THE EFFECT OF UNCERTAINTY MANAGEMENT PROGRAM ON QUALITY OF
LIFE AMONG VIETNAMESE WOMEN WITH POST MASTECTOMY

Mrs. Xuan Ha Thi Nhu

unAngauasuiiudoyaatuiinvaineinusaauntnisfing 2554 liusnisluadatdyaign (CUIR)
\uuitudoyavestidndwoivendnus Ndsnunadudningidy
The abstract and full text of theses from the academic year 2011 in Chulalongkormn University Intellectual Repository (CUIR)

are the thesis authors' files submitted through the University Graduate School.

A Dissertation Submitted in Partial Fulfillment of the Requirements
for the Degree of Doctor of Philosophy Program in Nursing Science
Faculty of Nursing
Chulalongkorn University
Academic Year 2017
Copyright of Chulalongkorn University



naued Ilsunsumssanmsnnu liuniveuaeguamdia lungudsauumdsridadiuy

WA 3 N Y

a 4 @

%muwuﬁﬁu,ﬂudmwﬁwmmiﬁﬂyané'ﬂqmﬂ‘%ﬂgapwmmamam@yﬁumcﬁ@
AINeINamaa’
AMZNILNAMEAT 2NINTAINNIINGNSD
UmsAn1 2560

'
a a A C4 a [
AVANTUDIYWIANINIUNNIINGIQY



Thesis Title THE EFFECT OF UNCERTAINTY

MANAGEMENT PROGRAM ON QUALITY
OF LIFE AMONG VIETNAMESE WOMEN
WITH POST MASTECTOMY

By Mrs. Xuan Ha Thi Nhu

Field of Study Nursing Science

Thesis Advisor Associate Professor Sureeporn Thanasilp, D.N.S.
Thesis Co-Advisor Associate Professor Ratsiri Thato, Ph.D.

Accepted by the Faculty of Nursing, Chulalongkorn University in Partial

Fulfillment of the Requirements for the Doctoral Degree

_____________________________________________________________________ Dean of the Faculty of Nursing
(Associate Professor Sureeporn Thanasilp, D.N.S.)

THESIS COMMITTEE

Chairman

(Professor Somchit Hanucharurnkul, Ph.D.)

Thesis Advisor

(Associate Professor Sureeporn Thanasilp, D.N.S.)

Thesis Co-Advisor

(Associate Professor Ratsiri Thato, Ph.D.)

Examiner

(Associate Professor Police Captain Yupin Aungsuroch, Ph.D.)

Examiner

(Assistant Professor Sunida Preechawong, Ph.D.)

External Examiner

(Assistant Professor Natkamol Chansatitporn, Sc.D.)



a

2 81 1 Y : waves Tsunsumstamsany luniueuaegunndia lungudeauiy

NEIHIAAA UL (THE EFFECT OF UNCERTAINTY MANAGEMENT
PROGRAM ON QUALITY OF LIFE AMONG VIETNAMESE WOMEN WITH
POST MASTECTOMY) o./i1fSnunaneniinusvdn: se. as.q5ws sudail, 0.i1fSnm

a a Al [ Jan
IMNGUNUTITIN: 5/, A5.5A1AT 11w, 188 wih.

[ o

a £ o s A = [ ! ' '
MyvenImaaetiiiaglszeasd weAnymavesTlsunsumstansanu liuiueuas
an ) = v 1o 3 9 oo ' A = 2 v 1w
AUNINABIAVDINAT Y1IIIAUINHAINIAANLITUAIUN NQUAIBEIN AD ANTHIIIAUINHAINIAR
] ° 1 1 U '
vziFumun $uau 115 au wiaunqunaaed 57 au waznquAIugy 58 AU laengunaaed
Yo @ ] ] a = 1 Yo
lasuTsunsumstanmsanu lduiveunazmsquanuind Tuvazinguaiugulasummizms
a o L4 4 { av
quanwind 45zeznalumanaass 3 dani insesiionlslumsidte Usznoudre Tsunsums
vamsany luuiueu tazuuuiagmnImdia Modified Quality of Life Index Scale Vietnamese

a

I r'd
Version imaulszansueavesnsouuin miny .81

HAN13398 WU AQUNARDILAURTEASUUUAUNINTINGINIINGUAIVAY  0819%

@

o w aaa A A Aa < Y 1 1 = Aa 9
UITAYNNTDAN p<.05 LiJE]Wft]'liﬂ!'lﬂmﬂ'lW"lf'JﬁL“l_lui'lﬂﬂ'lu WU AURAYASUUUUNTWEIAATU

a o o [ 1 1 1 ]
FUAINNWNIY %11!%@1% ﬁ'mmwaﬂ‘ym Lmzﬁ}mﬁaﬂmmﬂquﬂﬂamqammqumuqu 267193

V)

WodAgneadan p<.05 dusiumsaoudussaenmssnylunqunaasuaznguaiugu il
v '
anuuanany asiy aansoagliaan Tsunsumsdamsanyliniveuammsamiugaunin

a v 1w < [ 'l
FInvosassvnasnaanzGuduy 3 e e

I wennasnaas aeio¥eidan

Fsdnm 2560 Moo ¥e 8. N1 NYIMEN

A A A '
A1UDYD E].Vl‘].ﬁﬂ‘]&ﬂi')ﬂ



## 5677401736 : MAJOR NURSING SCIENCE
KEYWORDS: UNCERTAINTY / QUALITY OF LIFE / POST-MASTECTOMY /
NURSING PROGRAM

The aim of this study was to test the effect of the Uncertainty Management
Program (UMP) on quality of life among Vietnamese women at 3-weeks post
mastectomy. The quasi-experimental design with posttest only was conducted in 115
women with post mastectomy who were assigned in experimental group (n=57) and
control group (n=58). The experimental group received the UMP and routine care
while the control group received only routine care. Participants were assessed at 3-
weeks post mastectomy using the modified Quality of Life Index Scale Vietnamese

version with Cronbach’s alpha coefficient of .81.

It was found that at 3-weeks post-mastectomy, the mean score of QOL in the
experimental group was significantly higher than the mean score of QOL in the
control group (t=7.71, p <.001). In addition, it was found that 4 dimensions of QOL in
the experimental group, namely psychological well-being, physical wellbeing, body
image and social concerns, were significantly higher than those of the control group
(t=7.48, 8.83, 4.37, and 6.25, p < .001). However, the treatment responses of women
in both groups were not different at 3-weeks post-mastectomy. In summary, the UMP
could improve quality of life of breast cancer patients at 3-weeks post mastectomy.
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CHAPTER |

INTRODUCTION

Background and significance of the study

Breast cancer is the predominant type of cancer that causes death in
Vietnamese women, with 12,000 new cases per year (Breast Cancer Network
Vietnam, 2014). More than 70% of women suffering from breast cancer in Vietnam
receive mastectomy as the most important treatment modality (Lan, Laohasiriwong, &
Stewart, 2013a; Thiep et al., 2009; Trieu et al., 2011). However, it was reported that
the percentage of those suitable for aesthetic surgical procedures like breast
reservation or reconstruction was only 10% as the consequence of late-stage
diagnosis, complex medical health status and high cost of treatment (Body, 2011; Lan
et al., 2013b; Nguyen, Hood, & Belgrave, 2012). Studies have shown that women
who have undergone a mastectomy have a poorer quality of life than those
implementing immediate breast reconstruction or conservation (Lee, Sunu, &
Pignone, 2009a; Nissen et al., 2001; Thiep et al., 2009). The quality of life score
among post-mastectomy women in Vietnam around 35.2 to 52.7 was lower (Binh et
al., 2015; Duong, 2015) than that of women in other developing countries which is
about 64.5 to 72.7 (Haddou et al., 2016; Min et al., 2015; Rahman et al., 2014).

In regard to quality of life post-mastectomy, systematic reviews show that the
early stage of post-mastectomy (one-month transition time after mastectomy to
chemotherapy) witnesses a poor level of adjustment and decreased quality of life
(Chen et al., 2010; Paraskevi, 2012). Evidence has shown that decreased quality of

life in the early post-mastectomy period is a reliable indicator of treatment



discontinuation in women with breast cancer after mastectomy (King et al., 2000;
Richardson et al., 2007). The poor quality of life in the post-mastectomy stage leads
to a recurrence of cancer, metastasis or even death in this group (Coates et al., 2000;
Mols et al., 2005). Evidence implies that there is a rising trend in mortality rates
among Vietnamese breast cancer women undergoing mastectomy, whereas the 5-year
survival rate was low compared to other countries in ASEAN region (Jemal et al.,
2011; PfizerFacts, 2008; Vuong et al., 2010). A new vision concerned with the quality
of life of breast cancer women is therefore proposed in this research that care-givers
should support for QOL right after mastectomy.

In the nursing context, quality of life (QOL) is theoretically defined as the
subjective perception of one’s lived experience (Plummer & Molzahn, 2009).
However, the concept of QOL post-mastectomy refers to the quality of life in the
post-mastectomy construct. Therefore, the definition of quality of life post-
mastectomy needs to cover most aspects of mastectomy that influence a woman’s life
post-mastectomy. In this study, quality of life is defined as a perception of the
women’s lived experience, including physical well-being, psychological well-being,
body image concerns, social concerns, and diagnosis/treatment response post-
mastectomy (Padilla & Grant, 1985).

From reviewing the literature, factors contributing to quality of life in the early
stage of post mastectomy can be examined in terms of both direct and indirect effects.
The direct factors influencing QOL are nursing support, social support, post-surgery
symptoms, negative emotions, and uncertainty. Nurses, family caregivers, partners,
friends or colleagues provide support which has a positive effect on QOL (Leung,

Pachana, & McLaughlin, 2014; Salonen et al., 2013). Symptoms post-mastectomy



include: lymphedema, pain, stiffness, breast incision sensitivity, fatigue, weight loss
and sleep disorder, all of which have a negative influence on QOL (Champion et al.,
2014; Taghian et al., 2014). Negative mood state, anxiety or negative body image post
mastectomy also lead to a negative effect on QOL (Bagheri & Mazaheri, 2015;
Razdan et al., 2016; Tirgari et al., 2011). Uncertainty among women undergoing
mastectomy commonly exists in 1-2 weeks after surgery and also directly lowers
quality of life (Hong, 2000; Valeria, Daniela, & Lara, 2014). As regards the indirect
effects, uncertainty is the most common mediator that impacts the QOL. Uncertainty
mediates the effects of social support and surgical symptoms on QOL post
mastectomy (Clayton, Mishel, & Belyea, 2006; Sammarco & Konecny, 2008; Stavrou
et al., 2009b; Wonghongkul et al., 2006). Negative body image and poor
communication skills also have an effect on QOL through the mediation of
uncertainty (Clayton et al., 2006; Kim, Lee, & Lee, 2012). Overall, factors that
directly affect QOL and mediate QOL through uncertainty were social support,
surgical symptoms, and negative body image. Therefore, interventions which
manipulate uncertainty in the aspects of surgical symptoms, negative body image, and
social support will have a positive effect on quality of life.

Uncertainty in illness is defined as the inability to determine the meaning of an
iliness-related event and occurs when an individual is unable to predict the outcomes
accurately (Mishel, 1988). Uncertainty in breast cancer women post mastectomy is
based on Mishel’s concept in 1988 and is defined as a process of: (1) ambiguity
concerning mastectomy surgery, (2) complexity of symptoms regarding mastectomy
surgery and the system of care, (3) lack of information and skills of self-care for the

transition from hospital to home, and (4) unpredictability of the result of treatment



and prognosis. The antecedents of uncertainty are symptoms of mastectomy,
unfamiliarity with the system of care, inconsistency of treatment and prognosis and
nursing education, nursing communication, and social support. The solution to
dealing with uncertainty is coping strategies with the illness related events to improve
quality of life.

In Vietnam, studies have shown that a series of complex symptoms that may
occur at discharge time includes pain, sensitive breasts, lymphedema, arm stiffness
and fatigue with a relatively high incidence rate of more than 40% (Duong, 2015;
Hiep, 2010; K Hosiptal Report, 2013). With respect to psychological problems post-
mastectomy, approximately 75% of women suffer from distress after mastectomy
(Vo et al.,, 2011) and 40% from negative body image (Vien, 2015). As regards
perception of uncertainty, 80% of post-mastectomy women feel they lack information,
are unclear in prognosis, process and the cost of treatment, while 50%-60% require
nursing support and family support (Chau & Bang, 2014). These reported factors
cause prolonged hospital stays, increase the cost of treatment and reduce QOL of
post-mastectomy women in Vietnam (Lan et al., 2013b). Remarkably, the
phenomenon of uncertainty which occur among post-mastectomy women in Vietnam
is similar to that in other countries.

The routine nursing care for post-mastectomy women in Vietham mostly
covers the information of perioperative procedures, anesthesia, intervention for pain,
surgical types, post-operative wound care, drainage care, vital sign recovery, and
follow up treatment (Vo et al., 2011). However, other aspects like body image
concerns, emotional concerns and social concerns, experience of breast and arm

symptoms at home were recognized separately in routine care plans or research. There



are no guidelines for post-mastectomy care at home for women and family members.
Besides that, after 3 weeks post-mastectomy, women receive the results of their
laboratory tests and have to decide the course of further treatment, and this period is
the most difficult time for women undergoing mastectomy due to the unpredictable
prognosis and treatment response which might lead to a reduction in quality of life
post mastectomy. The routine care is probably not holistic because it ignores some
psychological factors that may have a primary impact on quality of life post
mastectomy.

From existing literature, there are some classifications of intervention with an
effect on the uncertainty and QOL. The first type is direct intervention which
improves some aspects of QOL, such as social support programs, physical exercises,
and other therapies. The nursing support program is reported to make a difference in
QOL at 1-week post-mastectomy (Salonen et al., 2013). Systematic reviews also
provide evidence that physical self-management could have effective results on
physical functioning, emotional and/or social well-being post-mastectomy from week
4 or week 6 after surgery (Van Dijck et al., 2016). Another method in this regard is
Qigong, which incredibly has a positive change on surgical symptoms (Fong et al.,
2014; Lee, Pittler, & Ernst, 2009b; Lin, 2012) and improves physical strength and
ability after 4 weeks (Markdump, 2014) as well as reducing fatigue and anxiety (Lee,
Chen, & Yeh, 2006; Reanrhom & Thanasilp, 2014). Some methods concern negative
body image post mastectomy in hospital such as mirror therapy (Freysteinson, 2009,
2011, 2012; Tam, 2001), art therapy (Thyme et al., 2009) and relaxation therapy
(Olyaie, Toozandehjani, & Neyshabouri, 2015; Paterson, 2015). Overall, almost all

previous interventions affect QOL in separate dimensions or based on definitions of



QOL that are different from the concept of QOL post-mastectomy. There is evidence
to support that the use of many interventions may enhance QOL of women with post-
mastectomy condition. However, the concept of QOL differs in each stage of the
disease. In the post-mastectomy stage, QOL largely consists of five dimensions
including physical well-being, psychological well-being, body image concerns, social
concerns, and diagnosis/treatment response post-mastectomy (Padilla & Grant,
1985b). Therefore, interventions that only address one or two aspects of QOL may be
less effective in improving QOL.

The second type of intervention puts effort into reducing uncertainty post
mastectomy, but has not considered QOL as an outcome. An informational and
emotional consultant together with the social support and communicating positively
reduces uncertainty at 1-week post mastectomy (Hong, 2000; Hsu et al., 2010).
Another uncertainty management program also reduces uncertainty in post-
mastectomy women, leading to improved well-being; however, it was not conducted
on women at the post mastectomy stage (Germino et al., 2013; Gil et al., 2006b).

In summary, almost all interventions focus significantly on QOL dimensions
such as physical well-being, psychological well-being, body image concerns and
social concerns as separate treatments. Interventions, in many cases, have not
considered QOL as the whole, integrating 5 dimensions within the concept of QOL
post mastectomy. Furthermore, the effects of these interventions on uncertainty post
mastectomy do not include QOL as the outcome of mediation by uncertainty.
Therefore, the effects of uncertainty on QOL post-mastectomy are still unknown.

Because of this gap of knowledge in caring for post-mastectomy women, the

Uncertainty Management Program (UMP), a nursing program based on Mishel’s



Theory of Uncertainty in Iliness was developed. The UMP combines informational
support, emotional support, and social support, together with Thai-style Qigong, with
the purpose of lowering the uncertainty which is considered as a danger at 1-week
post-mastectomy in the hospital and supporting women with mobilizing strategies to
cope with uncertainty at home in order to improve QOL at 3-weeks post-mastectomy.
The aim of this study was to examine the effects of the UMP on QOL at 3-weeks
post-mastectomy. It was expected that subjects who participated in both the UMP and
routine care would have better QOL at 3-weeks post-mastectomy than those who only
received routine care.

Objective of the study

To test the effect of Uncertainty Management Program on quality of life
among Vietnamese women with breast cancer at 3-weeks after mastectomy.
Specific objective

To compare the difference in quality of life between Vietnamese women with
breast cancer who receive UMP and routine care with those receive only routine care
at 3-weeks post-mastectomy.

Research question

What are the differences between the quality of life among post-mastectomy
women who receive both Uncertainty Management Program (UMP) and routine care,
and those who receive only routine care at 3-weeks post-mastectomy in Vietnam?

Scope of the study

The population of this study were women with breast cancer for whom

mastectomy was indicated and implemented as a significant surgery treatment at the



Oncology Hospital, the biggest oncological center in the South of Vietnam. The study
examines the subjects’ quality of life at 3-weeks post-mastectomy, utilizing a quasi-
experimental posttest-only control group design. The participants were recruited by
inclusion criteria with informed consent and tacit group assigned to the experimental
and the control groups. The experimental group received both the UMP and routine
care while the control group received only routine care. The independent variable was
the Uncertainty Management Program (UMP) and the dependent variable was Quality
of Life (QOL).

Framework of the study

The theory of Uncertainty in Iliness (Mishel, 1988) provides the theoretical
framework for this study. According to Mishel (1988), uncertainty in illness is defined
as the inability to arrive at an understanding regarding illness-related events and is
generated by the stimuli frame, which consists of unformed pattern of symptoms,
unfamiliarity of illness events, and inconsistency of information. Uncertainty can be
reduced with the assistance of structure providers, which include education, social
support, and credible authorities.

The uncertainty post-mastectomy is considered as a danger, which leads to the
coping strategies to improve their adaptation — the ability to return to the women’s
normal life before the illness. According to Mishel, (1990) individual’s uncertainty is
the basis of self-organization in which women reformulate their view of life (Mishel,
1990). The degree of uncertainty implies women’ adaptation response to return to
their usual life. Therefore, QOL was proposed as an adaptation outcome (Clayton et

al., 2006; Somjawong, 2010).



In accordance with Mishel’s theory, regarding reducing uncertainty in the
post-mastectomy stage, we manipulated the stimulate frame and structure providers.
Stimuli frame theoretically includes symptom pattern, event familiarity and event
congruence. First, the post-mastectomy symptom pattern comprises both physical
and psychological symptoms. Physical symptoms are visible symptoms such as
muscle and shoulder stiffness, arm edema, pain, sensitive skin, headaches, fatigue,
and sleep disturbances, and these symptoms are reported to have a negative effect on
QOL (Dodd et al., 2010; Janz et al., 2007). On the other hand, post-mastectomy
psychological symptoms include negative body image and negative emotions, which
are considered as the silent symptoms. While negative emotions are defined as fear,
sadness, loss of control, dread or uneasiness caused by the stressful event of
mastectomy (Duong, 2015), negative body image, which results from the damaging
changes to the physical body by mastectomy surgery, is a particularly serious issue
(Bagheri & Mazaheri, 2015; Vien, 2015) as post-mastectomy women have been
known to experience many uncomfortable feelings, have difficulty accepting changes
to their bodies and find it hard to maintain their sense of female identity (Robson,
2000; Tanik, 2000). Second, Event familiarity is the degree to which the situation is
repetitive so that post mastectomy women may expect what will happen. Finally,
Event congruence refers to the consistency between the information and the
experienced result of treatment/prognosis. Uncertainty in the post-mastectomy stage
can be managed and reduced by strengthening these stimuli frame factors, using
informational support, emotional support, and Qigong practice.

Informational support in the UMP involves presenting scientific information

about mastectomy surgery, mastectomy procedures, mastectomy-related symptoms,
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emotions, nutrition, and skin care. This kind of information helps post-mastectomy
women understand and manage their physical symptoms (Chau & Bang, 2014; Knobf,
2002).

Emotional support of UMP acquainted women with the expected emotions
normally occurred post-mastectomy and methods to release negative feelings such as
disclosing and sharing with others (Sajjad et al., 2016; Yoo et al., 2014). Looking in
the mirror is also a beneficial way of reducing negative body image after the first time
seeing bodily changes (Freysteinson, 2011).

Qigong practice is the practice of Thai-style Qigong which focuses on
breathing, concentration, and movement that help reduce both adverse physical and
psychological symptoms. Thai-style Qigong has been reported to reduce shoulder
stiffness, lymphedema, and supply energy to reduce fatigue and anxiety in women
after mastectomy (Markdump, 2014; Reanrhom & Thanasilp, 2014).

Structure providers in the study consist of nursing education, social support,
and credible authorities. In the post-mastectomy stage, doctors, nurses, and family
members are the credible authority involved in caring for the women undergoing
mastectomy (Meleis et al., 2000; Trieu et al., 2011). In the UMP, structure providers
were strengthened by the communication process between nurses and participants
both directly and by phone calls in order to enhance nursing support.

The communication between nurses and women in the post-mastectomy
stage is based on motivation, encouragement, and close personal contact.
Communication guidelines instruct post-mastectomy women to express their internal
feelings to others, look for help from others, and seek relationships with others to

reduce uncertainty (Cancer Council Australia, 2014; Germino et al., 2013).
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Clarifying the system of care in the hospital presents the participants with the source
of questions to ask doctors, nurses and other staffs with regards to their
responsibilities. Phone calls are utilized as reminders to manage their symptoms at
home and help maintain the communication between nurses and post-mastectomy
women. These calls also serve to support post-mastectomy women in their effort to
cope with illness (Clayton et al., 2006; Knobf, 2002).

Coping is important in reducing uncertainty through mobilizing strategies
when uncertainty is considered as a danger. The mobilizing strategies include direct
action, vigilance, and information seeking (Mishel, 1988). Therefore, before hospital
discharge, nurses discuss and set the practicing plan for participants at home. After
that, participants would practice physical exercise, Thai-style Qigong, emotion
disclosure, communication with family members or friends, independent management
of nutrition and skin care, independent collection of information from other sources
such as the internet, and media channels at home. The participants could make
inquiries and discuss with the nurses via phone calls.

Establishing Uncertainty Management Program

Systematic reviews suggested that the intervention for improving QOL
focuses on before and after primary treatment (Stavrou et al., 2009a). Intervention at
primary treatment or after that also benefits the QOL in mastectomy women
(Sammarco, 2001). Another perspective, is that post- mastectomy women who are
well prepared with support and education before being faced with the first change
could carry on better later (Knobf, 2002) . Uncertainty was reported to exist at the
same time with QOL in women at 1-week after mastectomy (Hong, 2000; Salonen et

al., 2013). The initial experience of uncertainty or poor quality of life at the time of
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transition from hospital to home may have an influence on the women later in life
(Meleis et al., 2000).

Post mastectomy is the sensitive transition stage in which women express
uncertainty both at hospital and at home. This period usually takes around 3 weeks
from the day of surgery to the day of the first follow-up with physicians to decide on
adjuvant or further therapies (Hong, 2000; Valeria et al., 2014). Transitions are
considered to be in association with identifiable marker events or critical turning
points which involve increasing awareness of change or more active engagement in
dealing with the transition experience During the transition, there is a period of
uncertainty marked with fluctuation, continuous change, disruption in reality and
possible occurrence of symptoms related to the transition and this period may include
a number of critical points (Meleis et al., 2000).

Thus, in the UMP for post-mastectomy women in Vietnam, the critical point
for implementing the program was 3 days before surgery. At this time, the women
incur uncertainty because of the lack of information and knowledge about
mastectomy, and the reluctance to communicate with healthcare providers and family
members to get help. The second critical point was 3 days post-surgery when the
women saw the change of their body for the first time after surgery, and they might
perceive a negative body image. That's also why reducing negative body image
concerns in day 3 post-mastectomy was set in the program. On day 3 post surgery,
physical exercises were also very important to the recovery of physical function in
women undergoing mastectomy. However, at this point, only basic physical activities
such as standing up, walking or doing private activities were required. Whereas the

movements of hands and elbows were allowed immediately after surgery (Chung et
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al., 2013; Groef et al., 2015), most movements involving the raising of the arms or
stretching of the shoulder were discouraged because they increased the number of
liquid excretion which prolonged the hospitalization time. The third critical point
post-mastectomy was the day before discharge. At day 7, the participants practiced
Qigong to relax and recharge energy as well as reducing mastectomy complications.
The fourth critical point was at home when the participants took care of themselves.
The disruption between their expectation and reality made it difficult for them to
manage symptoms and routine life at home. Some women were afraid of doing things
because of the pain, stiffness of the shoulder, fatigue or sleeplessness, while others
isolated themselves, developed psychological problems and incurred a reduction in
their quality of life. In most of critical points, nurses played an important role in
engaging and supporting women with knowledge and skill, as well as connecting and
motivating them to help them reach the desired outcomes (Meleis et al., 2000).

A summary of the framework of Uncertainty Management Program (UMP) is

presented in figure 2



14

(8861 ‘TSI A1oay ], Ajureiiasu) s, [YSIA WOLJ uondenqns AIoayJ, ;| 2ndL]

(5861 JueInpeqIped)
Xopuy 3J17Jo Ajtjeng) sdojeatpuy
AVY90¥d ININIDVNVIA ALNIVIYIINN [eardury
asuodsar Juaweal] $a0Inos IAJ0 WoIJ
SUIAOUOD [B10S  UOTBULIOJUI SULY2aS UOTEULIOJUI JO Yor] Supes Awop)sejy poddns Ajuue
SUI20U0) AFew APOg  UOTEITUNWIWO)) SJUDAS JUANITUOIU] sampadoid Awo)oa)se]y a1ed JO WJsAg
A\ [e0130[0Yy2ASJ  SUOTIOWA ASO[ISK] swoydwAs pajoadxaup)  swoydwiAs [eordojoyodsd 3y uonesuNUIWOd Fursiny
A\ [Bo1SAYd  SuoBK)) 2omael] Aw0}s2)sew Jo Ayn3iquiy [ea1sAyd Awojo2)sejy uoneonpa Suismy - SajqeLIep
AOUaNIZU0d YAAY  ALIoyIne JqIpal))
CRIRRILAGIN Jaduep e se Aerjiuey yuaay 1loddns [e10g
700  suiziiqow suido) Auiepaaun wsaned woydwig uoneInpy 1dasuo)
awodn()
uoneydepy e uido)) Es Qure L_oqo!:.a duiej NS J9p1ao.d ainpnng L1093y ],




15

WEISO1] JUSWOFEUE]\ AJUIELI00U[) JO NIOMOWEI] oY ], :7 2Ind1]

dINN YL

e

Auwo

PIseW
ysod

TO0

$321N0S 13Y)0
wioay djpy Surydag
“daed urysy
UoNLINU dZeURA]
UOIEIIUN LU Wod
‘SUoNoOwW

asopasip ‘Buogi)
supndeag

Awo)prajsewn

1sod
Ajurepsaoduny

swianed woydwAg

SUONOWd dAnesau
pue agewn Apoq
aanesap :woyd wAs
[e2180j0y2AS J-

T [1v2 auoyg-

I [[ed duoyJ-
awioy e dNPRIJ-

aaed

urys % ‘uonLynu
‘swoyd wAs

[e218.uns ‘L1a3.ans
AWoPRNSeN]

:woyd wiAs pesis£yg-

sutuued sondeag-
Suodi0) sonpeag-
aspajmouy]

Surpurwayy-

stapiacad aanpnng

1ioddns jaom)dN -
aded JO WISAY -
uoneIUNWwod
suisany-
uonesInpa guisIny-

uonexeja.d
suiyeaag-
y1oddns
[euonowy-
aansodxa JOLITTA-

aonaead 3uo03i)-
1ioddns jepog-
yioddns
[rUOneULIOjU]-




16

Rationales

According to the Uncertainty in Iliness Theory, uncertainty affects quality of
life through the effect of stimuli frame and the structure providers. The UIT has been
tested in women with breast cancer and QOL was measured as the outcome; therefore,
it proposed the strong relationship between uncertainty and quality of life (Clayton et
al., 2006; Detprapon et al., 2009; Somjawong, 2010). According to evidences from
literature review, the rationales of the UMP are presented as follows:

Informational support has positive effects on physical symptoms and
psychological symptoms, which as a result reduces uncertainty of symptoms post-
mastectomy and promote QOL (Hong, 2000; Hsu et al., 2010).

Emotional support affects the psychological symptoms including negative
body image and negative emotions, thus reducing post mastectomy uncertainty and
increase QOL (Liao et al., 2013; Yoo et al., 2014)

Social support provides women after mastectomy with the knowledge and
skills to enhance their social contact, communication with nurses, doctors and family
members; therefore, uncertainty is reduced and QOL is enhanced (Salonen et al.,
2013). Social support also aids in adjusting women’s negative body image in order to
reduce uncertainty (Kim et al., 2016).

Qigong is effective on both physical and psychological symptoms post-
mastectomy thus definitely reducing uncertainty and improving QOL (Markdump,
2014; Reanrhom & Thanasilp, 2014)

Looking at oneself in the mirror is considered as an effective method to reduce
negative body image, a psychological symptom post-mastectomy, hence it helps

reduce uncertainty (Luethcke, McDaniel, & Becker, 2011)
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Communication between nurses, doctors, family members, and women
undergoing mastectomy is a practical structure provider’s support that can reduce
uncertainty. Therefore providing information about the role of nurses, doctors and
skills to communicate with them helps the post-mastectomy women achieve more
effective communication with healthcare providers and fulfill more needs (Clayton et
al., 2006)

Reviewing knowledge and setting up practice plan at home encourage and
provide women a critical method to practice by themselves. Phone calls are utilized to
maintain support and contact between nurses and post-mastectomy women after their
discharge.

The participants’ home practice involves the coping mobilizing strategies.
According to Mishel’s instruction (1988), when post-mastectomy women were certain
about their condition, they could make their own coping strategies to manage the
illness events and improve their QOL.

Presented above are the rationales that support the effectiveness of Uncertainty
Management Program; therefore, the post-mastectomy women who received this
program were expected to have a higher quality of life than those who only received
routine care.

Hypothesis

Post-mastectomy women who were in the experimental group receiving the
Uncertainty Management Program, would have a higher score of quality of life
compared to the control group who received only routine care at 3-weeks

postmastectomy.
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Operational definitions

Quality of life (QOL) is defined as the perception of one’s lived experience
with mastectomy surgery and comprises five dimensions, namely physical well-being,
psychological well-being, social concerns, body image concerns, and
diagnosis/treatment response (Padilla & Grant, 1985a). Based on Padilla and Grant’s
model and supported by evidence congruent with post-mastectomy population,
empirical indicators of QOL post-mastectomy are as follows: Physical well-being
includes one’s strength, tiredness, ability to work, current health, self-perceived
usefulness, and food amount. Psychological well-being is indicated by happiness,
satisfaction of life, fun, eating pleasure, and sleep. Body image concerns involve the
ability to look at the changes of the body, perception of femininity, adjustment to live
with body changes, fear of scar and worry about the future (of living without a
breast). Social concerns include family and friend rejection, family and friend contact,
and privacy need. Treatment response related to surgery is defined as the ability to
have sufficient nutrition (food amount), weight, severity of pain, frequency of pain,
arm edema, shoulder movement (when raising hands), sensitivity of the absence of
breast. The instrument used to measure QOL is the Vietnamese version of Quality of
Life Index (QOLI_V) modified from that of Padilla and Grant’s (1985)

Uncertainty is defined as the inability to determine the meaning of an illness-
related event, and this occurs when an individual is unable to predict the outcomes
accurately (Mishel, 1988). Uncertainty is characterized by four underlying factors: (1)
ambiguity concerning mastectomy surgery, (2) complexity of symptoms regarding

mastectomy surgery and the system of care, (3) lack of information and skill of care
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when transitioning from hospital to home, and (4) unpredictability of the result of
treatment and prognosis.

The Uncertainty Management Program (UMP) is the nursing program
developed on the basis of Uncertainty in Iliness Theory (Mishel, 1988), the manual
guideline of Physical exercise and Emotional support in cancer (Cancer Council
Australia, 2013, 2014) and the program of Thai-style Qigong (Thanasilp, 2012)
together with clinical evidences. The UMP had 6 phases including phase (1)
Assessment of the post-mastectomy women’s need, phase (2) Informational and
social support, phase (3) Body image concerns and emotional support, phase (4)
Prepare and set up plan at home, phase (5) Practicing at home, and phase (6)
Evaluation program.

Routine care: is common nursing activities in the surgical oncology ward to
prepare and instruct women before mastectomy and care for women post-mastectomy.
These activities include information of preoperative procedures, documents and
procedures before surgery, intervention for pain, wound care, drainage, recovery

process, and physical exercises for women after mastectomy surgery.



CHAPTER Il
LITERATURE REVIEW

This part customarily presents knowledge about quality of life and uncertainty
concept in the post-mastectomy stage with the definitions, antecedents, consequences,
instruments, and interventions. The Uncertainty in Illness theory provided the
framework on which the Uncertainty Management Program was developed to reduce
quality of life in post-mastectomy breast cancer women in the early stage of post
mastectomy. Therefore, rationales of this theory are also presented in this chapter.

1. Post-mastectomy breast cancer women in Vietnam

Breast cancer incidence in Vietnam has increased very fast recently from the
age-standardized rate of 24.5 per 100,000 in 2000 to 32.80 per 100,000 in 2007
(Vuong, Velasco-Garrido, Lai, & Busse, 2010). Latest reports estimated that there are
12,000 new cases of breast cancer each year with a mortality rate of 60% (Ha, 2015).
It is also reported that Vietnam has been on top of the list of high incidence and low
survival rate of breast cancer for 5 years among South Asian countries. The mortality
rate in Vietnam is 0.44 (OR) with a higher rate indicating a lower rate of survival
(PfizerFacts, 2008).

Community training, primary prevention, and health care policies for breast
cancer disease in Vietnam are not up to standard. Firstly, most of breast cancer
women in Vietnam have no money to access regular health check-up because there is
no health insurance policy for the whole population of Vietnam. Poor people only go
to the hospital when they have serious health problems. Secondly, mammography, an

expensive medical test and the gold standard for diagnosis of breast cancer is only
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available in central hospitals; thus, breast cancer women have limited chance of
discovering the disease at health care centers in rural areas. Thirdly, knowledge about
breast self-check, the easiest way to detect unusual signs in the breast, is still
unfamiliar with Vietnamese women due to feelings of shame, social stigma or
traditional taboo.

Most women having low income and living in rural areas ignored health
check-ups because of the lack of money (Nguyen, Hood, & Belgrave, 2012), which is
why over 70% of women with breast cancer in Vietnam were diagnosed later than
stage Il, resulting in a high risk of death, exacerbating and complicated treatment,
longer time of treatment and higher treatment expense (Lan et al, 2013). Most
Vietnamese breast cancer women were documented to be middle aged (40-50 years),
at stage Il diagnosis (>60%), married (>83%), having education level lower than high
school (70%) and having mastectomy (78%). These are also the prognostic factors of
the survival rate of breast cancer women in Viet Nam (Lan, Laohasiriwong, &
Stewart, 2013). In clinical settings, there are 10-15 women receiving breast surgeries
per day at Oncological hospitals, which demands a lot of effort and care from nurses
and doctors (Reference?). Over all, breast cancer in Viet Nam has now become the
burden to the health care system and the government.

Mastectomy is an aggressive surgical procedure for women with breast cancer
, Which brings both physical and psychological damage to women (Frost et al., 2000).
With regard to physical functions, women who undergo mastectomy are faced with
surgical side-effects such as pain (20%-30%), and seroma (10%-80%) (Vitug &
Newman, 2007). One of the complications specific to mastectomy is lymphedema,

although improvements in breast cancer treatment techniques and nursing system
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have contributed to a decrease in the incidence of lymphedema. The development of
lymphedema results in physical impairments including compromised function,
diminished strength, fatigue, and pain in the affected arm (Taghian et al., 2014). The
psychological problems post-mastectomy includes the problem of “femininity” which
is linked to the issue of “desirability”, something innate in the “feminine position”
(Arroyo & Lopez, 2011). Negative perception of body image in mastectomy women
is also a psychological problem which is experienced more often than in other
surgical methods (Collins et al., 2011; Fang, Shu, & Chang, 2013; Sun et al., 2014).
Negative body image has a significant impact on women’s emotional well-being and
interpersonal relationships (Arroyo & Lopez, 2011; Silva & Santos, 2010). Besides,
body image is one of the psychological aspects of human well-being which
contributes to quality of life (Shobhita & Sathiyaseelan, 2013; Falk Dahl et. al., 2010).
However, during the treatment of breast cancer, physical and psychological symptoms
change in different phases of the disease on various subscales, including those
representing perceived health states, overall impact, medical interactions, physical
function, role function, fatigue, pain, social function and health satisfaction (Frost et
al., 2000).

In Vietnam, although breast conservation and immediate reconstruction have
been applied for 10 years, only 10% of the women can receive immediate breast
reconstruction or conservation, as compared to 70% in other developing countries
(Vien, 2015). Evidence has proved that immediate reconstruction and breast
reservation have better aesthetic effect than mastectomy alone. A study on women
undergoing mastectomy in Vietnam shows a low score of quality of life post-

mastectomy at 52.7 as based on EORTC-C30 and 35.2 based on EORTC- BR23
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(Duong, 2015). Another study has pointed out that mastectomy also causes poorer
quality of life than breast reconstruction (Thiep et al., 2008). The quality of life of
women undergoing mastectomy in Vietnam focuses on the effects of symptom
complications, body image, and psychological distress post-mastectomy. Symptoms
occurring after surgery when women are discharged from hospital usually involve
arms (43,3%), breasts (29,3%) and pain (39,3%) (Duong, 2015), among which
lymphedema takes up 23-30% of those with lumpectomy (K Hosiptal Report, 2013).
In Vietnam, 68% of breast cancer women receive radical mastectomy and
approximately 75% express distress during hospitalization (Vo et al., 2011). Besides
that, negative body image is one of the post-surgery psychological problems which
occurs to 40% of women undergoing mastectomy (Vien, 2015). Literature review
from other countries mentions that anxiety, distress or negative body image is one of
the psychological problems that cause poorer quality of life post-mastectomy (Gold et
al., 2016; Oh, 2000; Razdan et al., 2016).

As regards informational support and counseling for post-mastectomy women
in Vietnam, 80% of post-mastectomy women want to have more informational
support and over 90% of the information should be related to the prognosis, time, cost
of treatment, and surgical types. On the other hand, self-care and family support
account for 50% of post-mastectomy care concerns (Chau & Bang, 2014). Being well-
informed and well-prepared before coping with many aspects related to physical,
psychological, spiritual and social functions at home is very important to improve the
quality of life post-mastectomy (Knobf, 2002). However, in breast surgical

oncological wards, the intervention to promote better quality of life post-mastectomy
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for women after discharge is still lacking. There is currently no nursing guideline or
intervention that focuses on improving the quality of life of post mastectomy women.

2. Quality of life in post-mastectomy women

2.1 Quality of life definition

Quality of life (QOL) is a concept that has existed since early research. It
can be understood as one single dimension or multifaceted dimension. The World
Health Organization has defined QOL as “individuals’ perceptions of their position in
life in the context of the culture and value system in which they live and in relation to
their goals, standards, and concerns” (WHO, 1997). However, this concept is too
broad, which makes it suitable for social sciences research but not specifically tailored
for research on most of the illnesses in the medical field. Another definition considers
QOL not as a summation of the individual happiness-states of all members of a
society, but as the obtaining of the necessary conditions for happiness throughout a
society (Mccall, 1975). On the contrary, QOL is mostly used to indicate a person’s
sense of well-being that stems from satisfaction or dissatisfaction with aspects of life
that are important to them. QOL is also defined by: (1) normal life, (2)
happiness/satisfaction, (3) achievement of personal goals, (4) social utility, and (5)
natural capacity (Ferrans, 1990). Later, the conceptual model of QOL was built taking
into account the dimensions of QOL. Individuals are the only proper judge of their
quality of life, because people differ in what they value; therefore, the resulting model
identifies four domains of quality of life: health and functioning,
psychological/spiritual, social and economic, and family (Ferrans, 1996). Padilla and
Grant (1985) described quality of life in five dimensions including physical well-

being, social concerns, body image concerns, psychological well-being, and diagnosis
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or treatment response. Cella (1994) identified four dimensions which encompass
physical well-being, functional well-being, emotional well-being, and social well-
being.

In the nursing context and in relation to specific illnesses, the concept of
quality of life, in fact, coincides with the concept of health-related quality of life. A
concept analysis of nursing based on theoretical guidelines of Peplau’s, Rogers’,
Leininger’s, King’s, and Parse’s conceptualizations, quality of life is defined as a
contextual, intangible, subjective perception of one’s lived experience (Plummer &
Molzahn, 2009).

In context of cancer, McCorkle and colleagues define quality of life as
"functional capacity, symptoms (physical and psychological) and perceptions of
health"(McCorkle et al., 1989). Quality of life in lung cancer analysis is the impact of
the disease and/or treatment on the functional status, physical symptoms, affective
state, and interpersonal relationships, as evaluated by the person with cancer (Cooley,
1998). Concept analysis of Urinary cancer illness defines characteristics of positive
QOL which include a sense of control, self-worth, independence, and social
engagements (Dugger, 2010).

In breast cancer, the concept of QOL describes the impact of breast cancer
on the domains of physical, social, psychological and spiritual well-being (Ferrell et
al., 1997). Another study on the QOL in women describes family relationships and
family support as central to good QOL. Good family relationships may help cancer
women enhance their sense of self and priorities, increase their spirituality and
facilitate personal growth (Wong-Kim et al., 2005). In a qualitative approach, QOL

concerns the meaning of cancer, spirituality and beliefs about the causes of breast



26

cancer, coping mechanisms, the impact of illness and changes in relationships (Jassim

& Whitford, 2014).

2.2 Quality of life in post-mastectomy women

Literature reviews mainly suggest that mastectomy has much more effect on
women’s quality of life in the short-term period after surgery than in long-term
survivors. Poor quality of life in female post-mastectomy breast cancer women occurs
early when women receive the diagnosis result and mastectomy is indicated as
treatment, and then it fluctuates during the primary treatment process

In the diagnosis stage, breast cancer women are usually concerned about the
aspects of normal life, global quality of life, and emotional function (Montazeri et al.,
2008). Another study focuses on the symptoms before breast surgery which are
related to quality of life such as fatigue, pain, sleep disturbance, depression, physical
and social functions (Denieffe, Cowman, & Gooney, 2014). Quality of life at the
diagnosis stage of breast cancer is influenced in two major dimensions: physical and
mental aspects (Karlsen et al., 2016).

For the surgical stage, from mastectomy time to 3 months after surgery, the
quality of life change in terms of emotional function, physical function and role
function (body image, sexuality, future perspective) (Montazeri et al., 2008). A study
on 558 women at 1-month after mastectomy surgery, symptoms including muscle
stiffness, breast sensitivity, aches and pains, tendency to take naps, and difficulty
concentrating, were significantly associated with poor physical functioning and
emotional well-being (Ganz et al., 2004). Another study on 335 women undergoing
mastectomy that measures their anxiety, depression symptoms and QOL prior to

surgery and after surgery has shown that higher levels of anxiety and depression
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symptoms in mastectomy women were associated with increased fears of recurrence,
hopelessness, uncertainty, loss of control, and a decrease in quality of life (Gold et al.,
2016). Mood disturbance together with emotional disturbance or poor physical
function at 1-month post mastectomy are also the important aspects of poor quality of
life in the surgical stage. Moreover, post-mastectomy women have significantly
higher altered appearance distress (1.80; p<0.05) and poorer body image (51.69;
p<0.05) post-surgery. Women who have altered appearance distress or poor body
image are much more likely to experience psychosocial, physical, and functional
problems than women who do not (Chang et al., 2014; Gaines, 2012). The lack of
attractiveness, femininity and identity are also issues of sexuality in the relationship
with their husbands or partners that impact their quality of life (Fobair et al., 2006).
For the next stage of primary treatment which involves chemotherapy or
radiotherapy from 3 months to 12 -18 months, most of the dimensions of quality of
life to be considered are emotional function, role function and global quality of life
(Montazeri et al., 2008). Another study shows that psychological well-being and
social well-being are two domains that score the lowest among domains of health-
related quality of life at over 6-months post-mastectomy (Epplein et al., 2011). From a
qualitative approach, three major themes related to the experiences of women living
with breast cancer and undergoing chemotherapy have been identified: (1) the need
for spouse and family support, the need to worship, and the need to receive and share
information; (2) loss of the breast and hair; and (3) changes in normal life, changes in
self-perception, changes in the perception of the value of health, and a greater
appreciation for life (Cebeci, Yangin, & Tekeli, 2012). Another view shown in the

study of 400 women, which compared quality of life of women receiving mastectomy
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with reconstruction and those receiving mastectomy alone from post-surgery period
until they finished treatment, is that mastectomy only brings about lower scores in
three domains of quality of life which are physical well-being, psychological well-
being and sexual well-being (Howes et al.)

Considering the survival stage, which ranges from 5 years to 24 years free of
the disease, the quality of life in mastectomy women do not differ from that of breast
reconstruction or reservation groups. It has been shown that at 24-months post-
mastectomy, women who underwent lumpectomy or mastectomy with reconstruction
had no better QOL than those who had mastectomy alone (Nissen et al., 2001). A
survey of 1957 Dbreast cancer survivors 5 years after diagnosis suggests a more
positive QOL-related outcomes, yet no differences were seen between both surgical
groups (Padilla, Mishel, & Grant, 1992a). However, the dimension of QOL in this
stage mostly concentrates on psychological well-being (Epplein et al., 2011). In the
long-term care of 337 women, the score for quality of life is 63.9 (95% CI). Among
functional scales, social functioning scores the highest with a mean score of 77.5
(95% CI), whereas emotional functioning scores the lowest at 63.4 (95% CI).
Survivors’ care of women with breast cancer points out that they are satisfied with
their quality of life after 5 years (Tasiemski, Kujawa, & Pokaczajto, 2009)

For women with reoccurrence or metastasis, a current study examines a range
of concerns among distressed metastatic breast cancer cases, including physical and
emotional distress, social functioning, and existential issues (Mosher et al., 2013). The
author also mentioned that metastatic breast cancer and its treatment resulted in a
number of quality-of-life concerns at first, including physical symptom burden,

emotional distress, body image disturbance, and disrupted daily activities. After that,
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social constraints on disclosure of cancer-related concerns may exacerbate the women
distress. Finally, many women experienced a heightened awareness of life’s brevity
and searched for meaning in their cancer experience. Results highlight a range of
quality-of-life concerns following a metastatic breast cancer diagnosis and suggest
that addressing social constraints on cancer-related disclosure and the search for
meaning may improve women’ psychological adjustment.

Overall, from the literature review, QOL post-mastectomy includes
mastectomy side effects such as arm symptoms, breast symptoms, physical well-
being, negative body image, psychological well-being, social well-being and
information/perspective of treatment process. Based on research evidences, QOL
theoretically can be defined as encompassing five dimensions including physical well-
being, social concerns, body image concerns, psychological well-being, and
diagnosis/treatment response (Padilla & Grant, 1985a). According to Padilla and
Grant, physical well-being is identified as the strength, fatigue, and the ability to
work, health and self-perceived usefulness. Psychological well-being refers to
happiness, satisfaction, fun, general QOL, pleasure and sleep. Body image concerns
mean the ability to look at the changes of the body, the tendency to worry, the ability
to adjust and to live with body changes. Social concerns consist of social rejection,
social contact, or privacy need. Diagnosis/treatment response is related to surgical
treatment symptom which is defined as the ability to have sufficient sexual activity,
nutrition, weight, severity of symptoms like pain, nausea and vomiting (Padilla &

Grant, 1985). QOL is measured by the Quality of Life Index (Padilla & Grant, 1985)
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2.3 Antecedents of quality of life

From literature, it is known that the major antecedents of QOL are surgical
symptoms, social support, uncertainty, therapy choices, age, race, income, and
communication with nurses/physicians.

Symptoms caused by mastectomy result in physical impairments including
compromised function, diminished strength, fatigue, and pain in the affected arm and
lymphedema. Women suffering from lymphedema may have decreased self-
confidence resulting from a distorted body image. Negative emotions reported by
women with lymphedema include anxiety, frustration, sadness, anger, fear, and
increased self-consciousness. Lymphedema secondary to breast cancer treatment
remains a significant quality of life issue, with known consequences related to a
woman’s physical, psychological, and emotional well-being (Taghian et al., 2014).
Severe complication of symptoms like symptoms cluster (fatigue, pain, sleep
disturbances, depression) causes poorer functional status and QOL post-mastectomy
(Dodd et al., 2010). Poorer sexuality and body image, anxiety, marital dissatisfaction,
and fear of recurrence are factors that cause worsened QOL (Champion et al., 2014).
Experiencing symptoms prior to surgery such as fatigue, depression, and negative
emotions shows the significant impact on global quality of life with the correlation at
0.427, -0.542, 0.416 respectively (Denieffe et al., 2014).

Psychological factors before surgery also have an impact on quality of life
after mastectomy. Systematic review suggests vulnerability, psychological distress
and preoperative cancer distress as significant negative predictors of quality of life
and body image post bilateral mastectomy surgery (Razdan et al., 2016). Women who

had undergone a mastectomy in Mashhad, Iran, opposed that the mood state was a
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predictor of their QOL (r = —0.598; p < 0.001) (Tirgari et al., 2011). Perception of
negative body image is also reported to impact quality of life in women with breast
cancer ( t=-.41) (Bagheri & Mazaheri, 2015)

Social support directly improve QOL within 6 months (OR, 1.80; 95% CI) in
health and functioning scores (OR,2.18; 95% CI) (Salonen et al., 2013). Another
study mentioned that women newly diagnosed with breast cancer reported
significantly poorer QOL in subscales related to pain, physical functioning, health and
vitality. At 3-year follow-up, QOL improved in most domains to the levels equal with
that in pre-diagnosis stage. Levels of social support remained stable across time
(Leung et al., 2014).

Besides that, social support indirectly affects QOL by the mediator of
uncertainty. Correlations of these factors are strong and explained in many studies.
Social support predicted 15.1% of QOL variance, and uncertainty predicted 10.4% of
additional QOL variance. Together, these two variables predicted 20.5% of QOL
variance (Sammarco & Konecny, 2008). In another study, uncertainty, social support
and quality of life were considered direct effects (r =.418, p < .000), as well as
uncertainty and quality of life (r=-.436, p<.000). Using stepwise multiple regression
model, 17.3% the variance of quality of life was explained by perceived social
support, and 10.7% by uncertainty. Together perceived social support and uncertainty
significantly explained 27.2% of the variance of quality of life (Sammarco, 2001).
Social support predicted 15.1% of QOL variance, and uncertainty predicted 10.4% of
additional QOL variance. Together, these two variables predicted 20.5% of QOL

variance in another study by Stavrou et al. (2009a).
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From past evidences, uncertainty is reported to mediate the effects of social
support on QOL. Besides, uncertainty, together with 2 other variables which were
years of survival, and harm appraisal explained 21.8% variance of quality of life by
hierarchical multiple regression (Wonghongkul et al., 2006). Uncertainty also
mediated the effects of symptoms to quality of life because during treatment, most
symptoms positively correlated with the level of uncertainty, whereas, in women who
had completed treatment, only dyspnea, insomnia, and arm symptoms positively
correlated with uncertainty (Kim et al., 2012). Overall, uncertainty affects QOL and
uncertainty is also mediator of social support and symptoms on QOL.

Other factors related to individual characteristics such as, age, race, region or
economic also influence QOL. Younger women reported depressive symptoms (P
<.005), fatigue (P<.001), self-reported attention function (P<.001), and poorer sexual
function (P<.001)(Champion et al., 2014). Low income, minor race and ethnicity
imply a lower QOL in physical and mental health (Maly et al., 2015; Morrow et al.,
2014). Rural areas residents are only different in physical well-being in the QOL
compared to urban residents (DiSipio et al., 2010). Women who are younger, married,
unemployed, highly educated, religious, with higher monthly household income or
with greater than one year elapsed time since diagnosis, had higher QOL (Chae &
Seo, 2010). Therapy choices or communication between post-mastectomy women and
physicians also influence QOL (Lee et al., 2013; Maly et al., 2015).

In summary, the factors that are most related to quality of life in breast cancer
women during post-mastectomy stage are symptom severity or symptoms cluster,
preoperative distress, mood state, and negative body image of women. However,

social support, symptoms, and uncertainty are three main factors that have an impact
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on quality of life over time since diagnosis until primary treatment is finished. For
those who survive for more than 5 years, QOL is stable, and symptoms and social
support do not play an important role in promoting QOL. That means most of the
predictors’ effects on QOL are most focused at surgical time and follow-up adjuvant
therapies. Among these factors, uncertainty is a mediator of social support and
symptoms on QOL. Therefore, uncertainty might be considered as the main predictor

of quality of life in female post-mastectomy breast cancer women.

2.4 Consequences of quality of life

Consequences of QOL are the mortality and survival time. Survival time,
which is defined as the length of time a terminally ill person remains alive, was the
only variable that emerged as a possible QOL consequence (Ganz, Lee, & Siau,
1991). Women with poor quality of life post-mastectomy had a higher rate of

mortality and recurrence of breast cancer (Coates et al., 2000; Mols et al., 2005)

2.5 Instruments to measure quality of life

With the purpose of measuring QOL after mastectomy, most of the
instruments measure the whole dimensions in the concept of QOL as considered
below.

European Organization for Research and Treatment of Cancer QOL
Breast Cancer Specific Version (EORTC QLQ-BR 23) (Sprangers et al., 1996)
was designed to measure QOL in the breast cancer population at various stages and in
post-mastectomy women with differing modalities. It consists of five domains with 23

items: Therapy side effects, arm symptoms, breast symptoms, body image, sexual
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functioning. Reliabilities ranged from .70 to .91. It was used to assess quality of life
of female post-mastectomy breast cancer women in Vietnam (Duong, 2015)

European Organization for Research and Treatment of Cancer QOL
Cancer Specific Version (EORTC QLQ-C30) (Aaronson et al., 1993):a cancer-
specific questionnaire designed to measure QOL in the cancer population. It combines
nine domains with 30 items: Physical function, role function, cognitive function,
emotional function, social function, fatigue, pain, nausea and vomiting, global health
status and quality of life. A four-point Likert scale ranging from 1 (Not at all) to 4
(Very much) or 1 (Very poor) to 4 (Excellent) is used to measure the quality of life
during the past week. The time to answer the 30-items self-administered questionnaire
was limited to 10 minutes. Reliabilities ranged from .69 to .90. It was used to measure
quality of life of breast cancer women during the post-mastectomy stage (Rahman et
al., 2014; Sun et al., 2014)

Functional Assessment of Cancer Therapy (FACT) (Brady et al., 1997).
This instrument is specific to post-mastectomy breast cancer women with six
domains: Physical well-being, social/family well-being, emotional well-being,
functional well-being, relationship with doctor, additional concerns. A five-point
Likert scale ranging from 0 (Not at all) to 4 (Very much) is used to measure quality of
life during the past week. It has 37 items, which require more time to answer and
might need support from the interviewer or the administrator. It takes approximately
25 minutes to finish. The Internal consistency was 0.90. It measures QOL in breast
cancer women in the survival stage (So et al., 2014)

Satisfaction with Life Domains Scale for Breast Cancer (SLDS-BC)

(Spagnola et al., 2003). This instrument was developed to measure satisfaction with
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life among breast cancer women by five domains with 32 items: Social functioning,
appearance, physical functioning, communication with medical providers, spirituality,
using a seven-point Likert scale ranging from 1 “delighted” to 7 “very unhappy”. It
was estimated to be completed in 20 minutes. Reliabilities ranged from 0.90 to 0.93. It
was used to measure life satisfaction of breast cancer women in the survival period
(Matthews et al., 2002)

Medical Outcome Short Form Health Survey (SF-36) (Ware, Snow, &
Konsinski., 1993) was developed to assess health-related QOL by eight domains with
36 items including: Physical functioning, role limitations due to physical health, role
limitations due to emotional problems, energy/fatigue, emotional well-being, social
functioning, bodily pain, and health. It was self-administered in 5 minutes. Reliability
ranged from 0.74 to 0.98. It was used to measure QOL in breast cancer survival stage
(Leung et al., 2014; Maly et al., 2015)

Quality of Life Index (QLI) developed by (Padilla &Grant, 1985) specific to
colostomy women with five domains: Physical well-being, psychological well-being,
body image, diagnosis/treatment and social concerns. The questionnaire was built
with the self-rating by indicating on the line from not at all to a great deal or
completely during the past week. It had 23 items and was estimated to be completed
in 10 minutes. This was a narrow span considering the use of a 0-100mm linear
analog-response scale. The score was measured by the exact number indicated on the
linear. Higher score means higher QOL. The internal consistency of each sub score
ranged from 0.65 to .085. It was used for the cancer population (Hanucharurnkul,

1989) and the result of summary score for QOL ranges from 62 to 84 in individual-
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item scores in the study of many kinds of cancer (Padilla et al., 1992a; Padilla et al.,
1992b)

Most of the existing effective instruments that measure quality of life for
breast cancer women are all well-known instruments which have been used to
examine QOL in many stages of breast cancer (Perry, Kowalski, & Chang, 2007).
Among those instruments, FACT-B and EORTC-BR23 are specifically designed for
women with breast cancer during primary treatment, post-surgery or chemotherapy.
However, QOL-BR23 focuses on physical symptoms whereas FACT-B emphasizes
emotional well-being (Nguyen et al., 2015). EORTC-QLQ30 and SLDS-BC or QOLI
are suitable for QOL in general or during survival stage. Considering the dimensions
of QOL in existing instruments, QLQ-BR23 has the dimension of Body image but
lacks the dimension of social concerns while SLDS-BC has social concerns and
appearance dimensions but does not totally discus psychological well-being. Other
instruments mostly consider physical and spiritual dimensions of QOL. Interestingly,
the QOLI of Padilla and Grant (1983) was built based on the concept of QOL in
diverse types of cancer having the same circumstance with breast cancer such as
cervical cancer, colorectal cancer, and hysteric cancer post-surgery. The original
QOLI of Padilla and Grant with 14 items have then been validated in many studies to
measure QOL, which prove its validity and reliability (Rukholm, McGirr, & Potts,
1998). Later, the QOLI has been modified for colostomy population by adding 9
items that focus on some aspects of symptoms post-surgery. The dimensions of QOLI
are closest to the definition of quality of life post-mastectomy, with five domains of
physical well-being, psychological well-being, social concerns, body image concerns,

and treatment/diagnosis response. The list of 23 self-administered items are based on
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the visual line for the most concerns in the last 4 weeks is closest to the conditions of
post-mastectomy women. Summarily, as colostomy the relation between colostomy
and colorectal cancer is similar to with the aspects of colostomy and mastectomy
being the same in colorectal and breast cancer, the QOLI of Padilla and Grant (1985)
covers most of the aspects of the operational definition of quality of life post-
mastectomy. Thus, this instrument was selected to measure QOL in breast cancer
women during 1-3 weeks post mastectomy. In order to prove the reliability and
validity of this instrument in the Vietnamese breast cancer group, the scale was
modified by adding 3 more items which belong to the treatment response and body
image dimension. Then it was sent to 5 experts who were consulted for the CVI and
then translated into Vietnamese using Brislin’s model. Psychometric properties of the
Vietnamese version of Quality of Life Index Scale (QLI_V) were then established by
Cronbach’s alpha and CFI in 200 Vietnamese women with breast cancer at 1-3 weeks
post-mastectomy.

The comparison and contrast of the instruments on time frame, domains and
purpose of instruments and their reliability or validity record are summarized in

table 1.
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2.6 Intervention for Quality of Life

The interventions improving QOL are documented to involve informational,
emotional, social support, physical exercises, Qigong and some relaxation therapies.
However, different studies use different definitions of QOL, with different
implementation methods for different stages of breast cancer treatment and there has
been no intervention that considers QOL at the early stage of post mastectomy. It can
be assumed that dimensions of QOL in post mastectomy stage differ from other major
events of breast cancer and there was no intervention or program perfect for women in
all different stages of this illness (Forst et al., 2000). Among these experimental
studies, some considered QOL as a single concept, whereas others viewed QOL as a
multi-dimensional concept. Therefore, the interventions selected depended on
different objectives of studies. In summary, it is required that there are interventions
that improve QOL by focusing on sub-dimensions of QOL which include physical
well-being, psychological well-being, social support, body image concerns and
symptoms post mastectomy.

Interventions that improved physical well-being in breast cancer post
mastectomy women were physical exercises and Qigong practice. Although there
have been many different views about the effects of exercises on the spreading of the
tumor or cancer cells, the exercises in many randomized control trials have proved to
be effective in reducing lymphedema post-mastectomy (Bicego et al., 2006). As
regards the physical and symptom concerns, systematic review suggested that
physical self-management had an effect on physical functioning, emotional and/or
social wellbeing for women after 4 weeks or 6 weeks after surgery (Van Dijck et al.,

2016). The physical exercises to improve muscle relaxation and normal movement of



43

arms and shoulder which are mostly used in practice and especially in Vietnam is the
nine-step practice developed by the Cancer Council Australia in 2014 manual
guideline, the thirteenth edition. The practice includes 9 steps of (A) Shoulder roll,
(B) Elbow stretch, (C) Wrist exercises, (D) Hand squeeze, (E) Arm stretch, (F) Arm
lift, (G) Hand on head, (H) Hand behind neck, (I) Wall crawl from easy to more
difficult acts and this practice concerns the ability and strength of the post-
mastectomy women. The steps A, B, C, D in this exercise can be applied at day 1 post
mastectomy on the bed and later at day 3 when the women can sit down and move as
normal. The women practice step E, F, G, H, and | after 7 days post mastectomy as
recommended by systematic review (Chung et al., 2013; Groef et al., 2015). The
women practice this regularly to reduce the short term and long term effect of breast
and arm symptoms (Cancer Council Australia, 2014)

Another method of managing the physical symptoms for post-mastectomy
breast cancer that has been studied for a long time is Qigong. Qigong is a mind-body
integrative exercise from a traditional Chinese method focusing on relaxation, deep
breathing, and coordinated movements. This method incredibly brings positive
changes to lymphedema circumstances and blood flow in breast cancer women in just
one section of 6 minutes (Fong et al., 2014), reduces pain after surgery (Lee et al.,
2009b) and promote recovery after surgery (Lin, 2012). Qigong also has an effect on
shoulder movement and physical ability of post mastectomy women after 4 weeks
(Markdump, 2014). It also improves quality of life post-mastectomy in just 2 weeks
compared to the conventional physiotherapy management (Naik, Patil, & AR.Pandya,
2016). Moreover, Qigong reduces fatigue and anxiety for women in

chemotherapy/radiotherapy (Lee et al., 2006; Reanrhom & Thanasilp, 2014).
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Dramatically, Qigong has shown an effect on managing physical and psychological
symptom post mastectomy in a short time (Oh et al., 2012).

Psychological well-being post mastectomy is reduced by relaxation skills with
methods to control and reduce emotional distress and anxiety. The mindfulness-based
therapy is one method reported to manage psychological distress in the post-
mastectomy stage (Zhang, Xu, Wang, & Wang, 2016). Some of the research on
mindfulness-based therapy showed effectiveness on body image in breast cancer post
mastectomy as well (Olyaie et al., 2015; Paterson, 2015). The skills of breathing
relaxation also bring balance to the physical body, manage sleep disorder and reduce
the uncertainty in emotion. The technique includes Equal Breathing, Abdominal
Breathing and Progressive Relaxation Technique for beginners in 10 minutes. It helps
calm the nervous system, increase focus, and reduce stress.

Negative body image post mastectomy is commonly experienced with
uncomfortable feelings, perceived difficultly in accepting their body changes and
difficulty in maintaining their female identity or defensiveness of women (Robson,
2000; Tanik, 2000). Beauty treatments provided at the hospital during hospitalization
by beauty specialists included make-up, hairdressing one day post-mastectomy for
women with breast cancer has an effect on improving body image (Quintard &
Lakdja, 2008). Another intervention, which is recommended in Vietnamese clinical
setting, is the program of looking in the mirror (Tam, 2001). This program has been
done in other countries and showed positive effect on post mastectomy women
(Freysteinson, 2009, 2011, 2012). Art therapy or hand writing and coloring is another
method to reduce negative body image and psychological distress in the post-

mastectomy stage (Thyme et al., 2009). However, literature proved that the
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combination of cognitive dissonance-based approach and mirror exposure was the
most effective method to reduce negative body image and negative emotions
(Luethcke et al., 2011)

Interventions such as social support from nurses brought about changes in
QOL 1 week after surgery whereas family or friends’ support only make a difference
in QOL later on (Salonen et al., 2013; Zabalegui et al., 2005). Social support is
considered the most important pattern that all interventions for QOL have to include.
Credible authority for post-mastectomy women includes health care providers, their
partner or family members (Allinson & Dent, 2014; Leung et al., 2014). Nonetheless,
an informational and emotional consulting program is effective in making
improvement on psychological impact, a dimension of QOL right at discharge time
post-mastectomy (Hsu et al., 2010). Informational and emotional support together in
education nursing program change the cognition of post-mastectomy women,
reducing uncertainty and psychological aspects of QOL (Hsu et al., 2010; Sajjad et
al., 2016)

3. Uncertainty in post-mastectomy women

3.1 Definition of uncertainty

Uncertainty in illness is defined as the inability to determine the meaning of an
iliness-related event and occurs when an individual is unable to predict outcomes
accurately (Mishel, 1988, Montgomery 2010). According to Theory of Uncertainty
Iliness, uncertainty is characterized in four forms: (1) ambiguity concerning the state
of the illness, (2) complexity regarding treatment and system of care, (3) lack of
information about the diagnosis and seriousness of the illness, and (4) unpredictability

of the course of the disease and prognosis (Mishel, 1988).
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On the other hand, an analysis that approaches the concept of uncertainty by
Morse (2000) describes uncertainty as a person’s perception of those situational
attributes. Characteristics of the illness situation including ambiguity, vagueness,
unpredictability, unfamiliarity, inconsistency, and lack of information underlying the
process of uncertainty. Three attributes of the concept of uncertainty have been
identified as probability, temporality, and perception. Loss of personal control is often
erroneously equated with uncertainty according to concept analysis by McCormick (
2002). However, loss of personal control is not synonymous with uncertainty for two
reasons. First, one’s ability to maintain perceived control, or the degree to which one
feels loss of control, is a personality factor. Second, being out of control has an
emotional component, but uncertainty is a neutral cognitive state (McCormick, 2002)

Qualitative approaches concerning breast cancer post mastectomy in many
countries support that in women newly diagnosed with breast cancer, uncertainty
focuses on experience of breast cancer illness, transition process and fatalistic view of
breast cancer (Yusuf, Ab Hadi, Mahamood, Ahmad, & Keng, 2013). Women are also
aware of living with breast cancer, such as their experiences in relation to emotional
reactions, bodily physical changes, their female identity, meaningful activities and
their social network (Landmark & Wahl, 2002).

Some women consider having a mastectomy but are uncertain due to the lack
of information to understand routine breast screening; uncertainty about screen-
detected ductal carcinoma in situ (DCIS) and its natural progression; uncertainty
about whether a mastectomy is justified, information gaps and treatment decisions
(Prinjha, Evans, Ziebland, & McPherson, 2011). While waiting for mastectomy, most

women express concerns on how their breast cancer would influence their future, and
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worries about disfigurement and reduced womanliness (Drageset, Lindstrom, Giske,
& Underlid, 2011). In breast cancer survivors, particular sources of uncertainty
include the inability to judge the meaning and significance of new or ongoing
symptoms, as well as the presence of new late-emerging physical symptoms such as
arm swelling (Kim, Lee, & Lee, 2012).

Five themes of uncertainty among women living with breast cancer were: (1)
the vicissitude of emotions, (2) relying on support through relationships, (3)
transitions: learning new ways of being in the world, (4) reflections of self in the
world, and (5) gaining understanding: putting uncertainty into life's perspective
(Nelson, 1996). Later uncertainty in breast cancer women was defined as a perceptual
state that existed on a continuum and changed over time. Hilton (1994), depicting
uncertainty as a process, said, “Uncertainty is a cognitive perceptual state that ranges
from a feeling of just less than surety to vagueness; it changes over time and is
accompanied by threatening and/or positive emotions.” In addition, Mishel (1997)
considered uncertainty a “neutral cognitive state” and, therefore, it should transcend
emotions (Hilton, 2009).

In summary, the concept of uncertainty in breast cancer population was
distinguished by Hilton (1994), however, the “process” or “cognitive perceptual state”
in her definition is abstract and difficult to measure because the phenomenon of
uncertainty in her study was explored by qualitative approach. It helps to understand
about uncertainty, but it brings confusion concerning the determinant to evaluate it. In
addition, Mishel, (1997) also explained uncertainty as a “neutral cognitive stage”
which implies the same meaning as Hilton, (1994) and Mishel’s defining attributes for

uncertainty concept is clearly understood and measurable. Therefore, the uncertainty
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concepts of Mishel, (1988) and Nelson (1996) explain the conditions of post-

mastectomy women better.

3.2 Antecedents of uncertainty

In accordance with the concept synthesis, most of the antecedents of
uncertainty in breast cancer focus on the primarily negative beliefs, values, and
characteristics of the cancer situation that influence the uncertainty (Hilton, 2009).
The major factor that affect uncertainty is anxiety, accounting for 63.3% of the
uncertainty (Oh, 2000). Symptoms severity (Kim et al.,, 2012) social support
(Somjawong, 2010), and mood sates (Warren, 2010) are also factors that predict
uncertainty in the post-mastectomy stage. In the model of predicting uncertainty in
breast cancer long term care, education accounts for 28% variance, symptoms take up

39% of variance and mood sate contributes to 16% of variance (Clayton et al., 2006).

3.3 Consequence of uncertainty

According to the concept analysis in breast cancer, the outcome of uncertainty
management is the changes in attitude, confidence, and relationships, reappraisal and
changes in beliefs, values, and goals (Hilton, 2009). From the literature, uncertainty in
previous time accounted for nearly 70% of the variance of more functional and
physical impairments of people over time (Garofalo et al., 2009). Functional or
impairment of people is a dimension of quality of life. Evidences also supported that
uncertainty together with perceived social support significantly affected quality of

life, which accounted for 27.2% of the variance (Sammarco, 2001)
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3.4 Instrument to measure uncertainty

The Mishel Uncertainty in Illness Scale’ (MUIS) examines the impact of
uncertainty in illness in breast cancer women (Hagen et al., 2015). Mean of the
participants MUIS score was 90.1 (16.8). Confirmatory factor analysis confirmed
validity of the whole instrument and its four subscales. The consistency of the
instrument with a three-week interval was r = 0.91. Cronbach's alpha was 0.89 for the
whole scale of 32 MUIS items and a = 0.58-0.86 for its four factors (Sajjadi et al.,

2014).

3.5 The Uncertainty in IIness Theory (UIT) (Mishel,1988)

The theory of Uncertainty in lliness (Mishel, 1988) explained the nature of
uncertainty. According to Mishel, (1988), uncertainty in illness is defined as the
inability to arrive at understanding regarding the illness-related events. Sources of
uncertainty are inconsistency in the patterns of symptoms, inconsistency between the
expected and experienced illness-related events, and the unfamiliarity and complexity
of treatments and events. Cognitive capacity refers to the ability of a person to process
knowledge or information. Limited cognitive capacity will reduce the ability to
perceive symptom patterns, event familiarity, and event congruence. Structure
providers such as education, social support, and credible authorities are resources that
are used to decrease uncertainty by assisting with the interpretation of the illness-
related events. As a result of cognitive appraisal, uncertainty may be considered as a
danger or as an opportunity. If uncertainty is perceived as a danger, coping strategies
to control or decrease this uncertainty will occur. If uncertainty is perceived as an
opportunity, then buffering coping strategies to maintain uncertainty will take place.

Coping strategies are said to improve adaptation, the ability to return to the normal
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life before the illness. According to Mishel (1990) individual’s uncertainty was the
basis of self-organization in which their view of life will be reformulated (Mishel,
1990). The level of uncertainty implies the adaptation response which will reform the

life. Therefore, in this theory QOL is proposed as an adaptation outcome.
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Figure 3 The theoretical framework of Uncertainty in Iliness (Mishel, 1988)

Uncertainty can occur when the experienced stimuli are inconsistent, random,
complex, unpredictable, and information is lacking (Mishel, 1988). A stimulate fame
is recognized and classified, imparting meaning to the illness symptoms. Symptom
pattern, one component of stimuli frame, refers to the degree to which symptoms are
present with sufficient consistency to form a pattern or configuration. When
symptoms form a pattern, less uncertainty exists, particularly less ambiguity about the
state of the illness (Mishel & Braden, 1988). In the post mastectomy stage, most of
the related symptoms include muscle stiffness, lymphedema, sensitivity, aches,
fatigue, pain, and sleep disturbances which cause poorer functional status and QOL

(Dodd et al., 2010). Inconsistent symptoms cannot be used to gauge reliability state of
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the illness; thus, they generate uncertainty. Another psychological symptom of post
mastectomy women is negative body image perception which influences quality of
life as adaptation outcome (Bagheri & Mazaheri, 2015; Razdan et al., 2016).
Accuracy of symptom perception is frequently limited because of perceptual and
cognitive biases such as selective attention and emotional arousal. If a person is
depressed or threatened by an illness, symptoms of actual or presumed illness
interpreted to be more severe than they actually are. Also, a sense of helplessness
surrounding the cause or persistence of symptoms may make it difficult to discern the
seriousness of the physical state. Absence of salient symptoms with no guarantee of
cure can generate more uncertainty than does the existence of symptoms (Mishel,
Hostetter, King & Graham, 1984). Therefore, some invisible symptoms like
psychological symptoms is also one of the stimulate frame of uncertainty.

When the meaning and components of the stimuli frame are understood, rather
than ambiguous, women appraise illness-related events differently, reducing
appraisals of threat and harm, and increasing appraisals of hope and uncertainty
management opportunities, which ultimately improves quality of life (Mishel &
Clayton, 2003; Wonghongkul et al., 2000). When women are unable to interpret the
meaning of symptoms experienced, they are unable to determine a pattern of
symptoms, generating more uncertainty. The changes which symptoms might bring
into one’s life may also generate increased uncertainty.

According to Mishel (1988), structure providers are the resources available to
assist post-mastectomy women to interpret symptoms and illness related events.
Resources such as education and credible sources of authority such as the health care

provider, help women interpret what is happening, helping them to form a cognitive
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schema and an accurate interpretation of symptoms (Mishel, 1988). Structure
providers are said to consist of credible authority, education and social support. One
of the most effective structure providers is social support (Mishel, 1997). Social
support is defined as the health care provider support and family support. The health
care provider can give information on the cause, intensity, and duration of symptoms,
which enable women to develop a cognitive schema and attach meaning to symptoms
in terms of their future impact. Without this input from the health care provider, the
uncertainty in illness theory stipulates that the uncertainty surrounding symptoms will
intensify.

Although interaction with health care providers has been reported to reduce
uncertainty (Mishel, 1997), the nature of the communication between post-
mastectomy women and provider needs more consideration.

As already mentioned, an illness event is, according to the Uncertainty in
Iliness theory, either appraised as an opportunity or a danger, and an opportunity
appraisal leads to the use of buffering strategies as a coping method. Buffering
strategies are important in supporting the uncertainty of the illness and blocking the
input of new stimuli that can transform uncertainty into a danger. The strategies
described are ignoring, avoidance, reordering of priorities and neutralizing (Mishel,
1988). An individual can manage communication to maintain fragile optimism, or

reset priorities of lifestyle change (Mishel, 1988).

3.6 Intervention for Uncertainty
There are two types of interventions analyzed in literature to improve
outcomes in post-mastectomy breast cancer women. One involves programs focusing

on uncertainty as the significant factor to improve aspects of QOL and the other



53

includes interventions that have direct effect on the increase of QOL as a whole or in
some separate dimensions.

The existing nursing programs focusing on Uncertainty Management have
been established; however, they are applied mostly for breast cancer survivors group.
Only one study mentioned the effect of uncertainty management for post-mastectomy
group. It can be assumed that the content of previous programs concentrate on a
different aspect of QOL in different stages of breast cancer treatment. Some
uncertainty management programs, which combine the holistic caring for QOL as
well as the separate interventions of nursing have been reviewed in detail.

In a randomized controlled design, Mishel and colleagues tested the efficacy
of a theoretically based uncertainty management intervention delivered to older long-
term breast cancer survivors. The sample included 509 recurrence-free women with a
mean age of 64 years (S.D. = 8.9 years) who were 5-9 years after being treated for
breast cancer. The intervention was conducted during four weekly telephone sessions.
In each section, nurses guided cancer survivors in the use of audiotaped cognitive—
behavioral strategies to manage uncertainty about recurrence, and a self-help manual
designed to help women understand and manage long-term treatment side effects and
other symptoms. Treatment outcome showed the effect of uncertainty management on
the core concepts of uncertainty such as cognitive reframing, problem solving, cancer
knowledge, social support satisfaction, and patient-provider communication, with data
gathered at pre-intervention and 10-months afterward (Mishel et al., 2005)

Gil et al, 2006 also applied the same uncertainty program on another group of
Older African American women and Caucasian. The study reported the use and

helpfulness of the intervention components in the 244 women who were engaged in
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the intervention. Findings indicated that the women used the intervention components
regularly to deal with triggers of breast cancer recurrence and long-term treatment
side effects, and most women found the strategies very helpful (Gil et al., 2006b)

Gemino and colleagues implemented the Uncertainty Management
Intervention consisting of a scripted CD and a guide booklet supplemented by four
scripted, 20-minute weekly training calls conducted by nurse interventionists to
experimental participants. The control subjects, on the other hand, only received the
four scripted, 20-minute weekly training calls. There were 313 female breast cancer
women participating in this study and findings showed a significant difference in
negative mood in the experimental group at 4-months to 8-months compared to the
control group (Germino et al., 2013)

Sun Hong (2000) carried out a quasi-experimental study with 30 purposive
Chinese women undergoing mastectomy divided into two groups: the experimental
and control group. The intervention was informational, following the supported
guidelines to reduce uncertainty. The result showed lower uncertainty in breast
cancer at the day before mastectomy and the day before discharge in the experimental
group compared to the control group (Hong, 2000)

In summary, almost all programs reducing uncertainty are based on Mishel’s
theoretical framework (1988), using MUIS to measure uncertainty in female post-
mastectomy breast cancer women, and focusing on the cognitive, emotive, and social
support combining with helpful media equipment such as video tape, CD, or the
internet. Most of the uncertainty interventions implemented in cancer population and
breast cancer have shown benefits. The existing knowledge reflects that uncertainty

occurring in cancer group because of unexpected psychological effects. Thus, major
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specific strategies used to reduce uncertainty are providing cancer knowledge, and
coping skills. The cognitive and emotive support include calming self-talk to address
triggers of uncertainty and intrusive thoughts, talking, and calling with nurses/ health
care providers (Bailey et al., 2004; Germino et al., 2013). The knowledge of cancer
disease is provided by the booklet, the guideline, or, the video tape. The skills to
manage psychological effects are breathing relaxation and distraction to deal with
emotional reactions to triggers of uncertainty, communication strategies to assist
women more effectively in disclosing their concerns to those important to them (Gil
et al., 2006a). Besides that, uncertainty programs on breast cancer provide knowledge
and skills to reduce uncertainties of women with breast cancer post-mastectomy,
dealing with long-term side effects such as hormonal changes that result in premature
menopause with hot flashes, sexual problems, fertility issues, weight gain, loss of
bone density, and mood alterations (Gil et al., 2006a).
4. Developing the Uncertainty Management Program for Post-Mastectomy
Breast Cancer Women

The previous uncertainty management interventions that have been established
in the breast cancer group promoted the cognitive reframing, the emotional support as
well as the knowledge and skills to manage the long-term effect of breast cancer.
However, in the post mastectomy group, uncertainty occurs because of two important
factors, which are symptoms of mastectomy and social supports. Thus, the
Uncertainty Management Program in post mastectomy group has to provide support
in both knowledge and skill to manage physical and psychological symptoms in the
short-term stage of post mastectomy, together with the concern in communication and

contact with healthcare provider and family.
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The Uncertainty Management Program for Post-Mastectomy Breast Cancer
Women was built on the underpinning of Mishel’s theoretical framework (1988). The
program was composed of the informational support, emotional support, social
support, and Qigong practice for post-mastectomy women. The program was
developed based on references to the Uncertainty Intervention (Gil et al., 2006b), the
manual guideline of Physical exercise and Emotional support in cancer (Cancer
Council Australia, 2014) and the program of Thai-style Qigong (Thanasilp, 2012)
together with clinical evidences.

The content of the UMP considered most aspects of post-mastectomy related
symptoms, including physical and psychological symptoms, support of nurses,
doctors and family, communication ability to reduce uncertainty in post mastectomy
stage in order to enhance the quality of life post-mastectomy.

The first content in the UMP was informational support. For women
undergoing mastectomy, most of the information is about the mastectomy, the
prognosis of breast cancer, treatment schedule, cost of treatment, and effects of
symptoms post mastectomy (Chau & Bang, 2014; Denieffe et al., 2014). Besides that,
negative emotion was one of the most important factors occurring post-mastectomy
because of the damaged physical body image (Bagheri & Mazaheri, 2015; Vien,
2015). Negative perception of the distorted body image after mastectomy was quite a
serious problem (Chen, Liao, Chen, Chan, & Chen, 2012; Moreira & Canavarro,
2010). Therefore, providing information about the effects of mastectomy on body
image and negative feelings expected to occur post mastectomy was important to help
women be prepared for further psychological distress post mastectomy. The provided

information on body image explained how the breast is cut off, how the incision is
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made, what the incision looks like, how to take care of the scar or arm problem at the
breast after surgery, post-surgery complications such as breast sensitivity, tingling,
chronic pain, phantom pain, muscles scram, lymphedema or hand edema, how to
reduce the breast and arms symptoms, how to absorb good nutrition to improve
physical health, how women normally feel the first time they see their body without a
breast, what to do to reduce the uncomfortable feelings, how to disclose their
emotions to others, how the other people view mastectomy people, how to become
more confident in front of others, how to deal with other relationships and works).
Other aspects of informational support were the further treatment process, prognosis,
cost, and length of treatment, source of contact info or websites, and other media
channels to get help.

Moreover, anxiety and mood state cause negative influence to quality of life
post-mastectomy (Tirgari et al., 2011). Therefore, the content of the intervention not
only involved information but also encouraged disclosing and sharing negative
emotions to improve comprehensive aspects of quality of life (Sajjad et al., 2016).
The emotional support provided self-adjustment for post-mastectomy women to
disclose their feelings by themselves using means of writing, expressive stickers or
diary notes. Besides that, the negative body image could be reduced by the method of
looking in the mirror when women see the scar of breast incision for the first time.
Nurses and post-mastectomy women discussed together the way they wanted to see
their body and during that time, nurses helped them express their emotions when they
looked at their body’s changes.

Another aspect of social support was communication. Communication was the

way how women undergoing mastectomy received or transferred the information or
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emotions to nurses, doctors or family members post mastectomy. Their efforts and
skills were improved to communicate with health care provider and their family to get
sufficient support care. This part pointed out 10 steps for the post-mastectomy women
to improve relationships with doctors, nurses and other healthcare providers.
Behaviors to enhance communication were instructed, such as using clear, concise
statements, maintaining eye contact, and expressing thoughts and opinions openly.
The role and duty of doctors, nurses, and nursing assistants were clearly defined in the
section so that the women knew whom they need to ask. In addition, a section on
talking to the doctors about medical problems was finally added. Many methods were
provided to make communication easier including being specific about what things to
ask, questions to ask, or writing down instructions, and communicating their concerns
or fears. The women were asked to record all of their concerns about symptoms,
medications and other issues to bring with them when they met the health care
provider. Communication between post-mastectomy women and their family member
was also mentioned and encouraged through many skills to promote sharing and
caring for each other.

The informational and emotional support as well as communication were
implemented in section 1, three days before mastectomy, because it was the most
sensitive time for women undergoing mastectomy to adapt with most of the symptoms
and emotions occurring post mastectomy (Van Dijck et al., 2016)(Knobf, 2002).

The relaxation skill was one of the ways to control and reduce emotional
distress or anxiety. The mindfulness based therapy was one method to manage
psychological distress in the post-mastectomy stage (Zhang, Xu, Wang, & Wang,

2016). Some of the research on mindfulness based therapy showed effectiveness on
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body image in breast cancer post mastectomy as well (Olyaie et al., 2015; Paterson,
2015). The skill of breathing relaxation can also bring balance to the physical body,
manage sleep difficulty and reduce the uncertainty in emotion. The technique includes
Equal Breathing, Abdominal Breathing and Progressive Relaxation Technique for
beginners in 10 minutes. It helps calm the nervous system, increase focus, and reduce
stress.

Negative body image post-mastectomy is commonly experienced with
uncomfortable feelings, perceiving difficultly in accepting one’s body changes and
difficulty in maintaining their female identity or defensive of women (Robson, 2000;
Tanik, 2000). Beauty treatments provided at the hospital during hospitalization by
beauty specialists. including make-up, hairdressing one day post-surgery proved to be
effective in improving body image (Quintard & Lakdja, 2008). The mirror exposure
was the most convenient and beneficial to reducing negative body image occurring
post-mastectomy.

The phone calls to review and to support post-mastectomy women in
managing their life at home helped shorten the distance between nurses and post-
mastectomy women together with family member. Besides, the meaning of carrying
on for post-mastectomy women’s effort in coping with illness supported emotional
expression if needed (Clayton et al., 2006; Knobf, 2002). The first phone call was
made 3 weeks after discharge from hospital to remind them about self-management
and practicing skills. The researcher gave consultation to post-mastectomy women on
how to deal with unexpected problems happening at home and what they expected.
The second call was made after 6 weeks asking for what achievement they got, what

difficulties they met, how they solved the problem, and encouraging them to continue
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self-management program, asking how they adapted to the daily life, how they felt
when going back to work, and, if they felt worried about further treatment, what they
needed to help them prepare well for future therapy.

Uncertainty management was the intervention that impacted the cognitive
behavior post-mastectomy. Therefore, the suitable time to measure the effect of
cognitive behavior or education program on quality of life is 4-6 weeks post-surgery
(Sajjad et al., 2016; Van Dijck et al., 2016). However, in post mastectomy stage,
uncertainty reduces at 1-week after surgery (Hong, 2000) and physical symptoms can
reduce with Qigong at 4-weeks post-mastectomy (Markdump, 2014). Therefore, the
evaluation of the UMP was set at 3-weeks post-mastectomy. In Vietnam, 3-weeks
post mastectomy is the first follow-up and is when post-mastectomy women receive
the result of pathology tests in breast cancer so that nurses and doctors appraised the
women’s health and decided further treatment. It was also a good time to measure
women’s quality of life post-mastectomy. The procedure of how to implement the

UMP is presented in chapter 3 in this study



CHAPTER Il
RESEARCH METHODOLOGY

This chapter gives information about the research process, including the
research design, population and sampling method, research instruments, protection of
the human rights, data collection, and data analysis process.

1. Research Design

This study was a quasi-experimental research, using a post-test only control
group design. The treatment was the Uncertainty Management Program (UMP) and
the outcome measured is quality of life.

X O

O,
O1: Measuring the QOL in the experimental group at 3-weeks after

mastectomy

O,: Measuring the QOL in the control group at 3-weeks after mastectomy

X: The Uncertainty Management Program (UMP)

The study was conducted at The Oncology Hospital, the biggest oncology
center in Ho Chi Minh City, the South of Vietnam. This hospital provided treatment
for more than 80% of breast cancer women in the Southern part of the country every
year (Thinh, 2015). After receiving the IRB approval of Research Ethical Board in
Vietnam and Research Board of the Oncology Hospital, the researcher met with
women expected to undergo mastectomy at the Breast Surgical Oncological Ward of

Oncology Hospital by the referral of head nurses in the surgical oncology ward.
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2. Population and Sample

2.1 Population of the study

Vietnamese women, aged 30-60 years, diagnosed with breast cancer,

scheduled to undergo mastectomy and admitted to the Breast Surgical Oncology

Ward of the Oncology Hospital were the population of this study.

2.2 Sample of the study

The study involved women with breast cancer admitted to the Surgical

Oncology Ward for breast incision using the simple and radical mastectomy method

from April 2017 to June 2017. They were women aged 30 to 60 years, who were

admitted to hospital 3 days before mastectomy and satisfying the following criteria:

Inclusion criteria

1)

2)

3)

4)

Are diagnosed with breast cancer stage Ib, Ila, Ilb following TNM
classification.

Do not have other chronic illnesses such as hypertension, diabetes, and
cardiovascular disease

Can read and write Vietnamese

Volunteer to participate in the program.

Exclusion criteria

1)

2)
3)

4)

Abnormal recovery process at day 3 post mastectomy due to unstable vital
sign, hypotension, hemorrhaging, increasing excrete liquid, wound
infection.

Length of post-mastectomy stay exceeds 7 days

Serious distress after mastectomy

Decide to undergo immediate reconstruction
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5) Fail to complete the process of UMP

2.2.1 Sample size

In experimental studies, level of significance is usually set with p value <0.05,
standard power of at least 0.8, and small effect size (Cohen, 1988). Previous
experimental studies showed that the effect size of Uncertainty Management
Intervention on breast cancer group was around 0.4 to 0.53 (Gil et al., 2006b; Mishel
et al., 2005). In this study, to achieve the independent t-test power analysis of 80%,
alpha 0.05 and medium effect size of 0.5 using Gpower program, a sample size of 51
for each group was required (Erdfelder, Faul, & Buchner, 1996). The missing of data
which might occur because of severe complications post-surgery is expected at 8-12
%, (Hiep, 2010; Vo et al., 2011) while the accepted attrition rate is usually around
10%. In this study, the expected attrition rate was 7 cases. Therefore, the total
estimated sample size was 116 subjects, with 58 for each group. In reality, the
participation number was 119 subjects and the attrition rate was 4 subjects (3.36%).

2.2.2 Sampling technique

Sampling method

Participants in this study were recruited using a convenience sampling
technique in which women with breast cancer were assigned the day for mastectomy
according to the hospital’s schedule. This sampling technique was an effective way to
enroll participants simultaneously.

Group assignment

As the Surgical Oncology Ward at Ho Chi Minh City Oncology Hospital has

big rooms and each room can accommodate 20 people, the researcher assigned intact
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groups of subjects to the experimental and control groups in order to reduce the
contamination bias due to treatment diffusion. Those who satisfied the inclusion
criteria and had mastectomy in week 1, 3 or 5 were assigned to the control group,
while those who satisfied the inclusion criteria and had mastectomy in week 2, 4 or 6
were assigned to the experimental group.

The total number of women that participated in this study was 119, with 60
cases for the control group and 59 cases for the experimental group. However, during
the program, based on some exclusion criteria, 4 subjects dropped out of the study,
thus leaving us with only 115 subjects, among which 58 were in the control group and
57 others were in the experimental group.

3. Protection of Human Rights

This study was approved by the IRB in Viet Nam, the Board of Ethics in
Biomedical Research in the Medicine and Pharmacy University and the Ethical Board
of the Oncology Hospital. After the research proposal was approved by the PhD
committee in Chulalongkorn University, the researcher submitted the document to the
Board of Ethics in Biomedical Research (BEBR) at the University of Medicine and
Pharmacy in Ho Chi Minh City, an agent belonging directly to the Ministry of Health
in Vietnam. After receiving the approval of the BEBR, the researcher went on to
contact the Research Ethical Board of Oncology Hospital (REBOH) to ask for
permission to conduct research at the hospital. Two project defense presentations
were given at the BEBR and REBOH. The processing by the IRB took around 3
months from December 2016 to February 2017. Then, the meeting between the
researcher, the Dean, and the Head nurses of the Surgical Oncology Ward took place

and the researcher presented the procedure of the study. The researcher had to sign the
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consent form of the Surgical Oncology Ward confirming that the study’s result would
be submitted to the Oncology Hospital after the researcher finished the paper. Finally,
the Head of the Surgical Oncology Ward introduced the researcher and the study to all
of the staff at the Ward.

The information and consent were then explained to the participants by the
researcher. When the participants agreed to take part in the study, they signed the
consent form to make sure they volunteered to join the program. They had all rights to
refuse participation, to stop being involved in the study at any time or to refuse to
answer any questions without prior explanation. No physical examinations, no
harmful or invasive procedures were conducted on the participants in this study. All
medical techniques performed on the participants were done by the registered nurses
and doctors of the ward as routine care. In case the participants had some anxiety or
distress due to the effect of the program, the researcher tried to reduce their
uncomfortable feelings, provide more support and counseling time to help them
overcome these unexpected events. The staff nurses and doctors did not know
whether the subjects were in the experimental group or the control group; therefore,
there was no difference in the treatment and care between two groups.

4. Research instruments

The instruments in this study were the instruments to collect data, the UMP

and the instruments to check the validity of the UMP.
4.1 Instruments for data collection
Instruments for data collection included the personal information questionnaire

and the Quality of Life Index.
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4.1.1 Personal Information questionnaire

The Personal Information questionnaire was used to obtain the demographic
characteristics of the subjects such as age, marital status, level of education,
occupation, monthly income, type of mastectomy, care by a family member.

4.1.2 Quality of Life Index

Quality of Life Index (QOLI) (Padilla & Grant, 1985a) originally had 23 items
and it was approved by Padilla Geri via email for the researcher to modify and use
this scale. QOLI was then translated and modified, followed by reliability and validity
testing on Vietnamese post-mastectomy women. The five dimensions in the original
version, which were physical well-being, psychological well-being, body image
concerns, diagnosis/treatment, and social concerns, were retained in the questionnaire.
However, three new items, namely swollen arms, breast removal sensitivity, and hand
raising ability were added to the treatment response dimension, and another item
called perceived femininity was added to the body image concerns. One item sexual
satisfaction was deleted based on experts’ suggestion and cultural aspects. The
modified questionnaire finally had 26 items with a self-rating horizontal scoring from
0 (not at all) to 10 (a great deal/completely) and took around 10 minutes to complete.
The sum score of QOLI-V was calculated by recoding negative items and dividing the
sum of all items score by the total number of items. The minimum score of QOLI-V is
0 and highest score is 10. A higher score of QOLI-V indicated higher QOL. Literature
reviews suggest that the cutoff point for QOL is globally considered at 50.00 in the 0-
100 score scale. This means a score lower than 50.00 is considered at poor level,

while 60.00-70.00 at moderate level and a score greater than 70.00 is at good level
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(Diouf et al., 2015; Silva et al., 2014). Using this global criterion, the level of QOL in
this study was set as follows: < 5.00 is poor, 6.00-7.00 is moderate and >7.00 is good.

4.1.3 Validity and reliability of the data collection instruments

In this study, after the researcher received the permission of the original
author, the QOLI was modified to fit with the context of post-mastectomy women.
The 27-item QOLI was then sent to 5 experts to test its content validity. The result
showed that the lowest I-CVI was .80 and the highest was 1.00; S-CVI/Ave was .95
and S-CVI/UA was .76, which implied good validity for this instrument (Grant &
Osanloo, 2014; Polit, Beck, & Owen, 2007). The CVI testing done by 5 experts
confirmed that most of 27 items were rated from 3 (relevant) to 4 (very relevant). The
sum agreements of each item related to quality of life post-mastectomy were
calculated and the result confirmed that most of the items were correlated well with
quality of life post-mastectomy, except the item of sexual satisfaction with the I1-CVI
rating of only (.40). The researcher thus considered deleting this item to conform to
the Vietnamese culture.

The modified QOLI with 26 items was then translated into Vietnamese using
Brislin’s Model. It was first translated from English into Vietnamese and back
translated by two different bilingual experts at the Language Center, University of
Medicine and Pharmacy, Ho Chi Minh city. After that, the two translated versions
were reviewed by a Vietnamese nurse who was responsible for teaching English to
nursing students at the university and she helped identify ambiguous words and
confirm the symmetric. The Vietnamese version of the Quality of Life Index (QOLI-
V) was then assessed for its understandability in Vietnamese context and culture with
5 cases of post-mastectomy women and nurses in the Surgical Oncology Ward. The

experts suggested the appropriate translation of the meaning of “strength” in
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Vietnamese as the women found it difficult to understand. The translated word in
Vietnamese was “suC manh” but the back translation became “power” which means
“nang lugng” in Vietnamese. The second item that was found too ambiguous to
understand was the breast removal sensitivity and experts suggested making the
meaning of sensitivity clearer by wording it as tingling, itching, burning, formication,
and numbness. The piloting of QOLI-V also showed that most of the women skipped
the question about sufficient sexual satisfaction after mastectomy. When the
researcher discussed the reason with the post-mastectomy women, they answered that
the mastectomy treatment was terrifying and tiring so they and their husbands did not
want to have sex, or that it was meaningless in post mastectomy period.

In addition, it is Vietnamese culture that women often feel embarrassed and
uncomfortable when asked about their sexual activities or are unable to express the
meaning of sexual satisfaction. During the stage of 3 weeks after mastectomy,
sufficient sexual satisfaction was pointless to ask because they were usually
concerned about other aspects of their life rather than sexuality. Therefore, this item
was deleted from the questionnaire. The revised translated version (QOLI-V) with 25
items was then tested for its reliability with 40 Vietnamese subjects who had the same
criteria as the subjects of the study. Cronbach’s alpha of QOLI-V was .81, which was
acceptable for the modified instrument (Polit & Beck, 2003).

4.2 Instrument for intervention

The intervention of this study was the Uncertainty Management Program for
women with breast cancer after mastectomy. This program was developed based on
the underpinnings of the theory of Uncertainty In Iliness (Mishel, 1988) with the

content adapted from the manual guidelines of Physical Exercises and Emotion in



69

Cancer (Cancer Council Australia, 2013, 2014), the Thai-style Qigong (Thanasilp,
2012) and evidences from literature.

4.2.1 Program development

4.2.1.1 Researcher Preparation

Before conducting the Uncertainty Management Program, the researcher
needed to have more knowledge and skills related to emotional support and Qigong
practice. Therefore, the researcher took part in the clinical setting to discuss with the
post-mastectomy women and identified their uncertainty and their needs. Besides, the
researcher learnt about emotional support by reading many reference books and
research papers on interventions for uncertainty and negative emotions in women with
breast cancer after mastectomy. For Qigong, the researcher learnt Qigong from her
advisor who was an expert in Thai-style Qigong, and then practiced for more than 3
months until she understood and recognized the effect of Qigong on improving
physical and mental health. All of the experiences benefited the researcher in
conducting the Uncertainty Management Program for post-mastectomy women in
Vietnam.

4.2.1.2 Facilities Preparation

The UMP activities mostly took place in the consulting room, the conference
room and the procedure room. For the conference room, it was equipped with a
computer, a microphone, a screen, chairs, which were arranged for the training of a
group of post-mastectomy women. For the consulting room and the procedure room,

the researcher ensured the participants’ privacy and comfort by having the schedule
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for using these rooms separated from other activities of the Ward. The researcher had
assistants to help with the booking and preparing of the rooms to conduct the
intervention of UMP at the hospital.

4.2.1.3 Developing the content of UMP

The UMP was developed based on The Uncertainty in Iliness Theory (UIT),
existing uncertainty interventions, and evidence-based clinical support. Based on
evidences, in order to reduce uncertainty post-mastectomy thus improving the QOL,
the content of the UMP was structured to combine informational support, social
support, emotional support, and Qigong practice.

The content of UMP

1) Informational support included eight lessons about mastectomy knowledge,
developed by the researcher according to the instruction for breast cancer information
(Allinson & Dent, 2014; Medical Care Services California, 2016) and the emotions
guidelines (Cancer Council Australia, 2013). The informational support section
provided knowledge about 1) Definition and type of mastectomy, 2) Mastectomy
procedure at the ward, 3) Mastectomy procedure in the surgical room, 4) Short-term
and long-term mastectomy complications, 5) Body image after mastectomy, 6)
Expected emotions after mastectomy, 7) Post mastectomy skin care, and 8) Post
mastectomy nutrition care.

2) Qigong practice was adapted from the Thai-style Qigong (Thanasilp, 2012)
and was instructed in the UMP to reduce mastectomy complications such as shoulder
stiffness, lymphedema, fatigue and anxiety in women with breast cancer after
mastectomy (Markdump, 2014; Reanrhom & Thanasilp, 2014)

By definition, Qi is humans’ life power and it varies by individuals. Qi can be
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generated from inside a person him/herself or from external sources. The external
sources can be the ground via the root of foot, from sunshine, from breathing or from
other people. Gong, on the other hand, is the movements that help a person to draw
out the life power. This often involves slow movements of hands and body in
coordination with one’s breathing.

Qigong together is the training on how to improve the power of the body
through breathing, blood circulation and stimulation from other power sources of life.

The principles of Qigong are breathing, movement, concentration and
compassion. These techniques help to balance and stimulate every energy point in the
body, to improve circulation, and to make the body healthier. When the body is
strong, the illnesses are destroyed.

The major activities of Qigong practice included warm-up (with deep
breathing and mind concentrating on the hands), opening the six energy points
(coccyx, below umbilicus, chest point, front of trachea, between eye-brows, and
crown of the head), four positions of Qigong (Chest stretch, Flying eagle, breath
expansion, and Power convergence), mediation and compassion.

Each step was presented with a picture to illustrate the movement and then
followed by a full demonstration video. The Qigong practice involved breathing
effectively for the first 10 minutes, and then 10 minutes to warm up, 20 minutes for
the basic positions and the last 10 minutes for meditation and compassion.

3) Emotional support was composed of breathing relaxation (the first part of
Qigong), mirror intervention (Freysteinson et al., 2015) and disclosure of negative
emotions skills (Cancer Council Australia, 2013). First, deep breathing stimulated
circulation, provided energy, released anxiety and helped post-mastectomy women

remain unruffled (Fong et al., 2014; Oh et al., 2012). Then exposure to the mirror
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aided them in adapting themselves to the new body changes. Finally, discussion and
disclosure of the negative feelings after seeing the changed body with nurses helped
reduce their negative body image.

4) Social support consisted of three segments, 1) roles and duties of doctors,
nurses, and nursing assistants in the system of care, 2) communication skills and
questions to ask nurses or doctors, 3) list of websites and networks for sharing,
discussing and searching for more information. This pattern was developed by the
researcher from the evidences and guidelines of Breast Cancer Council (2013).

The process of UMP

Systematic reviews suggested that the intervention to improve QOL should
focus on before and after primary treatment (Stavrou et al., 2009a). Also, intervention
at primary treatment or after that were also reported to benefit QOL post-mastectomy
(Sammarco, 2001). It is also worth noting that uncertainty and poor QOL occurred at
the same time in the post-mastectomy stage. In addition, uncertainty predicted QOL,
therefore the intervention targeting to reduce uncertainty at hospital can help
improving QOL. The middle range theory explained that the initial experience would
influence post-mastectomy women'’s ability to manage their illness events in different
circumstances (Meleis et al., 2000), and that those who were supported or educated
before uncertainty occurred could continue coping with their illness later (Knobf,
2002). Based on these rationales, the UMP was conducted at four major transition
times. The first time was 3 days before mastectomy to provide the participants with
sufficient knowledge and skills to confront the surgery. The second time was 3 days
post mastectomy, which helped adjust their body image concerns because this was
when the first wound dressing changing took place and they could see their breast

incision for the first time. The third time the UMP was carried out was on the
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discharge day to review knowledge and schedule the practice plan for the participants
to manage their symptoms at home. The last activity of the UMP was 3 weeks after
mastectomy, when they received the pathology result and consultation for further
treatment. At this point, the UMP was completed because after that the participants
transitioned to another stage of treatment, which was no longer the post-mastectomy
stage.

Materials of the UMP

1) The program manual: After developing the content of the UMP, the
program manual (teaching plan) which guided the implementation of the UMP for
post-mastectomy women was also developed. The teaching plan was composed of the
objectives, methods, activities, materials, preparation, and evaluation methods for
each section of the program.

2) The booklet: was written by the researcher to provide necessary
information and skills. It included all of the UMP content and was given to those who
took part in the program on day 3 before mastectomy

3) The Thai-style Qigong video: was used to instruct the participants during
the first section of the program.

4) The mirror: The post-mastectomy women were provided by the researcher
with a normal home mirror. The size of the mirror was big enough for them to see
their body and the incision.

5) The home practice planning form: The form was designed by the
researcher, with the timetables decided after discussing with the participants before
discharge. The participants were required to report their practice trajectory at home in
two weeks and submit the evaluation paper on the meeting day with the researcher

after 3 weeks.
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Phase Goal Contents Methods & Day & Time
Materials
1. Reduce Mastectomy PPT teaching Day 3 before
Informational ~ uncertainty of  procedure & Booklet Mastectomy
support mastectomy complications Motivation 40 minutes
Social support  procedure, Nutrition and skin ~ sharing
symptoms, care Verbal & eye
emotions & Feelings occurring  contact
system of care  post mastectomy Questions and
in hospital Responsibility of Answers
during post staff Evaluation form
mastectomy Communication
stage skills
Sources of
websites,
Teaching organizations
Qigong
Relax Breathing technique  Picture and Video Day 3 before
Provide energy Hand movements presentation Mastectomy
Reduce post Mind control Teaching & 50 minutes
mastectomy Four positions learning
symptoms Meditation Simulation
Compassion
2.Breathing Reduce Deep breathing Group teaching Day 3
relaxation complications  Moving hands Simulation Post
post-surgery Mind control And practice mastectomy
15 minutes
Reduce Look into a mirror  Look at the scar Day 3
Emotional negative body  Emotion disclosure  in the mirror Post
support image, skill Talking and mastectomy
anxiety, anger, Body image sharing 30 minutes
fear of the concerns Open questions
incision and listening
3. Discharge Encourage Provide phone Individual Day 7
planning participantsto  contact teaching Post
Set up continue Schedule to Booklet mastectomy
schedule practice practice Counseling (Discharge
and contact Qigong to at home and method time)
reduce long evaluation method ~ Motivational 10 minutes
term Appointment for method
complications, follow up Individual
and improve discussion
health Evaluation form

Phone number
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Phase Goal Contents Methods & Day & Time
Materials

Qigong Reduce arm Breathing Reviews Day 7

practice lymphedema,  Warm up Instructing Post
shoulder Four main acts Practicing mastectomy
stiffness, Meditation & Video (Discharge
fatigue, pain, compassion time)
anxiety post 50 minutes
mastectomy

4. Practiceat  Motivate and Practice exercises,  Talking Day 12

home keep in contact  Qigong, nutrition Discussing Post
with and skin care at Asking about mastectomy
the home according to  difficulties 10 minutes

participants
Evaluate the

the plan

Asking about the
achievement

Implementatio Phone call 1

n process of

the program

Motivate and Practice time Talking Day 19
keep in contact ~ Schedule Discussing Post

with the General health Result of practice  mastectomy
participants Remind about the Phone call 2 10 minutes

follow up

4.2.1.4 Validity of the UMP

The UMP was tested for content validity by five experts to validate the

appropriation of its contents, activities, timeframe, and material use. The experts

consist of:

One surgeon who is an expert in mastectomy surgery, working at the Breast

Surgical Oncology Ward, Oncology Hospital, MS. MD, with 15 years of experiences

One head nurse of the Breast Surgical Oncology Ward, with over 20 years of

experience in Mastectomy care, BSN. RN

One specialist nurse of the Breast Surgical Oncology Ward, with over 10 years

of experience in Mastectomy care BSN. RN
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One head of the Surgical Nursing Department, Nursing Faculty in University

of Medicine and Pharmacy, nursing lecturer, MSN. RN

One Oncology nursing lecturer from Thang Long University in Ha Noi,

PhD.RN.

Most of the experts made recommendations about the content and the material
of the UMP. For the content, specialist nurses and doctors who worked at the hospital
suggested that the researcher should add physical exercises, which had been taught to
women with breast cancer after mastectomy (as routine) at the Surgical Oncology
Ward, to the booklet so that post-mastectomy women could also practice it at home.
The second suggestion was to provide more specialist websites in medicine for the
post-mastectomy women to search for more information if they needed. The third one
was to clearly state the steps of Qigong in the booklet, so that the participants might
remember some steps which they would only practice after 7 days of surgery. The
fourth recommendation was made by the doctor who wanted to add some
questionnaires to the communication part in the booklet. As for the booklet guality,
experts recommended that the researcher should shorten the sentences, enlarge the
size of the printed letters, use more familiar words to indicate post-mastectomy
women in Vietnamese language. The program was revised based on the suggestions
and recommendations of the 5 experts and then sent to them again to confirm the
validity and feasibility of the program.

4.2.1.5 Program try-out

After the revision of the UMP was qualified, the program was piloted with 2
women undergoing mastectomy. Overall, they were satisfied with both the content

and the process of the UMP. They understood the content in the booklet, remembered
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the knowledge and skills, and managed to continue practicing Qigong at home. The
time for each phase of the program was convenient and sufficient for them and the
process of the UMP was deemed practical because they could learn about mastectomy
before undergoing it. The two women expressed that they thought the UMP reduced
their nervousness before the surgery. After mastectomy, they recognized the similarity
between the knowledge they learnt from the UMP and the reality. The two women
expressed their interest in the mirror exposure intervention. They thought that it
would benefit the women undergoing mastectomy as they could see the changes of
their body after mastectomy together with the nurses. The Qigong practice was also
reported to help them feel healthier. No part in the UMP caused negative effects on
the subjects.

4.2.1.6 Research assistants preparation

Two research assistants, who were clinical nurses at the Surgical Oncology
Ward volunteered to work in this study. The assistants learnt about the purpose of the
study, the flow of the project, the content of the questionnaire for data collection, and
the content and procedure of the UMP. The role of the research assistants was to
support the researcher in arranging the participants’ mastectomy schedule with their
full name list, contact information, and medical profile, and scheduling to keep track
on the participants together with the researcher. The researcher assistants were
involved in preparing and equipping the rooms and making appointments with the
participants for the training and counseling activities in the UMP. They also took part

in collecting data together with the researcher.
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4.2.2 Program Implementation

The UMP was implemented for women with breast cancer post-mastectomy
within 3 weeks after mastectomy. It was composed of six phases that promote
knowledge of mastectomy surgery, emotional support, social support, and skills to
manage physical and psychological symptoms in order to improve their quality of life.
The process of implementing each phase was described in terms of place, time,
duration, aims and activities.

Phase 1: Building up the relationship of the researcher and participants

Place: The consulting room

Time: 3 days before mastectomy

Duration: 15 minutes

Aims and activities

1) Building up the relationship between the mastectomy women and the
researcher: The researcher was introduced to women expected to undergo mastectomy
by the referral of the head nurse of the Ward. Then, the meeting started with the
presentation of the researcher’s personal information including place of work, home
address and contact number. After that, the researcher presented the purpose which
was to help them reduce their difficulties during the mastectomy treatment.

2) Assessing the subjects’ uncertainty and needs: After presenting the purpose
of the meeting, the researcher raised some open questions such as what were the
difficulties experienced before mastectomy time, how post-mastectomy women felt,
and how they managed by themselves. Based on their response, the researcher noted

that a major portion did not know about mastectomy types and mastectomy procedure
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in the surgical room as well as mastectomy complications. Almost all of the
participants felt worry about undergoing mastectomy; however, some expressed
confidence with this event. All of them said that they found it more difficult in asking
questions to doctors than to nurses. In addition, they were uncertain about the
prognosis of treatment and further treatment process. The researcher also questioned
about their body image concerns and discovered that they had difficulties talking
about their body image or femininity at first. After asking follow-up questions and
open questions, they were able to express their true feelings that they were really
concerned about the changes of their body. The first assessment helped the researcher
draw up the picture of the uncertainty in women undergoing mastectomy.

3) Recruiting participants to the UMP: After collecting information, the
researcher explained the purpose and process of the UMP and invited those who
satisfied the inclusion criteria to take part in the study. The women who volunteered
to join would sign the informed consent with their name and their contact number, to
prove that they understood and accepted to be in the study. The random assignment of
the participants to the experimental group and the control group was also explained to
the participants. It was also made clear to those who did not meet the inclusion criteria
that the criteria needed to be fulfilled in order to ensure the effect of the UMP.
However, they would still receive the same quality of care with those who were in the
study and they could contact the researcher if they needed help. At the end of the
recruitment, 60 subjects were assigned to the control group and 59 were assigned to

the experimental group.
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Phase 2: Informational support, social support and Qigong practice

Place: The conference room

Time: 3 days before mastectomy

Duration: 90 minutes

Room and equipment for teaching: The conference room was equipped with
a screen, a projector, a microphone, and enough chairs for the participants in a private
environment. The materials to teach the participants in the UMP were booklets and a
video tape

Aims and activities

1) Providing knowledge about mastectomy, mastectomy-related physical and
psychological symptoms, and Qigong practice

Both control and experimental groups in this phase were first invited to the
room with the staff nurses. The nurses informed them of the routine care including the
preparation of mastectomy procedure, laboratory test, anesthesia examination,
documentation, policy of health insurance, payment process, the ward policy for post-
mastectomy women and their family members, and the schedule of the mastectomy. If
the subjects met some difficulty and asked for help, the researcher discussed with
them and then referred them to the staff nurses. The instruction by the staff nurses
took around 30 minutes in the morning

For the experimental group, after attending the instruction of the staff nurses,
they received the booklets and continued with phase 2 of the UMP with the
researcher. The Qigong was taught first in order to help them relax, refresh their mind

and recharge energy for taking in more knowledge.
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After that, the researcher displayed pictures and video of Qigong practice with
Vietnamese instructions and then performed each step of this method to the subjects
and they imitated the moves step by step. The Qigong practice involved breathing
effectively for the first 10 minutes, and then 10 minutes of warm up, 20 minutes for
the 4 positions, and the last 10 minutes for meditation and compassion. The researcher
repeatedly reminded the participants that it was important to stay focused and
mindful, and move as slowly as they could. During Qigong practice, the participants
kept their eyes closed, relaxed and stood barefoot. After the researcher’s presentation,
they practiced by themselves under the observation of the researcher. The researcher
would correct any wrong movement and instructed them with a slow soft voice.
During the practice, a video with soft music was turned on to help them keep their
mind focused, calm, and relaxed. At the end of the Qigong practice, as the subjects
felt warmth in their hands, they meditated for 10 minutes and finally put their hands
on their breast sides, which were inflicted with illness.

Afterwards, the researcher gave the participants a power point presentation
about knowledge of mastectomy including its definition and types, its surgical
procedure in the surgical room, its complications, expected emotions, nutrition and
skin care, communication skills, and related websites or network links. The content
was based on the standard UMP written in the booklet. The researcher verbally
explained about the mastectomy surgery and what happened in the surgical room
using some pictures in the booklet, and answered questions if any or stopped to
evaluate whether the participants and their family were able to follow the
presentation. Complications, expectation of incision, scar, skin sensitivity, body

image change, arm lymphedema, shoulder stiffness, pain, fatigue or sleep loss were
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all described for the participants to prepare well for what might happen after
mastectomy. After the presentation, a motivation technique was used to encourage
participants to ask and discuss what they thought. A questionnaire was done at the end
of the session to make sure they understand the knowledge provided.

2) Providing information and skills to communicate with structure providers
like doctors, nurses and family members

In this part, the participants were trained to communicate with family
members, nurses, and doctors. The researcher discussed what made them feel scared
or hesitant to contact health caregivers. Afterwards, communication guidelines
concerning communicative expressions, eye contact, distance between speakers,
content and time for communication were taught to the subjects. In addition, this part
included the responsibility of doctors, nurses and other staff in the ward. Some
examples were given about the skills to make the communication with the doctors or
nurses easier. Ways to have better communication included being specific about
symptoms, writing down instructions, improving communication skills, and thinking
of the doctor as your partner in managing your illness. The researcher also mentioned
about improving communication between the participants and their family members
using appropriate expressions, sentences, tone of voice, eye contact and body
language which would help encourage them to express their sharing and caring for
each other.

3) Providing knowledge of post-mastectomy skin care and nutrition care

In this section, the participants and their family learnt how to care for the skin
at the incision site of the breast. Cosmetics, lotion, oil and sun protection helped to

reduce the sensitivity of the skin after mastectomy. It was also advised to avoid
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scratching or applying hot/cold compress on the incision. The sensitivity or tingling or
the skin might be reduced by massaging. Regarding nutrition, fresh and nutritional
food like meat, eggs, vegetables, fruits and milk were recommended. It was advisable
to eat several meals per day with a small amount for each meal, drink 2 litters of fresh
water and more fruit juice every day, and reduce fat, sugar, and salt in their diet in
order to be healthy. Intake of instant food and food that contained harmful substances
should be reduced to lessen the risk of cancer spreading out. Food should be cooked
well enough to preserve the beneficial vitamins, and meat or bone should not be
cooked in the soup for too long (as a customary cooking technique in Vietnam)
because its nutritional values would be reduced. It might also be helpful to have
additional nutritional medicine to improve their health and recovery as advised by
doctors.

5) Providing media sources to access more information

To end the second phase of the program, the researcher provided the subjects
and their family with the links to the websites of Vietnamese Breast Cancer
Association, Pink Smile Campaign, Breast Cancer network in Vietnam, organizations
and funds for supporting post-mastectomy women with aesthetic bras or hair wigs, as
well as the Facebook page for women with breast cancer after mastectomy, where
they might share their experiences and learn from their peers how to manage their life
in the future. After the section ended, the participants took the booklet with them to
assimilate the knowledge and practiced Qigong again by themselves before
mastectomy.

Phase 3: Body image concerns and emotional support

Place: Procedure room and patient rooms
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Time: Day 3 post mastectomy

Duration: 50 minutes

Equipment: The dressing change kit, nursing tray, the mirror, paper and pen

Aims and activities

1) Viewing the breast incision site in the mirror as the post-mastectomy

women’s first experience of change in their body

The control group received normal dressing change and consultation about the
surgical drain care with staff nurses at the procedure room as routine care, and then
received physical therapies with rehabilitation nurses in the room according to the
schedule of the ward.

The experimental group, on the other hand, at the beginning of the dressing
change, were informed that they could see their surgical incision site when the nurses
undressed the wound. The researcher encouraged the subjects to first look at their face
and hair in the mirror and then move on to the breast incision site. They were then
provided with the mirror to look at their body. After that, the nurses applied normal
dressing change, routine consultation, and routine post-mastectomy physical exercises
as usual.

The intervention of viewing oneself in the mirror helped in dealing with body
image concerns. This took place in the procedure room, privately between the subject,
the nurses, and the researcher. Most of the subjects wanted to look at their body in the
mirror. After viewing themselves in the mirror, some had a neutral reaction, while one
expressed fright, and some others expressed sadness.

2) Disclosing and discussing about negative feelings and negative body

image
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At first, the researcher discussed about how the participants felt, what they
thought, and what they wanted to do to reduce uncomfortable feelings. The
researcher explained that their feelings were a normal reaction of human in response
to the stressful event. Then the researcher instructed them with methods to distract
themselves from the uncomfortable feelings and focus on things that helped them
overcome their feelings. The researcher also discussed about the person whom they
wanted to talk to when they felt uncomfortable. Nurses, family member, or friends
were encouraged to support the participants emotionally. Besides, some skills to
disclose negative thoughts were also suggested, such as writing down on paper what
they thought, drawing some pictures or using stickers that expressed their feelings,
writing a diary for only themselves or writing a blog to share with others. They were
provided with paper and pen to write down their feelings, and some of them had their
notes sent to the researcher.

3) Practicing breathing relaxation to reduce anxiety

The third activity of this phase was breathing relaxation practice for 10
minutes. The subjects were instructed with the beginning steps of Qigong including
closing their eyes, breathing deeply, moving hands, and using mind control to
stimulate circulation in the body, reduce stress, and provide energy. After 10 minutes
of practice, some women told the researcher that they felt calm, relaxed and no thing
in their mind. However, some got tired after the dressing change so the researcher had
them rest at their bed and made appointments for them to come back for Qigong
breathing practice later. In the end, most women in the experimental group completed
phase 3 of the UMP except one who suffered from dizziness and low blood pressure

so she could not complete the exercises in this phase.
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Phase 4: Reviews and preparation for home practice

Place: the consulting room

Time: day 7, before discharge

Duration: 60 minutes

Equipment: QOLI-V, MUIS-SF, Practice evaluation form

Aim: Evaluate the reduction of uncertainty and QOL post-mastectomy

Activities:

In this phase, the researcher gave a review of all the knowledge and skills that
had been provided during the UMP including ways to communicate, to reduce
physical and psychological symptoms, and to maintain nutrition and skin care. The
researcher also reviewed and presented the Qigong steps to the participants again. In
this phase, the subjects were asked to do the full practice session of Qigong to help
them reduce post-mastectomy symptoms and get more energy. Therefore, they were
encouraged to practice Qigong at home once per day, and at least 3 days per week.

At the end of this phase, the researcher asked again about the knowledge that
the participants and family learnt in the program, their attitude towards applying these
knowledge and skills in the future and whether it would be easy or difficult for them
to continue practice at home. Then the researcher and the participants together made
the schedule to keep practicing these skills at home. Contact addresses and phone
numbers of the participants, their family member and the researcher were exchanged
to maintain contact and the participants took the schedule home with them afterwards.
Each subject was then represented by a code for the researcher to identify them in
further stage. The schedule for the follow-up was also clearly presented to the

participants. They would follow the schedule and, during their stay at home, they
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would receive two phone calls from the researcher for assistance. The participants and
their family members might contact the researcher any time when they needed help.

The MUIS-SF was used to measure uncertainty in post-mastectomy women in
this stage to confirm that they had low uncertainty after attending the 3 sections of the
UMP and that they could continue managing their physical and psychological
symptoms at home.

After the MUIS-SF was completed and the researcher was assured that the
subjects’ uncertainty had been reduced, the QOLI V was carried out to evaluate the
subjects’ QOL at 1-week.

Phase 5: Practicing at home

Time: Day 12 and day 19 post-mastectomy

Duration: 10 minutes

Equipment: Phone, paper and pen

Aim: Encourage participants to continue practicing the Qigong and disclose
their feelings at home to reduce physiological and psychological symptoms

Activities:

During this section, the researcher made two phone calls to the participants,
one call per week. The researcher reminded them and their family about the
knowledge and skills they had learnt, asked for their attitude towards home practice,
discussed about their difficulties and achievement they got at home, asked about their
general health and symptoms during the week, motivated and kept them engaged in
practicing these skills to improve their functions and health. No woman in the
experimental group incurred serious complications post-mastectomy. Some had

swollen arms but it was not serious, and most of them were able to return to normal
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and do their daily activities. Some women went back to work and their health
improved. Most of the subjects were happy and willing to talk about their health,
whereas some still felt difficult and had yet to return to normal. Some subjects called
the researcher sometimes to ask for some counseling on food choice, massage
methods and present some of their own experience in post-mastectomy self-care. The
researcher noted after the second phone call that, regarding the Qigong practice
report, almost all subjects practiced gigong at least 3 times. However, they mostly
focused on breathing, hand movements and mind control, which were easier for them.
The four main steps of Qigong were only done by 46 of the subjects. Most women did
the breathing, hand movement and mind control more than the main steps because
they liked that part, it was easy to do and their arms were still in pain so they could
not raise their arms as required by the main Qigong steps.

Phase 6: Program evaluation

Place: the consulting room

Time: 3-weeks post-mastectomy

Duration: 15 minutes

Equipment: Booklet, QOLI_V

Aim: Evaluate the QOL after home practice

Activities:

For the practice evaluation form, only 47 subjects sent it back to the researcher
because the rest of them forgot; however, drawn from the researcher’s notes about
their response during the phone calls and the results of the evaluation forms, it has
been shown that not all subjects practiced Qigong 3 times per week as planned. The

emotional report also showed in the evaluation form that the subjects paid much
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attention on caring for their emotion as they put more fun and happy stickers on the
evaluation form.

The women in the control group filled out the questionnaire of QOLI_V at 3-
weeks, and then received the booklets from the researcher, which could help them
make clear some of their uncertainty and better cope with further treatment. If they
had any question or need support, the researcher was willing to offer them more time
and consultation.

Experimental subjects met the researcher to fill out the QOLI_V at 3-weeks,
then reported about their home practice, and the difficulties at home, and consulted
with the researcher ways to practice more effectively in the future. After that, they
met the nurses and doctors to receive the result and new treatment plan for their
disease.

4.3 Validity check of the intervention

The intervention of this study was the Uncertainty Management Program. The
effect of the program was checked by the modified Mishel Uncertainty in Iliness
Scale Short-Form (MUIS-SF) and the practice evaluation form. The modified MUIS-
SF had 10 items with 5 Likert scale ranging from strongly disagree (1) to strongly
agree (5). Therefore, the raw score of MUIS-SF was 0-50. A higher score means
lower uncertainty. The MUIS instrument had been used to examine the impact of
uncertainty in illness in women with breast cancer (Hagen et al., 2015); therefore,
MUIS was a reliable scale to test uncertainty in post-mastectomy population. After
the researcher received permission from the author of the MUIS Community Form, its
questionnaire was shortened, which only used the main items related to the UMP. The

final MUIS_SF, which included 10 items, was the validity check for the Uncertainty
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Management Program. The MUIS_SF was also translated and back translated at the
same time with the QOLI by the same experts. The ratings yielded a S-CVI of 0.90
and a Cronbach's alpha of 0.74 in 40 cases of mastectomy women after 1 week.

The practice evaluation form was designed by the researcher with three main
parts: the timeframe for practicing the Qigong, time for practice physical exercises,

and time for disclosing their emotions at home.

4.3.1 Validity check result

The MUIS-SF was used to measure uncertainty in the subjects 1-week post-
mastectomy to confirm that the subjects, after attending three sections of the UMP,
had a low score of uncertainty. It was assumed that when uncertainty at the hospital
was low, participants could manage their coping mobilizing strategies such as
following the plans, independently seeking more help, and continuing Qigong practice
and other skills at home. The result showed that, of 58 women in the experimental
group at 1 week, 57 (98.3%) subjects answered the questions with scores of 4 (agree)
and 5 (very agree). Only 1(1.7%) participant answered an item with a score of 3
(undecided). The mean score of 58 participants was 43.60, which implied very low
uncertainty. The result of the validity check showed that the UMP improved the
knowledge and skills of the post-mastectomy women, thus lowering the uncertainty at

1-week post-mastectomy.

4.3.2 Evaluation of home practice
For the evaluation practice form, not all participants sent it back to the
researcher because they forgot. There were only 43 participants who sent the

evaluation back. However, the researcher noted from the second phone calls that most
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of the subjects practiced Qigong at least three times. Not all of them rated their
feelings every day; however, all of them reported that they felt better after three
weeks. The result of the practice evaluation form showed that more than 80% of the
participants completed the home practice plan. Interestingly, they usually did not
practice the full steps of Qigong. The practice that they mostly focused on were
breathing, hand movement, mind control, the first and the second position, which
were easier to them. The full steps of Qigong were only done by one third of the
subjects.

5. Data Collection

The Vietnamese version of Quality of Life Index was measured two times: 1-
week post-surgery and 3-weeks post mastectomy. At the time of data collection, the
researcher or the researcher assistants were available to offer explanation or
clarification of the questionnaire in case it was needed. After the subjects finished the
questionnaires, the researcher checked all the pages to scan for any missing answer.
When the checking was done, the researcher marked each answer with a code. For
each time, the same person was coded with the same sign for ease of recognition and
data input.

For the control group, initially there were 60 subjects but then 2 subjects
dropped out of the program at 1 week because of their health status. Two women had
swellings in their arm area and unusually increased drainage, thus extending the time
for hospital discharge to more than 7 days. For the experimental group, the initial
number of participants was 59 but 1 subject left the program at 1-week due to
unstable vital signs, dizziness and low blood pressure from day 3 until day 7 post-

mastectomy. Another subject refused to answer the questionnaire at 3-weeks because
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her husband and her mother rejected her. This woman started crying when she met the
researcher and talked about the difficulties during the two weeks at home. Then the
researcher specially set the time for her to calm down, listened to what she said,
empathized, and encouraged her to share her thoughts and feelings with other friends
and other family members to find the way to overcome her situation. Later, she was
sent to consult with her physician about her pathology result and further treatment.
The researcher decided to eliminate this subject from the data for two reasons. First, it
was not right to persuade a woman to answer questions that remind her of her
suffering from the disease and her family situation. Second, based on the Uncertainty
in lliness theory, anxiety and negative feelings might have an impact on uncertainty
and reduce quality of life, thus adding this subject to the whole data could bring some
bias into the analysis.
6. Data Analysis

Data were digitally inputted and analyzed by SPSS version 16.0. Descriptive
statistics were used to analyze the demographic characteristics of the subjects in both
experimental and control group and in total. Demographic data were analyzed by
using frequency, percentage, means, and standard deviation and the Chi-square test
was used to examine the differences between the experimental and control groups on
categorical variables. For the hypothesis testing, the independent t-test was applied to
measure the difference between the total QOL and sub dimensions of QOL in both
groups at 3-weeks post-mastectomy. For further exploring the effectiveness of the
UMP, the paired sample t-test was also implemented to see the change of QOL and
the sub-dimensions in the experimental group and the control group after discharge

hospital followed by two weeks at home.



CHAPTER IV
RESEARCH RESULTS

This chapter presents the major findings of the study in order to prove the
hypothesis. The content of this chapter starts with the description of the participants’
characteristics, then continues with presenting the overall score of QOL, the details of
QOL dimensions, and the report of QOL items. In each figure of the QOL, the
comparison between groups was established. For the additional portions of the study,
the comparison of total QOL and each QOL dimension within groups was analyzed
and the opinions of the women who took part in this study were also reported.

1. Demographic characteristics of the samples

Overall, the experimental and control groups did not differ in terms of
demographic data, as indicated by chi-square testing results. Participants consisted of
women with breast cancer post-mastectomy, 40-60 years old, 70% of whom were
married and lived with their families. Nearly half of them finished secondary school,
and one-third had attended primary school and high school. Very few subjects
pursued undergraduate education or higher. Most were homemakers, farmers, or
worked in small businesses. In this study, 62.7% of the participants had an income of
less than 3 million Vietnam dongs (VND) (< 150 USD) per month. Nearly 80% had a
family member at the hospital, in both groups. Regarding the mastectomy type, 38.3%
underwent simple mastectomy while 61.7% underwent radical mastectomy.

In the control group, a majority of the subjects were middle aged, with 81%
aged 40-60 years. Married women took up more than 72.4% and nearly 30% had

other types of marital status. More than one-third (36.2%) of the subjects in this group
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finished secondary school, a quarter of the subjects finished primary school and high
school, and only a limited number received undergraduate or higher education. There
were more than 65% who worked or stayed at home and around 35% who worked
outside. 53.4% of the subjects had monthly income of less than 3 million dongs,
37.9% had moderate income of around 3-5 million dongs, and a very small proportion
reported higher income.

As regards the experimental group, 82.5% of the subjects were middle aged.
70% of women in this group were married, 19.3% widowed, and 7% single. For the
educational background of experimental subjects, the result showed a similarity with
the control group. As for their occupation, there were 45.6% who were housekeepers,
26.3% doing small businesses, and nearly 20% working for companies or at offices.
The highest income level among the group was VND 7-10 million monthly, which
accounted for only 3.5% of the experimental group, while a lower income level of
VND 3-5 million took up 24.6%. The largest proportion of the subjects had the lowest
monthly income of less than 3 million dongs, at 71.9%. The statistics of demographic

data are presented in table 2
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Table 3 Demographic characteristics of the samples by groups

Characteristic Control group  Experiment Chi-sguare p-value
al group X
n=58 (%) n=57(%o)
Age 5.09% 0.28
30-39 11(19.0) 10(17.5)
40-49 25(43.1) 23(40.4)
50-59 22(37.9) 24(42.1)
Marital status 4,72 0.97
Married 42(72.4) 40(70.2)
Widowed/divorced  8(13.7) 13(22.9)
Singled 8(13.8) 4(7.5)
Education 16.24° 0.44
Primary school 12(20.7) 14(24.6)
Secondary school 21(36.2) 25(43.9)
High school 16(27.6) 15(26.3)
University or higher  9(15.5) 3(5.3)
Occupation 16.89% 0.39
Housework 23(39.7) 26(45.6)
Small business 13(22.4) 15(26.3)
Worker 10(17.2) 11(19.3)
Officer 7(12.1) 3(5.3)
Retire 5(8.6) 2(3.5)
Monthly income (VND) 0.93° 0.98
< 3 million 31(53.4) 41(71.9)
3-5 million 22(37.9) 14(24.6)
5-10 million 5(8.6) 2(3.5)

8 Using Fisher’s Exact test
2. Characteristics of the sample related to mastectomy care

Two characteristics of the sample related to mastectomy care were family care
givers and mastectomy types. In the control group, 83.4% of the subjects had a family
caregiver while in the experimental group, only 74.8% were accompanied by a family
caregiver. With respect to mastectomy types, there was almost no difference between
the experimental and the control group with simple mastectomy and radical
mastectomy rate being reported, respectively, at 40.0% and 60.0% for the

experimental group and 36.6% and 64.4% for the control group. The result of Chi-
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square test confirmed that there was no statistically significant difference between

both groups in these elements. The statistics are presented in table 4

Table 4 The characteristic of sample related to post mastectomy care

Characteristic Control  Experimental Total Chi- p-
group group square value
X
n=58 (%) n=57(%o) n=115(%)
Family care giver 0.19 0.66
Yes 48(83.4)  43(74.8) 91(89.1)
No 10(16.6)  14(25.2) 24(20.9)
Mastectomy type 1.92 0.16
Simple 21(36.6)  23(40.0) 44(38.3)
mastectomy
Radical 37(64.4)  34(60.0) 71(61.7)
mastectomy

3. Description of the quality of life post-mastectomy

3.1 The overall quality of life in participants

In this study, the mean scores of QOL in the control group at 3-weeks was

average level of 6.58 (SD=.82), while in the experimental group, the mean score of

QOL was good level of 7.60 (SD=.58). The result of the QOL level post-mastectomy

in both groups is presented in table 5
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Table 5 The level of quality of life at 3-weeks post-mastectomy in the experimental

group and the control group

Group Mean Min-Max Level
(SD)

Experimental 7.60 (.58) 6.48 - 8.92 Good

Control 6.58 (.82) 4.76 - 8.52 Average

The result showed a significant difference in QOL between the control group
and the experimental group at 3-weeks post-mastectomy. The QOL in the
experimental group was higher than the QOL in the control group at 3-weeks post-
mastectomy.

3.2 Hypothesis testing

The hypothesis of the study proposed that the QOL of women with breast
cancer that participated in the UMP in addition to routine care was better than those
receiving only routine care at 3-weeks post-mastectomy. To test the hypothesis, a
comparison of QOL between the experimental group and the control group was
presented as follows.

It was found that at 3-weeks post-mastectomy, the mean score of QOL in the
experimental group was significantly higher than the mean score of QOL in the
control group (t=7.71, p <.001).

In addition, each dimension of QOL was also compared between the
experimental and control groups. It was found that 4 dimensions of QOL in the
experimental group, namely psychological well-being, physical wellbeing, body
image and social concerns, were significantly higher than those of the control group
(t=7.48, 8.83, 4.37, and 6.25, p < .001). However, the treatment responses of women

in both groups were not different at 3-weeks post-mastectomy.
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In conclusion, the results showed that participants in the experimental group
who joined the UMP and routine care had better QOL at 3-weeks post-mastectomy
compared to those who only received routine care. The findings from this study
supported the hypothesis that breast cancer post-mastectomy women who participated
in the UMP and routine care had better QOL than the control group who -received
only routine care at 3-weeks post-mastectomy.

The result of hypothesis testing is reported in table 6

Table 6 Comparison of QOL between the experimental group and the control group at

3-weeks post-mastectomy

QOL Experimental Control Mean t- p-
group group Difference value value
(n=57) (n=58)

Mean SD Mean SD

Psychological 7.61 0.75 6.31 1.07 130 7.48 <.001
well-being

7.41 0.85 584 104 157 8.83 <.001
Physical well-
being

7.25 0.92 6.43 1.07 0.82 437 <.001
Body image
concerns

7.73 0.69 750 116 0.23 1.28  .230
Treatment
response

8.11 1.20 6.58 140 153 6.25 <.001

Social concerns

QOL 7.60 0.58 6.58 082 1.02 7.71  <.001
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4. Opinions of the participants

After participating in the program, the participants presented their opinions,
which mostly concerned the practice of Qigong and their feelings. Summarily, the
participants were satisfied with the program because it enhanced their knowledge and
gave them opportunities to communicate and discuss their concerns with health care
providers. The subjects additionally gave suggestions for making the program more
helpful, such as that the program should start earlier, so that they could have enough
time to learn and practice, or that drainage care education should be provided so they
could note their drainage. Other subjects thought that the look-in-the-mirror task was
too upsetting, although they acknowledged that the activity helped them know what
happened to their bodies. They reported feeling safe because the nurses and
researchers were with them when they viewed the incision site at 3-days post-
mastectomy. One of them said, “If the nurses had not been there, I would have never
dared to look at my scar.” Most of the participants loved to practice Qigong; however,
they mostly practiced breathing, hand moving, and concentrating. Some felt the other
steps of Qigong were difficult to remember and practice because of post-surgical pain.
Also, they expressed a desire to have family members join in the program with them.
All felt that the program should be implemented for all women with breast cancer

before mastectomy surgery.



CHAPTER V

DISCUSSIONS AND RECOMMENDATIONS

This chapter focuses on discussing 1) The effectiveness of Uncertainty
Management Program on Quality of Life among Vietnamese women at 3-weeks post-
mastectomy, 2 The limitations of the study, 3) Recommendations for further research,
and 4) Contributions to nursing practice.

1. The Effect of the Uncertainty Management Program on QOL of breast cancer

women at 3-weeks post-mastectomy

The UMP was developed based on the theoretical underpinnings of Mishel’s
Uncertainty in Iliness Theory in 1988. It was composed of four main sections with the
purpose of reducing the uncertainty of post-mastectomy women in order to improve
their quality of life. In summary, the UMP helped women undergoing mastectomy
improve their total QOL at 3-weeks post mastectomy. The UMP provided the
knowledge and skills to manage physical and psychological symptoms post-
mastectomy. Therefore, they understood and expected what happened to them. In
addition, congruent with the theory, when the symptom pattern was expected, the
uncertainty was reduced (Mishel, 1988). Among the study findings, the validity check
result proved that after receiving the UMP, 93% of the subjects (n=58) were low
uncertainty of their illness post-mastectomy, before hospital discharge. When the
uncertainty was low, the women could manage themselves to cope with the illness
and improve their QOL (Clayton et al., 2006). As a result, the women who received
the UMP had higher total QOL mean score than those who received routine care at 3-

weeks post-mastectomy significance (p<0.05). The study findings revealed that low
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uncertainty post-mastectomy before discharge could improve QOL at 3-weeks post-
mastectomy in breast cancer post-mastectomy women. It is congruence with existing
studies that reducing uncertainty could help increase QOL in breast cancer survivors
(Wonghongkul et al., 2006) and reducing uncertainty at 1-week post-surgery increases
QOL in cancer patients (Valeria et al., 2014).

Regarding the dimensions of QOL at 3-weeks post-mastectomy, physical well-
being, psychological well-being, body image and social concerns mean score in the
experimental group were significantly higher than those in the control group (p<0.05).
The treatment response was the only dimension that not different between the
experimental and the control group.

The UMP would support the psychological well-being and physical well-being
dimensions of QOL because these scores were higher in the experimental group at 3-
weeks post-mastectomy compared to the control group. Physical well-being and
psychological well-being were two important dimensions of QOL and many studies
suggested interventions to improve these aspects. However, most of the previous
interventions focused on QOL at chemotherapy, survival time and metastasis of breast
cancer disease, not at mastectomy time. From this study, it has been found that the
UMP enhanced physical and psychological well-being of women undergoing
mastectomy 3-weeks, the initial period of post-surgery recovery. The findings pointed
out both physical well-being and psychological well-being mean score were 7.41
(SD=.85) and 7.61(SD=.75) at 3-weeks post-mastectomy, respectively in the
experimental group while it were 5.84 (SD=1.04) and 6.31 (SD=1.07) in the control

group (p<0.05). This study result consistent with other the rationales that support
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QOL at the early stage of treatment could increase the QOL (King et al., 2000; Mols
et al., 2005).

The UMP can make effect on body image of post-mastectomy women. This
assumption supported by the study result that body image mean score of the
experimental subjects was 7.25 (SD=.92) while that score in the control group was
6.43 (SD=1.07) at 3-weeks post-mastectomy (p<0.05). This is congruent with the
literature review that the art or mind therapeutic program and the cognitive behavior
counseling program proved effective on body image (Freysteinson, 2009;
Freysteinson et al., 2013; Fadaei et al., 2011). This finding supports evidence for a
new intervention to reduce negative body image post-mastectomy and confirm the
relationship of uncertainty and body image (Kim et al., 2016).

It was found from the result that the experimental subjects reported a higher
score in social concerns compared to the control group at 3-weeks post-mastectomy in
addition to the higher score of QOL. The women who participated in the UMP had
more chances to contact with nurses, communicated with nurses and family members
as well as the social network therefore could improve their perceived of social
concerns and improved their QOL compared to those who received only routine care.
The result was consistent with other studies that improving social support could
increase both short-term and long-term QOL in breast cancer women (Leung et al.,
2014; Salonen et al., 2013)

The UMP did not totally achieve the treatment response in post-mastectomy
women. When we look at the independent t-test comparing the mean score of
treatment response between the experimental group and the control group, the result

showed no significant difference at 3-weeks post-mastectomy (p=0.23). However, this
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finding did not imply that the UMP was not effective on treatment response.
Considering the treatment response indicators, at 3-weeks post-mastectomy, the test
showed that the experimental group had a better score in breast sensitivity and hand
raising ability than the control group. In contrast, pain and frequency of pain scores
were lower than the scores of the control group. This result implied that the UMP
helped to reduce the muscle and shoulder stiffness so post-mastectomy women could
increase their level of hand raising ability and reduced breast sensitivity. The UMP
increased the ability of hand raising and reduced breast sensitivity in mastectomy
women after 3-weeks post-mastectomy; however, the UMP was not effective on pain
and frequency of pain post-mastectomy. This result was congruent with previous
studies that post-mastectomy symptoms could be reduced by physical exercises, and
Qigong practice; however, the effect of these interventions was only proved at 4-6
weeks post-mastectomy (Markdump, 2014; Van Dijck et al., 2016; Naik et al., 2016).
2. The limitation of the study

To test the effect of a nursing program in a clinical setting, the most favorable
design is randomize control trial. As far as this study wanted to improve uncertainty
in order to enhance quality of life post- mastectomy, the UMP should take place
before the subjects underwent this event (Meleis et al., 2000; Mishel., 1988).
Therefore, the pre-test before intervention could not be applied. Thus, the post-test
only design was conducted. As a result of following the mastectomy schedule that
subjects could not enrolled in the program at the same time, and the study only
conducted in one setting, the pure randomization could not be used for this study.

Post-mastectomy stage lasted from 1 to 3 weeks since the surgery occurred to

the beginning of chemotherapy treatment. Therefore, with the purpose of improving
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quality of life at the early post-mastectomy stage, this study focused on examining
only the post-mastectomy women’s quality of life improvement at 3-weeks without
further considering the effect of UMP on quality of life at later stages of the treatment
process.

3. Recommendations for further research

To achieve the optimum effect for post mastectomy women in future, this
study proposed two points focus on improving the UMP and the design of study. For
the program, the UMP involved only nurses to support post-mastectomy women while
the credible authorities of women with breast cancer includes nurses, family, or
friends (Salonen et al., 2013). Therefore, although nursing support in the UMP was
managed; family members or closest persons support what might have impacted to
women at home should be added in further research.

Other healthcare providers included doctors and assistant nurses are the
authorities that establish the quality of treatment response for post-mastectomy
women. Therefore, practical nurses who directly care for post-mastectomy women
should display the role of co-operation among nurses, doctors and other health care
providers in order to get the achieve pain management procedure for post mastectomy
women.

For the design, QOL is considered a dynamic concept, which might fluctuate
in different stages of the breast cancer disease; further studies should be carried out to
test the effects of the program on quality of life in a longitudinal design.

The UMP would be tested in the randomize control trials which take place in
variety of settings to establish stronger evidence for the effect of the UMP on post

mastectomy population.
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4. Implication for nursing practice

The result of this study will be presented for the Oncology hospitals so that the
managers of these hospitals consider about the benefits of the program on improving
quality of care. Besides that, the strategies to apply the UMP are realistic showed.
First, the booklet can be provided for breast cancer women at the admission time for
mastectomy. Then at day 3 before mastectomy, the counseling nurses can provide
information for women by using the information part of the UMP. This part includes
the new knowledge of the UMP and information or policy of the Wards as routine
care. Therefore practical nurses do not take separate time to counsel for women but
provide UMP informational support part which enrich adequate information for
women before mastectomy

The third part of UMP is the emotional support and look in to the mirror. This
part can happen in the first dressing change for women, nurses can take more
consideration for women at this time, encourage and communicate well to help them
disclose their emotions in order to reduce negative body image.

Qigong was proved to bring healthy for breast cancer women in both physical
and psychological aspects. It can be combined with the physical exercises practice for
women at day 5 or day 7 in the hospital and instruction to practice at home. The
rehabilitation nurses can teach Qigong for women before and after mastectomy follow
the guideline in the booklet. The practice planning at home should make by nurses
and women commitment so that they are responsible for practice educated skill at

home to improve their quality of life.
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Qigong not only helps breast cancer population but other groups of chronic
disease, therefore, Qigong can be taught in the University for nursing students, so that
they can experience the effect of Qigong and teach Qigong for the cancer populations

to improve quality of life after major treatment.
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Vaan? Gmasl - Asking for Paemission of Using Quality of Litis Index

M Gmail Xuan Ha <xuanhanhu@gmail.com>

Asking for Permission of Using Quality of Life Index
4 messages

x@ Ha <xuanhanhu@gmall.com> Tue, Sep 13, 2016 at 1:15 PM
To: Geri.Padilla@ucs!.edu

Dear Protessor Geraldine,

First of all, | would like to introduce myself as a lecturer of Nursing Department, Nursing faculty in Udvetaély of Medicine
and Pharmacy, Ho Chi Minh City , Vietnam. | am studying the PhD program of Nursing at Chulalongkom, anoktgF
Thailand. My dissertation title is® THE EFFECT OF UNCERTAINTY MANAG_EHENT PROGRAM ON QUALITY R
LIFE AMONG POST MASTECTOMY PATIENTS IN VIETNAM". Because it is cong'gml with my concept defin

Quality of Life on patient post mastectomy, the Quality of Life Index of Colostomy patients, one of your scientific "
publication together with Professor Marcia Grant, 1985.Quality of life as a cancer nursing outcome variable, publis! on
Advanced nursing science, volume B(1) page 45-60 will be used to measure the Quality of life as dependent vaﬂa::o in
my study, Thus, | write this email to ask for your permission to reuse your academic work to continuing testing it in my
Vietnamese patients. | am hoping that this email can find you well. | wish you the best heaith and looking forward your
reply.

Thank you very much

Kindly regards,

Ms. Ha Thi Nhu Xuan

Nursing lecturer of Medicine and Pharmacy University

Ho Chi Minh City, Viet Nam

PhD Program at Chutalongkom University, Bangkok, Thailand
Email: xuanhanhu@gmail.com

Contact: +84 1656435986

Padilla, Geri <Geri Padilla@ucs!.edu> Tue, Sep 13, 2016 at 3:
To: Xuan Ha <xuanhanhu@gmail.com>

Dear Xuan Ha,

You have my permission to use my work.
Wishing you much success,

G V Padilla, PhD

Sent from Gen Padilla's iPhone

On Sep 12, 2016, at 1115 PM, Xuan Ha <xuanhanhu@gmail.com> wrote:

Dear Professor Geraldine,

First of all, | would like to introduce myself as a lecturer of Nursing Department,
University of Medicine and Phammacy, Ho Chi Minh City , Vietnam. | am
Nursing at Chulalongkem, Bangkok Thailand. My dissertation title is* THE E
MANAGEMENT PROGRAM ON QUALITY OF LIFE AMONG POST IAST
VIETNAM®, Because It is congruent with my concept definition of Quality
mastectomy, the Quality of Life Index of Colostomy patients, one of your:
with Professor Marcia Grant, 1985.Quality of life as a cancer nursing outcon
Advanced nursing science, volume 8(1) page 45-60 will be used to
dependent vanable in my study. Thus, | write this email to ask fc
work 1o continuing testing it in my Vietnamese patients. | am
wish you the best health and locking forward your reply.
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BAN THONG TIN DANH CHO POI TUQNG NGHIEN CUU
VA CHAP THUAN THAM GIA NGHIEN CUU

Tén nghién ctu: Hiéu qua chuong trinh can thiép diéu dudng dén chat luong cudc

séng nguoi bénh ung thu v sau phiu thuat doan nhii tai Viét Nam
Nha tai trg: Pai Hoc Chulalongkorn Thai Lan

Nghién ctu vién chinh: Ha Thi Nhu Xuéan

Pon vi chu tri: Pai Hoc Chulalongkorn Théi Lan

. THONG TIN VE NGHIEN CUU

Muc dich va tién hanh nghién ciu

« Nghién ctru nay duoc tién hanh nham danh gia hiéu qua cia chuong trinh can thiép
diéu dudng 18n chat lugng séng cua nguoi bénh sau phau thuat doan nhii. Tir d6 cung
cap bang ching khoa hoc vé tinh hiéu qua caa chuong trinh didu dudng gidp nang cao
chat luong cudc sdng caa ngudi bénh ung thu vi sau phau thuat doan nhii tai Viét
Nam, dap ung dung nhu cau chim soc toan dién cho ngudi bénh theo phuong huéng
phét trién va nang cao chét lugng chiam séc cho ngudi bénh cua didu dudng chuyén
khoa.

« Nghién cttu s& duoc tién hanh tai cac khoa ung thi v & bénh vién Ung budu trung
wong. Ngudi bénh s& duoc moi tham gia nghién ctu khi nhap vién chuan bi phau
thuat doan nhii. TAt ca ngudi bénh & do tudi tir 20-60 tudi, duoc chi dinh doan nhil 1
phan, toan phan c6 nao hach hay khdng nao hach néach, tinh tao, c6 kha ning doc va
viét tiéng Viét. Tiéu chuan loai trir 1a cac di twong co chi dinh phiu thuat doan nhii
nhung c¢6 bénh Iy khac kém theo, ¢ cac bién chang nghiém trong sau phau thuat,

doan nhil c6 két hop tai tao vi tic thoi.

« Ngudi bénh thoa tiéu chi chon lya dong y tham gia nghién ciru sau khi duoc giai
thich ré vé muc dich va phuong thtc nghién ctu, ky vao gidy dong thuan tham gia s&
duoc rat thim ngau nhién vao 2 nhdm. Nhoém can thiép sé tham gia vao chuong trinh
can thiép diéu dudng UMP bao gom giéo duc, cung cap théng tin, hd tro hudng dan

thdng tin vé phau thuat doan nhil va cac bién chirng sau phau thuat, hd tro vé cam xdc
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sau md. Hudng dan ky nang giao tiép v4i ngudi than va nhan vién y té, huéng dan ky
nang diéu chinh va boc 16 cam xuc, phuong phap luyén khi cong gilp ting cudng sic
khoe va ngtra bién chung sau phiu thuat, k§ ning tu chim soc vé dinh dudng va chim
s6c da tai nha. Nhém so sanh gom nguoi bénh duge cham soc theo quy trinh thudng
quy tai cac khoa bao gém hudng dan , tur van thong tin trudc va sau phau thuat, cham
sdc triéu ching va céc bai tap tay va vai sau phau thuat giGp lam giam bién chang va
mau hdi phuc. Ngudi bénh s& 1a ngudn cung cap thdng tin vé& chit luong cudc sdng
cua ho sau khi phau thuat tai cac thoi diém 3 tuan sau phiu thuat bang bd cau hoi vo
danh. Két qua nghién ctu s& cho thay hiéu qua cua hai chwong trinh chim séc diéu

dudng dén chat luong cudc song nguoi bénh.
Cac nguy co va bit lgi

« Chuong trinh can thiép diéu dudng UMP nham cung cap kién thic, k¥ nang va céac
thdng tin vé bénh tat cho ngudi bénh va than nhan. Pay la chuong trinh gido duc két
hop duoc xay dung dwa trén hoc thuyét caa Merle Mishel nim 1988 va cac tai liéu
huéng dan caa hoi Pidu dudng Ung thu Uc, va cac chuong trinh can thiép diéu dudng
da duoc kiém dinh hiéu qua bang cac nghién ctu khoa hoc cu thé. Bing chang vé
hiéu qua cua chuong trinh can thiép diéu dudng nay 1én chat lugng cudc séng cua
nguoi bénh da duoc pho bién trén nhom bénh nhéan ung thu vii, cac nhém ung thu
khac mot cach rong réi ¢ ca chau Au va chau A. Nguoi tham gia nghién cau s& dugc
hd tro vé kién thuc, k§ nang vé viéc tu cham soc ca vé thé chat Ian tinh than nham

nang cao chit luong cudc séng sau phau thuat.

« Ca hai chuong trinh can thiép UMP va quy trinh thuong quy déu gilp nang cao stc

khoe va chat lugng cudc sdng cua ngudi bénh

« Nhitng ngudi tham gia nghién ctu s& dugc taing mot cudn sach huéng dan ki nang
va kién thirc vé viéc cham séc sau phiu thuat tai nha nhu mét phan qua tir nguoi

nghién ciru sau khi nghién ctu két thac.
Nguwoi lién hé
« Ho tén, s6 dién thoai ngudi can lién hé: Ha Thi Nhu Xuan, SDT: 01656435986

Sw tw nguyén tham gia
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Ngudi tham gia nghién ciu 1a hoan toan tu ngyén, khdng cé gi anh huong dén chét
lwong chiam soc ctia ngudi bénh néu ho khéng dong y tham gia nghién ciru. Trong qua
trinh tham gia nghién ctru, nguoi tham gia cd thé yéu cau nging tham gia bat ci khi
nao ho muédn vi bat ctr ly do gi. Nghién ctru vién dam bao viéc tham gia hay khong
tham gia vao nghién ctu s& khong 1am anh huong gi dén ngudi bénh trong qua trinh

ho duoc cham soc tai bénh vién.
Tinh bao mat

Thong tin ma ngudi bénh cung cap s& duoc bao mat vi ho khdng can dién tén vao
bang cdu hoi tra loi. Thong tin chi dugc dung cho muc dich nghién ctru va khéng
ding cho cac muc dich gi khac. Thong tin duoc bao mat trén may tinh c& nhan bang
file mat ma va chi co ngudi lam nghién ciu va nguoi huéng dan tiép can vai théng tin
nay.

Il. CHAP THUAN THAM GIA NGHIEN CUU

T6i dd doc va hiéu thong tin trén ddy, di ¢6 co hoi xem xét va dat cau hoi vé thong tin
lién quan dén noi dung trong nghién ciu nay. Toi d néi chuyén tryc tiép vai nghién
ctru vién va duoc tra 10i thoa dang tat ca cac cau hoi. T6i nhan mot ban sao cia Ban
Thong tin cho d6i trong nghién ctru va chap thuan tham gia nghién cau nay. Toi tu

nguyén dong y tham gia.
Chir ky ctia nguoi tham gia:

Ho tén Chtr ky

Ngay thang nam

Chir ky ciia Nghién ciru vién/nguwdi Iy chap thuan:

T6i, nguoi ky tén dudi ddy, xac nhan rang bénh nhan/nguoi tinh nguyén tham gia
nghién ctru Ky ban chap thuan da doc toan bo ban thong tin trén day, cac thong tin nay
da dugc giai thich can k& cho Ong/Ba va Ong/Ba di hiéu rd ban chat, cic nguy co va

loi ich cua viéc Ong/Ba tham gia vao nghién ctu nay.

Ho tén Chit ky

Ngay thang nam
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The Personal Data Form
Ma s6:
Bénh vién:
Loai phau thuat: Poan nhii D Poan nhii nao hach D
Giai doan ung thu: Giai doan 11 D Giai doan III D Hon giai doan III D
THONG TIN CA NHAN

Xin quy vi danh chut thoi gian d8 tra 161 mét sé cau héi nhim cung cip mot s8 thong tin
¢4 nhan cta quy vi gitip déng gép cho viée xdc dinh nhitng yéu t5 lidn quan dén chat
lwgng séng sau phiu thudt cit via cia qiy vi duge danh gia chinh xac hon. Théng tin trén
diy dwgc bao mat va chi dimg vao muc dich nghién etru. Kinh mong quy vi danh diu diy
dia nhitng théng tin bén duéi diy mét cach xac thue nhit.

Tudi: 3039 [ 4059 [0 so-s0 O
Tinh trang hon nhan: Két hon [JGéa chong [OLythan [JLydi [JDécthan []

Trinh d6 hoc vén: cépl D cép 11 D cép 111 D Pai hoc D Sau dai hoc D

Nghé nghidp
Dia chi
SDT:

Thu nhap binh quan hang thang: < 3.000.000vnd D 3.000.000 -7.000.000vnd D
7.000.000-10.000.000 D >10.000.000vnd D
Co6 nguoi than cham soéc: Co D Khoéng D

Loai phau thuat doan nhii: Nao hach nich D Khéng nao hach nach D
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The Quality Of Life Index Vietnamese Version N
BO CONG CU CHAT LUQNG SONG CUA NGUOI BENH SAU PHAU

THUAT POAN NHU NAO HACH
Hwéng din: Ban hiy doc k¥ cac cdu hoi dudi day. Sau d6 danh dau “X” vao thang
do tir 0 dén 10 bén dudi. Mirc do do ludng s& twong tmg voi cac con sd ting dan tir
0 (Hoan toan khéng) dén 10 (Hoan toan dong y/Hoan toan day du). Ban c6 thé danh
du vao bat ki vi tri nao trén thang do dung nhit voi suy nghi ctia ban tai thoi diém
tra 11 cau hoi. Xin ban vui long tra 101 day du cac cau hoi trong bd cAu hoi nay
1. Kha ning van dong, di bo, cam nam do vat, cua ban hién tai & mic do nao?

T T 1r 11 1T 1T 1T T 7
11 I 1 1 1T L I I 1

Ratyéusge © * 2 2 4 5 & 7 8 9 10 Ritmanh mé

2. Ban ngu duoc bao nhiéu so véi nhu cau cua ban?

—frr7r1rr 1 1 7T T T
Tttty

Hoan toan khong  ° Hoan toan du

3. Ban cam thay lo lang vé can nang hién tai cia ban thé nao ?
] ] [ T T T T |

D T Il O [ (] O I e | )

1 2 3 4 5 6 7 8 9 10 Cuc k}‘, Io Iéng

——

Hoan toan khdong  °

4. Ban an ngon miéng ¢ mirc d6 nao ?

T 1 17T 1T T T T T T 7T

1 I 1 I I I 1 I 1 [ 1 .
Hoan toan khéng ¢ *+ = = * = ¢ 7 8 9 19 Hoan toan dong y
5. Ban in udng duoc bao nhiéu so véi nhu cau cua ban?

L T T T T T 1T 1T T T 70

I I 1T T 11 1T 1 1 11 .
Hoantoankhong ° * 2 2 ¢ = ¢ 7 8 9 19 Hoan toan day du

6. Ban co thé lam duoc bao nhiéu phan céc cong viéc thudng ngay ban hay lam nhu
viéc nha, viéc cdng so, cham soc¢ san vuron?

T T
s

0 ——i

LT T
1

W —r—
el |

T
i

o ——i

Hoan toan khéng Hoan toan day du
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7. Mic d6 sinh hoat tinh duc cua ban hién tai c6 dap @ng nhu cau cua ban?

T T T T 1T T 7T T 1T 1T 7
T T T T 1T 1T 1T 1T 171 .
Hoan toan khong ° * 2 2 4 = & 7 8 9 19 Hoan toan day du
8. Tinh trang stic khoe hién tai cua ban nhu thé nao?
LT T T T T T T T T 1T70
1T 1T 01T 1T 1T 1T 171 )
Cuc ki té 0 1 2 3 4 5 & 7 8 9 10 Cyckitht

9. Ban vui bao nhiéu khi lam céac viéc ma ban yéu thich (doc sach, nghe nhac, phat VoI
ban be, hoat dong sang tao (vé tranh, lam tho..) hay hoat dong x& hoi, cong dong?

Y N I ) |
| A A A Y A R

Hoantoankhong ©° * 2 3 4 5 & 7 & 9 10 poantoan diy da

10. Ban cam thay minh hitu ich nhu thé nao ddi véi gia dinh va xa hoi?

) ) e R (|
| I (P ] R ] P [ R T |

°©o 1 2 3 4 5 & 7 8 9 10 Hoantodn hitu ich

Hoan toan khong

11. Ban cam thay minh hanh phuc bao nhiéu ?
LI T T 1T T T T T 17
!
Hoantoankhong ©° * 2 2 4 5 & 7 8 9 10 postoan ddy du
12. Ban lo lang vé tuong lai ctia ban nhu thé nao?
I S S S A A A B |
LI L1 1 11 ,
Hoan toan khéng! ° * 2 2 ¢ > & 7 & 9 10 cyckiloling
13. Ban hai 1ong véi cudc sdng caa minh bao nhiéu?
IS ) I (S B |
LI 1L 1 [ 1
Hoan toan khéng! ° * 2 2 ¢ =2 & 7 & 9 10 Hoan toan hai long

14. Ving canh tay, vai va tai vi tri vét mo ciia ban dau mic do nao?

I I S I |
I | |

0 1 2 4 5 6 7 8 9 10 3
Cuc ki dau

w —

Hoan toan khong
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15. Tinh trang dau & céc vi tri trén dién ra thuong xuyén nhu thé nao?

S N |
I I

0 1 2 3 4 5 6 7 8 9 10

Hoan toan khong Lu6n luon dau

16. Mtrc d6 phu, sung & canh tay hoic ban tay cua ban nhu thé nao?

I S S S Y I |
| Y A A A A Y R

0 1 2 3 4 5 6 7 8 9 10

Hoan toan khong Sung cuc Ki to

17. Mirc d6 kho khan khi ban nang, dang va dua canh tay bén md sang tréi,phai nhu
thé nao ?

LI T T T T 1T 1T 1T 17
L LI 1 I 11
ot 2 2 4 5 6 7T 8 9 10 Cuckikho khin

Hoan toan khong

18. Vu di cat bo cia ban ¢ hién twong nhay cam (té bi, cham chich, ngtra, kién bo)
thé nao?

LI 1T 7T T T 7T 7T T TT7T
| N I A T Y Y Y
o 1 2 3 4 5 6 78 9 10 Cyckinhay cam

Hoan toan khong

19. Ban c6 cam thay dé dang khi tiép tuc cudc séng véi mot bén v vi cit bo?

I Y Y Y I I (|
| N N R R |

Hoan toan khong!| ° * 2 2 ¢ * & 7 8 9 10 Cyckidédang

20. Ban cam thiy so vét seo tir va bi cat bo nhu thé nao?

I I N N I N I |
| T A A A A A A A A |

Hoan toan khong| ° * 2 2 ¢ = ¢ 7 8 9 10 Cyckiso hii

21. Ban cam thay su nit tinh cuia minh do phau thuat cat bo vi giam di bao nhiéu?
I I S N I |
L L 1]
0 1 2 3 4 5 6 7 8 9

10

Hoan toan khong Hoan toan dong y

22. Ban cam thay khé khan thé nao khi nhin hinh anh v bi cit bo cua ban?

I S ) Y |
| A A A A

1 2 3 4 5 6 7 8 9 10 3 ’ o
Cuc ki kho khan

O

Hoan toan khong
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23. Mtrc d6 gap g& ban be, nguoi than cia ban nhu thé ndo so véi trudc khi mé cat
tuyen vu?

LT T
11

5

[
i

' Hoan toan day du

:
%

~

L1 1T
R

Hoan toan khong

24. Ban c6 cam thay bi chéi bo, xa lanh tir gia dinh, ban b, nguoi thuong ciia minh
khong?

[
I

1 Hoan toan dong y

LI T I T 171717
S EEEEEEE:

Hoan toan khong
25. Su thoai mai, riéng tu cta ban hién tai c6 duoc dap (ng theo nhu cau khong?

LI r r r rr1rrrrTd
| A A A A A A |

otz 2t e 6789 1% Hoan toan day du

Hoan toan khong

26. Ban danh gia chat lwong cudc séng hién tai ciia ban nhu thé nao?
SR A S R [ ] [ T [ |
| N (N ' B I I |
0 1 2 3 4 5 6

78 % 19 That tuyét voi

Cuc ki té
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The validity check of the program MUIS-SF
SAU KHI THAM GIA VAO CHUONG TRINH GIAO DYC SUC
KHOE BAN PANH GIA NHU THE NAO VE NHUNG VAN PE
LIEN QUAN PEN SUC KHOE VA BENH CUA MINH.
(XIN QUY VI VUI LONG PANH DAU X VAO CAC MUC BOQ TUONG UNG
VOI SUY NGHI CUA QUY VI CHO TUNG CAU HOI)
1. T6i hiéu rd cac thong tin vé bénh tat cua minh

Rit dong ¥ DPong y Khdng xéc Khong Rét‘khéng
dinh  dong v dong v

() (4) (3) (2) 1)

2. Toi dy doan duoc diéu gi s& dién ra véi bénh cua toi

Rat dong ¥ Pong y Khong xac Khong Rét‘ khong
dinh  dong v dong v

() (4) ©) (2) 1)

3. Tai biét vé qué trinh va hiéu qua diéu tri bénh caa minh

Rat dong y Pong y Khong xac Khong Rét‘ khong
dinh  dong v dong v

() (4) 3) (2) (1)

4. T6i dy doan dugc cam xdc caa minh va biét cach 1am chu cam xdc

Rat dongy Dong y Khong xéc Khong Rét khong
dinh  dong v dong v

() (4) 3) (2 (1)

5. Kbhi t6i bi dau, sung & vai va nguc toi biét tai sao n6 dién ra va lam
thé nao dé giam triéu ching nay

Rat dongy Dong y Khong xéc Khong Rét khong
dinh  dong v dong v
(5) (4) 3 (2) (1)

6. Toi cd thé cham soc ban than sau khi xuat vién

Rat dong ¥ Pong y Khong xac Khong Rét‘ khong
dinh  dong v dong v
G @ 3) (2) (1)

7. TOi co thé giao tiep va tim su giup do tir nhan vién y té

Rat dongy Pong y Khong xac Khong Rét‘kh()ng
dinh  dong ¥ dong v

() (4) ©) (2) (1)



151

8. Tai co thé chia s& nhitng van dé cia minh véi ngudi than, ban bé
va Xa hoi

Rat dong y Dong y Khong xac Khong Rat khong
dinh  dong v dong v
(5) (CO R ) (2) (1)

9. T6i cd ké hoach cho cudc séng cua minh trong twong lai

Rat dong y Dong y Khong xac Khong Rat khong
dinh  dong vV dong v
®) (4) 3) (2) (1)

10.T6i cam thay sic khoe caa minh dan cai thién hon

Rat dong ¥ Pong y Khong xac Khong Rét‘ khong
dinh  dong v dong v

() (4) ©) (2) 1)
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The program manual of UMP
TEACHING PLAN OF THE UNCERTAINTY MANAGEMENT PROGRAM

SECTION I: Information, physical and emotional support

Information:

1. Lessons:
v Mastectomy surgery — knowledge and caring
v Emotional management post mastectomy
v" Communicate with healthcare providers and family
v" Physical activities and Qigong technique
Participants: Patients before mastectomy group 20 patients
Time: 3 day before mastectomy
Duration: 90 minutes
Place: Consulting Room
Teacher: Ha This Nhu Xuan
Assistant: Ms Huynh Thi Cam Tien

Nogakown

Lesson 1: Mastectomy surgery —knowledge and caring

Content

1. Mstectomy surgery, the classification, choice, and procedure of this
surgery

2. Complications and emotions post mastectomy

3. Nutrition and SKkin care post mastectomy

Preparation

1. Power point presentation by teacher

2. Booklet: Printing booklet provide for patients
3. Computer and projector

4. Video of Qigong

5. Room and chairs

Development pathways

1. Cognition: Reading, watching, listening, ask & answer

2. Physical: talking, performing

3. Language: language and non-language methods

4. Psychological: Example of real cases, sharing experiences, evidences

Instructional strategies

1. Providing recognition

2. ldentifying similarities and differences
3. Questions, cues, and advance organizers
4. Summarizing and note taking

5. Cooperative learning

Consume time 30 minutes

Content Time | Teacher activities Patients Subordinate tips
activities
What is 5 Question: Have you ever | Answer the Consider the
Mastectomy? heard about Mastectomy? | question right or wrong
What is it? What you Show their knowledge of
have known about it? own patients about
Response to patients knowledge mastectomy
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answer first, critique | based on
Present the definition of | others evidence
Mastectomy on PPT base | Listen to
on evidences teacher
Classification of
mastectomy
How to 5 Question: Do you know Answer the Identify the right
prepare how to prepare for your- | question and wrong thing
mastectomy self before mastectomy? | Show their follow guideline
Response to patients own
answer knowledge
Present the picture and first, and
guideline of Surgical listen and
oncology ward for pre- critique
mastectomy patient others
Listen to
teacher
How to do 5 Present what happen on Listen and Most patients
mastectomy the day of mastectomy following the | like to see
content of pictures in
PPT, surgical room
showing (which they
pictures might have
never known
before) to
expect what will
happen with
them
What happen | 5 What do you think you Patients Ask for patient’s
post will look like post follow the knowledge
mastectomy mastectomy? content of Following the
What complications you | PPT, ask content in PPT
will have? question Pictures of some
What emotion may occur complication
for you? and wound,
Present the PPT contents drainage post
mastectomy.
How to take | 10 Present the content of Patients Note the
care of your physical exercises, follow the important points
physical hygiene, nutrition, and content of on physical
function, skin care on PPT PPT and exercises,
hygiene, booklet hygiene,
nutrition and nutrition care
skin post and skin care
mastectomy post mastectomy
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Lesson 2: Emotional disclose post mastectomy

Content

1. What are negative emotion post mastectomy
2. How to disclose or release negative emotion post mastectomy

Preparation

1. Power point presentation by teacher

2. Booklet: small booklet provide for patients

3. Paper and crayon, sticker samples
4. Computer and projector
5. Room and chairs

Development pathways

1. Cognition: Reading, listening, answer, question, writing, drawing
2. Language: language and non-language methods

3. Psychological: Example, real cases, stimulation, tell story

Instructional strategies

1. Providing recognition

2. Practicing sample

3. Questions, cues, and advance organizers
4. Summarizing and note taking

5. Cooperative learning

Teaching time: 15 minutes

Content Ti | Teacher activities Patients Tips
m activities
e
What is the 5 | What will happen if you feel | Answer the Consider the
impact of stress, distress, and question right or
negative depression? Show their wrong
emotion to own opinions | knowledge
quality of life first about
Jisten to negative
others and emotion
teacher impact based
on evidence
Method to 1 | Present the effective method Doing the Explain and
disclose 0 | todisclose negative emotion | exercises of reflect some
negative by PPT based on evidences. teacher writing or
emotions Guiding patient practice Present or tell | picture of
writing emotion word on individual’s patients.
paper story and Note the
Guiding patient practice color | experiences main
the circle by the indicate color methods to
express

feeling
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Lesson 3: Communication with healthcare providers and family members

Content

1. Role of each staff on the Surgical Oncology Ward like doctors, nurses, nurse

assistants

2. Question to ask for information related to disease and choices
3. Information of disease treatment and prognosis

Preparation

1. Power point presentation by teacher

2. Booklet: small booklet provide for patients

3. Computer and projector
4. Room and chairs

Development pathways

1. Cognition: Reading, listening, answer, question
2. Language: language and non-language methods
3. Psychological: story, examples, experience, evidence

Instructional strategies

1. Providing recognition

2. Questions and answer

3. Summarizing and note taking
4. Cooperative learning

Consumme time 30 minutes

Content Time | Teacher activities Patients Tips
activities
Roles of doctors, | 5 Question: Do you think you | Answer the Patients
nurses, assistant s have enough information guestion should ask
nurses in the need from doctors and Show their own right
wards nurses? Do you know what | opinions, question
is the different between the | experiences for right
staffs on the ward? Listen to teacher staff
Response to patients
answer
Present the role of some
special staff who directly
treat and care for patients
Question should | 5 Present some question Patients listen and | Will the
be ask before should be ask before and discuss or express | patients
and after after mastectomy to get their thinking ask these
mastectomy sufficient information about the question | providing
Do you think what question guestion?
that you can ask doctors or
nurses
Will you ask these question
for staff
When is suitable time to
ask question
How to 5 Present what patients Patients tell
communicate or should prepare and expect | experiences
talking with before talking to their

family members

family
Presenting feeling of family
members
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Lesson 4: Qigong technique

Lesson: Qigong technique for mastectomy patients
Participants: Patients before mastectomy

Time: 3 day before mastectomy

Duration: 60 minutes

Place: Conference Room

Teacher: Ha This Nhu Xuan

oouhkwdE

Objectives

1. Patients are able to understand the effective of Qigong on health

2. Patients are able to remember and practice all step of Qigong
technique

3. Patients are able to do Qigong technique independently after teaching

Preparation

Power point presentation by teacher

Video tape translate into Vietnamese

Case study: example

Assistants: two nurses in the ward
Booklet: small booklet provide for patients
Computer and projector

. Room and chairs

NoookrwnpE

Development pathways

1. Cognition: Reading, watching, listening, answer, question
2. Physical: action, doing, talking, performing

3. Language: language and non-language methods

4. Psychological: Example, real cases, stimulation, story

Instructional strategies

1. Providing recognition

2. Setting objectives and providing feedback
3. Questions, cues, and advance organizers
4. Summarizing and note taking

5. Homework and practice

Consume time 30 minutes

Content | Time | Teacher activities Patients activities | Subordinate
tips

Whatis |5 Question: have you ever Answer the Consider the

Qigong heard about Qigong? question right or
What is it? Show their own | wrong
Response to patients opinions first, knowledge
answer critique others about Qigong
Present the definition of Listen to teacher | based on
Qigong on PPT base on evidence
evidences
History of Qigong
Classification of Qigong
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Impact of | 5 Question: Do you think Answer the Conclude the
Qigong Qigong important? Why? | question role of
Response to patients Show their own | Qigong based
answer opinions first, on evidence
Present the effective of and listen and
Qigong on PPT based on critique others
evidences Listen to teacher
Qigong exercises help
maintain health by creating
a state of mental and
physical calmness, which
indicates that the Qi
energy is balanced and
harmonious
Qigong can help manage
the illness by stimulate
circulation and support
energy for the body
Qigong can reduce the
complication of stiffness
and pain in shoulder.
How to 5 Present the preparation Listen and Most patients
do before doing Qigong following the like to see
Qigong Present all part of Qigong | content of PPT picture, listen
Part 1. Warm-up Watching video | to music or
Part 2. Four position of Imitate the instruction,
Qigong pictures equipment’s,
Present how to do each Watching video | How they like
step by picture and the vide
instruction on PPT
Present how to do Qigong
by full video
Applied |15 Assign patients in 4 group | Group practice Checklist of
Qigong lines. Each line stands Group correction | Qigong step
practice cross X so every people Group discussion | practice
can see the screen. Assess and
Patients imitate the critique for
positions of each step each group

follow the PPT until they
remember it

Patients follow and
practice together with the
video after they remember
the step.

Two teacher and assistants
help to correct the position
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of patients

When patients remember
step. They will present in
group.

Patients in each group will
present. The others will
use the knowledge they
learn about Qigong to give
comment for others

Reflection for section |
Reflection form will transfer to patients at the end of the section.
1. Describe: What you have learnt from this class?
2. Analyze: How much useful of this class to you?
3. Reflect: How do you feel after this class?
4. Suggestions: What do you suggest to make this class better?
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Describe: What you have learnt from this class?

Analyze: How much useful of this class to you?

Reflect: How do you feel after this class?

Suggestions: What do you suggest to make this class better?
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SECTION II: Body image concern and physical practice

Information:

1. Content:
= Support body image concern
= Practice physical exercises and Qigong
Participants: Patients before mastectomy group 5-7patients
Time: 3 day post mastectomy
Duration: 30 minutes
Place: Wound care room /patient room
Teacher: Ha This Nhu Xuan
Assistant: Ms Huynh Thi Cam Tien

Nookrwd

Supporting body image concern

Objectives

1. Patient feel comfortable to look their body and scar in the mirror
2. Patient able to accept the change in their body
3. Patient can express their feeling to nurses

Preparation

1. Mirrors,
2. Room and chairs

Development pathways

1. Cognition: Seeing, touching, feeling when look on mirror
2. Psychological: talking, ask question and reflect the feeling

Instructional strategies

1.Providing recognition

2.Listening

Contents: Consume time 10 minutes

Content Time | Teacher activities Patients Subordinate tips
activities
What do you feel |5 Question Answer the Consider the
when look on the Response to patients | question level of negative
mirror? answer by listening | Show their body image
carefully. Calming own feeling | concern
down or touching to
hand
Measure the
emotion of patient
by noting words.
Can you accept 5 Question Show their Identify the
your body Response to patients | own feeling right and wrong
changes? answer Present the way that patient
Remind the methods | experience follow guideline
to disclose negative | and
feeling on the lesson | knowledge of
that patients have emotion
learnt disclose
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Qigong practice

Objectives

1. Patients can practice hand and elbow exercises right and effective
2. Patients can practice Qigong breathing, mind controlling effective

Preparation

1. Room and place to practice

Development pathways

1. Cognition: remind knowledge
2. Physical : practice step follow guideline

Instructional strategies

1. Remind step, performing step
2. Independent practice
3. Assess by checklist of each step

Refection
Checklist of Qigong practice

Check list of physical exercise or Qigong format

Activities Criteria of Good Moderate Need to
preferment adjust
Stepl | eeeeeininenn v
Step2 | eeeieieenenn. v
Step 3 v
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SECTION I11: Remind knowledge and practice Qigong before discharge

Information:

Remind knowledge of the program
Practice Qigong technique

Set up the home plan

Participant: group of 5-7

Teacher: Ha Thi Nhu Xuan

Place: consulting room

Duration 30 mintues

NoookowhE

Remind knowledge of the program

Objectives

1. Patient able to know how to practice physical exercises, hygiene, nutrition
and skin care at home, feel comfortable and accept their body changes

Development pathways

Cognition: Question the knowledge that patients know about nutrition, skincare,
emotion disclose, communication with others.

Physical : Qigong full technique

Set up home planning

Objectives

Patient able to continuously practicing the exercise and Qigong at home base on their
ability, timetable.

Teacher and patient can follow up what patient do at home

Development pathways

Cognition: Set up the schedule with patient individually each week, appointment for
the calling and submit the schedule check at the first follow up

Physical : Physical exercises and Qigong technique, 30 minute/each time
Psychological: stick the sticker on each day to show your health and your feeling

Examples.
(L o Y "\ﬂ -
/f' 7 \ @ g, )
AA o 72
N | Tl @)
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The bc_)oklet

-l.l.}i'\...l'
‘ IIE.

KIEN THUC VA KY NANG TU CHAM SOC CHO
NGUO| BENH UNG THU VU SAU PHAU THUAT
POAN NHU
CHUONG TRINH THUC HANH CHAM SOC PIEU
DUONG

DAl HOC CHULALONGKORN THAI LAN
Tac gia. NCS. Ha Thi Nhu xuan
Ngudi huong dan. PGS.TS Sureeporn Thanasilp
PGS. TS Ratsiri Thato

Thanh phé H6 Chi Minh, 2017



The evaluation form for practice at home
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Week

Mon

Tue

Wed

Thus

Fri

Sat

Sun

Physical
exercises
(10
minutes)

v

v

v

Qigong
(30
minutes)

Feeling

Sad
sticker

Happy
sticker

Angry
sticker

Phone call with researcher

\

Week
1

Physical
exercises

Qigong

Feeling

Phone call with researcher
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The DVD of Qigong
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APPENDIX F

Assumptions Test



Test normality of the control group T1

Case Processing Summary

Cases
Valid Missing Total
N Percent N Percent N Percent
ConT1 58 100.0% 0 .0% 58 100.0%
Descriptives
Statistic | Std. Error
ConTl Mean 6.0793 .06929
95% Confidence Interval for Lower Bound 5.9406
Mean Upper Bound 6.2181
5% Trimmed Mean 6.0787
Median 6.1000
Variance .278
Std. Deviation 52772
Minimum 4.84
Maximum 7.20
Range 2.36
Interquartile Range .67
Skewness .091 314
Kurtosis -.020 .618
Tests of Normality
Kolmogorov-Smirnov® Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
ConT1 .076 58 200" .986 58 734

a. Lilliefors Significance Correction

*. This is a lower bound of the true significance.
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Frequency

Histogram

12.549

10.09

5.0

2.59

0.0

5.00

550

ConT1

6.50

7.00
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WMean =6.08
Std. Dev. =0.528
N =58



Test normality of the control group T2

Case Processing Summary

Cases
Valid Missing Total
N Percent N Percent N Percent
ConT2 58 100.0% 0 .0% 58 100.0%
Descriptives
Statistic | Std. Error
ConT2 Mean 6.5834 .10837
95% Confidence Interval for Lower Bound 6.3665
Mean Upper Bound 6.8004
5% Trimmed Mean 6.5924
Median 6.7600
Variance .681
Std. Deviation .82529
Minimum 4.76
Maximum 8.52
Range 3.76
Interquartile Range 1.16
Skewness -.267 314
Kurtosis -.369 .618
Tests of Normality
Kolmogorov-Smirnov® Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
ConT2 .105 58 176 977 58 .344

a. Lilliefors Significance Correction
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Frequency

Histogram

124

Mean =6 .58
Std. Dev. =0.825
M =58
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Test normality of the Experimental group T1

Case Processing Summary

Cases
Valid Missing Total
N Percent N Percent N Percent
MeanQOLExT1 57 100.0% 0 .0% 57 100.0%
Descriptives
Statistic | Std. Error
MeanQOLExT1 Mean 6.7782 .08657
95% Confidence Interval for Lower Bound 6.6048
Mean Upper Bound 6.9517
5% Trimmed Mean 6.7819
Median 6.7600
Variance 427
Std. Deviation .65356
Minimum 5.36
Maximum 8.00
Range 2.64
Interquartile Range .94
Skewness -.004 .316
Kurtosis -.666 .623
Tests of Normality
Kolmogorov-Smirnov® Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
MeanQOLEXxT1 .066 57 .200° .981 57 .523

a. Lilliefors Significance Correction

*. This is a lower bound of the true significance.
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Frequency

Histogram

10

.50 7.00
MeanQOLExT1

Mean =678
Stdl. Dev. =0.654
M =57
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Test normality of the experiment group T2

Case Processing Summary

Cases
Valid Missing Total
N Percent N Percent N Percent
MeanQOLEXxT2 57 100.0% 0 .0% 57 100.0%
Descriptives
Statistic | Std. Error
MeanQOLExT2 Mean 7.6084 .07678
95% Confidence Interval for Lower Bound 7.4546
Mean Upper Bound 7.7622
5% Trimmed Mean 7.6070
Median 7.7200
Variance .336
Std. Deviation .57969
Minimum 6.48
Maximum 8.92
Range 2.44
Interquartile Range .78
Skewness -.049 .316
Kurtosis -.445 .623
Tests of Normality
Kolmogorov-Smirnov® Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
MeanQOLEXT2 .093 57 .200° .983 57 .623

a. Lilliefors Significance Correction

*. This is a lower bound of the true significance.
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Frequency

Histogram

124

10

a1

6.50

700

7.50 5.00
MeanQOLExT2

3.50

2.00
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Mean =7 &1
Std. Dev. =058
M =57
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NDEPENDENT T-TEST FOR ONE-WEEK POST MASTECTOMY

Group Statistics

Group N Mean Std. Deviation Std. Error Mean
MeanscoreQOLT1 Experiment 57 6.7782 .65356 .08657
Control 58 6.0793 52772 .06929

Independent Samples Test

Levene's
Test for
Equality of
Variances t-test for Equality of Means
95%
Confidence
Sig. Interval of the
(2- Mean |Std. Error Difference
F Sig.| t df [tailed)|Difference|Difference| Lower | Upper

MeanscoreQOLT1 Equal

variances 2.762| .09916.315 113 .000 .69894 .11068(.47966|.91821
assumed

Equal

variances

6.303|107.424| .000 .69894 .11088(.47913(.91874
not

assumed
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INDEPENDENT T-TEST FOR SUBGROUP QOL ONE-WEEK POST

MASTECTOMY

Group Statistics

Std. Std. Error
Group Mean Deviation Mean
Psychological wellbeingT1 Experiment 57 6.7456 .92588 .12264
Control 58 5.9052 1.09318 .14354
Physical wellbeingT1 Experiment 57 6.2316 .88945 11781
Control 58 5.1276 .86548 .11364
Body ImageT1 Experiment 57 6.5570 .92463 12247
Control 58 6.1810 .74897 .09834
Treatment ResponseT1 Experiment 57 6.9123 .80349 .10642
Control 58 6.7808 .68549 .09001
Social ConcernsT1 Experiment 57 7.7368 1.36093 .18026
Control 58 6.2414 1.39170 18274




Independent Samples Test
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Levene's Test

for Equality of

Variances t-test for Equality of Means
95% Confidence
Interval of the
Sig. (2-| Mean Std. Error Difference
F Sig. t df tailed) | Difference | Difference | Lower | Upper
Psychological Equal
wellbeingT1 variances .363 .548| 4.445 113] .000 .84044 .18907| .46586| 1.21502
assumed
Equal
variances not 4.452| 110.601 .000 .84044 .18880| .46632| 1.21457
assumed
Physical Equal
wellbeingT1 variances 491 .485] 6.746 113 .000 1.10399 .16365| .77977| 1.42821
assumed
Equal
variances not 6.744| 112.773 .000 1.10399 .16369| .77969| 1.42830
assumed
Body ImageT1 Equal
variances 4.271 .041] 2.398 113 .018 .37598 .15678| .06537| .68660
assumed
Equal
variances not 2.394| 107.564 .018 .37598 .15707| .06463| .68734
assumed
Treatment Equal
ResponseT1l variances 1.665 .200| .945 113 .347 13149 .13919(-.14427| .40726
assumed
Equal
variances not .943| 109.649 .348 .13149 .13938|-.14474| .40773
assumed
Social Equal
ConcernsT1 variances 135 .714] 5.825 113 .000 1.49546 .25673| .98682| 2.00410
assumed




Independent Samples Test
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Levene's Test

for Equality of

Variances t-test for Equality of Means
95% Confidence
Interval of the
Sig. (2-| Mean Std. Error Difference
F Sig. t df tailed) | Difference | Difference | Lower | Upper
Psychological Equal
wellbeingT1 variances .363 .548| 4.445 113] .000 .84044 .18907| .46586| 1.21502
assumed
Equal
variances not 4.452] 110.601| .000 .84044 .18880| .46632| 1.21457
assumed
Physical Equal
wellbeingT1 variances 491 .485| 6.746 113] .000 1.10399 .16365| .77977| 1.42821
assumed
Equal
variances not 6.744| 112.773 .000 1.10399 .16369( .77969( 1.42830
assumed
Body ImageT1 Equal
variances 4.271 .041| 2.398 113] .018 .37598 .15678| .06537| .68660
assumed
Equal
variances not 2.394| 107.564| .018 .37598 .15707| .06463| .68734
assumed
Treatment Equal
ResponseT1l variances 1.665 .200| .945 113 .347 .13149 .13919(-.14427( .40726
assumed
Equal
variances not .943| 109.649| .348 13149 .13938]-.14474| .40773
assumed
Social Equal
ConcernsT1 variances .135 .714] 5.825 113 .000 1.49546 .25673| .98682( 2.00410
assumed
Equal
variances not 5.826] 112.997| .000 1.49546 .25668| .98692| 2.00400
assumed
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INDEPENDENT T-TEST FOR QOL POST MASTECTOMY 3-WEEK

Group Statistics

Group N Mean Std. Deviation Std. Error Mean
MeanscoreQOLT2 Experiment 57 7.6084 .57969 .07678
Control 58 6.5834 .82529 .10837
Independent Samples Test
Levene's
Test for
Equality of
Variances t-test for Equality of Means
95%
Confidence
Sig. Interval of the
@2- | Mean |std. Error| Difference
F |Sig.| t df [tailed)|Difference|Difference| Lower | Upper
MeanscoreQOLT2 Equal
variances |7.529( .007(7.695 113| .000| 1.02497 .13321(.76107(1.28888
assumed
Equal
variances
. 7.718|102.343| .000| 1.02497 .13281(.76156(1.28839
no
assumed
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INDEPENDENT T-TEST FOR SUBGROUP OF QOL POST
MASTECTOMY 3-WEEK

Group Statistics

Std. Std. Error
Group Mean Deviation Mean
Psychological wellbeingT2 Experiment 57 7.6111 .75418 .09989
Control 58 6.3161 1.07637 14133
Physical wellbeingT2 Experiment 57 7.4105 .85308 11299
Control 58 5.8414 1.04008 .13657
Body ImageT2 Experiment 57 7.2588 .92094 .12198
Control 58 6.4397 1.07942 14174
Treatment ResponseT2 Experiment 57 7.7318 .69204 .09166
Control 58 7.5025 1.16527 .15301
Social ConcernsT2 Experiment 57 8.1111 1.20405 .15948
Control 58 6.5805 1.40946 .18507
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Independent Samples Test

Levene's Test
for Equality of
Variances t-test for Equality of Means
95% Confidence
Sig. Interval of the
(2- Mean Std. Error Difference
F Sig. t df tailed) | Difference | Difference | Lower | Upper
Psychological Equal
wellbeingT2 variances 6.177| .014| 7.460 113| .000 1.29502 .17359| .95110( 1.63893
assumed
Equal
variances not 7.483| 102.211| .000 1.29502 .17307| .95174( 1.63830
assumed
Physical Equal
wellbeingT2 variances 1.102| .296] 8.837 113| .000 1.56915 .17756] 1.21737( 1.92092
assumed
Equal
variances not 8.853| 109.514| .000 1.56915 17725| 1.21786| 1.92044
assumed
Body ImageT2 Equal
variances .226| .636[ 4.374 113| .000 .81912 .18726| .44813| 1.19011
assumed
Equal
variances not 4.380| 110.824| .000 .81912 .18700| .44856( 1.18967
assumed
Treatment Equal
ResponseT2  variances 29.597] .000] 1.281 113| .203 .22937 17911| -.12549| .58422
assumed
Equal
variances not 1.286| 93.055] .202 .22937 .17836| -.12482| .58356)
assumed
Social Equal
ConcernsT2  variances .941| .334] 6.257 113| .000 1.53065 .24464] 1.04597( 2.01533
assumed
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Independent Samples Test

Levene's Test
for Equality of
Variances t-test for Equality of Means
95% Confidence
Sig. Interval of the
(2- Mean Std. Error Difference
F Sig. t df tailed) | Difference | Difference | Lower | Upper
Psychological Equal
wellbeingT2 variances 6.177| .014| 7.460 113| .000 1.29502 .17359| .95110( 1.63893
assumed
Equal
variances not 7.483| 102.211| .000 1.29502 .17307| .95174( 1.63830
assumed
Physical Equal
wellbeingT2 variances 1.102| .296] 8.837 113| .000 1.56915 .17756] 1.21737( 1.92092
assumed
Equal
variances not 8.853| 109.514| .000 1.56915 17725| 1.21786| 1.92044
assumed
Body ImageT2 Equal
variances .226| .636[ 4.374 113| .000 .81912 .18726| .44813( 1.19011
assumed
Equal
variances not 4.380| 110.824| .000 .81912 .18700| .44856( 1.18967
assumed
Treatment Equal
ResponseT2  variances 29.597] .000] 1.281 113| .203 .22937 17911| -.12549| .58422
assumed
Equal
variances not 1.286| 93.055] .202 .22937 .17836| -.12482| .58356)
assumed
Social Equal
ConcernsT2  variances .941| .334] 6.257 113| .000 1.53065 .24464] 1.04597( 2.01533
assumed
Equal
variances not 6.265| 110.861] .000 1.53065 .24431| 1.04654| 2.01477
assumed
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PAIR SAMPLE T-TEST FOR QOL OF CONTROL GROUP THROUGH

Paired Samples Statistics

Mean N Std. Deviation Std. Error Mean
Pair 1 MeanscoreQOLT2 6.5834 58 .82529 .10837
MeanscoreQOLT1 6.0793 58 52772 .06929
Pair 2 Psychological wellbeingT2 6.3161 58 1.07637 .14133
Psychological wellbeingT1 5.9052 58 1.09318 .14354
Pair 3 Physical wellbeingT2 5.8414 58 1.04008 .13657
Physical wellbeingT1 5.1276 58 .86548 11364
Pair 4 Body ImageT2 6.4397 58 1.07942 14174
Body ImageT1 6.1810 58 74897 .09834
Pair 5 Treatment ResponseT2 7.5025 58 1.16527 .15301
Treatment ResponseT1 6.7808 58 .68549 .09001
Pair 6 Social ConcernsT2 6.5805 58 1.40946 .18507
Social ConcernsT1 6.2414 58 1.39170 .18274
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Paired Differences
95% Confidence
Interval of the
Std. Std. Error Difference Sig. (2-
Mean | Deviation| Mean Lower Upper t df tailed)
Pair MeanscoreQOLT2
1 - .50414 97347 12782 .24818 .76010| 3.944 57 .000}
MeanscoreQOLT1
Pair Psychological
2 wellbeingT2 -
) .41092| 1.55979 .20481 .00079 .82105| 2.006 57 .050}
Psychological
wellbeingT1
Pair Physical
3 wellbeingT2 -
) .71379| 1.29513 .17006 .37326| 1.05433| 4.197 57 .000}
Physical
wellbeingT1
Pair Body ImageT?2 -
.25862| 1.27730 16772 -.07723 .59447| 1.542 57 129
4 Body ImageT1
Pair Treatment
5 ResponseT2 -
.72167| 1.42391 .18697 .34728| 1.09607| 3.860 57 .000}
Treatment
ResponseT1
Pair Social
6 ConcernsT2 -
] .33908| 1.91077 .25090| -.16333 .84149| 1.351 57 .182
Social
ConcernsT1
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PAIR SAMPLE T-TEST FOR QOL OF EXPERIMENTAL GROUP

Paired Samples Statistics

Mean N Std. Deviation |Std. Error Mean

Pair 1 MeanscoreQOLT2 7.6084 57 .57969 .07678]
MeanscoreQOLT1 6.7782 57 .65356 .08657

Pair 2 Psychological wellbeingT2 7.6111 57 .75418 .09989]
Psychological wellbeingT1 6.7456 57 .92588 .12264

Pair 3 Physical wellbeingT2 7.4105 57 .85308 .11299]
Physical wellbeingT1 6.2316 57 .88945 11781

Pair 4 Body ImageT2 7.2588 57 .92094 .12198]
Body ImageT1 6.5570 57 .92463 12247

Pair 5 Treatment ResponseT2 7.7318 57 .69204 .09166
Treatment ResponseTl 6.9123 57 .80349 .10642

Pair 6 Social ConcernsT2 8.1111 57 1.20405 .15948
Social ConcernsT1 7.7368 57 1.36093 .18026
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Paired Differences

95% Confidence
Interval of the
Std. Std. Error Difference Sig. (2-
Mean |[Deviation| Mean Lower Upper t df tailed)
Pair MeanscoreQOLT2
1 - .83018 .85344 .11304 .60373| 1.05662| 7.344 56 .000
MeanscoreQOLT1
Pair Psychological
2 wellbeingT2 -
) .86550| 1.15145 .15251 .55998| 1.17102| 5.675 56 .000
Psychological
wellbeingT1
Pair Physical
3 wellbeingT2 -
) 1.17895| 1.21754 16127 .85589| 1.50200| 7.311 56 .000
Physical
wellbeingT1
Pair Body ImageT2 -
.70175| 1.32325 17527 .35065| 1.05286| 4.004 56 .000
4 Body ImageT1
Pair Treatment
5 ResponseT2 -
.81955| 1.07839 .14284 .53341| 1.10568| 5.738 56 .000
Treatment
ResponseT1
Pair Social
6 ConcernsT2 -
) .37427| 2.08744 .27649| -.17960 .92814( 1.354 56 181
Social
ConcernsT1
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Indicators Quality of life post mastectomy
Control group Experiential group
T1 T2 T1 T2

Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Strength 5.05 1.2 541 142 6.07 .97 7.26 1.06
Tired 6.21 1.21 6.97 142 6.88 1.13 7.65 1.48
Sleep 6.03 1.52 6.05 1.77 6.30 1.28 7.72 150
Weight 6.93 1.57 793 172 7.75 1.69 7.04 161
Appetite 5.50 2.04 588 2.09 6.96 1.56 7.82 119
Food amount 6.09 2.00 6.47 1.87 6.79 1.27 8.14 117
Daily work 3.38 2.15 429 173 512 122 6.60 97
Current health 5.17 1.54 6.17 147 6.26 1.44 740 117
Fun 4.26 2.44 534 1.88 5.60 2.00 6.67 1.44
Useful 5.83 1.71 6.36 1.68 6.82 194 8.14 142
Happiness 6.67 1.82 6.93 1.50 753 194 8.26 134
Worry of future 7.12 1.60 7.00 1.46 7.28 155 746 1.37
Life satisfaction 5.84 1.75 6.69 1.58 6.81 1.85 774 1.18
Pain 6.16 1.07 743 170 6.39 1.25 6.95 1.34
Frequent of pain 6.88 1.39 764 183 6.53 1.37 756 1.26
Arm swollen 8.12 1.62 891 1.62 791 1.90 9.30 1.37
Raising hand 6.17 1.12 6.97 1.46 6.14 93 761 1.39
Breast sensitive 7.12 1.57 7.17 1.63 6.88 1.54 753 1.73
Adjust easy 5.16 2.00 498 194 6.77 1.77 747 171
Scare of scar 6.47 1.24 722 154 6.75 1.37 753 145
Perceive femininity  6.50 1.36 6.69 154 6.04 114 6.89 146
Look at body 6.60 1.25 6.86 151 6.67 1.46 714 132
Meeting others 5.43 2.11 564 184 6.96 184 763 165
Reject by other 7.66 1.94 840 1.86 8.72 1.66 895 1.36
Privacy 5.64 2.01 571 217 753 1.96 7.75 153
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