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Investigation the Quality of Life and its Relation with Clinical and Demographic 
Characteristics in Women with Breast Cancer Under Chemotherapy
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ABSTRACT

Background: This study was performed to examine quality of  life’s 
dimensions and its relationship with some clinical and demographic 
characteristics on women with breast cancer under chemotherapy referred 
to the oncology hospital, Isfahan University of  medical sciences, Iran.

Methods: This Cross sectional study was conducted among 330  
breast cancer patients with simple sampling methodology. Data 
collection instrument included a questionnaire contains 2 parts (clinical 
and demographic characteristics information and version  2.0 of  the 
SF‑36 questionnaire (the international version). The data were analyzed 
with 99% confidence by carried out using SPSS18 with using descriptive 
and analytic statistics.

Results: The majority of  subjects’ quality of  life was moderate (53.93%). 
there was a statistically significant relationship between quality of  life 
among breast cancer patients with chemotherapy sessions (P < 0.05, df  =4, 
χ2 = 16.37). One way Analysis Of  Variance (ANOVA) suggested the 
absence of  any significant relationship between quality of  life with marital 
status (f = 0.21; P = 0.92) and employment status (f = 0.26; P = 0.77). 
Also, Spearman test showed the absence of  any significant relationship 
between quality of  life with age  (P  = 0.60), and the elapsed duration 
from diagnosis  (P = 0.68), however Spearman test showed significant 
relationship between quality of  life and education status (P = 0.002, r 
= ‑0.84).

Conclusion: With regard to results of  this study, there was a direct 
correlation between the number of  chemotherapy sessions and patients 
quality of  life. The attitude of  the population toward chemotherapy is 
usually inhibiting and negative, so patients, students and nurses should 
be trained about chemotherapy efficacy to improve their attitude about 
chemotherapy, which in turn would lead to improvement of  the patients’ 
quality of  life. .
Key words: Breast neoplasms, demography, drug therapy, quality 
of  life

INTRODUCTION
Breast cancer is the most common cancer in women worldwide 
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and its incidence is increasing, especially in 
developing countries. While this disease is a very 
important challenge in health system,[1] it includes 
one‑third of  all the cancers in women. Its prevalence 
in various countries is different and is 8‑23 in every 
100 women.[2] Increasing trend of  cancer in recent 
decades and its adverse effects on all physical, 
emotional, spiritual, social and economic aspects 
caused not only people, but also many experts pay 
attention to this disease more than ever and also 
caused they introduced breast cancer as the major 
health problem of  the century.[3]

Annually, approximately one million women 
with breast cancer are identified in the world.[4] 
Latest reports from Iranian Cancer Society show 
that 25 percent of  all the cancers in Iranian 
women is breast cancer,[5] whereas the prevalence 
rate of  breast cancer in Europe and the U.S. has 
been estimated 8 to 10 percent.[1] Furthermore, 
compared with other developed countries, Iranian 
women suffer from breast cancer a decade earlier.[6,7] 
Breast cancer the most common and most deadly 
diseases  [1] and emotionally and mentally is the 
most influencing disease among women. Most 
of  these patients would experience more severe 
mental problems that can reduce their quality of  
life (QoL) and their daily activities.[8]

Obviously, cancer and its treatment have a 
considerable impact on mental and social health 
and finally on QoL of  patients with cancer.[9] 
Since 1997 s, more attention has been given to the 
concept of  quality of  life. One of  its reasons in the 
new era is more emphasis on QoL versus quantity 
of  life, increased health care costs and identifying 
the differences in health care resultants.[10]

Diagnosis of  breast cancer is a very stressful event 
with deep effect on different aspects of  women’s 
daily life.[11] Accordingly, suffering from breast 
cancer gets a special importance due to impacts it 
has on different dimensions of  QoL. Reviewing 
QoL in health studies is important because it is as 
an auxiliary measure in assessment of  improvement 
rate in patients and also an assisting method in 
assessing various treatment results.[12]

More appropriate therapeutic methods can 
be used with reviewing the QoL in patients and 
identifying the effects of  disease on different 
aspects of  their life; besides, the therapeutic 
results can be evaluated in a shorter duration and 
improve it.[13] Moreover, obtained results from 

measuring patients QoL can be used in reviewing 
the inabilities of  various groups and population 
improved from cancer, reviewing the quality of  
provided cares and comparing the advantages and 
disadvantages of  treatments. They also can be used 
in screening those at the risk of  psychological and 
social problems and following up those who are 
improved and cancer survivals. Nurses not only 
are trying to modify these problems by identifying 
different aspects of  patients’ life, but they also can 
attract necessary collaboration to improve their 
QoL by presenting the problems to the relate social 
organizations and patients’ families.[14]

In recent years, given to high prevalence of  breast 
cancer and the importance of  its impact on all the 
aspects of  patients’ life and also considering that 
cancerous patients under treatment confront many 
problems, as well as in our society the concept of  
QoL and its related factors have been paid less 
attention, identifying these factors to health staff  
would help society to organize its activities in order 
to promote the health level and improve QoL of  
these patients; therefore, the present study aimed 
to review aspect of  QoL and its association with 
certain clinical and demographic characteristics of  
women with breast cancer under chemotherapy in 
Oncology hospital affiliated to Isfahan University 
of  medical sciences, Iran. It is hoped that the results 
can be a guide for interventional studies in this 
regard and also support the patients with cancer.

METHODS
This cross-sectional study was conducted among 

330 patients with breast cancer were enrolled in the 
study during six months (since August 27, 2011 to 
February 20, 2012) in Sayyed‑Al‑Shohada hospital 
affiliated to Isfahan University of  Medical Sciences 
through convenient sampling method. The inclusion 
criteria were age over 18, definitive confirmation of  
the breast cancer diagnosis by specialist, passing at 
least a year from disease, have no history of  treatment 
for other types of  cancer, no known mental problems 
or being treated with psychotropic drugs and be able 
to speak standard Persian. Moreover, any unwanted 
factor caused lack of  ability to response the questions 
of  the questionnaire physically or mentally, and also 
suffering from secondary breast cancer were the 
exclusion criteria. In order to collect data, a two‑part 
questionnaire was used; the first part was related to 
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clinical and demographic characteristics (age, time 
passed from diagnosis, marital status, educational 
level, employment status and the number of  
chemotherapy sessions) and the second part was the 
Short Form 36 Health Survey (SF‑36) related to the 
Quality of  Life.

The SF‑36 Questionnaire version  2.0 was 
translated and used in this study that its reliability 
and validity have been approved in previous studies 
in more than 50 countries including Iran.[15]

The version 2.0 of  the SF‑36‑the international 
version, a comprehensive short‑form generic measure 
of  health‑related quality of  life, consists of  36 items; 
35 of  which are aggregated into eight multi‑item 
scales that measure physical functioning (PF), 
role‑emotional (RE), role‑physical (RP), bodily 
pain (BP), social functioning (SF), mental health 
(MH), vitality (VT) and understanding general 
health (GH).[16‑19] Each scale is scored from 0 to 100, 
with 100 being the most favorable score.[18,20,21] This 
questionnaire consists of  6 questions concerning 
general health, 10 questions for physical functioning, 
4 questions for vitality, 5 questions for mental health, 
2 questions for social functioning, 4 questions for 
role‑physical, 3 questions for role‑emotional and 
2 questions for bodily pain.[22] In this questionnaire, 
some of  questions are scored according to the 1 to 
5 Likert scale, some according to 1 to 3 and some 
other questions according to 1 to 2 Likert scale and 
the total score was analyzed based on score 100.[22] 
The scores of  the questionnaire were analyzed 
in three low  (0‑33), moderate  (34‑66) and high 
levels  (66‑100).[23] The responding method for the 
QoL questionnaire varied from dual mode  (Yes/
No) to 6‑degree Likert Scale. In this tool, increased 
score indicates higher level of  QoL.[24]

The International Quality of  Life 
Assessment  (IQOLA) Project translate, validate, 
and standardize the SF‑36 Health Survey for 
the use in multinational clinical trials and other 
international studies.[19]

The reliability of  the eight scales and two 
summary measures has been estimated using 
both internal consistency and test–retest methods. 
With rare exceptions, published reliability 
statistics have exceeded the minimum standard 
of  0.70 recommended for measures used in 
group comparisons in more than 25 studies; most 
have exceeded 0.80

.
 Reliability estimates for physical 

and mental summary scores usually exceed 0.90.[19]

Results from clinical studies, comparing scores 
for patients before and after treatment, have 
largely supported hypotheses about the validity of  
SF‑36 scales based on results of  the psychometric 
studies.[19] The reliability and validity of  the SF‑36 
as a measure of  health‑related quality of  life is well 
established.[17] Reliability coefficients have been 
reported as 0.81‑0.88  (36 items). Discriminate 
validity was established, and the alpha coefficients 
ranged from 0.734‑0.813.[18]

SF‑36 questionnaire is a standard criteria used 
internationally in clinical research for assessing 
health policy and also evaluating the health status 
of  public population, and in Iran also it has been 
used to evaluate QoL of  diabetic and cardiovascular 
patients by professors and students of  Tarbiat 
Modares University.[24] Despite the proved reliability 
of  questionnaire, at the present study reliability of  
this questionnaire in patients with breast cancer has 
been done in a pilot study and its Pearson correlation 
coefficient obtained 75% through test re‑test method 
with a two‑week interval.

The SF‑36 has been administered successfully 
in general population surveys in the United States 
and other countries, as well as to young and older 
adult patients with specific diseases. It can be 
administered in 5‑10  min with a high degree of  
acceptability and data quality.[19]

Considering the ethical considerations and 
obtaining consent of  the patients, the researchers 
began to complete the questionnaires. The 
data were analyzed after collection and 
coding through Software SPSS version  18 
and descriptive  (frequency distribution, 
mean, standard deviation) and analytical 
statistics (ANOVA test, Chi‑square test, Pearson 
and Spearman correlation coefficient) with 99% 
confidence Interval.

RESULTS
According to the results of  the present 

study, mean age of  the study subjects was 
43.2  ± 5.8  years. Most of  the subjects  (74.54%) 
were married and 43.63 percent were under 
high school graduates. While, only 4.84 percent 
had university academic degree. Moreover, 
in terms of  employment, most of  the subjects 
were housekeepers  (89.09%). According to the 
obtained data, 30.68 percent of  the patients had 
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a family history of  breast cancer. The duration 
of  the disease for most of  the patients  (43.93%) 
was between 1‑5  years. Other demographic 
information is illustrated in Table 1.

According to the results of  the present study, 
QoL of  most of  the study subjects  (53.93%) was 
in a moderate level (34‑66) and then 33.63 percent 
in a good level (>66) and finally 12.42 percent in a 
poor level (0‑33).

Table 2 shows mean and SD of  the scores related 
to dimensions of  QoL in patients with breast cancer. 
As also indicated in Table  2, the highest mean 
score is related to GH understanding (22.3) which 
indicates better situation of  this aspect compared 
with other aspects of  QoL. Moreover, SF and RE 
were the lowest with 2.6 and 2.8, respectively.

In terms of  correlation of  demographic 

variables with QoL of  patients with breast 
cancer, the results showed that there was a 
significant correlation between QoL of  patients 
with cancer with the number of  chemotherapy 
sessions  (df  = 4; X2  = 16.37; P  < 0.05). Table  3 
shows the frequency distribution of  the patients 
under chemotherapy in terms of  QoL according 
to the number of  chemotherapy sessions.

In addition, according to the findings of  the 
present study, statistically there was no significant 
correlation between demographic variables such 
as age, time passed from diagnosis, marital status 
and employment status with QoL. In fact, One Way 
ANOVA showed there was no significant correlation 
between QoL with marital status (f = 0.21; P = 0.92) 
and employment status  (f  = 0.26; P  = 0.77). Also, 
Spearman test showed there was no significant 
correlation between QoL with age  (r =  ‑0.23; 
P = 0.60) and elapsed duration of  diagnosis (r = 0.12; 
P  =  0.68). However, Spearman test showed that 
there was a significant correlation between QoL 
with educational level (r = ‑0.84; P = 0.002)

DISCUSSION
In the present study, QoL of  most of  the 

study subjects  (53.93%) was moderate, then was 
good  (33.63%) and finally was poor  (12.42%). 
In supporting the findings of  the present study, 
the study of  Nematollahi titled as quality of  
life in breast cancer patients referred to selected 
clinics of  Tehran University of  Medical Sciences 
showed that QoL of  most of  them (66%) has been 

Table 2: Frequency distribution, mean and SD of the 8 
quality of life dimensions in study subjects with breast 
cancer

Dimensions 
of QoL

Quality of life status (%) Mean 
Score

SD
Poor Moderate Good

(PF) 15.24 44.29 40.47 15.23 4.23
(RE) 59.23 31.25 9.52 2.8 1.11
(RP) 18.83 57.54 23.63 3.15 1.23
(BP) 32.79 55.26 11.95 5.67 2.23
(SF) 47.73 44.28 7.99 2.6 1.02
(MH) 29.53 55.04 15.43 13.56 3.44
(VT) 28.25 64.34 7.41 5.68 2.28
(GH) 11.23 75.27 13.50 22.3 2.45
SD: Standard Derivation, QoL: Quality of life, PF: Physical 
functioning, RE: Role‑emotional, RP: Role‑physical, BP: 
bodily pain, SF: Social functioning, MH: Mental health, 
VT: Vitality, GH: Understanding general health

Table 1: Demographic characteristics of the study subjects 
with breast cancer

Variable Groups Frequency 
(number)

Percentage

Age (Year) 20-30 6 1.81
31-40 128 38.78
41-50 125 37.87
51-60 44 13.33
61-70 25 7.57
>70 2 0.60

Marital status Single 26 7.87
Married 246 74.54
Divorced 29 8.78
Widowed 29 8.78

Educational 
level

Illiterate 101 36.60
Under high school 144 43.63
High school 
graduate Academic

69 20.90
16 4.84

Employment 
status

Employee 28 8.48
Self−employed 2 0.60
Retired 6 1.81
Housekeeper 294 89.09

Income level Poor 107 32.42
Average 199 60.30
Good 24 7.27

Time passed 
from diagnosis 
(year)

1  51 15.45
1-5  145 43.93
6-10  112 33.93
>11 22 6.66

Number of 
chemotherapy 
sessions

<2 53 16.06
3-5 192 58.18
>6 85 25.75
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moderate.[25] Furthermore, our study results were 
also in accordance with other studies.[26,27] However, 
in the study of  Mohan et  al., the results indicated 
that QoL of  most of  the study subjects was lower 
than average.[28] The difference might be due to 
difference in the study population (in Mohan, there 
were patients with lung cancer and in the present 
study there were women with breast cancer) and 
also a large difference in the number of  subjects.[28]

According to the findings of  the present study, 
statistically there was no significant correlation 
between demographic variables such age, time 
passed from diagnosis, income level, marital status 
and employment status with QoL. This finding was 
in accordance with other studies.[25,29,30] Moreover, 
the results of  another study showed that there was 
no significant correlation between the time passed 
from cancer diagnosis and QoL.[31]

However, the study results of  Holzner et  al., 
showed that duration of  disease can reduce the 
QoL of  cancerous patients.[32] Furthermore, the 
study results of  Paskett et  al., indicated that there 
was a significant correlation between patients’ age 
with QoL.[33] One of  the probable reasons for these 
controversies is difference in the number of  subjects; 
so that the number of  subjects in the study of  Paskett 
et al., was 245 and in Holzner was 87 people, and 
it was 330 in the present study. Besides, the other 
reasons of  difference between the results of  the 
above mentioned studies could be due to difference 
in type of  questionnaire and sampling method.

One of  the other findings of  the present study was 
significant correlation between educational level and 
QoL of  patients with breast cancer. Thus, increased 
rate of  educational level in the study subjects also 
increased with mean score of  QoL. In supporting 
the results of  the present study, the study of  Ozon 
et al., titled as quality of  life in breast cancer patients 
in Turkey showed that statistically there was no 
significant correlation between age, marital status, 

monthly income level with QoL; however, there was 
a direct correlation between education and QoL. In 
a study by Shim et al., there was also a significant 
correlation between education and QoL; while 
there was no correlation between age and marital 
status with QoL.[34] The reasons of  these differences 
can be due to probable differences in some inclusion 
criteria and/or other above mentioned causes.

On the other hand, it should be noted that a 
considerable number of  patients in the present 
study were illiterate or low‑educated; therefore, 
data collection in all the patients was done as the 
researcher loudly read the questions and completed 
the questionnaire. Therefore, it is likely that some 
questions are not precisely answered and it was 
one of  the limitations of  the study.

One of  the other considerable findings was the 
presence of  a significant correlation between QoL 
of  patients with breast cancer with the number of  
chemotherapy sessions. Thus, increased number of  
chemotherapy sessions increased the mean score 
of  QoL in patients and they had better quality of  
life. In confirmation of  this finding, Shabanlooie 
in a study titled as reviewing the QoL of  patients 
under chemotherapy referred to selected hospitals 
of  Tabriz showed that there was a direct correlation 
between the QoL and number of  chemotherapy 
sessions.[35] Moreover, the study results of  Hurny 
et  al., also were in accordance with the results 
of  the present study.[36] While, Aghabarari et  al., 
showed that there was an indirect  (negative) 
correlation between QoL of  patients and the 
number of  chemotherapy sessions.[30] or the study 
of  Kornblith that showed QoL of  cancer patients 
had no significant difference before, during and 
after chemotherapy.[37]

One of  the probable reasons in this conflict is 
difference in the assessment tool of  QoL and a 
considerable difference in the sample size between 
the study of  Aghabarari (n = 56) and in the present 

Table 3: Frequency distribution of patients with breast cancer under chemotherapy in terms of quality of life according to the 
number of chemotherapy sessions

Quality of life number of 
chemotherapy sessions

Poor Average Good Total
Number Percentage Number Percentage Number Percentage Number Percentage

<2 sessions 20 6.06 24 7.27 9 2.72 53 16.06
3-5 sessions 15 4.54 95 28.78 82 24.84 192 58.18
>6 sessions 6 1.81 59 17.87 20 6.06 85 25.75
Total 41 12.42 178 53.93 111 33.63 330 100
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study  (n  =  330). In addition, a probable difference 
between the diet  (type and amount of  drug) and 
receiving new medications in each session of  
chemotherapy are the cases can influence on QoL 
and somehow justify these conflicts. However, 
given to the findings of  the present study that there 
was a direct  (positive) correlation between the 
chemotherapy sessions with QoL, it can be concluded 
that chemotherapy and increasing its sessions 
can promote quality of  life of  cancerous patients. 
Therefore, unlike the public belief, development of  
therapeutic plan and receiving further chemotherapy 
sessions can have the possibility of  patient’s adaptation 
with chemotherapy drugs and its side effects.

CONCLUSION
Given to the results of  the present study that there 

was a direct correlation between the chemotherapy 
sessions with QoL and considering that negative 
and inhibiting attitude of  the society toward 
chemotherapy, the effects of  chemotherapy should 
be explained for students, nurses and patients 
through educational sessions and workshops in 
order to used these educations and modify their 
attitudes toward how properly deal with the issue 
of  chemotherapy and finally promote and improve 
the quantitative and qualitative level of  cancerous 
patients’ life.

Women are an important part of  family and 
community; therefore, improving the QoL of  
women with cancer not only can improve their 
survival, but also can it increase the QoL and more 
cohesive family structure. Hence, it is necessary 
for the treatment team to assess and improve the 
QoL of  patients meanwhile the role of  nurses is 
highlighted.[38] Because nurses‑as a member of  
medical team‑ have an important role in diagnosis, 
treatment and care from patients with cancer and 
since nurse spent more time with patients than 
other members of  medical team, probably he/she 
is the first person can recognize the needs of  patient 
and even his/her family and can be effective in 
improving their QoL.[39]

According to the findings of the present study, 
considering that there was a significant correlation 
between the number of chemotherapy sessions and 
QoL, it is recommended to conduct a study to compare 
the QoL of patients in chemotherapy sessions.
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