followup  59.3+23.0 67.8+£24.6 740+£356 729+£29.1 783%£265 79.6+305
p-value 0.948 0.682 0.162 0.006* 0.584 0.353
Time since diagnosis (months)
<12 58.8 £22.9 67.9+24.7 69.1+£375 69.1+£299 781+247 79.9+30.3
13-60 59.6 + 23.3 68.1 £ 26.5 779+341 740+£30.1 782+288 8111288
>61 61.0+21.9 67.2+£22.2 770+£349 752+269 819+£233 77.0x348
p-value  0.843 0.980 0.055 0.209 0.706 0.759
Stage of cancer
Stage 1 62.2+ 25.6 68.7+£228 820+£249 622+31.8 859+224 76.9+259
Stage 2 64.4 £19.1 734+208 811+311 743+288 779+26.4 84.2+26.2
Stage 3 61.5+ 225 69.5+239 736+352 729+284 786+26.9 79.8+30.9
Stage 4 46.0 £ 23.9 549+313 548+428 649+324 76.2+27.2 73.8+335
Unknown  62.1+24.1 725+176 833+£279 745+30.0 839+20.8 81.7+323
p-value  0.000* 0.000* 0.000* 0.127 0.553 0.170
Current treatment
CT 58.2+22.1 66.3 £ 25.0 700+£38.0 705+30.1 7541272 80.0 £30.2
S 62.8 £23.8 714 +£23.1 708+36.2 66.3+352 86.1+16.8 826+29.7
HT 62.5+23.3 706 £24.1 81.5+306 764+266 828+251 825%275
RT 49.1 +23.7 64.4 £ 31.6 58.0+399 598+33.1 747+273 66.7+38.6
p-value  0.023* 0.330 0.002* 0.026* 0.024* 0.077
Comorbid conditions
Yes 61.8+21.7 65.3+£24.8 783+340 738%£295 754+269 819+30.7
No 58.6 £23.2 68.7 £25.2 718+36.7 709+£298 794+26.0 79.6+29.9
p-value 0.256 0.276 0.140 0.415 0.208 0.509

PF=Physical Functioning, RF=Role functioning, EF=Emotional functioning, CF =Cognitive functioning, SF=Social functioning,

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

*The mean difference is significant at < 0.05 (ANOVA)
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6.5. Mean differences of EORTC QLQ-C30 symptom scale with socio-
demographic and clinical characteristics

The study showed that older patients (>65) scored a higher mean on dyspnea and appetite loss
but the mean difference on the rest of symptom scales were not significant. Patients who were
illiterates were significantly higher mean on appetite loss and financial difficulties but there was
no significant mean difference on the other symptom scales. There was a significant mean
difference in AMHI with constipation and financial difficulties but no mean difference on the
other symptom scales (Table 6).
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Table 6: Mean differences of EORTC QLQ-C30 symptom scale with socio-demographic/socio-economic characteristics of
patients with breast cancer at TASH, Addis Ababa, Ethiopia, 2018.

Fatigue Nausea/Vomit  Pain Dyspnea Insomnia Appetite Constipation Diarrhea Financial
ing loss Difficulties
Age(years)
15-24 22.2+22.2 5.6%9.6 27.8+254  22.2419.2 44.4+50.9 22.2+38.5 22.2+38.5 0.00+0.00 66.7+33.3
25-54 41.3+33.3 14.5+25.3 36.4+32.9  17.24294 31.9+39.8 35.8+40.1 24.9+35.9 4.3+15.4 48.5+44.8
55-64 43.1+£32.9  12.6+20.7 33.0+33.2  15.8426.0 33.9+36.4 30.9+40.3 22.8+35.2 2.3+10.6 48.5+43.6
>65 57.4+32.7 20.1+29.9 45.8+33.4  44.4+457 47.2+46.0 59.7+43.9 29.2+35.9 5.5+ 16.0 47.2+46.0
p-value  0.097 0.863 0.430 0.012* 0.324 0.031* 0.815 0.666 0.916
Marital status
Single 40.9+431.6 11.0+23.8 36.6433.1  15.5+254 33.9+40.9 27.4438.2 29.84415 294115 4524473
Married 43.0+33.8  15.2+25.7 36.6+32.9  18.4+314 34.0+40.4 38.4+40.3 26.1+35.9 4.6116.9 46.8+43.3
Divorced 36.9+4319 13.9+21.9 32.1431.7  15.5+23.7 23.2432.4 34.5+41.7 20.2430.9 2.919.6 52.9+45.3
Widowed 46.5+345 15.2+26.0 39.74342  25.5+37.0 38.3+42.4 39.4443.2 19.4+32.6 3.9+12.4 54.4+46.3
p-value  0.456 0.581 0.670 0.544 0.334 0.268 0.477 0.961 0.523
Level of education
Illiterate 49.6£32.8 17.94259 40.6£32.3  25.7+36.3 39.5+41.0 48.9+40.3 32.9+40.6 3.3+11.1 58.3+44.4
Informal 38.5+32.0 14.94+219 33.9+30.2  16.7+30.8 26.2+37.8 38.1+41.3 27.4+32.8 2.4+8.7 42.8+43.4
education
Primary 43.1+£32.6  13.4424.5 37.3+32.9  15.8424.0 33.3+39.2 32.0+39.8 25.9+35.9 3.5+15.9 51.3+43.7
education
Secondary  41.4+34.1 12.9+23.9 36.8434.2  18.1+30.8 33.3+41.1 37.1441.2 18.7+31.7 2.9+12.1 50.7+45.2
education
Higher 36.6+33.2  13.9+26.8 31.6+325  14.9+284 28.2+37.6 25.5+38.0 23.1+35.3 7.4+20.8 34.5+42.2
education
p-value  0.114 0.419 0.472 0.267 0.316 0.002* 0.099 0.445 0.007*
AMHI, in ETB
<600 46.1+34.3  17.8425.3 40.3£34.8  20.7+31.5 32.8+38.6 40.6+41.0 31.5+39.1 2.8+11.0 60.7+43.8
>600 40.6£32.8 12.9+24.7 34.7£31.9  17.7£30.3 33.3+40.5 34.5+40.5 21.7+33.6 4.6+16.2 42.9+43.8
p-value  0.127 0.012* 0.108 0.323 0.929 0.156 0.019* 0.450 0.000*

*The mean difference is significant at<0.05 (ANOVA)
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Patients who were diagnosed within the period of less than 12 months at the time of data
collection scored significantly higher mean on nausea and vomiting, appetite loss, and diarrhea.
Stage 4 cancer patients had higher mean score on fatigue, nausea and vomiting, pain, dyspnea,
insomnia and appetite loss except for diarrhea and financial difficulties. Patients who took
chemotherapy had a higher score in nausea and vomiting, appetite loss and diarrhea while those
who took radiotherapy had a higher score on pain. However, the other symptom scales were not

significant with treatment and comorbid conditions (Table 7).

26| Page



Table 7: Mean differences of EORTC QLQ-C30 symptom scale with clinical characteristics of patients with breast cancer at

TASH, Addis Ababa, Ethiopia, 2018.

Fatigue Nausea and Pain Dyspnea Insomnia Appetite loss  Constipation  Diarrhea Financial
vomiting Difficulties
Patient status
New patient  39.3+33.4 13.2+22.6  41.9+34.2 19.4+31.0 34.9+41.1 39.5+44.9 24.8+34.2 2.3£11.2 36.4+41.7
Follow up 42.7+33.3 14.6£25.2  35.8+32.7 18.5+30.7 32.9+39.7 36.1+40.2 24.8+£35.9 4.2+15.1 50.0+44.7
P-value 0.519 0.893 0.256 0.907 0.755 0.694 0.830 0.353 0.058
Time since diagnosis (months)
<12 42.2+433.7 19.4+26.9  38.9+33.9 19.1+30.9 33.3+39.5 42.7+40.6 22.4+33.7 5.9+17.9 48.8+44.8
13-60 41.8+33.8 9.4+21.9 33.5+31.8 18.2+30.9 33.1+40.4 28.6+40.0 28.3£37.7 1.9+10.2 49.6+43.8
>60 45.9+29.9 7.2+18.7 34.7+31.5 18.0+£28.9 32.4+40.4 33.3+38.5 24.3£38.2 1.8+7.6 43.2+47.0
P-value 0.788 0.000* 0.291 0.925 0.977 0.001* 0.337 0.034* 0.737
Stage of cancer
Stagel 41.9+432.1 11.5+24.9 37.2+25.6 7.7£19.9 38.5+38.1 28.2+38.1 23.1+34.4 0.00+0.00 46.1+46.2
Stage2 37.5+32.2 10.9+22.0 28.5+£27.9 15.4+27.6 29.3£39.0 30.3+37.8 23.1£33.0 3.5+£13.7 45.8+43.9
Stage3 38.6+32.4 13.5+23.9 35.2+32.2 17.4+30.2 29.1+37.8 37.1+40.9 22.1+35.9 3.9+15.6 48.1+44.8
Stage4 57.0£34.2 24.0+30.9 53.9+£36.7 29.4+35.9 47.2+42.1 47.2+43.0 33.3+40.4 6.7£17.7 53.6+45.1
Unknown 41.2+31.4 9.7+17.6 29.0£31.9 13.9+28.2 27.9+40.4 34.4+42.6 22.6+31.5 1.1+5.9 50.5+45.4
P-value 0.000* 0.007* 0.000* 0.007* 0.006* 0.086 0.267 0.094 0.792
Current treatment
CT 45.2+33.2 19.5+28.1  40.1+33.8 19.9+30.9 37.7+40.0 44.0+41.1 26.2+36.2 6.3+18.7 51.4+44.4
S 34.2+33.6 8.3+16.3 33.3+31.8 18.0+31.0 22.2+40.1 36.1+46.0 22.2+30.6 2.8+£13.6 31.9+41.1
HT 38.4+31.8 7.7£19.7 29.7429.7 15.6+29.6 28.1+38.1 25.9+£37.9 23.0+£35.6 0.945.6 47.2+44.8
RT 47.1+39.9 155+20.4  44.8+37.6 24.1+34.4 33.3+43.6 32.2+36.2 25.3£37.4 3.4+10.3 48.3+45.9
P-value 0.139 0.000* 0.014* 0.291 0.035* 0.000* 0.806 0.015* 0.228
Comorbid conditions
Yes 43.3+32.8 12.6+23.3  34.3+31.9 24.0+£32.6 32.9+37.4 33.3+39.6 24.8+36.9 5.8+17.8 45.7+43.7
No 42.1+335 14.9+254  37.1+33.2 17.2+30.0 33.2+40.5 37.3+40.9 24.8+35.4 3.6+£13.8 49.4+44.8
P-value 0.778 0.333 0.492 0.028* 0.972 0.388 0.852 0.221 0.503

PF=Physical Functioning, RF=Role functioning, EF=Emotional functioning, CF =Cognitive functioning, SF=Social functioning, CT= Chemo therapy, S= Surgery, HT= Hormonal

therapy, RT=Radiotherapy

*The mean difference is significant at < 0.05 (ANOVA)
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6.6. Mean differences of EORTC QLQ-BR23 functional scale with socio-

demographic/socio-economic and clinical characteristics

The youngest and the oldest age groups had the lowest score on body image and sexual
functioning, respectively. The mean score in sexual functioning showed significant mean

difference with marital status and widowed had the lowest mean score. Patients who had lower

AMHI and illiterate also had also the lowest mean score for sexual functioning (Table 8).

Table 8: Mean differences of EORTC QLQ-BR23 functional scale with socio-

demographic/socio-economic characteristics of patients with breast cancer at TASH, Addis

Ababa, Ethiopia, 2018.

Body image Sexual Sexual enjoyment  Future
functioning perspective
Age(years)
15-24 194+17.3 22.2 £385 66.7 22.2+19.2
25-54 76.1+32.1 20.7 £29.4 62.7 +31.2 52.3+43.9
55-64 85.5+28.4 791204 80.9 + 26.2 57.3 +40.7
>65 79.9+33.6 14+6.8 33.3 472 +40.4
p-value 0.003* 0.000* 0.357 0.467
Marital status
Single 7291354 11.3+21.6 545+225 48.8 + 46.7
Married 76.2 +33.0 27.2+315 63.4 +31.8 53.6 +43.2
Divorced 82.6 + 25.6 3.3+£133 83.0+19.2 56.5+42.1
Widowed 79.9+30.5 11+6.8 100 47.8 +40.9
p-value 0.364 0.000* 0.269 0.623
Level of education
Iliterate 75.2+34.3 11.4+£24.3 66.7 + 26.3 51.8+44.0
Informal 86.9 + 27.6 155+ 29.7 57.1+25.2 64.3 + 36.2
Primary 78.6 £ 29.6 13.8+£26.3 57.9+31.1 48.7£41.9
Secondary 73.7+33.9 21.0+29.2 64.5+31.4 52.0+44.2
Higher 80.0 £ 29.9 24.3+29.8 64.9 + 34.2 52.3 £44.0
p-value 0.271 0.001* 0.879 0.602
AMHI, in ETB
<600 785 +31.6 10.1 +22.6 63.9 +29.3 35.0 £43.0
>600 76.6 +32.3 21.4 +29.7 63.4 £315 51.3 £43.2
p-value 0.564 0.000* 0.948 0.414

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

There was no significant mean difference in EORTC QLQ-BR23 functional scales across the
variables; time since diagnosis, cancer stage, and current treatment. However, there was

significant mean difference of EORTC QLQ-BR23 functional scales with patient status and
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comorbid conditions. Accordingly, significant mean differences were observed in body image

and future perspective with patient status and sexual functioning with comorbid conditions

(Table 9).

Table 9: Mean differences in EORTC QLQ-BR23 functional scale with clinical
characteristics of patients with breast cancer at TASH, Addis Ababa, Ethiopia, 2018.

Body image Sexual Sexual Future perspective
functioning  enjoyment
Patient status
New patient 65.5 + 34.9 19.8+31.1 68.9x344 30.2+384
Follow up 78.6 £ 31.5 175+£277 62.8%30.6 55.1+42.9
p-value 0.011* 0.746 0.477 0.000*
Time since diagnosis (months)
<12 78.2 +30.2 16.7+28.8 62.8+30.1 50.5+43.0
13-60 77.1+33.6 20.2+27.8 63.7+329 55.6 +43.1
>61 72.0 + 36.6 139+247 66.7%+27.2 50.4 +44.2
p-value 0.567 0.223 0.933 0.516
Stage of cancer
Stage 1 75.0 £30.2 154+259 50.0%£19.2 35.9+41.38
Stage 2 77.9+31.6 175+28.6  65.8+29.7 55.9+43.4
Stage 3 76.3 325 205+29.0 58.9+327 53.0+42.9
Stage 4 81.1+32.2 13.1+£255 719+338 48.0 +43.7
Undefined 68.3 + 32.7 199+29.0 66.7+24.6 53.8+41.9
p-value 0.418 0.277 0.464 0.442
Current treatment
CT 78.5+32.3 16.5+276  66.7+29.7 52.9+434
S 63.5+32.9 27.8+353  75.7+21.6 34.7+42.2
HT 76.7 £ 32.7 185+278 56.8%+34.2 56.8 +41.9
RT 81.0+24.9 155+259 58.3%295 425+ 44.4
p-value 0.160 0.369 0.199 0.070
Comorbid conditions
Yes 75.2+32.9 8.3+18.6 62.2 +24.8 49.2+42.4
No 77.7+31.9 20.3+29.7 63.7+31.8 53.3+43.3
p-value 0.513 0.001* 0.864 0.432

CT= Chemo therapy, S= Surgery, HT= Hormonal therapy, RT=Radiotherapy
*The mean difference is significant at<0.05 (ANOVA)

6.7. Mean differences of EORTC QLQ-BR23 symptom scale with socio-
demographic/socio-economic and clinical characteristics

There was no significant mean difference in EORTC QLQ-BR23 symptom scales across marital

status and level of education. However, there was significant mean difference with age and
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AMHI. Age categories of patients had a significant mean difference, those who were between the
age of 15-24 had the highest mean for the upset by hair loss subscale followed by older patients
(>65). The systemic therapy side effect and arm symptoms, showed a significant mean
difference on the AMHI category (Table 11).

Table 10: Mean differences of EORTC QLQ-BR23 symptom scale with socio-demographic

characteristics/socio-economic of patients with breast cancer at TASH, Addis Ababa,

Ethiopia, 2018.

Systemic therapy  Breast Arm symptoms  Upset by hair
side effects symptoms loss
Age (in years)
15-24 42.8 +29.7 22.2+9.6 222+11.1 55.6 + 50.9
25-54 33.3+22.2 18.3+22.8 25.0 £ 24.6 27.8 +40.6
55-64 33.8+234 20.0 £ 25.7 24.7 £ 26.7 10.7 £ 28.8
>65 442 £29.1 149145 24.5+£29.5 485+ 45.6
p-value 0.128 0.761 0.947 0.016*
Marital status
Single 34.7+23.2 20.8 £ 255 25.4 +23.6 33.3+45.2
Married 34.9+225 18.1+£23.2 25.0+245 27.1+£40.9
Divorced 28.1+22.6 16.4 +18.4 21.4+24.2 20.0 £ 34.9
Widowed 36.1+21.9 19.0+£21.9 27.4+£29.2 25.0 £ 36.9
p-value 0.196 0.902 0.611 0.840
Level of education
Iliterate 37.0+24.9 21.7 £ 25.7 275+27.8 39.6 +44.3
Informal 30.1+18.4 17.5+£22.0 27.4 +30.9 18.2+34.5
education
Primary 37.8+21.2 20.6 +24.4 28.5+26.0 21.9+374
education
Secondary 33.4+229 16.3+19.1 22.4+23.2 29.2+41.2
education
Higher 29.9+215 16.2 £22.7 21.7 £20.9 20.0 £ 37.9
education
p-value 0.1183 0.249 0.484 0.122
AMHI (in ETB)
<600 37.6 £23.1 189 +21.4 29.0 £28.1 27.2 £40.8
>600 324 +222 18.2 +£23.3 229 £23.3 26.8 £40.1
p-value 0.031* 0.220 0.103 0.899

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

The present study showed that the EORTC QLQ-BR23 symptom scale had significant mean
differences with all except the presence of comorbid condition. Clinical characteristics such as
patient status and time since diagnosis exhibited a significant mean difference with systemic

therapy and breast symptoms; Patients who were diagnosed less than 12 monthly scored the
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highest mean. In addition to the two symptom scales mentioned above, cancer stage of the
patients mean difference was significant with arm symptoms with those patients who were stage
4 scored the highest score. Patients who took chemotherapy scored the highest mean score of
systemic therapy side effect and those who underwent surgery scored highest breast symptom
(Table 11).

Table 11: Mean differences in EORTC QLQ-BR23 symptom scale with clinical
characteristics of patients with breast cancer at TASH, Addis Ababa, Ethiopia, 2018.

Systemic Breast Arm symptoms  Upset by hair loss
therapy side symptoms
effects
Patient status
New patient 25.1+18.8 27.9 +26.8 26.1 +23.6 22.2+385
Follow up 35.2+22.8 17.3+£21.9 24.8 £25.2 26.9 +40.4
p-value 0.006* 0.002* 0.475 0.854
Time since diagnosis (in month)
<12 37.3+22.6 20.9 + 23.7 249 £25.2 23.9+38.0
13-60 30.7 £ 22.6 16.5+21.9 25.3+255 34.9+459
>61 30.2+20.1 11.3+£17.1 23.1+22.7 30.9+42.3
p-value 0.012* 0.006* 0.963 0.419
Stage of cancer
Stage 1 29.3+17.6 17.9+16.3 29.0 £ 205 11.1+19.2
Stage 2 30.6 £ 20.9 146 £17.2 22.3+22.6 25.0 +£40.3
Stage 3 33.9+222 17.6+23.1 23.7+24.4 33.8+42.7
Stage 4 41.2+24.0 27.2 +28.3 3251294 22.7+38.1
Unknown 329+ 257 14.8£22.0 19.3+23.9 13.3+32.2
p-value 0.016* 0.013* 0.044* 0.440
Current treatment
CT 426+21.4 19.6 £23.3 25.7+25.2 27.0 £40.3
S 20.8 +20.4 26.0 +27.9 27.3+25.8 0.0
HT 23.7+19.2 14.3+£20.2 22.9+24.7 66.7 + 57.7
RT 33.0+22.3 22.9+22.38 26.8 +25.6 148 £29.4
p-value 0.000* 0.009* 0.552 0.304
Comorbid conditions
Yes 33.8+22.9 19.6 £25.0 28.7 +28.2 22.5+395
No 34.2+225 18.1+22.1 23.9+24.1 28.1+405
p-value 0.897 0.951 0.274 0.353

CT= Chemo therapy, S= Surgery, HT= Hormonal therapy, RT=Radiotherapy
*The mean difference is significant at <0.05 (ANOVA)
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6.8. Predictors of Global Quality of Life

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

separately in the tables.

From the results of multivariable analysis, only five variables (stage of cancer, cognitive
functioning, pain, financial difficulties, and future perspective) maintained their association from
the bivariate analysis (Table 12 and 13). Only stages of cancer maintained significant association
from the socio-demographic and clinical characteristics. This implied that stage 4 patients with

breast cancer were 7.94 times more likely that their GQoL was affected.

For EORTC QLQ-C30, only cognitive functioning from the functional scales was significant.
Thus, patients with affected cognitive functions were 2.38 times more likely that their GQoL was
affected. Among the symptom scale variables, pain and financial difficulties maintained their
association in the multivariable analysis. Patients who did suffer pain were 7.99 times more
likely that their GQoL was affected, these were patients who did have pain, and their daily
activities were interfered by pain. Patients who did suffer financial difficulties were 2.60 times

more likely that their GQoL was affected.

Considering the breast specific EORTC QLQ-BR23 of the functional scales, only future
perspective maintained the association in the multi-variable analysis. Those whose future
perspectives affected were 2.08 times more likely that their GQoL was affected (Table 12 and
13).

Table 12: Factors associated with GQoL of patients with breast cancer at TASH, Addis
Ababa, Ethiopia, 2018.

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

28 Affected Not affected
28 Educational status
g § lliterate 69 (25.1)  23(17.8) 1.00
S = Informal 21 (7.6) 7 (5.5) 1.00 (0.38-2.66)
§§ Primary 56 (20.4) 20 (15.5) 0.93 (0.47-1.87)
SE Secondary 84(30.5)  39(30.2) 0.72 (0.39-1.32)
CR= Higher 45 (16.4) 40 (31.0) 0.38 (0.19-0.71)
38 AMHI

<600 100(36.4)  29(22.5) 1.00
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>600 175(63.6) 100(77.5) 0.51 (0.31-0.82)
Stage of cancer

Stage 1 7 (2.6) 6 (4.7) 1.00

Stage 2 86 (31.3) 48 (37.3) 1.54 (0.49-4.83) 3.09 (0.79-12.09)
3 Stage 3 93 (33.8) 49 (38.0) 1.63 (0.52-5.11) 3.08 (0.79-12.01)
3 Stage 4 71 (25.8) 13 (10.0) 4.68 (1.35-16.18) 7.94 (1.83-34.54) *
i Undefined 18 (6.5) 13 (10.0) 1.19 (0.32-4.37) 2.04 (0.43-9.61)
§ Current Treatment
S Chemo therapy 151 (54.9) 61 (47.3) 1.00
E Surgery 15 (5.5) 9(6.9) 0.67 (0.28-1.62)
£ Hormonal therapy 85 (30.9) 54 (41.9) 0.64 (0.40-0.99)
© Radiotherapy 24 (8.7) 5(3.9) 1.94 (0.71-5.32)

*Statistically significant at P<0.05

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

Ethiopia, 2018.

EORTC QLQ C-30

Variable GQOL COR (95%CiI) AOR (95%Cl)
Affected  Not
affected
Functional scales
Physical Affected 187 (68.0) 46 (35.7) 3.83 (2.47 - 5.96)
functioning Not affected 88 (32.0) 83 (64.3) 1.00
Role Affected 139 (50.5) 18 (14.0) 6.30 (3.63 -10.94)
Functioning Not affected 136 (49.5) 111(86.0) 1.00
Emotional Affected 134 (48.7) 30 (23.3) 3.14 (1.96 - 5.03)
Functioning Not affected 141 (51.3) 99 (76.7) 1.00
Cognitive Affected 121 (44.0) 23(17.8) 3.62 (2.18 - 6.03) 2.38 (1.32 - 4.31)*
Functioning Not affected 154 (56.0) 106 (82.2) 1.00 1.00
Social Affected 104 (37.8) 27 (20.9) 2.29 (1.41 - 3.75)
Functioning Not affected 171 (62.2) 102 (79.1) 1.00
Symptom scales
Fatigue Affected 204 (74.2) 45 (34.9) 5.36 (3.41 - 8.43)
Not affected 71 (25.8) 84 (65.1) 1.00
Nausea and Affected 87 (31.6) 14(10.9 3.80 (2.07 - 6.99)
Vomiting Not affected 188 (68.4) 115(89.1) 1.00
Pain Affected 195 (70.9) 26 (20.2) 9.66 (5.84 - 15.96) 7.99 (4.62 -13.83)*
Not affected 80(29.1) 103(79.8) 1.00 1.00
Dyspnoea Affected 113 (41.1) 18(14.0) 4.30 (2.47 - 7.48)
Not affected 162 (58.9) 111(86.0) 1.00
Insomnia Affected 152 (55.3) 37 (28.7) 3.07 (1.96 - 4.82)
Not affected 123 (44.7) 92 (71.3) 1.00
Appetite loss  Affected 166 (60.4) 38 (29.5) 3.65 (2.33-5.72)
Not affected 109 (39.6) 91 (70.5) 1.00
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Constipation  Affected 122 (44.4) 35 (27.1) 2.14 (1.36 - 3.38)
Not affected 153 (55.6) 94 (72.9) 1.00
Diarrhea Affected 27 (9.8) 7(5.4) 1.89 (0.80 - 4.48)
Not affected 248 (90.2) 122 (94.6) 1.00
Financial Affected 187 (68.0) 54 (41.9) 2.95 (1.92 - 4.55) 2.60 (1.56 - 4.35)*
Difficulties Not affected 88 (32.0) 75(58.1) 1.00 1.00
Functional scales
Sexual Affected 70 (25.5) 50 (38.8) 0.54 (0.35-0.84)
. functioning Not affected 205 (74.5) 79 (61.2) 1.00
o Future Affected 181 (65.8) 61 (47.3) 2.15 (1.40- 3.29) 2.08 (1.24 - 3.49)*
% Perspective Not affected 94 (34.2) 68 (52.7) 1.00 1.00
9’ Symptom scales
o Systemic Affected 184 (66.9) 44 (34.1) 3.91(2.51- 6.08)
Q therapy side Not affected 91 (33.1) 85 (65.9) 1.00
E effects
8 Breast Affected 109 (39.6) 24 (18.6) 2.87(1.73 - 4.76)
Symptoms Not affected 166 (60.4) 105(81.4) 1.00
Arm Affected 119 (43.3) 28 (21.7) 2.75(1.70 - 4.46)
symptoms Not affected 156 (56.7) 101(78.3) 1.00
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7. Discussion

The purpose of the study was to assess HRQoL, predicting factors and utility among patients
with breast cancer in TASH. Considering the different measurement instruments used in the
study; the weight of different parameters was observed in the result of each instrument. The main
finding showed that women with breast cancer had relatively comparable HRQoL with other
countries. In the assessment of functioning scales, lowest score was found in physical and sexual
functioning of breast cancer patients. Highest symptom scales of fatigue, pain, loss of appetite
and systemic therapy side effects were reported. Which implied that patients were symptomatic,

also had higher financial difficulties and a lower score of future perspective.

Pain was also the major complaint while assessing the results of EQ-5D-5L.The health state
determined using EQ-VAS was found to be higher than a study conducted in Germany and
lower than a study conducted in Zimbabwe (Wallwiener et al., 2016, Jelsma et al., 2003). And
the utility mean score value of the patients with breast cancer estimated to be 0.8, is almost

similar with Finnish populations(Roine et al., 2016).

This utility value is a measure of strength of preference that people have for particular health
states. A year in full health is arbitrarily assigned a value of 1. a state that is considered
equivalent to death is assigned a value of zero. Health states that lie somewhere between these
two anchor points will have a utility value that lies somewhere between zero and one (Whitehead
and Ali, 2010). States considered worse than death will have a negative value. The health utility
is used to weight years of life in order to estimate QALY which is a summary measure of health
gain that combines (changes in) life expectancy and QoL. It uses health utilities to weight
improvements in life expectancy according to the quality of life experienced. Thus, a given state
of health living with breast cancer is assigned a utility of 0.8. Living for 10 years in this state of

health would then be considered equivalent to 8 years of living a full health (Shiell et al., 2002).

Thus, the utility values have been used to make health economic evaluations and decisions
relevant for better health outcome of patients (Praditsitthikorn et al., 2011). The current research
can be used to compare the utility values of any upcoming studies and economic evaluation for

breast cancer patients in TASH.
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All of the items had Cronbach’s alpha of o > 0.70 except Cognitive functioning (0.46). Inter
item constancy results indicated that all of the items of EORTC QLQ-C30 and EORTC QLQ-
BR23 had a strong consistency. The generic module that is validated and reliable to measure the
quality of life of cancer patients in Ethiopia (Ayana et al., 2016) which the internal consistency
had a Cronbach’s alpha of a > 0.70, all of the domains had an acceptable internal consistency
except for cognitive function domain with Cronbach’s a = 0.29 is similar with the current study.
Comparing with the previous studies conducted had weaker consistency than the current study
and similar with the current study (Bekele, 2016, Yilma, 2016) respectively.

The mean score for GQoL was 59.32 + 22.94 was lower than the EORTC reference value (61.8
+24.6)(Scott et al., 2008). The GQoL mean score was found to be almost similar to studies
conducted in Iran, central rural India, Germany and Lebanon (Montazeri et al., 2008, Gangane et
al., 2017, Wallwiener et al., 2016, Huijer and Abboud, 2012). However, it was found to be lower
than studies conducted in south India, Australia, United Kingdom (UK), Bahrain, Jordan, and
Latin (Dubashi et al., 2010, Grabsch et al., 2006, Hopwood et al., 2007, Jassim and Whitford,
2013, Abu-Helalah et al., 2014, Lobo et al., 2014). This could be due to improper understanding
of the disease, the lengthy process of referral to the country’s only specialized center, late
presentation; most patients at the center have incurable disease (Woldeamanuel et al., 2013).
Patients in TASH could benefit from and have an improved HRQoL if they receive a
psychological support, health education on early breast cancer screening and a more rapid
treatment. And also the focus has only been on clinical management much emphasis has not been

given in measurents of HRQoL for an important health outcome.

The physical and cognitive functioning were lower than the reference value, whereas role,
emotional and social functioning were higher than the reference value (Scott et al., 2008).
Regarding the symptom scales of the EORTC-C30 except for diarrhea, all the other subscales
were higher than the reference value, which implied that the patient with breast cancer were very
symptomatic. Fatigue and financial difficulties were the highest complaints. The mean score of
financial difficulties of this study were higher than studies conducted in Nepal, Iran, Kuwait and
Nigeria (Manandhar et al., 2014, Montazeri et al., 2008, Alawadi and Ohaeri, 2009, Fatiregun et

al., 2017). The current study also showed that AMHI had a significant mean difference with
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GQoL, and 31.9% of the study participants were below the poverty line (FDRE, 2017). TASH is
a destination for patients from every corner of the country, transport and hospitality fees in Addis
Ababa are not easily affordable, and this could have contributed to the higher scores of financial
difficulties (FMOH, 2015).

Regarding the breast specific assessment tool, the mean results of the functional and symptom
subscales in this study were higher than results of the studies conducted in Kuwait and Morocco
(Alawadi and Ohaeri, 2009, Rahou et al., 2017) but lower than studies conducted in south India,
Germany, UK, Bahrain, Iran, and Latin (Dubashi et al., 2010, Wallwiener et al., 2016, Hopwood
et al., 2007, Jassim and Whitford, 2013, Montazeri et al., 2008, Lobo et al., 2014). The burden of
breast cancer in the Ethiopian women is higher due to a possibility of having a single
radiotherapy center in the country (FMOH, 2015). This might exacerbate symptoms because
patients waited for a long time before getting a proper treatment. There might be also a limited
psychological support for breast cancer patients in the Ethiopian health care system and

community.

Pain was the major predictor factor of GQoL,; the significant mean difference showed that stage
4 breast cancer patients and patients who were on chemotherapy and radiotherapy a higher mean
which implies that those patients were very symptomatic. The current results from the EQ-5D-5L
also support that pain is a major complaint among breast cancer patients in TASH. Study
conducted in Ethiopia also reported the inadequacy of cancer pain management of patients was
high, which calls for stakeholders’ attention (Anshabo et al., 2017). A study also suggested that
a quick screening for the symptoms should be incorporated into nursing assessment procedures

for a better outcome (So et al., 2009).

Cancer Stage 4 was found to be one of the predictor factors for an affected GQoL, A significant
mean difference was also seen between GQoL and stage 4 patients. The association between
stage of cancer and GQoL were similar with the study conducted in Bahrain (Jassim and
Whitford, 2013). Considering the access of cancer treatment in Ethiopia, Which is accompanied
by long waiting time, it is difficult for a great majority of the population to access cancer
treatment services. In Addition to that, the low awareness of cancer signs and symptoms,

inadequate screening and early detection and treatment services, inadequate diagnostic facilities
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and country’s very few cancer specialists, also results in many potentially curable tumors to

progress to incurable stages (FMOH, 2015).

The present study indicated that cognitive functioning were one of the predicting factors for
GQoL and the result also showed that significant mean difference between cognitive functioning
and treatment, which mirrors to a study conducted in Tunisia (Masmoudi et al., 2009). Cognitive
function of patients could be compromised due to the chemotherapy, pain and disease burden of
patients (Pendergrass et al., 2018). Patients in TASH could benefit from a follow up of

investigation of cognitive functioning.

Patients whose physical condition or medical treatment caused them financial difficulties were
a predictor factor for the GQoL. Financial difficulties also showed a significant mean difference
with AMHI and 31.9% of the study participants were below the poverty line (FDRE, 2017). A
study conducted in Kuwait also showed that financial difficulties were predicting factor for
GQoL (Alawadi and Ohaeri, 2009). Future perspective was found to be another predictor of the
GQoL. This finding was in contrary with the study done in Kuwait where about two-thirds of the
patients were optimistic about their future health (Alawadi and Ohaeri, 2009). This difference of
future perspective could attributed to the lower awareness, improper understanding of the
disease, associated stigma and sense of hopelessness of Ethiopian cancer patients
(Woldeamanuel et al., 2013).
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8. Limitations of the study

Since the study was a cross-sectional study, it might limit assessment of prognosis of the
patients. In addition, the study was conducted in a single setting, which might be difficult to

make a generalization for the country.
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9. Conclusions

This study indicated that the GQoL of breast cancer patients were less than the reference value
but more or less comparable with international studies. Thus, GQoL of patients with breast
cancer was fair and the utility mean score was estimated to be above average. The utility score
0.8 indicated that the patients prefer to stay 8 years in a normal heath state than 10 years in
current health state. The possible predictors that affect the GQoL were Stage of cancer, cognitive
functioning, pain, financial difficulties and Future perspective.
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10. Recommendations

v

Clinicians involved in the management of breast cancer should consider incorporating
measurements of HRQoL in their treatment protocols.

Focus should be given of pain management of patients with breast cancer.

Utility assessments should be seriously considered in upcoming interventions for breast
cancer treatment.

Further research should be undertaken and data from comparable groups of women
without breast cancer might be interesting to explore in comparison.

Future research should be undertaken in follow up study which might help in exploring

the prognosis of HRQoL of patients with breast cancer.
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Section 2: Medical Characteristics (to be filled through chart review by datacollectors)

2.1.Patient status

New patient o follow up o

2.2. Time since diagnosis

2.3. Stage of cancer

Stagel o Stagell o
Stage Il o Stage IV o
If Not mentioned, please write the card number

2.4. Treatment history

Surgery ochemotherapy only o
m hormonal therapy o

radiation only

2.5. Current type of anticancer treatment (within
the period of the data collection) (more than one
answer possible)

Surgery ochemotherapy only o
m hormonal therapy o

radiation only

2.6. Please specify known comorbid condition
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AT @AT 97 PUA ATHY A9BPT @E9° T T AT8I2mar-Pl Log-A T

OAL@+ APk @-QT:- Nepei  OF7-  O(eom (N9
N4t

31. AGP eLcPnt INC? 1 2 3 4
32. P9°9NG PaemT MBI° o+ +AD- NPT INC? 1 2 3 4
33, ARTPIT 0Na0IO: QaPHPHT MLIP K NP OO 0LANP? 1 2 3 4
34. 8TCP Adt OLI° Favpm IC? 1 2 3 4
35. GUTT TOE O1CP A0 @LI° FavAm hilld AIF LovA(k:-

OFCP Navhdrk: @RI (\avav)\ - AT+ 10C? | 2 3 4
36. PUaod® MPI° MiE LATOLPY APt MNLNPTH? 1 2 3 4
37. &FP RO &G oot @A WG T9Pma FAPRPT INC? 1 2 3 4
38. &0 et INLNP? 1 2 3 4
39. (1chorge® mEI® (\hh9es@- goh3e+ 48 Po9ehl A

KIS 4L A9t TAPEPT INC? | 2 3 4
40. (WevgeP @9 Uh9*Ga- PN AFrEP A1LP1InNP T

+AFRPE INC? | 2 3 4
41. &bF Q@YFPT T90F LFACP 1C? | 2 3 4
42. (A@-T® hdkge eaLnOT LI 10C? | 2 3 4
43, AOLLF mTITP Lenid 10C? 1 2 3 4
A%t héT a3+ o-aTi- NP OFFF  Qoom  OMgP

((F(E

44. APFP ATTYF SATTP 9O PUA INC? 1 2 3 4
45. P U¥Ert AR 977 Pha FAFd 142 (M4 Q2 ITEYE OC

LI hA M 02 TTENT) 1 2 3 4
46. UYY TP PFR AFFIE AL +AFd NiNs NF

LAPAG- 2R ITTrE ARCOH® 977 PUA ANLAT 1NC? 1 2 3 4

ANhP OLT.PPAD 1% LA
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NPT AT ORI° ML F AT PAPN LFACT INC?
0N 0tnPo m+P KA veeg® a1+ 10c?

0N etmPo me+P Aha A0m 10C?

nnag etmPo m-rP A OF7E th hag A%t inda-?

0073 OFn PO matP AN, e84 T9C 10C (92407 “Iahh:
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NAPLISYISCONNCT ANAPHL PAPTT MAIT+N+AA UL FP TP ARDATE
AT AL TUNhT PECT: -
ATPhon

P a0 Fo1C P AN IR Q
A1 N+E e U P a%.ae FoC h AT Q
amy & PP P a%.ae T A AT Q
hNEewr P av.ae FaC AANT Q
gy g A0 R A FA TP Q
&N arhnhN

ATFMNTPT ATANA 951 °FC P AN 9P Q
ATFMNTPT ATANA AT A+ET P LT F9C AANT Q
ATFMNTPT ATANA a7 § FC AANT Q
ATFMNTPT ATANN h&+T P PT FIC AANT Q
G0 A FMNTRUT AANN AAdTATR Q
MO NG +INLT (AINA- NLT FIYUCTFT PRTF ONDPNLT
n+NNP DLEIPPAL &+ TH +TN4T)

aeNG +IN&PET LA TIPFIC ANTOTAL Q
NG +N&FET ATNTOT AT N+E FIC AANT Q
T Ng +9N&$ET AThT @7 amy § F9IC AANT Q
T Ng +N&t+ET AThT @7 N&+E FIC AANT Q
aeNG +INLPET ATNT DT AATFAT a
P hawnh ag/99FF At

P AR ah gy P 9FF At N 9 P AT 9P Q
A1 N+G P hdYeh ag: @R 9RP 95t M N T AAT a
any & © AR g MLIRP IOFF TR N TH A AT a
NNE P hagen adk mLIPP 9%+ amt N adk A AT a
P N4 ¢ haweh ag LI 9OFF At N T A AT a
&% ¢ 1/ &NC+

&% P TRUT ENCT P ANT IR Q
A1 N+E af et mRIRENCT AANT Q
amny & & Pt ML LNCF AANT Q
hNg g+t ML LENCF AANT Q
ABINNE G ¢t MREIPENCT AANT Q
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n 4Co7, T/t Addis Ababa University School of Pharmacy

Pathd dila. NCL Ethical Review Board

+%
Date December 14, 2017
. ERB/SOP/40/10/2017

To: Selamawit Gebrehiwot
School of Pharmacy

Re: Ethical Clearance

It is to be recalled that you submitted a study proposal entitled “Assessment of
Health Related Quality of Life and its Associated Factors Among Women Breast
Cancer Patients at Tikur Anbessa Specialized Referral Hospital, Addis Ababa,
Ethiopia™ for ethical approval by the School's Ethical Review Board (ERB). The
Board thoroughly reviewed the study proposal based on its operational guidelines
and found it to fulfill all ethical requirements stipulated in the guidelines. This s,
therefore, to inform you that the proposal is ethically approved for
implementation.
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