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CHAPTER |
INTRODUCTION

) g%(%rom American Cancer Society

d and its death rate is just

: e,r eeafzbreast cancer is 13.4% among
be diagnosed with breast
“* an cause of death in 1999 —
N s every year, rising

die \qo breast cancer is 32.22

WBreast cancer National
\ is 10.7%. Incidence of
w G/ \“\\o 1t4is on the fourth rank of
L 40 er a \ A, }rvix. Incidence of breast

hoalad@é Punthusana, 1999). From all
: reast in woman to find out the best
practice and appropriate_ .-‘;

Fro )er efnot much like heart
disease or Other=caneer=¢ gest@meaniy=LeCognition from high
technology 6 ",l_ re b, ~1f patient visited to
e@age (the most patients weren’t detect in eat% stage), they may have
suffered from m:?/ &dalltles of treatmenwch as surgical treatment, radiation

‘“ﬂ ﬂﬂ“’i mma:‘mmmw '”

From review literatures found that, Quality of Life After Breast Cancer

efinition for

and healthcare prowders here Is a wi e and multldlmensiona
which relies heavily on patients’ sex, age, ethnicity, and religious beliefs. It

hospital at lat

o(ao

ops

encompasses personal tastes, hobbies, experiences, perceptions, attitudes, and beliefs,



all of which can be divided into 4 primary categories, physical and occupational,
psychosocial, social, and somatic. Health-related quality of life in breast cancer
fterature (Ali montazeri, 2008) to measure

z’;/

patients: A bibliographic review of

quality of life in breast cance d to be the most common and well

ast cancer patients. Surgery-
-------- ts in terms of quality of life
conserving surgery patients
usually reporte kafunctioning. Systemic therapies-
almost all studi g chemotherapy might
experience sever of v 7 S, that e '* affect their quality of
n ‘ w ha e similar negative impact on
quality of life. BUality’ off liff asepre \.}"-1. ar to known medical

\! \

u c atlents was found to be

\
..\ N
\

: : p J
the disease diagnosis a Psy _—: ical prs also were found to predict

ogicel distress-anxiety and

Rl patlents even years after

subsequent quality @T li vi al in breast cancer patients.
Supportive care- cllnlcal t emesis, or interventions such as
counseling, -Rrovidia d improve quality of life.
Symptoms' atigue, a bidity-and postmenopausal syhptoms were among
. As recommended,

the most cGmMmo

it |—'
recognltlon anm anagement=e 1010 S an |m rtant issue since such

symptoms |mpa|r

AN

ty of Life and the Effect on Social Status among Slovenian Women after

ealth-related quality of life. Sexual functlonlng breast cancer

Breast Cancer Treatment, (GorlseI‘KraJnc and Krajngg8Q09) This study investigat

IR HMAANHIRS

of women. The patients that underwent lumpectomy were more satisfied with their
body image and their sexual life than those who underwent mastectomy. Since the

adverse financial effects of wage loss can significantly decrease a patient’s quality of



life, this study indicates that post mastectomy patients in particular need to be
protected more effectively against a decline in their social status. Quality of life in
patients with breast cancer before agd Wdlagnosm an eighteen months follow-up

%

study, (Ali montazeri, et al,.20f \ patients diagnosed with breast cancer.
The mean age of breast,Bancs

majority (82.6%) Unederwe

= 13.5) years and the vast

nths follow-up data for 99

<0.001). Alth

sexual functionigg op e ignifi Ve [8y.for breast symptoms,

systematic therapy. s ' : tive (P < 0.05). Impact of

medical and d : ofglife and body image of

breast cancer patieg 3 ‘al., 2003), pa 5 S itk minor impairment of QoL
; ; i\ Y

(mean 67.8) an‘,'od mage (mear 7 timahy stegical treatment modality
fe : | sARatients treated with breast
conservation repo't'ed amore orable ;. i age pmpared to those treated with
mastectomy (17.2 verSus : Jatistaction with surgical treatment

(4.0 versus 10.7, P = 0. 01 (ed a better \eiic result (75.5 versus 57.1, P <0.01),
ﬁeﬁr’?‘}’_{ ayarcy

but presentedmorefe ‘
A4 n-breast cancer patients dfter surgery in King
1, 2008) All subjects
.63 years, Almost of

Chulalongk®a

=
were breast CW er female™patie ane o eraged

subject was ope ragted during 3 to 6 month that stage 2 and their received

AT @ww%‘ .

cater and side effect after operation could significantly predict quality of life in
breast cancer 73.48% (S.D = 12. 8('5 The majority of geegst cancer no depressiggind

RIRSNIUANTINUIRE

Siriwong, 2008) the pattern of post operative pain in breast cancer within 72 hours
after the operation. Retrospectively, 31 breast cancer patient’s chaits were reviewed.

The first hour after the patients came back from the operation the most of patients



q RIS IRIING T

have high pain score, modified radical mastectomy (MRM) and wide excision

patients has mean pain score = 5.4 and 3.5 respectively (SD = 3.9 and 1.8) the patient

classified by groups of pain sc " und that 18% of the patients (n=14) had
highest pain score = 7 — 10,80% j #4) had medium pain score = 4 — 6,

%l -3. It found that the patients

e ~

operated by MRM had tigher ai d by wide excision.
e —

Adequate surgi § rolong patlents Ilfespan

(Okada, 2001). To i ;-, St oes "j\"'. . se operation menace self
care decrease (Carpe qﬁr -a,u PR, 1994) affe \\\ he quality of life of patient,
. A 2 kA
by the overall img@@e '@ mini t‘,- vely £rom difgensibn all side measurement,
) G 2 . \ e )
acknowledgement ity =ef=——tmag tion | @in  moderate  level. While,
acknowledgement other Stde .mg"E “level, (Vanida Ratananon, 2002).
Because post operative_pa l"i« nenta ! anoids, anxiety, are the result of

: ﬁojuma et al., 1999).

Y
e'#t side, will have an

operation @3

affect on maﬂ mgaﬁman and a mother are
down” from the-€ducation of Harl and the faculty, found thatBreast cancer in woman

of preservation rﬁtment like to keep ti@reast more than at yield a doctor

ﬂ YHAnENINYING

Post operation of breast s?s there is the contentment post operation

image of oneself goes in negative. Both of the beauty sense, performing, latency, the

feeling is worth and the pride in oneself very much, (Cousson et al., 2005).



The study found, the image losing related to tension behaviors in breast cancer
women post operation of breast side (Putama Coptajit, 2010) because the breast
o t ce of for them, the breast is the symbol of

the femininity, be forces powef \ | | attractive the interest of the opposite
sex, the response and encOula . i gngagmg in sexual intercourse,

women has got meaning and the i

ten 22-50 years, the first

Ir et al., 2006) women of
etion severely at time,

Nper, because of women’s

weakness in anest | ‘ : i‘:’-‘ 2 sy i \ wound, way of charging
temper be distiggf. \A & Women.af N '\\;oox"-« rom symptoms during
1 month breast ofg@pergti " | -\ R\q\.\\: lowland life down,
(Shimozuma et gi¥ 199 I v e to ; agh, ToRfinelay temper state and the
mind, good qualit¥ i ossonet ak - ) L\ glsome people can not admit
the changing was ‘pass icalct nting'Wiith the tension, happened from

image changing, and miight G‘?

From the reason fogmi
.1'2'/ ,
women ope -. on.tk er, the @ ality life-among patients’ with

ed can find that, image changing of

post operatip 1-0f breast-cancer-and-behavior.From-the-statistics/of people come to
take serviced abilermitory, the patients
diagnosed as b‘;{g , In 200'—.. imounts 115 person, in
2005 amounts ersons, in 2006 139 person, in 2007 amounts 141 persons and in
20 uns The ics, comes, tg_take serye in Roi-Et
ﬁ Oﬁ Ej w @pﬁ*eﬁ brgast cancer
tendg increase, from knowledge revision and the relation of research, the researchers

know image changing in women p‘t operation. But sgilscan’t find which datalfasé

q WIRNFYIEU MTINEIR

patients can be guideline of the researchers to study, for health promotion women post

Operation breast cancer. For health promotion and image in patient’s breast cancer of



post operation, can find the image and living in the social has good quality and life

continually.

1.2 Research questions

. e 5 Y "
') h -
patlents % | - ~~—
3. What is the percgi T hea /16eS.in post-operative breast cancer

1.3 Objectivés _ 7Y |
1. To charagteri _ ‘ d -post- tive BgeaStigancer patients.
2. To seek t | '

patients.

\Bpst-operative breast cancer
3. To characteriz€ percgived.-quality Vices in post-operative breast

CANCer patients. e
To segk tg L »Of health services in post-

—t

1.4 Conceptuq” Framewort :jﬂl

The stu y Pctors affecting quality of life among patiéntS' with post operation

ARIAINTUNRINYAY

“Et_Province fi




1) Independent variables: 2) Dependent variables:
Socio-demographic Quality of life in post-
operative breast cancer
Age patients
Education
Occupati \ ¥ | Health service quality in
Incor these patients

Ins Convenience
Suﬁuﬂ-‘ '. Quality of service

Family-Sick B b alnformation of service

150perat|on Pefinitiops ,,
- csu AN Mgt paiers v

The researcigfstudy, B s affecting 8f [Meyamong patients' with post-

operative breast#Can v I Roi-B ['- [ag atie@t surgery ward, RoOI-ET

s AN

hospital. By ChOOSI J'wo arﬂw ”_@ o bfgdgt among age more than 15
rson

years old, and study an ecteg factors fr I'8f data such as; age, education,
occupation, income MRsuranGe;<heredity, suppertive system, child amount,
contraception, marrying per od-and-period of Siekness.

I

Indepgnde ‘ 7 Health 'nCe,LquaIity of service,
mformatlo&o vice. A %
ni!nts age > 15 years,

ital, fro:wﬂlz February through 25

Al menIneIng-

Social support

- Supportive factor‘ Quality of healtisgservice, Informationf g

in qﬂ ent sur

q W’] ANTHURIINYINY

Quiality of life in patients CA breast. Perceived quality of health services.



Term definition
- Age: age of patients as years from birth to the day answer the

questionnaires.

- Occupation: work

- Income:

and accurate.
Entopmost advantage to
al on breast cancer and no
.x.
., about CA breast such as,
- Informatj@h sg " Youte to rece 8wsiahd information about breast
cancer” y Bicading W, haVing tells, persuade or

conservati@

Social supportl fem: have advice by neighbor or relatives to have
- \Palient’s CA breast: CA breast to befrom unusualsrotress of breast cells
e an abnormal cell,
increage contina pread go OUMI" other organ. Breast

cancer spread 3 phrases.

AUETH L

Spread to the lymph node. which, spread cancer cell goes inside to

before lymph node, ﬁll majority of the jgrgast cancer will spreadigdf

AN RSN RS

or radiotherapy.
3. Spread to blood circulation, will bring to spreading at all organ

example, a liver, long, and bone.



4. Quality of life: Health and status patients that responses to their
status in every dimensions such as health, mental, socioeconomic and

spirits.

. The image: the 'efifagi

ﬂNEJ’JVIEWIﬁWEJ']ﬂi
RIAINTUUNIINYIAY



CHAPTER I
REVIEW OF LITERATURE

i}{/ ong patients with post-operative
& research.

ahi w WHO) defines health as
' f ,? ial well8be H not merely the absence of
mex »~-=-:-:--:-¥:; ! \ the effects of health care must
f ch S | quehcy and severity of diseases but

also an estimation of _

mprovem%)] life relate :

be assessed by measuring the

C r@ealth Organization,

907, (A ’_\J
2.1.2 Concﬁ' S0 'M
Qualit{ f Life

QOL is ﬂ that is extenswelMed by sociologists, phllosophers
€C

RHEINRBUINEINT

between QOL, happiness, and the @bjectlve values Of& individual (ArlstotIeQJS—

ARTRSAI U ATTIN ST

tastes, hobbies, experiences, perceptions, attitudes, and beliefs, all of which can be
divided into 4 primary categories, physical and occupational, psychosocial, social, and

somatic.
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Upon examination, there are several relevant variables in the application of the
QOL measurement in healthcare (Health Related Quality of Life [HRQOL]). HRQOL
measured by QALY (Quality Adjusteds Life Years) refers to an individual’s physical,

Iflllment and satisfaction in aspects
of life related to health...[tgd % e uratlon of life and modified by

impairments,” considesifige the=indi of well-being and not the

healthcare pro

vider’s one.. ,
The WHU( S

1. He in its own right but in
its implications fo ged a 'minlmum standard of
health in order : SeJ\/eska eir families, contribute
to society and tak v ) atio aI ( \‘ ture opportunities in their

Btly effét labor productivity, resource
saving, and populatiofl gro ﬂ*ﬁ{ ‘

2. Education: I|k f;'/ .-‘-)u atic
but has per

only a key component of the QOL,
egf education must be
viewed in ' a—-'_«_—TT'T;’i ------ , as represented by
literacy, nurfie E-b - gl eg€ation, relating to the

|

wider world, lﬁ h as socia and—cuaftiralization ;ﬁfess, which are both

essential contrlbutg to the QOL.

ANV

oppmjnltles for self-fulfillments through personal development as well as social

mobility. The ﬁahtﬁof work arg the working envilf@sment undoubtedly

QAT NEARY

4. Physical environment: the physical environment is defined here as
comprising the built environment infrastructure created to support human activity as

well as the natural environment. Safe drinking water and adequate sanitary facilities
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have a tremendous impact in diminishing the risk of endemic disease and improving

general health condition.

5. Family life: the conditiongof family life have and immediate impact on the

YL

QOL of every individual and, afe'a tigalg@eterminants of the QOL. At the same
time, the family, as th 7-__~~" < ahan . itution, is greatly affected by the
social problem assesidted econo ) oth family function and

- : - ‘ - ﬂ7 -
restructure are for Eﬂ'ﬁafpﬁ charging Wwonment. As part that
process, the role of fami et/ are also.ur Rg.a transition.

6. Po ; fy i€ daf s the tipto Medtindividual basic needs.
gs. M@never, human needs vary
from one county jé as. well 2 group within counties.

Furthermore, the¥ ingllidef' affpercaptualpelermignt Hich al8e varies among social

358, to%ehange. The WHOQOL-
| N1 %100, was developed using
data from the field-tria iopiaftheEMWVEBROL - 180. The WHOQOL instruments

can be used in particula le saMe time results are comparable

OL is nov uin Over 20 different languages and its
57

developmenﬂ further langtiages is prog : £
S o e y

.'-5' j'nlﬁ"l- — - 'J
S&fgnts is body image.

- d .l . _
Ano 0 3 r'ﬁ
Body image received many" nterpretations since it W@first described in the

across cultures. The WHO

1920s, but the ma&t familiar one is the definition by Price, 48 who describes body

AUYINININTTIAT "

a
bodﬂleality—“the body as it really exists”; (2) body ideal—subjective picture of

each person on how the body ShOU‘|00k and erformﬁ) bod presentationuow
NN VAR INEIRE
q finitlo physical b&au e "peautifdl pe€opl nsider

intelligent, outgoing, happier, and better company, 50 breast surgeries can greatly
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affect the body image and thus the QOL of a woman. (Quality of Life After Breast

Cancer Surgery With Or Without Reconstruction; pag163 — 164, 2009)

2.1.3 Measuring QOL (W. ‘«.-‘~|" -

life, and the tw tS#Coveréd wi are shown below. Four

items are includegs# of/ s Well'é ‘ jtems covering subjective

'.‘r},‘q 'm ‘a‘ ted within domains
gy, and fatig ue Pain and discomfort Sleep

1. Physical alth *\ ,w o
i J '|‘

&, -i iy imag d'appearance Negative feelings

i — e iicclingSiSelf-esteem Thinking, learning,
FV aES e H contentration

3. Level of Independence [V Activities of daily living Dependence

2. Psychologica

y- ;__}_'_‘,' ubstances and medical aids Work
4. Soci ot ps - Personal é;)bl support Sexual

5. Envir , o8O m, physical safety

- Health and social caf@hccessibility and

Quallty
- Home ironment

AU i Ing BENEd™

recreation/leisure.

q . - Physical envirgfifment

q Wl@%ﬂo@@ﬁl SWTINEA ¢
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2.2 Concept health education of breast cancer
Cancers develop as a result of cells dividing uncontrollably which is caused by

a complex mix of factors related toge \,( onment, lifestyle, and genetics. Eventually,

altered genes and uncontro oguce a tumor that can be benign or

malignant. Malignant tuieEs. , v ‘ ', d destroy nearby tissues and
spread to other parts-afthy e body’ gt ¥"spread to other parts of the

body, but local tissue ma dan "‘ need to be removed.
Breast ce o e Qrma Iywork cooperatively with a
woman's naturak | \\ “o. mmenopause, first birth,

depression, and ' ‘ ceph . It ‘\ Armstrong et al., 2000)

Certain genes routi i Ast cells' -\;o anc growing out of control

.\x o\u ells that change from

normal cells to malighar € rT [ime t \ 0 one can predict exactly
when cancer wi \ gncer is diagnosed, even
if detected at the e ~(Armstrong el’ak, 20 ‘\ p Thailand, breast cancer is

one of the top five can 1l increasir s fa irfraj Hospital is one hospital
( 2 than 10 years. Unfortunately
breast cancer databases have=redundan gemplexes, and constrains.  Siriraj

Hospital wagted to alyze tisk factor, ate tregtment methods. The

National GarprehensiveCancerNetwo o Sas60,4003) in the USA is

dedicated tL _p iled to patients with
|

cancer. NCCI\M evelops PSOU : precious pformation to the many

stakeholders in the health care dellvery system NCCN promotes the important of

co [ ' ' e Q clinical
pr H |! tient other ialth care
deuv makers. The CCN prowdes an efficient method for deciding on the

treatment of breast cancer. This méithod is a very effegtiye way to classify the §tal

WIS IUUNTNEL) s

Therefore this work developed, a web application using the Siriraj algorithm to

classify breast cancer stage and find a suitable method (o treat breast cancer patients.

The database has been created to eliminate complex and redundant patient
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information and make it easy to add and update data. This system helps physicians to
classify the state of breast cancer which allows a doctor to treat patients in the right
way. An algorithm for doing Cox regge

1

ion, to forecast probability of survival has

many risk factor | : ch as age of menarche
family histor ‘ s \hiops ag nopause, etc but in
Thailand there igg@#ery/fit seafch gboll, how Yougiing risk factors for Thai
people, Stotter et aI‘ ‘ way to img OVE 1 ‘,ﬁ ection on breast cancer
incidence and s | Sir ‘ model. The 'Iu. the age was important to

predict survival.
"http://breast-c

»\ \\ Onllne] Available from:
of mph nodes as a risk
— Ber of lymph nods is a risk
factor for breast cancer 3 ‘- is systel uses decision support system
fati an. Gurtis (1994) studied a genetic
frame work for complex edical expel tem_interface by use PC-Kappa as a
system deve pme Vil 890) in JAssociative Memory

|

is only a CORG . Onakdes et.al. (2001) used

it |
case based reﬂs ning andg . |agnose| reast cancer by using

mammography Image but human expert is better than this system. (Meesad and Yen

: |n fyz ify breast
nw eas cﬁr befter than a

hurrq expert. (Pual et al 2003) used web application and database to build the

reusable clinical database for ﬂedlctlve modelinggsand for coming wafieff

q RIRANI TN AINEIR Y

Breast cancer is the most common malignancy affecting women in North
Aimierica and Europe. Every woman is at risk of breast cancer. Close to 200,000 cases

of breast cancer were diagnosed in the United States in 2001. Breast cancer is the
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second leading cause of cancer death in American women behind lung cancer. The
lifetime risk of any particular woman getting breast cancer is about 1 in 8 although the
rgis much lower at 1 in 28. Risk factors for

breast cancer can be divided.ing8 gannot change and those that can be

lifetime risk of dying from breast W

' S¢ cancer that cannot be altered
include being a womakig --:" ' @#8Us history of breast cancer,
having had radiation { Rerany, an,.education, age at menarche, parity
nulliparae, menopausal v \ mass index, total calorie
i i i ' ’ shaving menopause late,
| keprgductive life, hormonal
factors, and having, i _, n that\inereas .;; risk, also people from
metropolis compfri ith developing N “‘..,-\” afgher found that people
f tropolis hay that develdPinghcolintrybecause of not only famil
rom metropolis : an O \\_.\1 Mecause of not only family

E0NaNG

at\ldte age, early age at menarche

\

and menopause, 0 _ e \ W8yious breast disease and a

genetic dispositior. Al 4 on is '-?:. risk faGtor Of breast cancer. (Nyklicek

et al., 2003) Genetic Muta ‘Tz‘:":‘r ve Become a hot topic of research
lately. Between 3% to 10% ﬁa“?*‘ St may be related to changes in either the

gene BRCAL or

parents andkdta

hese, ,utations from their
either mutation if a woman has a particularly
strong famil liste t&ojrry either mutation,
she has a SOO/Jance of gettine pefore she is @ Family members may
elect to get tested

o see if they carry the mutation as well. If a woman does have the

ﬁ ﬁreventlve

qlEarIy onset of mean and late menopause: Onset of the menstrual cycle prior to

mu

m tornnies t

the age of 12 and menopause aflr 250 cases incregged risk of developing flgast

ARIANDAUAN MNAUIRY

such as canola oil and olive oil do not appear to increase the risk of developing breast

cancer like polyunsaturated fats: corn oil and meat.
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Family history of breast cancer: patients a positive family history of breast
cancer is at increased risk for developing the disease. However, 85% Of women with
breast cancer have a negative family

Family history only, Wi . i relatives, mother, sisters and
daughter: if a family p_ ol W S &1_(fifty or older) when she was
diagnosed with breaststa -.-" ifetime™ki Wy increase 5%. If the family
member was premg_nogau L ) __—iﬁ'the lifetime risk is 50%.

‘ \¢ nes is increasingly being

integrated intQ.@ adults. who meet established

% 'h.
e

Belogists (ASCO) and the
the professional healthcare

criteria for this tes

organizations avé pi IS e t A o iseling/testing and cancer
risk management. Jfcreg i & ; \ n{ oprevention (tamoxifen,

oral contraceptiy®s) & ical #nte 18stecko Ty oophorectomy removal
of the ovaries andfe " tubesyare, among €k carly detection and risk-

reducing strategies dis .t (gOoiNgMBRCA testing. In contrast to

breast cancer, there is no ref for ovarian cancer, which is often
fatal due to late stagesfedtiitliag e, oophorectomy is generally

recommen? ‘ ’ Lﬁi\ﬁarmg for women at

high risk }nsurance coverage

discrimination, = |ty"~" ans (BC/BS, Aetna,
Kaser, etc.) reﬂnize the healthcare benefits of this BRCA @

ing and cover test and
genetic consolatn‘s &s when deemed mevly necessary. To date, more than

FUEINLIIN TN

rlsk- ucing options available for the individuals at the high-risk for breast and

q WIHRIANNAINNIA Y

somewhat protective. Nuns have a higher incidence of breast cancer

Moderate alcohol intake: Greater than two alcoholic beverages per day.
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Estrogen replacement therapy: Most studies indicate that taking estrogen
longer than ten years may lead to a slight increase in the risk developing breast
cancer. However, these studies indicgte ?at the positive benefits to taking estrogen ad

and no more recently Alzheimer’s

k that may be associated with

year or a lifetiame® _
diagnosis of bre 16 detael recurie Bebf.the disease. But also to

\ inGheasagiihe risk of developing

breast cancer. Howg¥t . 100°-Wome BieaStigancer, 1 male will develop

Modgkin disease (cancer of
lymph nodes): radlation to the chest are at

increased risk for pr |mately 10 years later and

consideration should be g|v 9 (0 earlier s agein this population.
Moderate 0 cfo obesity is more
complex bu3 “: ociated with-an sed risk - )

Sig

"a
The eat“ stage 0 e any s " toms. This is why it is

important to f Ior screening recommendations As a tumor grows in size, it can

HUEARER NGNS
WA
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BREAST CANCER TYPES
Ductal Carcinoma in-site (DCIS): Generally divideed into comedo

(Blackhead, the cut surface of the,t egnonstrates extrusion of dead and necrotic
 types. DCIS is early breast cancer

confined to the inside Of [y ‘ /
._'

comedo types is _impoiia = generally behaves more

aggressively anW, icro Jnvas Of=eiaallaareas of invasion through

types of breast cancer

|on between comedo and non-

except axillard g fis 1e,, a8, 0 1 1% Ofhese lesions will have
axillaries metastagis. ego MmN d R er, ! ion be given if treated
with conservative g s u W a,& AN R from 21% without
irradiation, to 5% 1096 irrad! -fy Sihis is'@icomovelisial area of the treatment
of breast cancer. 4 r"" or ¥y \

{ 5\
Infiltrating Buctdl The.ﬁé i

type DEEast €ancer representing 78% of
all malignancies. Thesglesig A

I like ppearance on mammography)
in appearance or well C|rcum
SCREENINGJE

:‘breast exams, and

,_‘I’ave a clinical breast
:ﬁs a shmf have a clinical breast
exam done eadR” year. Specific patterns of breast cancer c

41
-

exam every 3
ist of 4 stages and 2
specific patterns .’

£U ’mﬂﬂﬁ.ﬂﬂﬂﬁ;ﬁ“‘“

Stage I: Cancer is no Iarv than about 1 |nc in size and has not

qWTSNTITH A TINEINY

* The cancer is no larger than 1 inch, but has spread to the lymph nodes under

the arm.
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* The cancer is between 1 and 2 inches. It may or may not have spread to the
lymph nodes under the arm.

* The cancer is larger than 2

c es, but has not spread to the lymph nodes
under the arm.
Stage 111 Stag

J}// stages I11B:
Stage I11A deetal

» The cancer 1s Sma e ad to the lymph nodes under
the arm. The cancer alsg.is* {4

* The e
the arm.

stage T11B dgfto

e The cag€er hdS spres fl to fiss) .. Kim, chest wall, including
the ribs and the mug#fles jff th %st & |
* The cag€er hds st ‘"ﬁ aside the chest wall along the breast

bone. i = i \
Stage IV The gfincer | ¥ .t?“’ her pafs of the body, most often the
bones, lungs, liver, oFbrain i"?’fﬁw readSlocally to the skin and lymph

nodes inside the neck, near ﬂ;J E;ﬁ--a-j
TRE4QTMEI

d.-'-!',.f

-~ -
Some women W | be ca led br f conservation therapy

(BCT). BCT const ntIy needs to be combined with radiation therapy to make it an

opﬁ treat e land.stag , BCT is

Mo tients With DCIS

that“ve a Iumpectomy are treated with radiation therapy to prevent the local

recurrence of DCIS Wenten I“ Gilliland FD, Baumgartner K, Samefj M
9 RINTDLIRIINHARY
‘ ispafi ispani pidém
Chemotherapy

Many breast cancer patients are offered chemotherapy, in order to decrease a

patient's risk of recurrence after surgery. Chemotherapy using anti-cancer drugs which
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treat the entire body. Sometimes patients have a recurrence of cancer, or present in
stage 1V with disease outside the breast. These patients need chemotherapy, and a

multiplicity of different agents may jeytnied until a response is obtained. Sometimes
doctor give chemotherapy befe %} 5.ds called neoadjuvant chemotherapy.
This is usually reserved.fORyes /E 2 need to be shrunk before the

2¥Baumgartner K, Samet JM,
S with breast cancer risk in

"Associations of w-elgﬁt, ' i
Hispanic and non-Hispagie*Wpite Women' AnEpidemi 2;12(6):435-4.

doctor can be operated

mass with breast” can i Hispa d non: ispanic white women" Ann

Epidemiology 2002;

Hormonal Therap . :
Patieqts whe ﬁj/r-f‘“ eceptpks are recommended
for therap& C ths drug has been
shown to igni ntens M, Gilliland FD,
Baumgartner IﬂT amet JM

|
Weigh‘|| hange, and body mass

with breast cancer risk in Hispanic and non- Hlspanlc white women" Ann Epidemiol

HUBANERINGINT

Pl status was 1st published about 1992 as an attempt at using some

falrly objective parameters to det@fmine the odds thatea newly diagnosed ogisgl of

A RIRANTIU SATIRHAIRY

whether any nodes are positive for metastatic cancer (ALN+) or negative (ALN-). If
there are any positive nodes, more details are needed. Decisions may have (o be made

prior to having the whole tumor out and size-measurable. By
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whatever measure, the following are the criteria for assignment of size points
Resource[OnIine]AvaiIablefrom:http://poptop.hypermart.net/brcanpi.html

Lymph_ g@de
giong e = 1 point
A \ i S jode or involvement of
internal mammary n@te L= = _ \
Stage ‘ S.axillaries nodeser bo pterhal mammary and axillaries

node involvement = 3%oin ,’:":’:" ’

NPl <34 = &IW

-
2.3 Review of!ﬂated study : ||
Demetris, 2009 Quality of Life QOL is a term that is extensively used by

S, o i s healthcare prayidegs, The term

u) to C, Jhwhich he

recoqlzes the relation between oL, happlness and the subjective values of the
individual (Aristotle, 335-323 BC‘ There is a wide ggel, multidimensional defiipisi

R SNTNINIANHIRY

all of which can be divided into 4 primary categories, physical and occupational,

psychosocial,social, and somatic.
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Ali, 2008 Instruments-Several valid instruments were used to measure quality
of life in breast cancer patients. The European Organization for Research and
ity of Life Questionnaire (EORTC QLQ-C30)
? ghegsure (EORTC QLQ-BR23) and the
Functional Assessment..CHEQ > Hin Beneral questionnaire (FACIT-G)

Treatment of Cancer Core Cancer

and its breast cancer specifig,

and its breast cancer-madule (FA B ! #be the most common and well

developed instruments % ality of- “Dreast cancer patients. Surgery-
different surglcammaé’ 0 teletively. simitars n terms of quality of life

assessments, ' onts \carmipa et CORMBerving surgery patients
usually reported : g€ xbalNfunclighino. Systemic therapies-
almost all studies i dst cancer patie | \'x,\‘ chemotherapy might

experience sev ic Bctg ang _'_-' s %ak, rebativeliu affect their quality of

Y

e imilar negative impact on

quality of life, gh il E ey \vere, @ soclated¥vith improved survival.
Quality of life as prd r ‘ ‘ tofknown'medical factors, quality of life
data in metastasis rea [ P8 T S ';' aund \ e prognostic and predictive of
survival time. Psych@logi f' Lﬂf d d@pression were found to be
common among breast ca ﬂ” ?* = mvears after the disease diagnosis and
treatment. Psychological 0 Were lict subsequent quality of life
or even OVl I SUTVIVa breast cancer patients. Suppo ,Q-clinical treatments
to control eSS, flng social support and
—- |
exercise could prove quality nptems-Pain, fa p e, arm morbidity and

postmenopausa symptoms were among the most common symptoms reported by
_ epd of these

u' Aw g;w Wﬂﬂdﬁ ﬁate quality of

life. g(ual unctlonlng breast cancer patients espeually younger patients suffer from

poor sexual functioning that negatlﬁly affect quality ofigife

qRIRNILIM ARYINHIRY

breast conserving (lumpectomy) had any effect on the quality of life and social status

of women. The prospective analysis included 382 woitien newly diagnosed with none
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Metastasis breast cancer that had undergone a surgical intervention for breast
carcinoma at our institution: 198 the post-mastectomy women reported significantly

more financial problems, a lower s C|al status and more physical symptoms

compared with the breast-cORSg ctomy patients. The patients that

underwent lumpecto body image and their sexual

life. Since the adves an significantly decrease a

b

patient’s quality o ectomy patients in particular
need to be protectec i gainst agdeelipe in their social status. Patients

had undergo Beand 184 patients had

undergone breastzgf ' iy With C x s, Jymphadenectomy
Ali et al. ; 87 pati .’ breast cancer. The mean
_ 7 B\ yeadhand the vast majority
(82.6%) underwentg#fasictd@my’ C : \ J -up data for 99 patients
bwed, theraWweradSignificant differences in
: :\\=“~ pints in time (P < 0.001).

Although there ver deteriorati scar@s for body image and sexual

functioning, there wefe ':“T:f can } forbreast symptoms, systematic

therapy side effects and pat s* future pe e (P < 0.05).

I ' " re brez flale.patients, average age 48.63
years, AIME 2of subject was-operated-during-3-to-6-me ﬁ) stage 2 and their
received chembihe J&JWelllng in the arms
and anorexia. ﬁ' jects WEere yer-and occuﬂﬁllon category and side
effect after operat n could significantly predict quality of life in breast cancer. The

AuBAnBENENY -
QxW’] ANNTUNRIINEIAY



CHAPTER IlI
METHODOLOGY

3.1 Research Design 7
This study was*asErasssst Ina | “quality of life and quality of medical

services among patients —ywith-

Thailand. Studw |
association with eacjj«® ey )

with them,

3.2 Study Area

Study [ women >15 years of

Population in‘ |tant ;., o'\‘w ge in surgical ward. Roi-ET

Hospital, Roi-Et, Province.

3.4 Sampl 'ye L
TheS i mleapaseante-catenat

15 years a gG St
Sourceﬂ

¥
ish & Leslie, Survey Sampling (Statc@ module of Epilnfo,
Population Survey‘no ule of Statcalc).

Auganeninemy -

Expected proportion with good quality of life (P) = 70% (From Quality of life

IR T

yitl #st operation age of

N -
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Sample size = n/(1+mn/ 764)

N = Z X Z(P(1-Py/(D?

where Z=1.96, P= tc ptable error = 0.05
_. ”/(:250 post-operative breast cancer

ﬂre interviewed within 2 weeks

svife, quality Scorg \‘"-'_1 Rigou™and maximum possible

m"":,\o (Thai version of the
WHOQOL Questigihaird. Eacl questior i oyel "\  el Likert scale (1=lowest
to 5=highest). These , -;}_‘_ﬁ 2d tQgive an overall quality of life
score (QOL score), with miRimtm and WM possible values of 26 and 130,

tter perceived service quality, and

geans, and standard

A1 L

deviations. Int&ken elafionship between service
e

quality score QOL score, and relationships of independJuI variables with these 2

scores (see conc@u framework). Service Wity score and QOL score were the

deﬂe Vi riET \ﬁ[ﬁdﬂ | ﬂﬂn bles were
graupgd ) Rl e [Catedogies. finferefitial Pstatishical tests §inglu Pearson

corr&ion, independent-samples t-tgsts (for independent variables with 2 categories),

QRASEATRIIN TV Y
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3.6 Measurement Tool
Measurement Tool the questionnaire composes the study Factors affecting

DOS o eration of breast cancer.

y/()%;t cancer which at least age of

artl General Information,

quality of life among patients' with

'-"a-a; hos ital

H
‘I

enienc: and Health information, and

DO Pperative breast Cancer

o fative breast cancer patients
s :“ study. Reliability was
an acceptable range for
5’

1
&

algllated by using Cronbach's

8 items).

ovember 2009.

3.7 Ethica 3.5.

o*conductind=the—teseatch—apbrovalwas—obi " from the Ethical

@g of Public Health

l@ past several decades this country has attenMd to attack its massive
and quality of hfe‘aﬂ s breast cancer, hea are problems by answering a simple

AU INSNINYINT"

this ustlon is that avoiding Breast cancer problems are a behavioral ability, skill, or

IR il b Uik ko]

low income an individual idiom of abilities, power, and capacities, many patient

Committee ©
e

Sciences. For

breast cancer experts persist in seeing this failure as a disease condition predisposed

by psychological, genetic, social, or cultural factors.
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The implication of these findings for public health policy for breast cancer
would be the development of policies at all levels of government to reduce the per
capita early detection or screening tast self -care through more adequate publlc and

t ity to health services
‘ W\ BREF among patients with
operative breast cancgf in joj | \

This study g e 35 s & relatic sigh between accessibility to
health services, healtl ation-and- elated@puality of life among patients
with operative breast ance i-Et E 0 : ailand.

In combination witl gs of this study should help in

developlng@m e‘zyices and QOL for
post-operati\ ; J

ﬂUEl’JVIEJ‘VITWEJ'TIﬂﬁ
qmmnsmmmnmw



CHAPTER IV
RESULTS

Quantitative Result

Quantitative rese "characteristics of respondents,

; s found that most the
7¢ hears (17.2%) and the last
Bucafton (57.6%) occupation;
famer (52.4%) the | . Acomne; enalic 51%69%) Insurance: gold cards Gold
card 30 bath (90.0%)" rsohi A \ i .\- health service: No problem

Table 4.1: The numbsEa er ondent by socio-demographic

Age (Years) ﬂu
-15-19 years

ﬁmvmmwmnﬁ

re than 80 years

X =49, SD.11.34

ammnsmmmnmw
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Table 4.1: (Continual) The number and percentage of respondent by socio-

demographic characteristics (n=250)

Number
(250 cases)

Education achievement v /
- No Education % / 9 3.6
- Primary educa%_. ‘ _"‘é 144 57.6

Charact Percent

- Secondary ed 75 30.0
- Diploma 3 1.2
- bachelor's 7.6
Occupation

- Farmer 52.4
- Trade . : 30

- Governmenigfervap 4 AN s 6.8
- Housekeeper 4 f N | ' _ 10

- Other & & II A T N 0.8
Income sufficiency, il | \

- Enough and supp u?'- __f sl ' A 20 8.0
- Just enough E——— 129 51.6
- Not enough 101 40.4
Insurance type

- Gold card 30 bath 90

- Gold 20 pa 0

- Being gt . P 8.8
- Social securt f 0.8
When you E}/Sick do you receive education and social@

support from f |Iy, relatives , neighbor , volunteer or
co munity lead

UEI’J‘VIS‘VH‘WEV\T]T’“

n a family member is ill, how i &the health service?
[0 p oblem

=
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4.2 The quality services, convenience and Health information
It was found that most of respondents were the hospital there is the

convenient, and safe in taking servict

,4level moderate (92.4%), next you receive
advice practice, observe u S apt
high (57.6%), and th
moderate (56.8%). =

alth care when stay a house, level

ﬁygiene care and eating, level
. "5

— g — ——D

Table 4.2: Number_ghe=pec, nta of‘“ espondents=hy the quality services,
CoONVenigmet m

Th li ice b Good Middle Poor
e qua tyserv es ) | o o

1.The hospital there is e canvehie 231 1

services 92.4 0.4
2.You have the.#8htenty ent y\;e (- A W 113 0
A WA548 45.2 0.00

3.You have to helgibo hyg ne careal "" TR A N 142 2
Y B .'"*" oy N 42, 56.8 0.8

4.1n the hospital, yousfeceiged |nfor on'r 1 dl , 155 4
medications and t eat plan syl ) 36.4 62.0 1.6
5.You receive an orients ,“:":‘ ;v‘ﬁ'f" isi 104 135 11
stay in the hospital 41.6 54.0 4.4
6.You received informatiop ‘_"f” S| 141 7
uncertaintiesgregardi ' &~ 564 28
7.You receiveg n 216 124 10
and healtht -" 2 | 496 4.0
8. You receive theldata e ) 134 8
compllcatlonslﬁ' mpost operative “sge Jthe'exercise 53.6 3.2

protects the sh®edlder joint sticks, infected Wound post

operative ‘

AR TAUNAINGIAE



32

4.3 Quality of life
Questionnaires, Health — related quality of life post operative breast Cancer
(WHOQOL-BREF)

. — St - Neither Bad Poor
Quality of life post operative S e Fa(D) / (3) 2) (1)
' N N,% N,% N,%

1.How satisfied @ . e 215 1 0
* g A 032 860 04 00

2.To what extegi*tio ypti fg€ VAL \ \ 0 52 4 2
prevents ye#*™rom géing U need o do? "\ 04 76 20.8 1.6 0.8

3.Do you have eg@tgh ghergV fer every ay life2 X 86" 159 5 0
: ' VA3 N o636 20 00

138 0 0
y 4 W38 552 00 00

5.How much do yo jo |$§ .'?'_-"' ‘ 3 95 5 1
Y 3y ' ’ 380 20 04

6.How well are you abjfito copdemtrares -+« : ‘ 137 3 1
AT AT 6 W20 548 12 04

108 5 0
53.6 43.2 2.0 0.0

. 4 r
4.How satisfied arggfyougvithiyotir's &

7.Are you able to accept your-pegtiy-appeal

8.How satisfied ag 4 1
aﬁx 4 1.6 0.4
9.How ofkn ' . 96 44
as blue mdod:,ge 8= 268 384 17.6
10.How satisH are you wi 63 ¢‘|' 176 3 0
performy dally living activity? 20 252 71.6 1.2 0.0

11 How much d cﬂgd any medical treatmu 8 137 101

ARBIRDAING N

13 ow satisfied are you with 'ur personal

QAARATRINI TV TaY

15.How safe do you feel in your daily life?
2.0 52.4 44.4 0.8 0.4

16.How satisfied are you with the conditions of 15 113 121 1 0
your living place? 6.0 452 484 04 00
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Table 4.3: (Continual) Number and percentage of respondents by level of health

quality of life measured by WHOQOL-BREF (n=250)

| ;l f Best Good Neither Bad Poor

(4) ®) @ @
N% N% N% N%

30 109 10 0
— 0 436 40 0.0
18.How satisfied are. i th? = 221 0 0

7 884 00 00

81 0 0
324 0.0 0.0
3 0

1.2 0.0

0 0

0.0 0.0

6 0

2.4 0.0

4 0

1.6 0.0

2 0

0.8 0.0

11 2

4.4 0.8

0 0

,,,,,,,,,,, : ! 0.0 0.0

4.4 Quality oﬁ Le tﬂ‘é
For th questions of WHOQOL-BREF, the possi‘ le“scores ranged between
26 and 130 point‘ TEBLQOL was then deterfflifed by dividing the scores into three

HANERINEINT

uality of life Level

Quality of life Levll NumiEi, Percentage @
~ = . N | . 3 i ‘ | A

Poor (26 - 60) 1 0.4
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The most of the respondents had a middle level of Quality of life (51.2%),
followed by goods (48.4%) and poor (0.4%) level of quality of life post operative

breast Cancer respectively.

Scores for service G iahi : f life were calculated. The total
number of points in the, 9sservice, guali stions was the service quality

score. The total numibeksg; Jdifie"questions was the quality of

Std. Deviation

SQScore 2.593
QOLScore : 5.455
Relationgp befvegh SOS “-',": f¥ifia,score and respondents

characteristics analyed

Lelationship between the

Accordipg > JesL Ion, :
service quality Score l 3COora .'.- by Correlations was 0.569

and Correlation was st

-'.f;..

Table 4.6: Relatlonshlp alc ice quality score, and age and

quallty of lifesSet elation analysis (n= 250,

h Juality of life score

Pearsort'v. : J -0.072

p-value .... ' ,.1 0.258

Accord%a!; to the result from the data collection, Mre was no significant
relationship betw‘nm and service quality §&gfe of quality of life score (p>0.258,

ﬂﬁﬁl?ﬂﬂﬂ‘iwmﬂﬁ
qmmnsmmmnmw
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Table 4.7: Relationship between educational level and service quality score, and
educational level and quality of life score, analyzed by one-way
ANOVA (n= 250

Variable S Igan score SD P-value

Service quality 2.62 0.005
score ’ = 2.55

S Ml 193
Quality of life 153 6.07 0.007
score

4.00
3.98

In 1-Way anahsisOf “m !r' (A, “edutdional Tevel was significantly

associated with B#th sgf re p£0.0Q )k asS@Ciations were not regular.

These scores were jifghegt b %m é, o higNest education category (table
4.7). * ' | _;‘!' ¥ ‘
| ’ "W 24 W\ \
Table 4.8: RelatigfiShigibetwee-incomer s etvicenduality score, and income
and quality tif core, ‘analyzedioy oneay ANOVA (= 250,
Variable Inco “7 el =Mean score SD P-value
Service quality . Surplos s ) 4 2 2 23.50 2.01 <0.001
score S 2 9
A |
k_ . 3. Notenough 10 : ﬁ?
Quality &l" 3 8R3 <0.001
score —

£ 0 a‘ 3.88
3. Not enough 101 90.48 & | 3.73

iy

Scores W@ ﬂnflcantly assomatedw reported income (p<0.001), but

HUBINENTNINT
IR TUNMINYINY
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Table 4.9: Relationship between occupation and service quality score, and
occupation and quality of life score, analyzed by one-way ANOVA (n=

250)
Variable SD P-value
Service quality 2.63 0.579
score Frade—. 2.43
~—geOther— 2.78
Quality oflif&ﬁ(,d b 1) 5.70 0.385
score g S/ 5.25
‘ ‘ 504
Neither g88re whs 8 ficantlye associared With Oeglipation (p>0.385, table
4.9). AR S
Table 4.10: R a A8, service quality score, and
Oke, afalyzed by independent-
Variable SD P-value
; '.-",rf;;?agﬁ-_ ‘
Service quality 1 30-laaft==""005 . 2.56 0.007
score . — !
2. I ﬁmj‘;-/ %) : 2.53
Quality of life ‘ et -2 5,45 0.049
score | 2 Other 2 )

s,;&nlflcantly lower in
other ﬁ;rance plans (p<0.049,

Ser\tp
participants m@ 30-b3

table 4.10).

ammn‘mum'mma d
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Table 4.11: Relationship between problem in family and service quality score,
and problem in family and quality of life score, analyzed by

Independent-samples

Variable SD P-value

Service quality score- “SloPFol P2 256  0.457
: 2.Pi ) - 2.49

Quality of life SCOrEam=t*NOR 233816 5.48 0.440
: a7 | R 4.90

There w and presence of health-

related problemsgifP

AUEINENngng
QIR TN ING Y



CHAPTER V
DISCUSSION AND RECOMMENDATIONS

5.1 Discussion

validity of the hegh 8 alig ofilife ‘sod ,-"“\~.x st by comparing related
domain of W ‘ d

al. 2002). L AR S "aA\\ \ ’\..
Most of Quality of life (51.2%),

VAN

breast Cancer respef ely. = -' f al quality of life by socio-

t| jtory factors(Dundar et

followed by good 4# lity of life post operative

demographic characteristics: =result from the data collection, by
Independent T — test, A ;";: \ tes analyzed the relationship between
education E hﬂt‘ related quality of
life. StatistiCally=signtficant=gif ' sedlCation level, type of
occupation, 0 ]ﬁﬁ.’Generally, directions

1
of assouatlonsmre not regular. M

Relatlonshvkmeen SQSCORE qﬁate Quality of life score and

U INSNINE DT o

of |ﬂ| score respondents characte jstics analyzed by ANOVA test. SQScore and

q ORI DTN GGl 11 P11

ANOVA test. SQScore and QOLScore is significant at p< 0.001. Relationship
between Occupation — relate SQSCORE and Quality of life score respondents
characteristics analyzed by ANOVA test. SQScore is not significant P=0.579, and
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QOL score was also not significant (p=0.385). Relationships between Insurance -
relate SQSCORE and Quality of life score, by Independent T — test. Independent T —

test is significant P-value at 0.007 -value at 0.049. Participants in the 30-baht

y : | problems in family — relate
SQSCORE and Qu ity- 0 test. Independent T — test is

age 40—59yéars, 4 " S time d the incident of breast
cancer, the pegglt i ntrysoy-united stata €ahagda andy the country in Europe

Thailand meets - less-30 yes oimajeritymore than 45 years and the
most age more than jority,m re .... 3 ear ini ry of Public Health )
W~y , '
2. The qualit -pattents-wii [ Qoperaliive breast cancer. Most of the

respondents had a middle leve uality 1.2%), followed by good (48.4%)

and poor (0.4%) level of-g

research riﬁj

were opera&
they were sid

e& | S @Ad anorexia. The breast
1
cancer patient H ere in intermediate level and occupationi¢ategory and side effect

after operation co‘d ﬂnlflcantly predict quan life in breast cancer. The majority

AULINENTNIINT ™
q W*fﬁaaﬂwwwwmw

surgery. Findings regarding service quality score and QOL score may not be

e breast Cancer respectively. The

3 ﬂ‘ rly all participants
‘ ‘ \veéd chemotherapy so

generalizable to longer times after surgery. Similarly, degrees of association between

these scores and independent variables could change as time since surgery becomes



40

longer. Further research is needed to characterize the time course of the studied
scores, and their associations with independent variables.

Not all potentially relevant i dent variables were assessed in this study.

abov fargh has shown associations of type of
treatment with QOL. QQitehds 0 Anapiepts with lumpectomy than with
mastectomy. The effeeisafsiffatmeént on serv ityes€0re and QOL score were not

analyzed in this‘swp_.—:{urthep resea@ other characteristics is

needed.

AW
of quality of lifg#Bu v \ .‘,\ don't be lost , there is
period of sickne§ i or = RIgIT CoSt ingWreatments, the researcher
recommendation: ‘ \

e amnd the anxiety of the patient,

should establish the cllnlc for health care breas sgancer in Roi-Et Hospital and Home

health care, tgQ patl f health serve of g
2. The organizations should incorporate the bre Q health in national

and sectorA '. C

—t
trade, environnﬂe tal protectionye

’ddction, employment,
|

M

3. Waltlng time from reglstratlon until the respondents meet health care

Vi a acce sh ered, and
4. Ithough the respondents in this study came from the same county of

orlgln the social contexts of divrse minorities cangplay a key role in asgsging

IR IUANTINGTIRY

5. Although WHOQOL-BREF instrument was proved suitable to apply on
most of the target population to measure their quality of life status, to apply the
WHOQOL-BREF in Breast cancer populations, there may also be a need to modify
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the wording of the item on sexual activity to be more suitable for respondents who are

ﬂuﬂqmﬂwﬁwawni
RIAINTUUMINGINY
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APPENDIX A

Thai-Language Questionnaire
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APPENDIX B

English-Language Questionnaire

The questionnaire COMPO: 7 - =
Part 1: ng/ t O e \ n ef,0reast.cancer which at least age of

Part: 2 Questionnairg# itf Sk Gic . lconvehicice 3 jol Health information, part:

3 Questionnair felated qualityef |ifeypost operativéybreast Cancer

are b yaulk demographic information.

Please mark v in the (@ pleag@®alsg mL- in t ank space where provide.

EAUCAtION—feel-Primary-education-l==secontiary education
A HOHer bachelor's degree
3. Occupatlorm | b |I
[] Farme [ ] Trade v [ ] Government servant

ﬂwnmﬁw%’wmm """"

|:| Enough and be left pick enough but, Wlth nothlng left pick

q RABIATUURINHIAS

in reaching takes the insurance?
[ ] Gold card 30bath [ ] Gold card pay

[[] Bring government servant [ ] Social security
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6. Did your sickness, family of member, relatives, neighbor, volunteers, and
community leader, health education and social support.

[] Yes

7. Family of member, a pr

[ ] No, probl .
Part 2 Questionnaireh

——

d Health information

No ThequW i | Good | Middle | Poor
- A4
1
serves

2 You have the cop€ntigé

time

the conspiracy hgé

5 | You receive an orie Btions-ab8t 2

visit is stay in the HOspit8 Jaadants

6 | Youreceive an adV|c_, f.f/,:ﬁ

problen@he ‘ AN
doctor o

A %
7 | You recefvé:
e

preparation_gi health care, Deforeand arte perative .|'
8 | Youreceive the.data about condition preve

ANLINBAS

nd post operative

about.c

ion has

_ You receive advice practlce ob!rve unusual

9
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Part 3: Questionnaires, Health — related quality of life post operative breast
Cancer WHOQOL-Bref)

The following questiofe | about your quality of life, health

other areas of your Iig stion to you, along with the

response option. P sas8-6ho0: se v *fost appropriate. If you are
e it
unsure about which.respgise Uestiengthe-fitst response you think of is

often the best one. .

No Indurlng g st 'i k Badly, Neutral | Bad | Worst

To what.eXtent @b yg
pain preventj

need to do?

3 | Do you have@houg ener' -: oV

e -'

4 | How satisfied are you wiih=yeti-sie 3

.J'l“
-

5 How

hd

LN

7 | Are ydu able t0's
appearanM

8 | How satisfiefaﬂpu with yourselfv u

Worst

perform your daily living activity-
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No

In during the last > weeks Best | good

Neither

Bad

Worst

11

12 | How satisfied are
for work: e ,',f,
13 | How satisfiggsase"you it
relationship? g
14 | How satisfied4@ft yQu
you get ff8m yqu
15
16 | How satisfiedgre
of your livifig pl A
17 | Have you engyh ndBney to,iiee
needs: ! —
et
18 | How satisfied are you W i
o -:\"W"
19 | How available tg is-theinforma
that ne
20 | To what.e
=|
opportun!ﬁmr leisure'e
21

How healthy f your physical
.-

1%

How satisfied are you with your sex life»

How would you rate your quality of life>




54

APPENDIX C
Budget

&\W#

From, an offlce | Et‘)splt -——‘:

1. DocumenW It cogt amouaL

In this research pr

Instruments and mater

. 100 bath, baths

2. Data analysis cg R B 3, baths

3. Copy refggdfle cpst Jf J f == , (Ola 0 baths

4. Data collectjg afouht 250-X45'ha baths
5. Follow § o

baths

§ 4 4' ’ !‘ 1 1
6. Adviser F ¥ A - 000 baths

e L "R\ _
7 Tot i dget | ., 6,750

2 "_r W" ."1!

baths

ﬂﬂﬂ?ﬂ&lﬂﬁwmﬂ‘i
RIAINTUURIINIA Y
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APPENDIX D
Time schedule
1

Research/Project : ‘ A ighe Erame (Month)

Activities 38p | 1 gPec | Jan | Feb | Mach | April
1. Literature revigwe= )
2. Tool develop ‘

data coIIectir_\g_e-’"':- 7l

3. Budget assessmep
and researciud

fund raising

4. Field prepafationd 4 ,.-A &
and data collegffon '

5. Data analysis anc f’

v

interpretation y

/

6. Report writing

ﬂUEl’J‘VIEWIﬁWEl']ﬂ‘i
QW?Mﬂ‘iMNW]’WI&I’mEJ
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Name MriEkkasi

Date of birth ' \“ ALl 26
Educational Achiev«i§\\ . 166
Work Experience ~—— gical eperdl

Position j"’"’/‘ ur

el

AuEInEningng
RIAINTUUMINGINY
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