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โครงการเพือ่นชว่ยเพือ่มยีังแสดงถงึประสทิธภิาพทีต่อ่เนื่องสองเดอืนหลงัจากจบการทดลองทางดา้นการพฒันาอารมณ์และมมุม
องในอนาคต แ ล ะ ล ด ค ว า ม วิ ต ก กั ง ว ล  ซึ ม เ ศ ร ้ า  ก า ร น อ น ไ ม่ ห ลั บ แ ล ะ อ า ก า ร ที่ เ กี่ ย ว กั บ เ ต ้ า น ม 

ดงันัน้โปรแกรมและกจิกรรมในโครงการเพือ่นชว่ยเพือ่นของการศกึษาในครัง้นีจ้งึเหมาะทีจ่ะเป็นโครงการตน้แบบส าหรับผูป่้วยมะ
เร็งเตา้นมในอนาคต 
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ABST RACT (ENGLISH) # # 5979170353 : MAJOR PUBLIC HEALTH 

KEYWORD: Breast Cancer, Chemotherapy, Knowledge, Self-efficacy, Empathy, Consumer Satisfaction, Anxiety, 

Depression, Quality of Life, Peer Support Intervention, Myanmar 
 Min Thu Naung : Effect of peer support intervention on anxiety, depression and quality of life among female 

breast cancer patients on chemotherapy in Yangon, Myanmar: randomized controlled trial. Advisor: Alessio 

Panza, M.D. 
  

Background: The physical and psychological symptoms occurring after diagnosis and during chemotherapy have 

a negative effect on the quality of life (QOL) of breast cancer patients. Anxiety and depression are also linked with a deprived 

QOL and prognosis. This study evaluated the effect of peer support intervention on knowledge about chemotherapy, self-
efficacy, empathy, consumer satisfaction, anxiety, depression and QOL of female breast cancer patients on chemotherapy in 

Yangon, Myanmar. 

Methods: A randomized controlled trial was conducted at Shwe Yaung Hnin Si Cancer Foundation clinic in 

Yangon. A total of 74 patients participated and they were assigned randomly into an intervention or a control group. The 

intervention group received peer support intervention including individual counseling, group meeting, telephone support, and 

education program during chemotherapy. Data collection was done by interviewer-administered questionnaires at baseline, 

post-intervention and 2 months follow-up. Independent t-test, chi-square test, analysis of covariance (ANCOVA) test, Quade’s 

test for non-parametric ANCOVA, Mann-Whitney U test, Wilcoxon signed-rank test, and linear mixed models with random 
intercepts were used in data analysis. 

Results: At baseline data collection, there was no significant difference between the intervention and control 
groups in socio-demographic characteristics, medical history, knowledge about chemotherapy, self-efficacy, empathy, anxiety, 

depression, global health status/QOL, functioning scores and symptoms scores in QOL, except for role functioning 

(p=0.019). After the intervention, the intervention group had significantly greater mean scores in knowledge about 
chemotherapy (p<0.001), self-efficacy (p<0.001), empathy (p<0.001), global health status/QOL (p=0.017), physical functioning 

(p<0.001), role functioning (p<0.001), emotional functioning (p<0.001), cognitive functioning (p=0.002), social functioning 

(p=0.002), body image (p=0.032) and future perspective (p=0.002) than the control group. Moreover, the intervention group 
had significantly smaller mean scores in anxiety (p=0.013), depression (p<0.001), fatigue (p=0.009), and nausea & vomiting 

(p=0.022) than the control group. At follow-up data collection, the intervention group had significantly greater rate of increase 

in emotional functioning (p=0.017) and future perspective (p=0.030) than the control group. The intervention group had 
significantly greater rate of decrease in anxiety (p=0.009), depression (p=0.002) and breast symptoms (p=0.014) than the control 

group. Besides, the intervention group had significantly lower insomnia score (p=0.016) than the control group. 

Conclusion: The peer support intervention was effective on improving the knowledge about chemotherapy, self-

efficacy and empathy status, and lessening the anxiety and depression status of the participants immediately after the 

intervention. Regarding the QOL, the intervention program was effective to improve global health status/QOL, physical 
functioning, role functioning, emotional functioning, cognitive functioning, social functioning, body image and future 

perspective of the participants. It was also effective to diminish the fatigue, and nausea and vomiting symptoms of the 

participants immediately after the intervention. The intervention program was also effective on improving emotional 
functioning and future perspective, and diminishing anxiety, depression, insomnia and breast symptoms of the participants at 

two months after the intervention. Therefore, the model of the intervention program of this study should be implemented among 

the breast cancer patients in the future. 
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CHAPTER (I) 

INTRODUCTION 

1.1 Problem Statement 

 Cancer is a major cause of morbidity and mortality that happens among people 

around the world. There were 14.1 million new cancer cases and 8.2 million cancer 

deaths in 2012 worldwide. The cancer burden is estimated to exceed 20 million new 

cancer cases annually by 2025 globally. About half (51%) of all cancer cases occurred 

in low- and middle-income countries in 1975, 55% in 2007, and predicted to be 61% in 

2050 (Ferlay et al., 2015, Kimman et al., 2015). 

 Estimated new cases for breast cancer was 1.6 million in 2012 globally. Breast 

cancer was the second most common cancer overall (1.7 million cases) for both sexes, 

and it ranked fifth as the cause of death (522,000 cases) in 2012. For the women 

population, breast cancer is the most common cancer occurring in all regions. There 

were 883,000 cases in less developed regions and 794,000 cases in more developed 

regions in 2012 (Ferlay et al., 2015). 

 Breast cancer was the second leading cause of cancer death (198,000 deaths) 

among women in more developed regions and was the leading cause of cancer death 

(324,000 deaths) in less developed regions in 2012. Incidence rates varied among the 

world regions, with rates ranging from 26.8 per 100,000 in Middle Africa to 96 in 

Western Europe. South East Asia region accounted for 34.8 per 100,000 and ranked as 

the seventh-lowest incident region among 25 regions in 2012 (Ferlay et al., 2015). 

 Estimated new cancer cases for Myanmar in 2012 were 64,000 cases, which 

was done by the International Agency for Research on Cancer (IARC). The cancer 

morbidity increased gradually since that time. The biggest cancer risks for Myanmar 

female population are breast and cervical cancer (Angeles, 2016). Cancer country 

profile by World Health Organization (WHO) reported that, in 2014, breast cancer is 

the leading type of cancer among Myanmar females and 5,648 new breast cancer cases 

were identified (WHO, 2014). 
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 The prevalence of depression among breast cancer patients from Asian studies 

reported a range of 12.5-31% (Zainal et al., 2013). In a study among breast cancer 

patients in Thailand, the prevalence of anxiety disorder was 16.0%, and that of anxiety 

symptoms was 19.0%. The prevalence of depressive disorder was 9.0%, and that of 

depressive symptoms was 16.7% (Lueboonthavatchai, 2007). Among breast cancer in 

India, 37% were screened for having anxiety while 28% were screened as having 

depression (Srivastava and Ansari, 2015). In Myanmar, 58% of cancer patients suffered 

from clinical anxiety and among them, all the breast cancer patients suffered from 

anxiety (Oo, 2011), and 29.4% of cancer patients suffered from depression (Aung, 

2010). 

 The reference value for global health status/QOL among breast cancer patients 

by EORTC quality of life group was 61.8±24.6 in a total of 49 countries study (Scott et 

al., 2008). In Myanmar, the global health status/QOL scale among breast cancer 

patients was 66.08±21.19 (Htet, 2016). 

 Breast cancer is a life-threatening and the most prevalent cancer among women 

around the world with a five-year survival of nearly 85% after diagnosis (Sharif et al., 

2010, Tehrani et al., 2011). After diagnosed with breast cancer, women suffer several 

psychological consequences, containing anxiety and depression (Society, 2017). 

Depression is common in breast cancer patients (Mens et al., 2016, Xiao et al., 2017). 

Anxiety and depression of breast cancer patients persist years after the diagnosis and 

treatment of the disease (Sharif et al., 2010). 

 Diagnosis and treatment of breast cancer negatively affect every domain of the 

quality of life (i.e. physical, psychological, social and financial) (Ulger and Yagli, 

2010). The physical and psychological symptoms that happen after diagnosis and 

during chemotherapy have a negative effect on the quality of life and psychological 

health of breast cancer patients (Zhu et al., 2017). Anxiety and depression are also 

linked with a deprived quality of life and prognosis in breast cancer patients (Xiao et 

al., 2017). Not only the patients’ own physical and psychological situations but also 

their families’ social and work environments are also affected by the disease (Ulger and 

Yagli, 2010). Cancer patients have to face higher out-of-pocket expenditures than 

patients of other chronic diseases and they also have to struggle to maintain 
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employment-related income to pay for these expenditures. Therefore, financial related 

distress develops among cancer patients after diagnosis and during treatment leading to 

compromise the quality of life (Jagsi et al., 2014). 

 Lifestyle-related risk factors for breast cancer are alcohol consumption, being 

overweight or obese, lack of physical activity, not having children, not breastfeeding, 

taking contraception and taking hormonal therapy after menopause. Non-modifiable 

risk factors for breast cancer are age, sex, ethnicity, genetic factor, having a family 

history of breast cancer, having a personal history of breast cancer, having dense breast 

tissue, benign breast conditions, lobular carcinoma in situ (LCIS) of the breast, early 

menarche, late menopause after age 55 and radiation exposure to the chest (Society, 

2017). 

 Factors associated with anxiety among breast cancer patients were younger age, 

low income, low level of education, being single and receiving less financial support 

(Srivastava and Ansari, 2015), no previous history of breast cancer, and early stage of 

breast cancer (Fatiregun et al., 2016). Smoking may lead to increased anxiety and 

anxiety may also increase smoking rates (Moylan et al., 2013). 

 Factors associated to anxiety and depression among breast cancer patients were 

the number of hospital admissions, and presence of disturbing symptoms (such as pain, 

respiratory symptoms, and fatigue), poor social support, poor family relationship and 

functioning, maladaptive problem and conflict solving (Lueboonthavatchai, 2007), and 

younger age (Gold et al., 2016). Major depression is also associated with higher rates 

of cigarette smoking and nicotine dependence (Fergusson et al., 2003). 

 Factors associated with depression in breast cancer patients were younger age, 

low education, ethnicity, low income or low financial status, the number of children at 

home, high co-morbidity index (Zainal et al., 2013), lack of accompanying person 

(Srivastava and Ansari, 2015), fatigue, pain, sleep disturbance, low sexual desire, low 

survival, increased evening cortisol level, the time elapsed since the end of 

chemotherapy, receiving chemotherapy, receiving surgery, having repeated cancer 

discussion, preoperative helplessness or hopelessness, high anxiety levels, more pre-

operative depressive symptoms, poor body image, less attractiveness, less feminine, 
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negative automatic thoughts, more cognitive errors, low fighting spirit and lacking the 

presence of the meaning of life. Lifestyle factors associated with increased depression 

in breast cancer patients were poor sleep quality and shorter sleep duration.  Social 

factors associated with increased depression in breast cancer patients were poor social 

support, being unaccompanied by spouses and requested for help from a psychologist 

(Zainal et al., 2013). 

 Marital status revealed contradict findings that being unmarried, widowed or 

divorced were significantly associated with depression and one study reported that 

being married was associated with depression. Moreover, the duration of disease also 

reported contradicting results (Zainal et al., 2013). 

 The factors associated with low quality of life scores among breast cancer 

patients were young age, low education, low-performance scale, low socioeconomic 

status, advanced stage of the disease, metastatic disease (Sharma and Purkayastha, 

2017), chemotherapy before radiation therapy, higher BMI, mastectomy, increase in 

nodes removed, and increased duration of radiation therapy (Sura et al., 2013), pain 

intensity, fatigue (Heydarnejad et al., 2011), unemployment, poorly differentiated 

tumor grade, financial difficulty, dyspnea (Safaee et al., 2008), living without a partner 

(Chang et al., 2014), low income (Yan et al., 2016), co-morbidity (Janz et al., 2009), 

fatigue, anxiety, the disorder in the body image, sexual issues and complication in the 

patients’ hand (Sharif et al., 2010). 

 Duration of the disease and menopausal status revealed contradict results among 

breast cancer patients regarding quality of life (Al-Naggar et al., 2011, Conde et al., 

2005, Safaee et al., 2008). 

 Depending on the type and stage, breast cancer can be treated by local therapy 

such as surgery and radiotherapy, as well as systemic therapy such as chemotherapy, 

hormonal therapy, and targeted therapy. There are different types of breast surgery 

namely; breast-conserving surgery, mastectomy, breast reconstruction, sentinel lymph 

node biopsy and axillary lymph node dissection. Two main types of radiation therapy 

that can be used to treat breast cancer are external beam radiation and internal radiation 

(brachytherapy). Chemotherapy can be given as adjuvant chemotherapy and 
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neoadjuvant chemotherapy. Adjuvant chemotherapy is used to try to kill any cancer 

cells that might have been left behind or have spread but can't be seen, even on imaging 

tests after surgery. Neoadjuvant chemotherapy can be used to try to shrink the tumor 

before surgery so it can be removed with less extensive surgery. It should also kill any 

cancer cells that have spread but can't be seen. Chemotherapy can lower the risk of 

breast cancer recurrence. There are several types of hormone therapy, which can either 

lower estrogen levels or stop estrogen from acting on breast cancer cells to grow. The 

targeted drugs are designed to block the growth and spread of cancer cells. Targeted 

therapy can be listed as follow; targeted therapy for HER2-positive breast cancer, 

targeted therapy for hormone receptor-positive breast cancer and targeted therapy for 

breast cancer with gene mutations (Society, 2017). 

 Intervention for improving anxiety, depression, and quality of life of breast 

cancer patients which can be delivered by peer supporter as individual support, group 

support or telephone support have revealed advantageous results among breast cancer 

patients in Iran (Sharif et al., 2010). 

 Individual support programs by trained peer facilitators can create non-

hierarchical, reciprocal relationships through the sharing of experiences and knowledge 

with breast cancer patients who have faced similar challenges. The peer individual 

support intervention was effective to improve depression by reducing stigma and 

intrusive thoughts, reducing social isolation, normalizing the breast cancer experience, 

building a sense of belonging and empowerment, reduction of losing interests in life, 

reducing loneliness and hopelessness among breast cancer patients. In addition, the 

depression among breast cancer patients will be improved by increasing hope for the 

future, developing confidence and increasing meaning in life among breast cancer 

patients in the USA (Lu et al., 2014). 

 Individual peer support intervention also had a positive effect on anxiety and 

depression among breast cancer patients. Individual peer support intervention was 

effective in increasing self-efficacy for self-management of breast cancer and it also 

provided the opportunity to breast cancer patients to see others successfully manage the 

problems related to cancer diagnosis and treatment. After getting medical information 

and support from family, friends, and medical staff, anxiety, and depression will 
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decrease among breast cancer patients. The duration of the intervention may also 

influence on improving anxiety and depression of the patients. A short-term 

intervention like 6-8 weeks may result in positive effect and long-term intervention may 

reveal significant improvement for anxiety and depression among newly diagnosed 

breast cancer patients in Korea (Lee et al., 2013). 

 Peer support groups could be a useful resource for cancer patients to overcome 

their psychosocial problems. Participation in peer support groups could have a long-

term effect on reducing anxiety and depression in breast cancer patients. Membership 

in a peer support group is beneficial to increase positive cognition, emotions, and 

behaviors and, in addition, to help to reduce harmful effects of stressful life events by 

providing emotional, informational, and instrumental support. In a supportive 

environment, serious depressive symptoms of breast cancer patients diminish. 

Moreover, improved communication between patient and family as well as patients and 

healthcare providers may help to improve anxiety and depression of breast cancer 

patients in Iran (Montazeri et al., 2001). 

 Short-term telephone support by trained peer supporters could not be concluded 

that it was effective in improving the anxiety and depression of breast cancer patients 

in the USA although it revealed temporal changes in patient well-being. However, it is 

possible that a more intense intervention could show more significant positive effects 

on anxiety and depression among breast cancer patients (Gotay et al., 2007). 

 Peer support group intervention plays an important role in improving the quality 

of life of breast cancer patients as the patients need to depend on a source in relation to 

breast cancer. After participating in peer support groups, breast cancer patients can be 

beneficial in reducing anxiety, depression, loneliness, and symptoms such as anorexia, 

insomnia, gastrointestinal disorder, and fatigue, as well as improving body image, 

sexual function, satisfaction in sexual performance and attitude towards the future. The 

peer group method is more effective for improving the sexual function because they 

can talk without shame about their sexual issues in a more relaxed environment and 

they can find more satisfaction in their life (Sharif et al., 2010). 
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 Individual support and telephone support by a peer can improve the quality of 

life of breast cancer patients by resulting in a sense of hope, altruism, and being normal 

in patients. Visiting individuals in similar conditions create a sense of belonging and 

sympathy for patients and provides information about how to cope with the disease. 

The key aspect of this type of support was similar experiences of the peer supporter and 

the patient. The presence of peer supporters covers the approach of patients for coping 

with cancer by increasing the understanding of the normal process of the disease and 

providing emotional support. Individual support and telephone support by a peer can 

generate a sense of power, hope, confidence, cooperation, and familiarity with others, 

and can also increase the level of confidence. This change resulted from the 

determination of personal identity as a product of having contacts with sympathizing 

individuals and also the creation of new friendships through peer supporters (Taleghani 

et al., 2012). 

 Knowledge sharing from peer supporters who have experienced the same 

challenging situation of having breast cancer will make the patients ready by giving 

them an understanding of what to expect and how to handle the disease (Lu et al., 2014). 

Moreover, learning from peer supporters will make the patients relief and assurance to 

face the disease, resulting in a higher life expectancy (Sharif et al., 2010). When breast 

cancer patients connect with each other, empathy will develop among them and they 

can talk about their experiences and problems that they face, forming a helpful 

atmosphere to share knowledge and get awareness (Sharif et al., 2010). 

 The barriers that the breast cancer patients experienced during accessing 

treatment have a significant effect on their quality of life. The most commonly reported 

barriers are unavailability of cancer care at resident clinics and the distance to the cancer 

care center. Moreover, difficulty to get transport for accessing cancer care, incapable 

of paying insurance or lack of insurance, and clinic-related concerns (availability of 

physician, inconvenient clinic hours, and staff who can talk in native language) were 

also stated (Goodwin et al., 2017). Additionally, lack of awareness and lack of 

physician referral were also reported barriers in accessing cancer care services at 

oncology outpatient (Kumar et al., 2012). 
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 Clinic-relates barriers during treatment included long waiting time at the clinic, 

abundant paperwork, lack of native-speaking staff, lack of female healthcare provider 

and lack of cultural competence of staff (Goodwin et al., 2017). In addition, difficulties 

to understand treatment recommendations, worries about getting treatment, worries 

about side effects, lack of ability in getting all prescribed medication, worries for lost 

incomes due to illness, worries for lost incomes due to attending medical appointments, 

and forgetting medical appointments were the barriers that the breast cancer patients 

experienced during cancer treatment (Ell et al., 2005). 

 The factors that will inhibit the process of improving anxiety and depression 

among breast cancer patients were difficulties in communication with family members, 

difficulties in communication with healthcare providers, worries about family members 

especially children, and unmet needs comprising informational support and approaches 

how to cope with the disease (Montazeri et al., 2001). 

 The factors that can inhibit the effectiveness of peer support intervention are 

weak intervention, insufficient observation period, and inappropriateness of the training 

program for support partners (Lee et al., 2013). Culture is an influential factor in sexual 

issues and body-image. Asian women do not like to talk about their sexual problems 

and consider it shameful and irrational (Sharif et al., 2010). Results of the peer support 

group intervention can also be affected by the negative interactions of family and 

friends, negative comparison and the presence of some inhibitory thoughts in breast 

cancer patients (Taleghani et al., 2012). 

 After reviewing the literature in the online database PubMed, the website of the 

Department of Medical Research, Myanmar and the website of the University of Public 

Health, Myanmar by using the keywords and study selection criteria (described in 

section 2.3), 12 studies were identified. Among them, 5 studies were conducted in high-

income countries and 7 in Asian countries.  

 The researcher could not identified the previous study that evaluated the effect 

of peer support intervention on anxiety, depression and quality of life of breast cancer 

patients in Myanmar. 
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 The aim of this study is to form a peer support group and to evaluate the effect 

of peer support intervention on knowledge about chemotherapy, self-efficacy, empathy, 

consumer satisfaction, anxiety, depression, and quality of life of female breast cancer 

patients on chemotherapy in Yangon, Myanmar. 
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1.2 Research Question 

1. Is the Peer Support Multi-components Intervention effective on improving the 

knowledge about chemotherapy of female breast cancer patients on chemotherapy in 

Yangon, Myanmar? 

2. Is the Peer Support Multi-components Intervention effective in improving the 

self-efficacy of female breast cancer patients on chemotherapy in Yangon, Myanmar? 

3. Is the Peer Support Multi-components Intervention effective in improving the 

empathy of female breast cancer patients on chemotherapy in Yangon, Myanmar? 

4. Is the Peer Support Multi-components Intervention effective in improving the 

consumer satisfaction of female breast cancer patients on chemotherapy in Yangon, 

 Myanmar? 

5. Is the Peer Support Multi-components Intervention effective in improving the 

anxiety scores of female breast cancer patients on chemotherapy in Yangon, Myanmar? 

6. Is the Peer Support Multi-components Intervention effective in improving the 

depression scores of female breast cancer patients on chemotherapy in Yangon, 

 Myanmar? 

7. Is the Peer Support Multi-components Intervention effective in improving the 

quality of life scores of female breast cancer patients on chemotherapy in Yangon, 

Myanmar? 
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1.3 Research Objectives 

 1.3.1 General Objective 

To evaluate the effect of Peer Support Multi-components Intervention on knowledge 

about chemotherapy, self-efficacy, empathy, consumer satisfaction, anxiety, 

depression, and quality of life of female breast cancer patients on chemotherapy in 

Yangon, Myanmar 

 1.3.2 Specific Objectives 

1. To examine the effect of Peer Support Multi-components Intervention by 

comparing the knowledge scores of participants of intervention and control groups 

before and after the intervention 

2. To examine the effect of Peer Support Multi-components Intervention by 

comparing the self-efficacy scores of participants of intervention and control groups 

before and after the intervention 

3. To examine the effect of Peer Support Multi-components Intervention by 

comparing the empathy scores of participants of intervention and control groups before 

and after the intervention 

4. To examine the effect of Peer Support Multi-components Intervention by 

comparing the consumer satisfaction scores of participants of intervention and control 

groups after the intervention 

5. To examine the effect of Peer Support Multi-components Intervention by 

comparing the anxiety scores of participants of intervention and control groups before 

and after the intervention 

6. To examine the effect of Peer Support Multi-components Intervention by 

comparing the depression scores of participants of intervention and control groups 

before and after the intervention 

7. To examine the effect of Peer Support Multi-components Intervention by 

comparing the quality of life scores of participants of intervention and control groups 

before and after the intervention 
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1.4 Research Hypotheses 

1. Peer Support Multi-components Intervention has a significant effect on 

improving knowledge scores of female breast cancer patients on chemotherapy in 

Yangon, Myanmar. 

2. Peer Support Multi-components Intervention has a significant effect on 

improving self-efficacy scores of female breast cancer patients on chemotherapy in 

Yangon, Myanmar. 

3. Peer Support Multi-components Intervention has a significant effect on 

improving empathy scores of female breast cancer patients on chemotherapy in 

Yangon, Myanmar. 

4. Peer Support Multi-components Intervention has a significant effect on 

improving consumer satisfaction scores of female breast cancer patients on 

chemotherapy in Yangon, Myanmar. 

5. Peer Support Multi-components Intervention has a significant effect on 

improving anxiety scores of female breast cancer patients on chemotherapy in Yangon, 

Myanmar. 

6. Peer Support Multi-components Intervention has a significant effect on 

improving depression scores of female breast cancer patients on chemotherapy in 

Yangon, Myanmar. 

7. Peer Support Multi-components Intervention has a significant effect on 

improving the quality of life scores of female breast cancer patients on chemotherapy 

in Yangon, Myanmar. 
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1.5 Conceptual Framework 

  

Independent Variables Outcome Variables 

Proximal Outcomes 

Knowledge about 

Chemotherapy, 

Self-efficacy, 

Empathy, 

Consumer Satisfaction 

 

Distal Outcomes 

(Perceived Health) 

Anxiety, 

Depression, 

Quality of Life 

Intervention Group 

Peer Support  

Multi-components 

Intervention   

- Individual Counseling  

- Group Meeting 

- Support by Telephone 

 

Control Group 

Usual Care 

Predisposing Factors 

BMI,  

Age,  

Ethnicity,  

Marital status,  

Education,  

Number of Children,  

Employment status,  

Menopausal status,  

Smoking,  

Alcohol Consumption 

Enabling Factors 

Family income,  

Family history of 

breast cancer, 

Family relationship, 

Social support 

Need Factors 

Duration of disease,  

Number of 

hospitalization, 

Clinical staging,  

Received treatment,  

Co-morbidity 
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1.6 Operational Definitions 

The following variables were measured by the interviewer. 

BMI: refers to the body mass index (BMI) of the participant which is based on the 

weight and height. Weight was measured with a weighing machine and height was 

measured with a stadiometer. Then the BMI of the participant was calculated. 

 

The following variables were recorded by the interviewer using the self-reported 

method by the participant. 

Age: refers to the completed age at the last birthday of the participant at the time of the 

interview. 

Ethnicity: refers to the ethnicity of the participant in terms of Kachin, Kayah, Kayin, 

Chin, Bamar, Mon, Rakhine, Shan, and Others. 

Marital status: refers to the condition of the marriage of the participant at the time of 

the interview and it is classified into Single, Married, and Widow/Divorced. 

Education: refers to the highest level of education that the participant had attained at 

the time of the interview. It is classified into Illiterate, Never gone to school but can 

read and write simple Myanmar language, Primary School (equivalent to Grade 1-5), 

Middle School (equivalent to Grade 6-8), High School (equivalent to Grade 9-11), and 

College or University and above. 

The number of children: refers to the total number of children that the participant has 

at the time of the interview. 

Employment status: refers to the job that the participant does at the time of interview 

which is classified into Housewife, Employed and Unemployed. 

Menopausal status: refers to the menopausal status of the participants at the time of 

the interview classified into pre-menopause and post-menopause. Post-menopause is 

defined by at least 12 months of amenorrhea (Conde et al., 2005). 
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Smoking: refers to the history of smoking of the participant which is classified into 4 

categories: Never-smoker, Ex-smoker, Occasional smoker and Daily smoker. (Never-

smoker: having never smoked or smoked sometimes but fewer than 100 times in her 

lifetime, Ex-smoker: smoking at least 100 times, and not having smoked for at least the 

past month, Occasional smoker: smoking at least 100 times, and most recently within 

the last month but not the current date or the day prior, Daily smoker: smoking at least 

100 times in her lifetime, regularly for at least 1 year and most recently the current date 

or the day prior) (Heikkinen et al., 2008). 

Alcohol consumption: refers to the history of drinking alcohol of the participant which 

is classified into 4 categories: Non-drinker, Ex-drinker, Moderate drinker and Heavy-

drinker. (Non-drinker: no drinking occasion previously, Ex-drinker: no drinking 

occasion in the previous month, Moderate drinker: < 24 g/day during any drinking 

occasion in the previous month, Heavy drinker: ≥ 24 g/day during any drinking 

occasion in the previous month) (Ortola et al., 2016). 

Family income: refers to the amount of monthly income in Kyats earned by the whole 

family of the participant. 

Family history of breast cancer: refers to the status of being occurring previously of 

breast cancer among the relatives of the participant. 

Family relationship: refers to the condition of the relationship between the participant 

and the family members of the participant. 

Social support: refers to the care and assistance that the participant receives from 

friends or neighbors. 

Duration of disease: refers to the duration in months between the time of diagnosis of 

breast cancer of the participants and the time of the interview. 

The number of hospitalization: refers to the number of hospitalization of the 

participant for treating breast cancer between the time of diagnosis of breast cancer and 

the time of interview. 
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The following variables were recorded by the interviewer using the self-reported 

method by the participant and cross-checking was done by using the medical 

records of the participant. 

Clinical staging: refers to the clinical staging of the breast cancer of the participants 

defined by TMN staging at the time of the interview. 

Received treatment: refers to the type of treatments previously done for breast cancer 

of the participants. 

Co-morbidity: refers to the simultaneous presence of other chronic diseases or health 

conditions that the patient has at the time of interview. 

 

The intervention 

Individual counseling: refers to the method of assisting the participants which includes 

the utilization of specific spoken, non-spoken and interacting assistances to help 

alteration, after that the participants have improvement and find another means of 

reasoning and performing. In this study, the counseling session was delivered 2 times 

for each participant during the intervention period by the trained peer counselor to the 

participant. 

Group meeting: refers to the group meeting that takes the participants together, after 

that they can discover answers to solve common difficulties and get help from other 

participants who know each other very well. The group meeting was facilitated by the 

trained peer facilitator to the group of participants. The group meetings were held 5 

times for each participant during the intervention period. 

Support by telephone: refers to the peer support by telephone which was delivered by 

trained peer facilitator to the participant of the study. The support by telephone was 

done 10 times for each participant by the peer facilitator. 
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The following variables were recorded by the interviewer using the self-reported 

method by the participant. 

Knowledge about Chemotherapy: refers to the knowing and understanding of the 

participants about the side effects and management of these side effects regarding 

chemotherapy. 

Self-efficacy: refers to the personal judgment of the participant on how she is able to 

do particular performance well which is needed for breast cancer. 

Empathy: refers to the capability of the participant to know and share the emotional 

state of peer supporter and other participants during the intervention period. 

Consumer satisfaction: refers to the judgment of participants of the intervention group 

on peer support intervention and participants of both groups on the health care services 

that they receive at the clinic during the treatment. 

Anxiety: refers to the feeling of worry, nervousness, or unease of the participants which 

was measured by 7 questions, 2 from Hospital Anxiety and Depression Scale (HADS) 

and 5 from Self-rating Anxiety Scale (SRAS). 

Depression: refers to the feelings of severe despondency and dejection of the 

participants which was measured by 7 questions, 3 of them adopted from Hospital 

Anxiety and Depression Scale (HADS) and 4 from Self-rating Depression Scale 

(SRDS). 

Quality of life: refers to the health standard, relief, and joy felt by the participants which 

were measured by EORTC QLQ-C30 and EORTC QLQ-BR23 questionnaires. 
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CHAPTER (II) 

LITERATURE REVIEW 

2.1 Breast Cancer 

 2.1.1 Start and Spread of Breast Cancer 

 Cancer is the uncontrolled growth and spread of cells. It can occur in almost any 

part of the body. The abnormal growth of cells often enter nearby tissue and can reach 

to distant sites. Prevention of many cancers can be done by avoiding exposure to 

common risk factors, such as smoking tobacco. Moreover, if cancers are detected early, 

a significant proportion of cancers can be treated, by surgery, chemotherapy or 

radiotherapy (WHO, 2018). 

 Breast cancer begins when cells in the breast start to grow abnormally. These 

cells usually become a tumor that can be detected by an x-ray or can be detected as a 

lump during the examination. When the cells invade into the nearby tissues or reach 

distant parts of the body, the tumor becomes cancer. Breast cancer is very common in 

women, but it can also occur in men too (Society, 2017). 

 Most of the breast tumors are not malignant but benign. Benign breast lumps 

are abnormal growths, but they don’t extend outside of the breast. Benign breast lumps 

are not life-threatening but they can increase the risk of developing breast cancer. Any 

changes in the breast should be examined by healthcare providers to define if it is cancer 

or not (Society, 2017). 

 Breast cancer can metastasize when cancer cells enter into the bloodstream or 

lymphatic drainage. The cancer cells are taken to other parts of the body. Breast cancer 

cells get into the lymphatic system, the start to proliferate in the lymph nodes. The 

lymph vessels that come out of the breast flow into axillary lymph nodes, 

supraclavicular lymph nodes, infraclavicular lymph nodes and internal mammary 

lymph nodes (Society, 2017). 

 When cancer cells reach the lymphatic system and lymph nodes, the chance of 

the cancer cells traveling through the lymphatic system and spreading to the other sites 

of the body becomes higher. When breast cancer cells are found in more numbers of 
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lymph nodes, the cancer is more likely to be found in the other parts of the body. 

Therefore, the number of lymph nodes that are identified with cancer cells has an effect 

on the treatment plan. However, not all breast cancer cases with cancer cells in the 

lymphatic system develop distance metastasis. Breast cancer cases without lymph node 

involvement also have the chance to develop distance metastasis in the future (Society, 

2017). 

 2.1.2 Types of Breast Cancer 

 Intraductal carcinoma of the breast which is also called ductal carcinoma in situ 

(DCIS) is a non-invasive or pre-invasive type of cancer. Lobular carcinoma in situ 

(LCIS) which also called lobular neoplasia is not cancer although with the confusing 

name. In LCIS, the cells are developing in the lobules of the mammary glands, but they 

do not invade the lobular wall (Society, 2017). 

 In invasive breast cancer, cancer cells invade the nearby breast tissues. There 

are several different types of invasive breast carcinoma. The most common invasive 

breast carcinomas are invasive lobular carcinoma and invasive ductal carcinoma. 

Among invasive breast cancers, inflammatory breast cancer is not common. Paget 

disease of the nipple begins in the ducts of the breast and it reaches to the skin of the 

nipple and later to the areola of the breast. Phyllodes tumors are not common types of 

breast tumors. They grow in connective tissues, ducts or lobules of the breast. Most of 

them are benign but some of them are malignant. Angiosarcoma begins in the blood 

vessels lining cells and extends to the breast tissue or skin of the breast. Some of them 

are associated with the previous radiotherapy to that area (Society, 2017). 

 2.1.3 Stages of Breast Cancer 

 The stage of cancer helps determine the seriousness of cancer and the best 

treatment for it. Stage 0 is the earliest stage of breast cancer (carcinoma in situ). The 

stages of the breast cancer range from stage I to stage IV. The lower number of the 

stage means that the spread of the cancer is less. The higher number of the stage means 

the spread of cancer is more. The earlier number represents the lower stage (Society, 

2017). 
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 The most commonly used staging system for breast cancer is the TNM system 

of the American Joint Committee on Cancer (AJCC). TNM staging is based on 7 key 

information: 

 The size and extent of the tumor (T) 

 The spread of cancer cells to adjacent lymph nodes (N) 

 The distant metastasis (M) 

 Estrogen Receptor (ER) status 

 Progesterone Receptor (PR) status 

 Her2/neu (Her2) status: 

 Grade of cancer (G) 

 Numbers or letters that come after T, N, and M give more information about 

each of these categories. Higher numbers indicate that the cancer is in a more advanced 

stage. This information is combined in a stage grouping procedure to determine an 

overall stage (Society, 2017). 
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Details of the TNM staging system 

T categories for breast cancer 

 In T category, the number from 0 to 4 that follows T indicates the size of the 

tumor and the spread of the tumor to the chest wall or the skin of the breast. Higher T 

number indicates the larger tumor size and extensive spread to the nearby breast tissue 

(Society, 2017). 

 

Table  1American Joint Committee on Cancer Definition of Primary Tumor (T)—

Clinical (cT) [Source: (Giuliano et al., 2017)] 

Category Criteria 

TX Primary tumor cannot be assessed 

T0 No evidence of primary tumor 

Tis (DCIS) Ductal carcinoma in situ (DCIS) 

Tis (Paget) Paget disease of the nipple NOT associated with invasive carcinoma 

and/or carcinoma in situ (DCIS) in the underlying breast 

parenchyma. Carcinomas in the breast parenchyma associated with 

Paget disease are categorized based on the size and characteristics of 

the parenchymal disease, although the presence of Paget disease 

should still be noted. 

T1 Tumor ≤ 20mm in greatest dimension 

T2 Tumor > 20mm but ≤ 50mm in greatest dimension 

T3 Tumor > 50mm in greatest dimension 

T4 Tumor of any size with direct extension to the chest wall and/or to 

the skin (ulceration or macroscopic nodules); invasion of the dermis 

alone does not qualify as T4 
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N categories for breast cancer 

 In N category, the number from 0 to 3 that follows N indicates the spread of 

cancer cells to nearby lymph nodes and, if so, the number of involved lymph nodes 

(Society, 2017). 

 

Table  2American Joint Committee on Cancer Definition of Regional Lymph Nodes—

Clinical (cN) [Source: (Giuliano et al., 2017)] 

Category Criteria 

NX Regional lymph nodes cannot be assessed (e.g., previously removed) 

N0 No regional lymph node metastases (by imaging or clinical 

examination) 

N1 Metastases to movable ipsilateral level I and II axillary lymph node(s) 

N1mi Micrometastases (approximately 200 cells, larger than 0.2 mm, but 

none larger than 2.0 mm) 

N2 Metastases in ipsilateral level I and II axillary lymph nodes that are 

clinically fixed or matted; 

or in ipsilateral internal mammary lymph nodes in the absence of 

axillary lymph node metastases 

N2a Metastases in ipsilateral level I and II axillary lymph nodes fixed to one 

another (matted) or other structures 

N2b Metastases only in ipsilateral internal mammary lymph nodes in the 

absence of axillary lymph node metastases 

N3 Metastases in ipsilateral infraclavicular (level III axillary) lymph 

node(s) with or without level I and II axillary lymph node involvement; 

or in ipsilateral internal mammary lymph node(s) with level I and II 

axillary lymph node metastases; 

or metastases in ipsilateral supraclavicular lymph node(s) with or 

without axillary or internal mammary lymph node involvement 

N3a Metastases in ipsilateral infraclavicular lymph node(s) 

N3b Metastases in ipsilateral internal mammary lymph node(s) and axillary 

lymph node(s) 

N3c Metastases in ipsilateral supraclavicular lymph node(s) 
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M categories for breast cancer 

 In M category, the number from 0 to 1 that follows M indicates the spread of 

the cancer cells to distant parts of the body (Society, 2017). 

Table  3American Joint Committee on Cancer Definition of Distance Metastasis (M) 

[Source: (Giuliano et al., 2017)] 

Category Criteria 

M0 No clinical or radiographic evidence of distant metastases 

M0(i+) No clinical or radiographic evidence of distant metastases in the 

presence of tumor cells or and no deposits no greater than 0.2mm 

detected microscopically or by using molecular techniques in 

circulating blood, bone marrow, or other nonregional lymph node 

tissue in a patient without symptoms or signs of metastases 

M1 Distant metastases detected by clinical and radiographic means (cM) 

and/or histologically proven metastases larger than 0.2mm (pM) 

 

 

Table  4TNM Anatomic Stage Grouping for Breast Cancer [Source: (Giuliano et al., 

2017)] 

When T is And N is And M is Then the stage group is 

Tis N0 M0 0 

T1 N0 M0 I A 

T0 N1mi M0 I B 

T1 N1mi M0 I B 

T0 N1 M0 II A 

T1 N1 M0 II A 

T2 N0 M0 II A 

T2 N1 M0 II B 

T3 N0 M0 II B 

T1 N2 M0 III A 

T2 N2 M0 III A 

T3 N1 M0 III A 

T3 N2 M0 III A 

T4 N0 M0 III B 

T4 N1 M0 III B 

T4 N2 M0 III B 

Any T N3 M0 III C 

Any T Any N M1 IV 
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 2.1.4 ECOG Performance Scale 

 Eastern Cooperative Oncology Group (ECOG) performance scale is one of the 

most common scales to evaluate the overall fitness of cancer patients. 

 

Table  5ECOG Performance Status Scale [Source: (Boon and Davidson, 2006)] 

Grade ECOG Performance Status 

0 Fully active, able to carry on all usual activities without restriction and without the 

aid of analgesics 

1 Restricted in strenuous activity but ambulatory and able to carry out light work or 

pursue a sedentary occupation. This group also contains patients who are fully 

active, as in grade 0, but only with the aid of analgesics 

2 Ambulatory and capable of all self-care but unable to work. Up and about more 

than 50% of waking hours 

3 Capable of only limited self-care; confined to bed or chair more than 50% of 

waking hours 

4 Completely disabled; unable to carry out any self-care and confined totally to bed 

or chair 

 

 

 2.1.5 Signs and Symptoms 

 A new lump or mass is the most common symptom of breast cancer. A hard 

mass that has no pain but with irregular edges is more possible to be cancer. But breast 

cancer can also be painful and soft with rounded-edges. Therefore, any changes in the 

breast or any new breast mass or lump should be examined by the experienced 

healthcare professional. Other possible symptoms of breast cancer are swelling of the 

breast, irritation or dimpling of the skin of the breast, pain in breast, pain in the nipple, 

retraction of nipple, redness, scaliness, or thickening of the nipple or breast skin, and 

discharge from the nipple (Society, 2017). 

 Sometimes, before the tumor in the breast is not noticed, cancer cells can spread 

to nearby lymph nodes forming a lump or swelling. The healthcare professionals have 

to check the swollen lymph nodes. Whenever women find these changes in their breasts 

and their bodies, they have to inform the healthcare providers for further examination 

(Society, 2017). 
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 2.1.6 Risk Factors 

 Lifestyle-related risk factors for breast cancer are alcohol consumption, being 

overweight or obese, lack of physical activity, not having children, not breastfeeding, 

taking contraception and taking hormonal therapy after menopause. Non-modifiable 

risk factors for breast cancer are age, sex, ethnicity, genetic factor, having a family 

history of breast cancer, having a personal history of breast cancer, having dense breast 

tissue, benign breast conditions, lobular carcinoma in situ (LCIS) of the breast, early 

menarche, late menopause after age 55 and radiation exposure to the chest (Society, 

2017). 

 2.1.7 Screening Tests 

 Taking regular screening tests is the most trustworthy mean to discover breast 

cancer early. The aim of screening tests for breast cancer is to discover it before it 

develops symptoms (like a palpable lump). Breast cancers detected during screening 

examinations are more probable to be smaller and still limited to the breast. The size of 

breast cancer and distance metastasis are some of the most important features in 

expecting the prognosis of a breast cancer patient (Society, 2017). 

 Regular mammograms are helpful to detect breast cancer early when treatment 

is most effective. A mammogram can detect changes in the breast that possible to be 

cancer years before physical symptoms develop. Clinical breast examination and breast 

self-examination are helpful to detect breast cancer early. The woman can examine 

themselves to find the symptom such as breast lump during usual actions such as 

bathing or dressing (Society, 2017). 

 2.1.8 Investigations 

 Different tests can be applied to detect and diagnose breast cancer. 

Mammogram, ultrasound and magnetic resonance imaging (MRI) of the breast are the 

imaging tests for finding breast cancer. When mammograms, other imaging tests, or a 

physical examination suggests that the changes in the breast to be cancer, a biopsy of 

the breast can be done. A biopsy if the definitive investigation for cancer. Fine needle 

aspiration (FNA) biopsy, core needle biopsy, surgical (open) biopsy, and lymph node 

biopsy are commonly done. More investigation such as chest X-rays, CT scans, 
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Ultrasound, bone scans, PET scans, or MRI scans can also be done to detect the spread 

of cancer to other parts of the body or not, (Society, 2017). 

 

 2.1.9 Treatments 

 There are several types of treatment for breast cancer, according to the type and 

stage. Some are local treatments, in which they treat the lump with no effect on the 

other parts of the body. Surgery and radiation therapy are local treatments for breast 

cancer. Systemic therapies use drugs to reach cancer cells almost anywhere in the body. 

They can be given by orally or intravenously. Different types of drug treatment can be 

used for different types of breast cancer, including chemotherapy, hormonal therapy, 

and targeted therapy. Most of the breast cancer patients receive more than one type of 

treatment for their disease (Society, 2017). 

 Surgery for Breast Cancer 

 Most of the breast cancer patients are treated with some type of surgery as part 

of their treatment. There are different types of surgical treatment for breast cancer, and 

the choice of the surgical method depends on the situation. Surgical treatment can be 

done as follow: 

 Breast-conserving surgery or mastectomy are done to remove breast cancer as 

much as possible 

 Sentinel lymph node biopsy or axillary lymph node dissection are done to find 

out the spread of cancer cells to the lymph nodes 

 Breast reconstruction is done to restore the shape of the breast after removing 

the cancer 

 Surgical treatment is also done to relieve symptoms of the advanced stage of 

cancer 

 Radiation for Breast Cancer 

 Some of the breast cancer patients need radiation therapy, together with other 

treatments. The need for radiation therapy depends on the factors such as type of 

surgery that had done to them, the spread of cancer cells to the nearby lymph nodes or 
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distance metastasis, and the age of the patient in some cases. Large tumors or tumors 

with skin involvement might also need radiation therapy. The patient could receive only 

one type or combination of different types of radiation therapy. Radiation therapy 

destroys cancer cells by using high-energy rays or particles. External beam radiation 

and internal radiation (brachytherapy) are the two main types of radiation therapy that 

are used to treat breast cancer (Society, 2017). 

 The most common type of radiation therapy for breast cancer patients is external 

beam radiation. For breast cancer patients who had undergone breast-conserving 

surgery (BCS), internal radiation can be used together with external beam radiation. 

Size of the tumor, site of the tumor and other factors may be the limitations in receiving 

brachytherapy (Society, 2017). 

 Chemotherapy for Breast Cancer 

 Chemotherapy treats the cancer using cancer-killing drugs that are be given 

intravenously or orally. The drugs go into the bloodstream and reach cancer cells 

around the body. Sometimes, chemotherapy is given directly into the spinal fluid which 

is the surrounding for the brain and the spinal cord. Not all breast cancer patients need 

chemotherapy, but there are some conditions in which chemotherapy may be used: 

 Adjuvant chemotherapy: Adjuvant chemotherapy is used to kill cancer cells 

that have been missing behind after surgery or have spread to distant sites but 

can't be detected on imaging tests. Adjuvant chemotherapy can lower the 

possibility of recurrence of breast cancer. 

 Neoadjuvant chemotherapy: Neoadjuvant chemotherapy is used to try to 

shrink the tumor before surgery for removing it with less extensive surgery. It 

can also kill cancer cells that have spread but can't be detected. Similar to 

adjuvant chemotherapy, neoadjuvant chemotherapy can lower the possibility of 

recurrence of breast cancer.   

 For advanced breast cancer: Chemotherapy can be used as the major 

treatment for patients with cancer spread beyond the breast and axillary area, 

either after diagnosis or after first treatments.  
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 Chemotherapy is most effective in most cases when drug combinations are used. 

Usually, chemotherapy is used in combinations of 2 or 3 drugs. Drugs used in 

chemotherapy for breast cancer are usually given intravenously, either as an injection 

or as an infusion. This can be done in a clinic or hospital. Central venous catheters, 

central venous access devices, or central lines are often required to administer 

chemotherapy. They are used for administering medicines, blood products, nutrients, 

or fluids into the bloodstream. Chemotherapy is administered in cycles, with each 

period of drug administration followed by a period of rest to give time to get well from 

the effects of chemotherapy. Cycles are most often 2 or 3 weekly. The variation of 

schedule depends on the drugs used. Adjuvant and neoadjuvant chemotherapy is often 

administered for a total of 3 to 6 months, depending on the using drugs. The length of 

treatment for advanced breast cancer is also depending on the action of the drugs and 

side effects of the treatment that the patient has (Society, 2017). 

 Chemotherapy, depending on the type and dose of drugs used and the duration 

of the treatment, can develop side effects. The most common side effects are hair loss, 

changes in nails, mouth sores, loss of appetite, changes in weight, nausea, vomiting, 

and diarrhea. Chemotherapy also has an effect on the blood-forming cells of the bone 

marrow, which can occur increased chance of getting infections due to low counts of 

white blood cells, easy bruising or bleeding due to low platelet counts and fatigue due 

to low counts of red blood cells and other reasons. These side effects usually diminish 

after finishing the treatment. Other possible side effects are changes in menstrual 

cycles, fertility problems, heart disease, neurological disease, hand-foot syndrome, 

chemo brain, increased chance of developing leukemia, feeling sick and fatigue. Some 

drugs can be used to help prevent or reduce some side effects of chemotherapy (Society, 

2017). 

 Hormone Therapy for Breast Cancer 

 Hormonal therapy is also a systemic therapy, and it reaches cancer cells around 

the body. It is administered for breast cancer patients with hormone receptor-positive, 

and it is not helpful for breast cancer patients with hormone receptor-negative. 

Hormonal therapy is often used after surgery to help in reducing the possibility of the 

recurrence of cancer. Sometimes it is administered before surgery as well. Hormonal 
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therapy is usually administered for at least 5 years. About two-thirds of breast cancer 

cases are hormone receptor-positive. For this kind of cancers, high estrogen levels 

support the growth and spreading of cancer cells (Society, 2017). 

 Estrogen helps in the growth of hormone-receptor-positive breast cancers, 

therefore, lowering the estrogen level can help in slowing the growth of cancer or help 

in preventing it from recurrence. There are different types of hormonal therapy, which 

use different methods to keep lower the estrogen level to prevent the growth of cancer. 

Most methods of hormonal therapy for breast cancer either lower estrogen levels or 

stop the action of estrogen on breast cancer cells. The most common side effects of 

hormonal therapy include hot flashes, vaginal dryness, vaginal discharge, mood swings, 

night sweats, headache, mild nausea, bone pain and pain at the injection site (Society, 

2017). 

 Targeted Therapy for Breast Cancer 

 The drugs used in targeted therapy are designed to prevent the growth and 

spreading of cancer cells. These drugs attack all quickly growing cells including cancer 

cells. Drugs used in targeted therapy sometimes are helpful even when drugs used in 

chemotherapy are not. Some targeted drugs are helpful for other treatments to be more 

effective. Drugs used in targeted therapy may also have some side effects. Targeted 

therapy is used for HER2-positive breast cancer, for hormone receptor-positive breast 

cancer and women with BRCA gene mutations (Society, 2017). 
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2.2 Burden of Breast Cancer 

 Breast cancer is the most common type of cancer among women in the 

developed world as well as in the less developed world. It is estimated that over 508,000 

women died in 2011 by breast cancer worldwide. Although breast cancer is assumed to 

be common in developed countries, almost 50% of breast cancer cases and 58% of 

breast cancer deaths occur in less developed countries. Incidence rates vary greatly 

around the world, from 19.3 per 100,000 women in Eastern Africa to 89.7 per 100,000 

women in Western Europe. In most of the developing regions of the world, the 

incidence rates are below 40 per 100,000 women. Most African countries have the 

lowest incidence rates although incidence rates are increasing for breast cancer (WHO, 

2016). 

 Breast cancer survival rates vary greatly around the world, ranging from 80% 

or more in North America, Sweden, and Japan, to about 60% in middle-income 

countries, and less than 40% in low-income countries (Coleman et al., 2008). The low 

survival rates in less developed countries can be clarified chiefly due to the lack of early 

detection programs, resulting in a high proportion of advanced-stage disease, as well as 

due to the inadequate diagnosis and treatment services. Breast cancer is the most 

common cancer among women globally and is increasing mainly in developing 

countries where the majority of cases are diagnosed in advanced stages (WHO, 2016). 

 Breast cancer is the most occurring cancer among women, affecting more than 

1.5 million women each year, and also leads to the highest number of cancer-related 

deaths for women. In 2015, 570,000 deaths occur among women by breast cancer which 

is about 15% of cancer deaths among women by all types of cancer. While breast cancer 

occurrence becomes higher among women in more developed regions, the occurrence 

of breast cancer is also increasing in nearly every region globally (WHO, 2017a). 

 Breast cancer is ranked as the fifth cause of death among all types of cancer 

overall (522,000 deaths). It is also the most common cause of cancer death in women 

in less developed regions (324,000 deaths, 14.3% of total). It is the second-ranking 

cause of cancer death in more developed regions (198,000 deaths, 15.4%). The range 

in mortality rates between world regions is less than the incidence because the survival 
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from breast cancer is more favorable in developed regions with high-incidence (Ferlay 

et al., 2015). 

 A burden of cancer in the ASEAN countries recently estimated that there were 

over 700,000 new cases of cancer and 500,000 cancer deaths in 2008, occurring about 

7.5 million disability-adjusted life years lost per year. The burden of cancer in ASEAN 

countries is growing due to the aging and growth of the population (Kimman et al., 

2015). 

 In 2014, in Brunei, breast cancer was the second leading cause of death and it 

accounted for 15.4% of all cancer death among female cancer patients. Breast cancer 

was first leading cancer and 83 new breast cancer cases were identified. 

 In 2014, in Cambodia, breast cancer was the third leading cause of death and it 

accounted for 10.3% of all cancer death among female cancer patients. Breast cancer 

was second leading cancer and 1,255 new breast cancer cases were identified. 

 In 2014, in Indonesia, breast cancer was the first leading cause of death and it 

accounted for 21.4% of all cancer death among female cancer patients. Breast cancer 

was first leading cancer and 48,998 new breast cancer cases were identified. 

 In 2014, in Laos, breast cancer was the second leading cause of death and it 

accounted for 10.6% of all cancer death among female cancer patients. Breast cancer 

was second leading cancer and 472 new breast cancer cases were identified. 

 In 2014, in Malaysia, breast cancer was the first leading cause of death and it 

accounted for 24.5% of all cancer death among female cancer patients. Breast cancer 

was first leading cancer and 5,410 new breast cancer cases were identified. 

 In 2014, in the Philippines, breast cancer was the first leading cause of death 

and it accounted for 27.7% of all cancer death among female cancer patients. Breast 

cancer was first leading cancer and 18,327 new breast cancer cases were identified. 

 In 2014, in Singapore, breast cancer was the first leading cause of death and it 

accounted for 19.4% of all cancer death among female cancer patients. Breast cancer 

was first leading cancer and 2,524 new breast cancer cases were identified. 
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 In 2014, in Thailand, breast cancer was the third leading cause of death and it 

accounted for 13.3% of all cancer death among female cancer patients. Breast cancer 

was first leading cancer and 13,653 new breast cancer cases were identified. 

 In 2014, in Vietnam, breast cancer was the third leading cause of death and it 

accounted for 12.5% of all cancer death among female cancer patients. Breast cancer 

was first leading cancer and 11,067 new breast cancer cases were identified. 

 In 2014, in Myanmar, breast cancer was the third leading cause of death and it 

accounted for 11.8% of all cancer death among female cancer patients. Breast cancer 

was first leading cancer and 5,648 new breast cancer cases were identified (WHO, 

2014). 
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2.3 Studies Selection 

 PubMed was selected as the only database for study selection and was searched 

in June 2018 (last search on June 18, 2018). The search strategy aimed to identify 

articles that find the effect of peer support intervention on improving the anxiety, 

depression, and quality of life of breast cancer patients who are undergoing 

chemotherapy using the keywords (Table 6) and which had been published in English 

until the time of the search. No limits were set as to the study design used and whether 

there was a control group to compare with the intervention group or not. The time limit 

was set for 20 years (from 1999 to 2018). 

Table  6Keywords for study selection 

 Keywords 

AND “breast cancer” 

AND “counseling” OR “peer counseling” OR “one-on-one counseling” OR  

“counseling by peer” OR “group meeting” OR “group counseling” OR  

“group support” OR “peer group meeting” OR “peer group counseling” OR  

“peer group support” OR “telephone counseling” OR “telephone support” 

OR  

“peer telephone counseling” OR “peer telephone support” 

AND “anxiety” OR “depression” OR “quality of life” 

AND “chemotherapy” 

 

 The selection of articles was done by the following steps: (1) title, (2) abstract 

and (3) full text. Inclusion criteria were defined before the search (Table 7). 

 

Table  7Inclusion criteria for study selection 

Population “Breast Cancer Patients” 

Intervention “Peer Counseling” OR 

“Peer Group Support” OR 

“Peer Group Meeting” OR 

“Peer Support by Telephone” 

Outcome “Anxiety” OR 

“Depression” OR 

“Quality of Life” 
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Figure  1Studies Selection Flowchart through PubMed 

 

 By selecting studies through PubMed by using the above keywords and study 

selection criteria, 12 studies were identified. Five studies were conducted in high-

income countries and 7 in Asian countries. 

 

  

Studies identified through the 

PubMed search 

(n=5119) 

Studies excluded (n=4945) 

1. Selection 

After screening by Title 

(n=174) studies were selected 

2. Selection 

After screening by Abstract 

(n=33) studies were selected 

3. Selection 

After screening by Full-text 

(n=12) studies were selected 

Studies excluded (n=21) 

Studies excluded (n=141) 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 35 

2.4 Previous Cross-sectional Studies in Myanmar 

 A cross-sectional comparative study was done in Yangon, Myanmar in 2011. In 

that study, anxiety state of 150 cancer patients (Ca Cervix = 36, Ca Lungs = 15, Ca 

Breast = 18, Oro-pharyngeal Ca = 33, Abdominal Ca = 24 and others = 24) were 

assessed in the oncology ward. That study revealed that all breast cancer patients (n=18) 

suffered from clinical anxiety. When analyzed for all participants (n=150), that study 

reported that female cancer patients suffered from clinical anxiety 3 times more than 

male cancer patients. The longer the duration of illness, the less likely to decrease the 

clinical anxiety of cancer patients. There was no significant association between age, 

race, marital status, education, employment status, income, family size, having a 

caregiver and an anxiety state (Oo, 2011). 

 A cross-sectional descriptive study was done in Yangon, Myanmar in 2010. In 

that study, depression state and possible causative risk factors in 160 cancer patients 

were assessed in the oncology wards of 2 hospitals. In that study, depression was more 

common in divorced and widow groups of cancer patients than married patients and it 

was significant. There was also a significant association between duration of disease 

and depression status of the patients. The study also reported that a lack of family 

support was a strong indicator of depression among the participants. Moreover, the 

longer the duration of disease, the more chance to develop depression. There was no 

significant association between age, sex, education, occupation and depression status 

of the participants (Aung, 2010). 

 A cross-sectional descriptive study was done in Yangon, Myanmar in 2016. In 

that study, quality of life (QOL) scores were assessed among 200 breast cancer patients 

who were on radiotherapy in the hospital. In that study, participants scored fairly well 

on the global health status/QOL scale (mean=66.08, SD=21.19). The divorced group of 

patients scored less in emotional functioning which was significant. Participants who 

had disease duration of less than 1 year scored higher in global health status and those 

who had disease duration of more than 3 years scored less in cognitive functioning 

which was significant. Participants who were divorced scored least in insomnia 

symptom scale, widowed scored higher in diarrhea symptom scale and married scored 
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higher in financial difficulty scale, which was significant. Participants who were 

illiterate and can read and write scores lesser in nausea and vomiting symptom scales 

and those who were illiterate scored higher in financial difficulty scales having 

significant mean differences. Participants who earned less than 100,000 Kyats per 

month scored least in dyspnea symptom scale and those who had family members of 

less than 3 scored lesser in nausea and vomiting symptom scales with significant mean 

differences. Participants who had disease duration of less than 1 year scored lesser in 

appetite loss symptom scale and financial difficulty scale, and those had co-morbidity 

scored higher in diarrhea symptom scale with significant mean differences. Younger 

participants scored lesser in body image functional scale and older participants scored 

higher in future perspective functional scale with significant mean differences. 

Participants who were illiterate, can read and write, and passed primary school scored 

higher in body image functional scale. Participants who earned less than 100,000 Kyats 

per month also scored high in body image functional scale with a significant mean 

difference. Younger participants scored higher, those who can read and write and 

passed the primary school and those who earned less than 100,000 Kyats per month 

scored lesser in an upset by hair loss symptom scale with significant mean differences. 

Participants with co-morbidity scored higher in treatment side-effects with a significant 

mean difference. In multivariate analysis, participants with disease duration of 1-4 years 

were likely to be affected HRQOL for 2.17 times and more than 5 years were 3.33 times 

than those with a duration of less than 1 year. Participants with cancer stage 3 were 

more likely to be affected HRQOL for 3.07 times than stage 1. Moreover, upset by hair 

loss is a minor influencing factor for HRQOL of breast cancer survivors (Htet, 2016). 
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2.5 Predisposing Factors 

 2.5.1 BMI 

 Increasing body weight can lead to an increased risk of breast cancer after 

menopause. Before menopause, estrogen is produced mainly by ovaries, some are from 

fat tissue. After menopause, estrogen is produced mainly from fat tissue. Therefore, 

increased fat tissue can increase the level of estrogen and increase the risk of breast 

cancer. Moreover, in women, overweight is also associated with increased insulin levels 

in the blood. Increased insulin level is also associated with breast cancer (Society, 

2017). Higher BMI is also associated with low quality of life in breast cancer patients 

(Sura et al., 2013). 

 Hence, in this study, the BMI of the participants was measured as one of the 

predisposing factors. 

 2.5.2 Age 

 Quality of life (QOL) scores were assessed among 348 female breast cancer 

patients who were on chemotherapy by a cross-sectional descriptive study in Kuwait in 

2008. That study reported that older patients tended to have better functioning 

(emotional functioning, cognitive functioning, social functioning, sexual enjoyment, 

body image, and sexual functioning) and less intense symptoms (systemic side effects, 

breast symptoms, arm symptoms, upset by hair loss) than the younger patients. 

Moreover, age was a significant covariate for sexual functioning (P < 0.02) (Alawadi 

and Ohaeri, 2009). 

 A cross-sectional descriptive study regarding anxiety, depression, and quality 

of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast 

cancer patients participated. That study revealed that patients diagnosed before the age 

of 50 had significantly lower breast cancer subscale scores compared to those diagnosed 

above age 50 (Akel et al., 2017). 

 But the dissimilar result was found in a cross-sectional descriptive study which 

was done in China in 2013. In that study, determinants of quality of life scores were 

assessed among 1,160 breast cancer patients. That study revealed that participants less 
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than 55 years of age had a better quality of life score than those older than 55 years of 

age and it was statistically significant (Yan et al., 2016). 

 Anxiety, depressive symptoms and quality of life (QOL) scores were assessed 

among 335 female breast cancer patients by a cross-sectional descriptive study in the 

USA. That study reported that the age of the participants distinguished among the 

anxiety and depression groups. Patients with Higher Anxiety and Subsydromal 

Depression were younger than women with neither symptom (Gold et al., 2016). 

 According to the above studies, the quality of life of breast cancer patients is 

associated with age but contradictory results were found among studies. Anxiety and 

depression are related to a younger age. 

 2.5.3 Ethnicity 

 Anxiety, depressive symptoms and quality of life (QOL) scores were assessed 

among 335 female breast cancer patients by a cross-sectional descriptive study in the 

USA. That study reported that the ethnicity of the participants distinguished among the 

anxiety and depression groups. Compared to the Lower Anxiety and Resilient group, a 

higher percentage of Non-white women were in the Higher Anxiety and Resilient and 

Higher Anxiety and Subsyndromal groups than White women (Gold et al., 2016). 

 A cross-sectional descriptive study was done in the USA in 2007. In that study, 

quality of life scores was assessed among 2,268 breast cancer patients. The participants 

had the following racial/ethnic distribution: white, African American, Latinas-high and 

Latinas-low (12.6%). That study revealed that all racial/ethnic minority groups reported 

lower physical well-being relative to white women for unadjusted mean QOL scores by 

race/ethnicity. African American women reported significantly lower functional well-

being but higher emotional well-being than whites. Latinas-high also reported more 

breast concerns than whites. Latinas-low had significantly (p<0.001) worse scores than 

white women for physical well-being, functional well-being, emotional well-being, 

social well-being, and breast concerns. In the final model, Latinas-low had significantly 

lower QOL scores than white women for functional well-being, emotional well-being, 

and breast concerns (all p values <0.05), with physical well-being becoming marginally 

significant (p=0.053). African American women had significantly better emotional 

well-being than white women. Latinas-low were more likely to report lower levels of 
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functional and emotional well-being and more breast concerns as compared to Latinas-

high and African American women, adjusting for all factors (Janz et al., 2009).  

 According to the above studies, the quality of life of breast cancer patients is 

also associated with the ethnicity of patients. 

 2.5.4 Marital Status 

 Quality of life (QOL) scores were assessed among 348 female breast cancer 

patients who were on chemotherapy by a cross-sectional descriptive study in Kuwait in 

2008. That study reported that marital status was a significant covariate for sexual 

enjoyment (P < 0.02) (Alawadi and Ohaeri, 2009). 

 A cross-sectional descriptive study was done in Korea in 2009. In that study, 

altered appearance distress, body image and quality of life scores were assessed among 

126 breast cancer patients in 16 hospitals. That study found that patients living without 

a partner had poorer quality of life than patients living with a partner or married and it 

was statistically significant (Chang et al., 2014). 

 According to the above studies, the quality of life of breast cancer patients is 

associated with marital status and patients who are living with a partner have a better 

quality of life. 

 2.5.5 Education 

 A cross-sectional descriptive study was done in Korea in 2009. In that study, 

altered appearance distress, body image and quality of life scores were assessed among 

126 breast cancer patients in 16 hospitals. That study found that patients with less than 

middle school education reported a much lower quality of life compared to patients 

with more than high school education (Chang et al., 2014). 

 A cross-sectional descriptive study was done in China in 2013. In that study, 

determinants of quality of life scores were assessed among 1,160 breast cancer patients. 

That study revealed that participants of primary school or less group had lower quality 

of life score than those of middle school and high school group and college and above 

group and it was statistically significant (Yan et al., 2016). 

 A cross-sectional descriptive study regarding anxiety, depression, and quality 

of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast 
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cancer patients participated. That study revealed that patients who had only completed 

a primary level of education or below had significantly higher anxiety and depression 

scores compared to those who completed secondary or university levels (Akel et al., 

2017). 

 According to the above studies, the quality of life of breast cancer patients is 

associated with education and patients who have low educational status have a lower 

quality of life and higher anxiety and depression scores. 

 2.5.6 Number of Children 

 Women who gave birth to the first child after the age of 30 or who do not have 

a child may increase the risk of breast cancer. Giving birth to a child during early age 

or having many children may reduce the risk of breast cancer. However, some studies 

revealed that pregnancy was related to an increased risk of triple-negative breast cancer 

(Society, 2017). 

 A study of Zainal, N. Z., et al, 2013, which was a systematic review stated that 

more children at home were significantly associated with depression in breast cancer 

patients (Zainal et al., 2013). 

 Therefore, in this study, the number of children of the participants was asked as 

one of the predisposing factors. 

 2.5.7 Employment Status 

 A cross-sectional descriptive study regarding the quality of life of breast cancer 

patients was done among 119 breast cancer patients admitted and treated in a 

chemotherapy ward in Iran in 2006. That study reported that occupational status was 

associated with the global health status of Quality of life, and employed women had 

better QOL (Safaee et al., 2008). 

 A cross-sectional descriptive study was done in China in 2013. In that study, 

determinants of quality of life scores were assessed among 1,160 breast cancer patients. 

That study revealed that participants of farmers and the unemployed group had lower 

quality of life scores than any other groups of employment and it was statistically 

significant (Yan et al., 2016). 
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 According to the above studies, the quality of life of breast cancer patients is 

associated with employment status and employed patients have a better quality of life. 

 2.5.8 Menopausal Status 

 A cross-sectional descriptive study was done in Brazil in 2003. In that study, 

associated factors of quality of life scores were assessed among 75 breast cancer 

patients. In that study, post-menopause was defined by at least 12 months of 

amenorrhea. By multiple regression analysis, that study revealed that postmenopausal 

status was negatively associated with the physical component of QOL (p < 0.01). Post-

menopause was one of the factors that causing QOL impairment (Conde et al., 2005). 

 The different result was found in another cross-sectional descriptive study 

regarding the quality of life of breast cancer patients which was done among 119 breast 

cancer patients admitted and treated in a chemotherapy ward in Iran in 2006. That study 

reported that, in regression analyses, menopausal status was statistically significant in 

predicting patients’ QOL. Postmenopausal women had better QOL (Safaee et al., 2008). 

 According to the above studies, the quality of life of breast cancer patients is 

associated with the menopausal status of the patients but controvert results were found 

among studies. 

 2.5.9 Smoking 

 Some studies revealed the association between smoking and breast cancer, but 

some studies suggested contrary results. The link between secondhand smoking and the 

risk of breast cancer is also not strong (Society, 2017). Smoking may lead to increased 

anxiety and anxiety may also increase smoking rates (Moylan et al., 2013). Major 

depression is also associated with higher rates of cigarette smoking and nicotine 

dependence (Fergusson et al., 2003). 

 Therefore, the smoking history of the participants was assessed as one of the 

predisposing factors in this study. 

 2.5.10 Alcohol Consumption 

 Alcohol consumption is associated with increased breast cancer risk. The more 

amount of alcohol consumed, the higher the risk of getting breast cancer. Women who 

drink 2-3 units of alcohol per day have a higher risk of breast cancer about 20% when 
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compared with non-alcoholic women. Excessive drinking of alcohol is also associated 

with increased risk of other types of cancer (Society, 2017). 

 Therefore, the alcohol consumption history of the participants was assessed as 

one of the predisposing factors in this study. 
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2.6 Enabling Factors 

 2.6.1 Family Income 

 A cross-sectional descriptive study was done in Lagos, Nigeria. In that study, 

depression scores were assessed among 33 female breast cancer patients in the hospital. 

That study found that average monthly income significantly predicted depression. An 

individual’s average income would determine how much would be available to pay for 

treatment and other associated costs (Akin-Odanye et al., 2011). 

 A cross-sectional descriptive study regarding anxiety, depression, and quality 

of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast 

cancer patients participated. That study revealed that patients who had a household 

monthly income below 1,000$ exhibited significantly lower QOL scores. Moreover, 

participants with a household monthly income greater than 3,000$ had significantly 

higher physical well-being scores (Akel et al., 2017). 

 A cross-sectional descriptive study was done in China in 2013. In that study, 

determinants of quality of life scores were assessed among 1,160 breast cancer patients. 

That study revealed that participants of monthly household income <1,000 RMB had 

lower quality of life scores than those of higher-income groups and it was statistically 

significant (Yan et al., 2016). 

 According to the above studies, the quality of life of breast cancer patients is 

associated with family income and patients with low income have a lower quality of 

life and may have a higher score of depression. 

 2.6.2 Family History of Breast Cancer 

 The family history of breast cancer in close relatives increased the risk of getting 

breast cancer. History of breast cancer in first-degree relatives increases the risk to 

double. Moreover, the history of breast cancer in 2 first-degree relatives increases the 

risk to triple. Fewer than 15% of breast cancer patients have a family history of breast 

cancer (Society, 2017). 

 Therefore, in this study, the family history of breast cancer of the participants 

was assessed. 
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 2.6.3 Family Relationship 

 A cross-sectional study was conducted in Thailand in 2007. In that study, 300 

female breast cancer patients participated. They were 18 years and older and recruited 

at the surgical outpatient department. Among those patients, demographic 

characteristics, anxiety and depression status, social support relationship and 

functioning in their family and problem and conflict solving. That study revealed that 

anxiety and depression status of the breast cancer patients were significantly associated 

with relationship and functioning in their family (Lueboonthavatchai, 2007). 

 2.6.4 Social Support 

 A cross-sectional study was conducted in Thailand in 2007. In that study, 300 

female breast cancer patients participated. They were 18 years and older and recruited 

at the surgical outpatient department. Among those patients, demographic 

characteristics, anxiety and depression status, social support relationship and 

functioning in their family and problem and conflict solving. That study revealed that 

anxiety and depression status of the breast cancer patients were significantly associated 

with social support that the participants received (Lueboonthavatchai, 2007). 

 In a study of Zainal, N. Z., et al, 2013, which was a systematic review stated 

that poor social support was significantly associated with depression in breast cancer 

patients (Zainal et al., 2013). 
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2.7 Need Factors 

 2.7.1 Duration of Disease 

 A cross-sectional descriptive study regarding the quality of life of breast cancer 

patients was done among 119 breast cancer patients admitted and treated in a 

chemotherapy ward in Iran in 2006. That study reported that the duration of disease was 

significantly related to the QOL score of patients. In other words, those with the 

duration of disease less than four months reported significantly lesser global health 

status of the QOL score (Safaee et al., 2008). 

 A cross-sectional descriptive study was done in Yemen in 2011. In that study, 

quality of life scores was assessed among 106 female breast cancer patients at the out-

patient department of the oncology center. That study found that women in the category 

> 2 years after diagnosis had an average of 10.5 points lower compared to those women 

in the other category. This means that those women in the category 1-2 years had higher 

scores of total QOL than women in the other category (Al-Naggar et al., 2011). 

 According to the above studies, the quality of life of breast cancer patients is 

associated with the duration of disease but the results are not clear enough to make a 

conclusion. 

 2.7.2 Number of Hospitalization 

 A cross-sectional study was conducted in Thailand in 2007. In that study, 300 

female breast cancer patients participated. They were 18 years and older and recruited 

at the surgical outpatient department. Among those patients, demographic 

characteristics, anxiety and depression status, social support relationship and 

functioning in their family and problem and conflict solving. That study revealed that 

anxiety and depression status of breast cancer patients were significantly associated 

with the number of hospitalization of the participants (Lueboonthavatchai, 2007). 

 2.7.3 Clinical Staging 

 Quality of life (QOL) scores were assessed among 348 female breast cancer 

patients who were on chemotherapy by a cross-sectional descriptive study in Kuwait in 

2008. That study reported that participants with advanced disease tended to have worse 

functioning: role functioning (stage IV < stage II, P < 0.01), diarrhea (stage IV < stages 
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I & II, P = 0.02), and future perspectives (stage III < stages I & II, P = 0.02) (Alawadi 

and Ohaeri, 2009). 

 A cross-sectional descriptive study regarding anxiety, depression, and quality 

of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast 

cancer patients participated. That study revealed that patients who had stage IV disease 

at diagnosis exhibited significantly lower QOL score (Akel et al., 2017) 

 A cross-sectional descriptive study was done in Lagos, Nigeria. In that study, 

depression scores were assessed among 33 female breast cancer patients in the hospital. 

That study found that the cancer stage predicted depression and advanced disease was 

a risk factor for depression (Akin-Odanye et al., 2011). 

 According to the above studies, the quality of life of breast cancer patients is 

associated with clinical staging of the disease and patients with advanced clinical 

staging have a lower quality of life. The advanced stage of the disease can be predicted 

to be a risk factor for depression. 

 2.7.4 Received Treatment 

 Quality of life (QOL) scores were assessed among 348 female breast cancer 

patients who were on chemotherapy by a cross-sectional descriptive study in Kuwait in 

2008. That study reported that participants who had surgery had significantly fewer 

complaints about diarrhea (P = 0.005), but more breast symptoms (P < 0.04). 

Participants who received radiotherapy had significantly more problems with fatigue 

(P = 0.03), breast symptoms (P = 0.04), arm symptoms (P = 0.02), and future 

perspectives (P = 0.02) (Alawadi and Ohaeri, 2009). 

 A cross-sectional descriptive study regarding anxiety, depression, and quality 

of life of breast cancer patients was done in Lebanon in 2016. In that study, 150 breast 

cancer patients participated. That study revealed that patients who had received 

chemotherapy exhibited significantly lower QOL scores. Moreover, patients who 

underwent chemotherapy or radiotherapy as part of their treatment regimen had lower 

physical well-being and breast cancer subscale scores compared to their counterparts. 

Patients who underwent surgery had significantly higher functional well-being scores 

than those who did not (Akel et al., 2017). 
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 According to the above studies, the quality of life of breast cancer patients is 

associated with received treatment. Treatment for breast cancer may have an effect on 

the quality of life of the patients, especially on symptom scales. 

 

 2.7.5 Co-morbidity 

 A hospital-based cross-sectional study was conducted in Korea to evaluate 

health-related quality of life in 152 women with recurrent breast cancer in 2004. In that 

study, health-related quality of life (HRQOL) was assessed by EORTC QLQ-C30 and 

QLQ-BR23 questionnaires. Comorbidity was categorized as present or absent. That 

study reported that the absence of comorbidity was a factor that positively related to 

overall QOL (Lee et al., 2007). 

 A longitudinal study was done among 195 breast cancer survivors to identify 

factors affecting the level and rate of change in the quality of life after completion of 

treatment in the USA. In that study, participants were interviewed up to four times at 

approximately yearly intervals. That study revealed that the presence of comorbidity 

significantly lowered a woman's quality of well-being (QWB) at whatever time point 

the health problem occurred (p = 0.036) but the rate of change in QWB over time for 

women with comorbidity did not differ significantly from women without comorbidity 

(p = 0.858) (Vacek et al., 2003). 

 A cross-sectional descriptive study was done in the USA in 2007. In that study, 

quality of life scores was assessed among 2,268 breast cancer patients. That study 

revealed that the presence of other comorbidities (≥1) resulted in lower levels of QOL 

across all domains except emotional well-being (Janz et al., 2009). 

 According to the above studies, the quality of life of breast cancer patients is 

associated with co-morbidity. Studies consistently showed that the presence of other 

co-morbidities resulted in lower levels of quality of life. 
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2.8 Proximal Outcomes 

 2.8.1 Knowledge 

 A health education intervention study was conducted among lung cancer 

patients in China in 2010. There were 62 participants in the intervention group and 110 

participants in the control group. That study found that education intervention was 

effective in lowering the depression prevalence, lowering side effects from 

chemotherapy and improving performance status among the participants (Tian et al., 

2015). 

 A literature review concluded that health education programs were effective to 

improve the knowledge of cancer patients. That study also suggested that cancer 

patients should have the chance of asking questions during the treatment period. That 

study also found that the cancer patients wanted to study as much as possible about 

their disease, treatment for it and management for the side effects (Valenti, 2014). 

 2.8.2 Self-efficacy 

 A health education intervention study was done among adult women in Iran in 

2015. There were 116 participants in the intervention group and 110 participants in the 

control group. That study found that education intervention was significantly effective 

in increasing awareness, improving self-efficacy and decreasing perceived barriers 

among the participants of the intervention group compared to the control group 

(Masoudiyekta et al., 2018). 

 2.8.3 Empathy 

 An interventional study that applied online support group intervention among 

breast cancer patients was conducted in the USA in 2003. There were 177 participants 

in that study. That study revealed that online support group intervention was 

significantly effective in improving empathy among the participants after the 

intervention period (Han et al., 2011). 

 2.8.4 Consumer Satisfaction 

 When the role of peer facilitator was evaluated, three types of outcome data 

were generally identified: workload indicators (such as the number of support session 

or phone call), indicators of patient/client satisfaction (such as meeting patient 
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expectations) and indicators of more systemic evaluation issues (such as measures of 

cost-effectiveness) (Till, 2003). 

 An interventional study that tested a brief nurse-delivered intervention 

including face-to-face and telephone support to address the needs of women with 

advanced breast cancer in Australia. There were 30 participants in the intervention 

group and 30 participants in the control group. That study assessed the quality of life 

and supportive care needs of the participants. That study found that nurse-delivered 

support intervention was significantly effective in reducing the psychological and 

emotional needs of those with high initial needs among the participants of the 

intervention group compared to the control group (Aranda et al., 2006). 

 

2.9 Distal Outcomes 

 2.9.1 Anxiety 

 A prospective cohort study regarding anxiety, depression, and quality of life of 

breast cancer patients was done in Malaysia in 2011. In that study, 221 female breast 

cancer patients participated. They were recruited at the time of diagnosis of breast 

cancer. Data were collected at 3-time points; baseline, 6 months and 12 months. 

Anxiety was measured with the Hospital Anxiety and Depression Scale (HADS). That 

study revealed that there was a significant reduction in anxiety at 6 and 12 months as 

compared to baseline (Baseline – 6 months, p = 0.002; Baseline - 12 months, p < 0.001) 

(Ng et al., 2015). 

 A prospective study was conducted to assess the long-term impact of attending 

a peer support group on anxiety and depression of breast cancer patients before and 

after 1-year participation in the monthly support group meeting in Iran. In that study, 

both quantitative and qualitative assessments were done. All current members of the 

three Iranian breast cancer support groups (n=56) participated in that study. Hospital 

Anxiety and Depression Scale (HADS) was used to assess the anxiety state of the 

participants. Comparing anxiety at baseline and follow-up, anxiety scores were 

significantly reduced (P=0.03) after 1-year participation in the support group. Analysis 

of the qualitative data indicated that group involvement was the most important factor 
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that contributed to the patients' improved psychological well-being. The findings of this 

prospective study suggest that participation in cancer support groups could have a long-

term effect on reducing anxiety in breast cancer patients (Montazeri et al., 2001). 

 Another interventional study to evaluate the effect of the multidiscipline 

mentor-based program on breast cancer patients was conducted in China. There were 

93 participants in the intervention group and 82 in the control group. The participants 

of the intervention group received peer mentoring by peer mentors, education by 

professionals and small group discussion. The intervention was delivered 8 weekly 

sessions in the first 2 months, as well as 3 sessions at 2 months, 6 months and 12 months 

after the intervention. Assessments were done at baseline (T1), 2 months (T2), 6 months 

(T3) and 12 months (T4) after the intervention. As a result, at T3, the intervention group 

showed significantly lowered anxiety scores compared to the control group (Ye et al., 

2016). 

 In the study of Lee, R., et al, 2013 in Korea, 85 newly diagnosed breast cancer 

patients (39 in the intervention group and 46 in the control group) participated. The 

intervention group received peer group support intervention by dyadic pair, once a week 

for 6 weeks, face-to-face or by telephone. After the intervention, anxiety scores showed 

no change in the intervention group (Lee et al., 2013). 

 An interventional study to evaluate the effect of Culturally Tailored Peer-

Mentoring and Education Intervention on anxiety and depression of breast cancer 

patients was conducted in the USA. There were 14 participants in the intervention 

group. The participants received peer mentoring by peer mentors and education by 

specialists, 10 sessions which were conducted weekly. After the intervention, anxiety 

scores revealed no change among the participants (Lu et al., 2014). 

 According to the above studies, while some studies reveal a significant effect of 

peer support intervention on anxiety state of breast cancer patients, some studies show 

no change in anxiety scores of participants. In this study, the effect of peer support 

multi-component intervention on anxiety state of breast cancer patients was tested. 
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 2.9.2 Depression 

 A prospective cohort study regarding anxiety, depression, and quality of life of 

breast cancer patients was done in Malaysia in 2011. In that study, 221 female breast 

cancer patients participated. They were recruited at the time of diagnosis of breast 

cancer. Data were collected at 3-time points; baseline, 6 months and 12 months. 

Depression was measured with the Hospital Anxiety and Depression Scale (HADS). 

That study revealed that depression is relatively low and does not change significantly 

at both 6 months and 12 months’ time point (Baseline - 6 months, p = 0.932; Baseline 

- 12 months, p = 0.428) (Ng et al., 2015). 

 A prospective study was conducted to assess the long-term impact of attending 

a peer support group on anxiety and depression of breast cancer patients before and 

after 1-year participation in the monthly support group meeting in Iran. In that study, 

both quantitative and qualitative assessments were done. All current members of the 

three Iranian breast cancer support groups (n=56) participated in that study. Hospital 

Anxiety and Depression Scale (HADS) was used to assess the depression state of the 

participants. Comparing depression at baseline and follow-up, depression scores were 

significantly reduced (P=0.008) after 1-year participation in the support group. Analysis 

of the qualitative data indicated that group involvement was the most important factor 

that contributed to the patients' improved psychological well-being. The findings of this 

prospective study suggest that participation in cancer support groups could have a long-

term effect on reducing depression in breast cancer patients (Montazeri et al., 2001). 

 An interventional study to evaluate the effect of Culturally Tailored Peer-

Mentoring and Education Intervention on anxiety and depression of breast cancer 

patients was conducted in the USA. There were 14 participants in the intervention 

group. The participants received peer mentoring by peer mentors and education by 

specialists, 10 weekly sessions. After the intervention, depression scores were 

significantly decreased among the participants (Lu et al., 2014). 

 Another interventional study to evaluate the effect of the multidiscipline 

mentor-based program on breast cancer patients was conducted in China. There were 

93 participants in the intervention group and 82 in the control group. The participants 

of the intervention group received peer mentoring by peer mentors, education by 
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professionals and small group discussion. The intervention was delivered 8 weekly 

sessions in the first 2 months, as well as 3 sessions at 2 months, 6 months and 12 months 

after the intervention. Assessments were done at baseline (T1), 2 months (T2), 6 months 

(T3) and 12 months (T4) after the intervention. As a result, at T2, the intervention group 

showed significantly lowered depression scores compared to the control group (Ye et 

al., 2016). 

 In the study of Gotay, C. C., et al, 2007 in the USA, 305 first recurrence breast 

cancer patients (152 in the intervention group and 153 in the control group) participated. 

The intervention group received telephone support by trained peer counselors, 4-8 

phone calls over 1 month. Three months after the baseline assessment, psychosocial 

distress and depressive symptoms showed no improvement in both the intervention 

group and the control group (Gotay et al., 2007). 

 In the study of Lee, R., et al, 2013 in Korea, 85 newly diagnosed breast cancer 

patients (39 in the intervention group and 46 in the control group) participated. The 

intervention group received peer group support intervention by dyadic pair, once a week 

for 6 weeks, face-to-face or by telephone. After the intervention, depression scores 

showed no change in the intervention group (Lee et al., 2013). 

 According to the above studies, while some studies reveal a significant effect of 

peer support intervention on depression state of breast cancer patients, some studies 

show no change in depression scores of participants. In this study, the effect of peer 

support multi-component intervention on depression state of breast cancer patients was 

tested. 

 2.9.3 Quality of Life 

 A prospective cohort study regarding anxiety, depression, and quality of life of 

breast cancer patients was done in Malaysia in 2011. In that study, 221 female breast 

cancer patients participated. They were recruited at the time of diagnosis of breast 

cancer. Data were collected at 3-time points; baseline, 6 months and 12 months. Quality 

of Life was measured with EORTC QLQ-C30 and QLQ-BR23 questionnaires. That 

study revealed that there was an improvement in the global health status/QoL at 12 

months as compared to baseline (Baseline - 12 months, p = 0.015) with no significant 

change at 6 months (Baseline - 6 months, p > 0.05). Among the five functioning scales, 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 53 

physical functioning shows significant improvement at 6 months (Baseline – 6 months, 

p = 0.001) and social functioning improves at 12 months (Baseline – 12 months, p = 

0.03). There is significant improvement in emotional functioning at both 6 and 12 

months (Baseline – 6 months, p = 0.002; Baseline - 12 months, p < 0.001). There are 

no significant changes in the other two functioning scales, namely, role and cognitive 

(Ng et al., 2015). 

 Quality of life (QOL) scores were assessed among 112 female breast cancer 

patients who completed active treatment for 1 to 3 years by a cross-sectional descriptive 

study in Brazil in 2014. Among them, 85 women were treated with chemotherapy, 

surgery, and radiotherapy; the other 27 women were treated with surgery and 

radiotherapy, with or without hormone therapy, but no chemotherapy. That study 

reported that that women who received treatment for breast cancer had diminished 

scores in all domains of QOL by SF-36 questionnaire, especially in the Role-Physical, 

Bodily Pain, and Role-Emotional domains. In addition, among treated women, those 

who received chemotherapy had lower QOL scores in the Physical Functioning and 

Role-Physical domains than did those who did not receive chemotherapy (Tiezzi et al., 

2017). 

 An interventional study regarding the quality of life of newly diagnosed breast 

cancer patients was conducted in the USA in 2006. There were 52 participants in the 

intervention group and 52 in the control group. Both groups received a consultation 

with an oncology nurse for all participants provided information and answered 

questions regarding treatment choices, side effects, clinical trials, and medical and/or 

community resources. The intervention group received peer support for 6 months by 

trained and supervised peer navigators. The participant and peer navigator met weekly 

by telephone, e-mail, or in person. Assessments were done at baseline, 3 months, 6 

months and 12 months. That study reported that quality of life scores of the participants 

of the intervention group significantly improved (FACT-BSW, group x time; P=0.01) 

compared with the participants of the control group (moderate effect size: Cohen’s d = 

0.41) (Giese-Davis et al., 2016). 

 Another interventional study to find the effect of peer education group meetings 

and peer support group meetings among breast cancer patients was done in the USA. 
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There were 88 participants in the intervention group and 85 in the control group. Among 

the participants of the intervention group, 58 breast cancer patients of Stage I or II 

received education intervention and all participants (n=88) received a peer support 

group meeting which was held once a week for 8 weeks. Assessments were done at 

baseline, 1-2 weeks after the group meetings ended, and 6 months later. That study 

revealed that peer support interventions have positive short-term effects on well-being, 

among women with late and early-stage breast cancer, and these effects are partially 

mediated by changes in life purpose. Education interventions have positive short-term 

effects on well-being among women with early-stage breast cancer (Mens et al., 2016). 

 An interventional study to evaluate the effect of peer-led education on the 

quality of life of breast cancer patients was conducted in Iran. There were 49 

participants in the intervention group and 50 in the control group. The intervention 

group received a peer-led education intervention weekly for 1 month by trained peer 

educators. Assessments were done before, immediate and 2 months after the 

intervention. That study reported that global health status was significantly improved 

in the intervention group after the intervention compared to the control group. 

Moreover, functional scales (role, emotional cognitive and social) were improved 

significantly except physical function in the intervention group. Regarding symptom 

scales, fatigue insomnia, pain, and loss of appetite revealed a significant decline in the 

intervention group. All breast cancer-specific functional scores were also increased in 

the interventional group. All breast cancer-specific symptom scales except arm 

symptom improved significantly in the intervention group compared to the control 

group after the intervention. Time was a significant factor for changes in that study 

(Sharif et al., 2010). 

 Consistent results were also revealed in the following interventional studies. In 

the study of Cho, O., Yoo, Y., & Kim, N., 2006 in South Korea, 55 breast cancer 

patients (28 in the intervention group and 27 in the control group) participated. The 

intervention group received psychology-based education by a specialist once per week 

for 10 weeks, exercise sessions twice per week for 10 weeks and peer support group 

activity once per week for 10 weeks. After the intervention period, significantly 
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improved QOL scores were resulted among the intervention group compared to the 

control group (Cho et al., 2006). 

 In the study of Tehrani, A. M., et al, 2011 in Iran, 61 breast cancer patients (30 

in the intervention group and 31 in the control group) participated. The intervention 

group received peer-led meetings twice monthly for 3 months. The Control group 

received 6 education sessions by a specialist. After the intervention period, 5 out of 8 

sub-scales of QOL scores (physical, vitality, social functioning, emotional and mental 

health) significantly improved among the intervention group compared to the control 

group (Tehrani et al., 2011). 

 In the study of Taleghani, F., et al, 2012 in Iran, 100 breast cancer patients (50 

in the intervention group and 50 in the control group) participated. The intervention 

group received face-to-face contacts or telephone contacts with the peer group during 

the treatment (chemotherapy and radiotherapy) and after completing the treatment. 

After the intervention period, QOL scores of the intervention group significantly 

improved compared to the control group (Taleghani et al., 2012). 

 In the study of Napoles, A. M., et al, 2015 in the USA, 151 breast cancer patients 

(76 in the intervention group and 75 in the control group) participated. The intervention 

group received peer-delivered community-based stress management intervention, once 

a week for 8 weeks, face-to-face at home. After the intervention period, QOL scores 

were assessed at baseline, 3 months and 6 months. For those assessments, QOL scores 

of the intervention group significantly improved compared to the control group 

(Napoles et al., 2015).  

 According to the above studies, these studies consistently revealed a significant 

effect of peer support intervention on the quality of life of breast cancer patients. In this 

study, the effect of peer support multi-component intervention on the quality of life of 

breast cancer patients was tested.  
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2.10 Counseling 

 Counseling is a method of helping people, but it is a modified method that 

includes the utilization of specific verbal, non-verbal and relationship skills to assist 

change so that the person seeking help can feel better and find new means of thinking 

and behaving. 

 People always deal with upsetting periods in their lives in their particular means. 

Some people can adapt easily and can solve their psychological difficulties by seeing 

things through on their own. Other people may have chat with a companion, family 

member or friend. Though, there are many people who don’t have anyone to have chat 

about personal problems or who want to solve their problems by talking to a counselor 

rather than someone who is familiar with them well. Sometimes, it may be easier for a 

person to have chat with a counselor about very personal problems than to risk hurting 

a connection by revealing close personal information to someone who is familiar with 

them well. There are many explanations why people might need counseling because 

they have experienced a physical or psychological problem, being bothered by disease, 

or having grieved several types of loss. When they come for counseling, people assume 

that they will be able to have a chat with someone else in confidence about their 

difficulties with the expectation of discovering answers and feeling better. 

 Counseling to have occurred, the person seeking help will have to talk about the 

problems that are making them trouble and this will comprise self-revealing 

information that may not have been told with anyone else. When reliance improves in 

a counseling connection, the person seeking help can expose friendly and vulnerable 

levels of self-disclosure. Because counseling includes self-disclosure, the relationship 

is important to the counseling process. 

 Good counseling relationships purposely develop interaction between the 

person seeking help and the counselor by forming an atmosphere of security. It is vital 

to respect a person’s need or desire for confidentiality and to give time for them to self-

revealing at a step that is appropriate for them. Counseling includes a distinct type of 

connection between the counselor and the person seeking help. Sometimes the 
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connection is a face-to-face connection and sometimes it is delivered by phone. In the 

recent internet world, this could be done electronically. 

 A chief goal of the counseling process is to assist people to change. The persons 

seeking help have to be able to do changes in the manner they think and the approach 

they do so that they are not possible to repeat patterns of thinking and behaving which 

can develop negative results for them. 

 Counselors usually will not provide advice. People will feel better just because 

they have had a chance to share their difficulties with another person who is trained to 

listen. This is the most important method in which a counselor can see the needs of the 

person, by listening. Furthermore, if a person can find themselves, during a counseling 

period, better means of thinking about, replying to, dealing with, and handling the 

conditions and problems that make them trouble, then they are probable to feel better. 

They are also probable to feel content with the result, even though they may not have 

got any guidance. 

 The interest of both the person seeking help and the counselor is to endorse 

continuing long-term change, rather than to occupy in short-term problem-solving. It is 

important, if counselors feel satisfied with their work, that the person seeking help can 

alter and develop in such a way that they acquire to handle, as much as is accurately 

possible, on their own without pursuing more counseling each time a new difficulty 

ascends. 

 An important aim for a counselor is to help a person to find themselves how to 

become more self-confident and how to feel self-assured about their capacity for 

making decisions. In the long-term, it is not supportive of anyone to become in need of 

advice from a counselor. It is far well for them to be self-confident, and capable of 

creating and believing their own decisions. 

 2.10.1 Desirable counselor qualities when using an integrative approach 

 For an operative counseling rapport to be attained, counselors applying an 

integrative method should attempt to be congruent, empathic, warm and sensitive with 

a good rapport, non-judgmental with unconditional positive regard and attentive, 

understanding and supportive. 
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 An effective counselor more listens than talks, and what they talk provides the 

person seeking help a sense of being picked up and understood. The role of the 

counselor includes serving the person seeking help to discover their world and thus to 

make sense out of their inner misperception. It is not the counselor’s role to walk in the 

direction in which a person goes, but rather to offer the atmosphere in which they can 

best choose where to go. The counselor goes together with them on their trip of 

discovering, working cooperatively with them by decisively creating the use of 

counseling skills within a process that helps change. 

 Counselors have to know their views and values so that they can respect the 

values of the person seeking help and they are not confused during counseling by trying 

to reform their values. Counselors are not to try to impose their views or values on the 

person seeking help.  

 All counselors have an ethical concern to have regular supervision from a 

trained and experienced supervisor who is also a counselor. This is a necessity not only 

during the training period but also throughout the professional career of the counselor. 

Whenever a value conflict develops with counseling work, it is important to discuss 

with the supervisor about the problems involved. By doing this trained counselors will 

decrease the possibilities of future situations where the effectiveness of the counseling 

might be negatively affected by the particular value in the question. 

 2.10.2 Learning Foundation Skills 

 The counseling process is also dependent on the utilization of several individual 

counseling skills. A new counselor has to become proficient in the use of these because 

when used properly they greatly improve the quality and success of the counseling 

process. When conversational skills of counselors are evaluated, the result will reveal 

that small component of valuable verbal counseling behavior. These can be defined as 

counseling micro-skills. 

 Joining and Listening 

 The environment of the connection is established right from the start and it is 

very important. The counselor has to try to meet the person seeking counseling in a 

person-to-person meeting where the counselor is not unapproachable, is neither 
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superior nor inferior, but is friendly, open and informal. The counselor can collect a lot 

of information such as the manner they are sitting or standing, their non-verbal actions 

and the dresses they are wearing, without any question. By doing so, the counselor can 

pick up something about the person seeking help how they see themselves, and how 

they want to be seen. Moreover, the counselor can gradually make an image of their 

world and of their vision of that world. 

 The counselor has to start to create a connection and put the person at comfort 

before going forward on problems. The person will be invited to discuss their problems. 

It is helpful to invite in empowering an anxious person to start to talk. When they begin 

to talk it is important that they have to know you are listening and picking up to what 

they are saying. As a helper, the counselor has to be careful to proclaim the right 

messages. 

 The counselor can assist the person seeking help to sort through their 

misperception by listening to what the person says, identify their problems, explore 

their choices, and conclude the counseling session feeling that something helpful has 

happened. The counselor, therefore, has to listen very carefully to everything that the 

person is saying and to recall, as much as possible, the particulars of the chat. Listening 

with interest includes the utilization of minimal responses, brief invitations to continue, 

non-verbal behavior, voice, and silence. 

 Reflection of Content (Paraphrasing) 

 Reflection of content or paraphrasing is a very valuable basic micro-skill. It can 

be viewed as a fundamental micro-skill because it is perfect to use in combination with 

any other micro-skills. To paraphrase the meaning of the person’s saying, the counselor 

needs to listen carefully and to repeat it in the counselor’s arguments. By doing so, the 

person feels that the counselor hears them and also becomes more fully attentive to 

what they are saying. Then they can enjoy the importance of what they are saying and 

to better reform their misperception. 

 Reflection of Feelings 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 60 

 Reflection of feelings is one of the most helpful micro-skills when used suitably 

at proper times in the counseling procedure. Reflection of feelings is similar to 

paraphrasing because it includes reflecting on the information of the person delivered 

by them. Though, it is different because it includes reflecting emotional feelings, 

whereas paraphrasing includes reflecting the information and feelings that build up the 

content of what they have said. 

 Reflection of Contents and Feelings 

 Furthermore, the counselor can combine reflection of content and reflection of 

feelings by reflecting both content and feeling in a single statement. It is often suitable 

to combine these two micro-skills. The statement should be short and not lengthy. A 

trusting connection has to be established which may enable the person to explore the 

most painful problems of their life, and so to go forward out of misperception. 

 Use and Abuse of Questions 

 Problems can be developed when asking pointless questions or when asking 

questions at incorrect times. There are two categories of questions: open questions and 

closed questions. Both are useful in counseling procedure and it is important to 

understand the difference between these two types of questions. Closed questions are 

questions that prime to a particular answer. Usually, the answer to a closed question is 

very little. The open question is different from the closed question. It provides the 

person being asked the question a lot of opportunities, permits them to explore any 

related area, and encourages them to freely reveal additional matters. It is commonly 

desirable to utilize open questions rather than closed questions. Closed questions are 

suitable when helping a person to be more detailed, or when certain information is 

needed. 

 Summarizing  

 Summarizing is a process that has to be done during a counseling procedure so 

that the person seeking help can simplify their concepts and combine the various 

components of what they are talking into a reasonable form. Especially, on the way to 

the end of the counseling period, it is often practical for the counselor to summarize the 
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main concerns that were discussed during the session. By doing so, the counselor draws 

together the views, concepts, and moods that were expressed during the counseling 

period, making the person feel less confused and to face their life condition. 

 Matching Language and Metaphor 

 For a counselor, it can be supportive to sit in a similar manner to the person 

seeking help, to have chat in the same manner and with the same tone of voice, and to 

match their breathing. By doing so, the person can feel of association with the 

counselor, and then they will feel relaxed, harmless, and able to share willingly. 

 The counselor can join the person seeking help in another means by utilizing a 

similar language to the language utilized by the person seeking help. If the person is 

using mainly ‘seeing’ language, then it can be beneficial for the counselor to utilize 

‘seeing’ language too. Likewise, if the person is using ‘hearing’ language or ‘feeling’ 

language, it will be useful for the counselor to utilize the same language. By doing so, 

they are possible to improve the person-to-person connection. Matching a person’s 

chief mode and any metaphor utilized can benefit in the joining process. 
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 Creating Comfortable Closure 

 It is equitably common for the counseling period to be 1 hour. When the session 

becomes near to finish, it is sometimes suitable for the counselor to deliver a summary 

of the discussed points during the discussion. The counselor might also add a statement 

regarding aims for the future and the likelihood of future counseling sessions being 

needed. During finishing time, it is helpful to provide some positive reactions, 

specifically as people usually seek help from a counselor at times when their self-

confidence is low. When concluding a counseling session, no more questions or 

reflection of content or feelings are required. For those who need the next counseling 

session, it may be necessary for the counselor to discuss an ongoing agreement and 

make sure that they are welcome to make a new session.  
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2.11 Peer Group Support 

 Peer support groups are appreciated deals and means that bring together persons 

affected by a similar condition so they can find out solutions to solve shared difficulties 

and feel reinforced by others who have had similar experiences and who may know the 

situation of each other better. Peer support groups are facilitated by members for 

members so the main concerns are directly based on their requirements. Peer support 

groups also provide members to be beneficial from naturally occurring social support 

in the community forming unique interactions that may not otherwise have been 

possible (WHO, 2017b). 

 One-to-one peer support and internet and media-based peer support can also be 

as valuable as peer group support. Every person will not be able to or want to meet face-

to-face, so telephone chatting, online discussions, the internet, and social media can be 

potential substitutions. Peer support facilities can be delivered by different 

organizations. Though, the significance of utilizing independent peer organizations to 

deliver services should be highlighted in terms of utilizing their distinctive capability 

to generate a place for people to join outside structured one-to-one or group supports. 

Through this community approach, people can create natural interactions with people 

of their choice in their environments (WHO, 2017b). 

 Peer support groups can be established on a formal type with paid peer group 

leaders trained by specialists or on an informal type with volunteer peer leaders. Peer 

leaders facilitate discussions in a group and take responsibility for the improvement and 

effectiveness of the group. They have to establish meetings, show up on time, open the 

discussion, provide leadership and listen to group members and arrange for an 

additional facilitator if they are not present. Peer leaders may have experienced, but 

they are not probable to have answers to all the questions that arise during group 

discussion (WHO, 2017b).  

 Depending on the aim of the group, the peer support group will have open or 

closed membership. Each type of group has advantages. Anyone who wants to partake 

can join with open membership. Members generally join and stop to join by their 
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desires. This type of membership permits people to join meetings whenever they want 

and facilitates people to receive peer support with short notice (WHO, 2017b). 

 For closed membership types, only people who have been acknowledged into 

the group are permitted to join meetings. People who want to join the group have to 

meet current members before the peer support group meeting to understand 

requirements and opportunities. This type of membership permits members to get to 

understand each other better over time, resulting in believing interactions and a safe 

atmosphere to share private experiences. For some group members, it can be supportive 

to have chat about the implication of the group as a unit and attendance of each other 

in the group. For some members, it could be imperative to know that their attendance 

is evocative and essential for the other members. Membership of a group can offer 

people with a sense of resolution and connectedness (WHO, 2017b). 

 It is helpful for members to know the contact person for joining the group, time 

of the meeting, duration of the meeting, venue of the meeting, ethics and ideologies, 

privacy, guidelines, a short explanation of the procedure of the group meetings and 

benefits of the meetings. 

 Formal peer support groups normally have more described roles and 

responsibilities, for example, a definite peer leader for each meeting. This structure can 

lead to more competent decision-making and operation of actions. Informal peer 

support groups usually have less hierarchy, permitting members to have changeable and 

lively roles. They can also let for more flexibility in development and applying actions 

(WHO, 2017b). 

 It is good to take a break during the meeting. Have foods and drinks, and allow 

people to move in the room. It will offer a chance for them to talk to each other, which 

is most beneficial for those who are difficult to talk in a group setting. It can also help 

in generating a more stress-free and relaxed environment where group members can 

interact on different means (WHO, 2017b). 

 Admiration for the confidentiality of other members within peer support groups 

is principally important. People often share personal stories and are often only able to 

do so after having established a trustworthy rapport with group members. It is very 
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important to respect this reliance and for group members to keep confidential to all 

information and stories shared during meetings (WHO, 2017b). 

 The benefits of peer group support are extensive and can embrace the 

establishment of a secure atmosphere to talk freely and share feelings and opinions 

about their recent condition and difficulties; sharing of information and understandings 

and getting knowledge from others in related circumstances that can helpful to offer 

thoughts and explanations to solve difficulties that group members are experiencing; 

the chance to shape new interactions and reinforce social support linkages which 

support to decrease loneliness and feelings of isolation; sharing of knowledge about 

existing community resources and useful support to support group members gain 

resources and support (WHO, 2017b). 

2.12 Peer Support by Telephone 

 The methods of connecting to patients develop as technology evolves. This 

advantage can be used in the health care system in delivering education, information, 

and support by the telephone, internet and other methods (e.g., CDROM) to assist in 

the prevention and management of the disease. In addition to these health services, 

psychologists have improved psychotherapeutic interventions to integrate such 

technologies. Although there is a scarcity of study on the effectiveness of such 

psychosocial services in comparison with face-to-face interventions, researchers have 

started to study the effectiveness of these approaches. Telephone-based interventions 

have been engaged as a method of overwhelming barriers such as time limitations, 

transportation difficulties, caregiving duties, stigma concerns, disability, living in a 

remote area, to the old-style method of delivering management face-to-face (Nezu et 

al., 2012). 

 In addition to the resources obtainable to cancer patients, psychologists have 

adjusted psychotherapeutic interventions to a plan applicable through telephone. Many 

of these interventions have been established to identify problems in association with 

cancer (e.g., fatigue and depression). Although telephone-based interventions are not 

the main method to be delivered, some inquiries have reinforced the significance of this 

method in reducing symptom severity and in improving self-management. Researchers 
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determined that the intervention through telephone was a feasible method of delivering 

psychosocial services to cancer patients. The utilization of telephone-based 

psychotherapeutic interventions can decrease symptoms of depression in cancer 

patients, with the added advantage of lower attrition rates than those usually found in 

face-to-face psychotherapeutic interventions. This kind of intervention can offer a way 

of providing intervention at a lower cost in a timely way, in a way that may be more 

appropriate to users with less stigmatization, with improved control by both providers 

and patients, and through a way that reduces geographic, time-, and mobility-based 

remoteness barriers (Nezu et al., 2012). 
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 Breast cancer patients need counseling greatly and they also want to talk with 

somebody who has the same experience struggling and facing the same situation for 

returning to normal life (Sharif et al., 2010). About 30% of cancer patients have mental 

and emotional difficulties which should be treated properly by some intervention such 

as social or psychological support for their disease in every phase (Tehrani et al., 2011). 

 Psychosocial interventions are established for improving psychological 

regulation. Different kinds of interventions are established for different kinds of 

focuses. Among them, the two most commonly delivering interventions are health 

education and peer support intervention. Health education concentrates on delivering 

info concerning the disease and managing approaches. Peer support intervention 

concentrates on delivering the occasion to talk about their disease with the others who 

have the same experiences. These kinds of interventions are able to fill the gaps of 

various social and psychological necessities and are helpful for various kinds of patients 

(Mens et al., 2016). 

 Peer support interventions are initially established to deliver social support to 

patients. Later, the researchers found that peer support intervention may be helpful for 

maintaining life to be meaningful and purposeful. Among cancer patients, 

psychological interventions can promote not only the meaning of life but also health 

status (Mens et al., 2016). Peer group interventions using psychosocial support methods 

are very helpful for the group of patients with the same disease (Tehrani et al., 2011). 

 

 In this study, the effect of peer support multi-component intervention including 

peer individual counseling, peer group meeting and peer support by telephone on 

anxiety, depression, and quality of life of female breast cancer patients were tested. 
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2.13 Behavioral Model of Health Services Use 

 Access to healthcare services can be defined as the real utilization of individual 

health services and all that enables or hinders their utilization. Access means not only 

going to a healthcare center but also receiving accurate services at the correct time to 

encourage better health results. Hypothesizing and determining access is crucial to 

accepting and producing healthcare policy in many methods such as foreseeing 

utilization of healthcare services, encouraging social fairness, and increasing the 

success and competence of delivering healthcare services. 

 In this study, a theoretical context based on a behavioral model of healthcare 

services utilization is applied which highlights contextual as well as individual 

determinants of accessing healthcare services. Also reviewed are the extents of access 

defined in accordance with the constituents of the context and how access can be 

upgraded for every aspect. 

 According to this model, concentrating on contextual as well as single factors 

best achieves increasing access to healthcare services. The context contains healthcare 

association and provider-related elements and public features.    

 

Figure  2Behavioral model of health services use [Source: (Andersen and Davidson, 

2001)] 
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 The key elements of contextual characteristics are arranged similarly as 

individual characteristics including (i) predisposing situations for using or not using of 

healthcare services although which are not straightly related to the utilization, (ii) 

enabling situations which assist or hinder the utilization of healthcare services, and (iii) 

need or situations which are identified by the patients or the healthcare professionals.  

 2.13.1 Contextual Characteristics 

 Demographic features contain the age, sex, and married status structure of the 

public. Relevant measurements for social characteristics contain education, race and 

ethnicity, percentage of current migrants, occupational status, and rate of criminality. 

Values and cultural norms and dominant political viewpoints of community or 

organization concerning how healthcare services have to be planned, funded and 

prepared available to the people refer to beliefs. 

 Healthcare plans, funding characteristics, and institutions are involved in the 

Contextual Enabling Characteristics. 

 Need characteristics of environment and community health indicators are 

included in Contextual Need Characteristics.  

 2.13.2 Individual Characteristics 

 Demographic characteristics for example age and sex of the people are natural 

requirements suggestive of the possibility in need of health services. Social factors 

contain education, occupation, ethnicity, people’s social network, and social 

communications. Beliefs regarding health contain knowledge, attitude, and value that 

the individual has concerning health and services regarding health. 

 Funding for healthcare services for people includes the earnings and belongings 

of them to use in healthcare services. The organization of healthcare services for the 

individual includes methods of transportation, time of transportation to care and time 

of waiting for care.  

 The individual’s assessment of the health status and determined status by 

themselves refer to a perceived need. Findings and assessments about an individual’s 

health condition and requirements for healthcare by healthcare personnel refer to 

evaluated need. 
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 2.13.3 Health Behaviors 

 Personal health practices contain nourishment, physical activity, reduction of 

worry, alcohol drinking and smoking, self-maintenance, and the regular taking of 

healthcare. The medical care process relates to therapy and health education to the 

patient, investigation, recommending treatment, and features of the relationship 

between patients and healthcare providers. Personal health services use is the crucial 

element of healthy activities in a complete model of access to healthcare.  

 2.13.4 Outcomes 

 Perceived health, evaluated health and consumer satisfaction includes in 

outcomes of the utilization of healthcare services.  

 In the figure, feedback returns from outcomes to health behaviors, individual 

characteristics, and contextual characteristics. Feedback permits visions on how to 

upgrade access. Feedback can also happen at the community level, institutional level or 

the national level. Displeasure among the community may eventually make 

modifications of health policy at the national level and successive developments in 

supporting and forming healthcare services intending to increase access to care 

(Andersen and Davidson, 2001). 

 

 The construct validity of my conceptual framework comes from the theoretical 

framework of the Behavioral Model of Health Services Use by Andersen because this 

theoretical model is for health behavior for using health services. In my study, only 

Individual Characteristics, Health Behaviors, and Outcomes are adopted from the 

original model. Predisposing Factors, Enabling Factors and Need Factors are assessed 

as the Individual Characteristics. The use of Personal Health Services is assessed as 

Health Behaviors. Although it is different from the model because it is not the free 

choice for the patients, they agree to use the health services by giving consent. But in 

the future, this kind of healthcare will be one of the health services that the patients can 

choose as their wish freely. Anxiety, Depression, and Quality of Life which are adopted 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 71 

as Perceived Health, and Consumer Satisfaction are assessed as the Outcomes in my 

study. By reviewing the literature, the Behavioral Model of Health Services Use by 

Andersen was widely used in many studies as the conceptual framework, and, therefore, 

this study adopted a suitable theoretical framework (Babitsch et al., 2012). 
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2.14 Validity and Reliability of the original questionnaires for Anxiety, 

Depression, and QOL 

 In this study, to assess the anxiety and depression status of the participants, 14 

questions (7 for anxiety and 7 for depression) were adopted from Hospital Anxiety and 

Depression Scale (HADS), Self-rating Anxiety Scale (SRAS) and Self-rating 

Depression Scale (SRDS). 

 The quality of life status of the participants was assessed by the European 

Organisation for Research and Treatment of Cancer, Quality of Life Core Questionnaire 

(EORTC QLQ-C30) which consists of 30 questions and Breast Cancer Module 

(EORTC QLQ-BR23) which consists of 23 questions. 

 The Hospital Anxiety and Depression Scale (HADS) questionnaire was 

developed by A. S. Zigmond and R. P. Snaith, Department of Psychiatry, St. James’ 

University Hospital, Leeds, Yorkshire, England in 1982 (Zigmond and Snaith, 1983). 

The correlation between HADS and other commonly used questionnaires (such as 

Beck’s depression inventory, the state-trait anxiety inventory, clinical anxiety scale and 

symptom checklist 90 scale) was 0.60 to 0.80 describing medium to strong correlations. 

When the depression part of HADS was compared to the Montgomery Asberg 

Depression Rating Scale, the same level of correlations was found. Therefore, the 

concurrent validity of HADS is good to very good (Bjelland et al., 2002). The internal 

consistency reliability of the questionnaire by Cronbach’s alpha coefficient was 0.87 

for the anxiety subscale and 0.81 for the depression subscale (Djukanovic et al., 2017).  

 Self-rating Anxiety Scale (SRAS) and Self-rating Depression Scale (SRDS) 

were developed by Dr. Ohn Hlaing and Dr. Ohn Kyaw in 1977 in Myanmar. A cross-

validation study conducted by Dr. Ohn Hlaing and Dr. Ohn Kyaw among 50 clinically 

diagnosed anxiety cases and 52 normal individuals correctly classified 98% of clinically 

anxious patients by this scale and only 2 false negatives were found. Classification of 

the severity of anxiety using this scale was validated against the clinician’s rating of 

anxiety, and the validity calculated in the contingency coefficient was 0.64 (p < 0.001). 

A split-half reliability study by content was done on the validation sample, and the 

reliability coefficient calculated in spearman’s rho was 0.86 after correction by 
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Spearman-Brown formula (Win et al., 2017b, Win et al., 2017a). The internal 

consistency reliability of the questionnaire by Cronbach’s alpha coefficient was 0.93 

for SRAS (Win et al., 2017b) and 0.93 for SRDS (Win et al., 2017a) in the Myanmar 

population in 2015.  

 The EORTC QLQ-C30 questionnaire was developed in 1993 and the EORTC 

QLQ-BR23 questionnaire was developed in 1996 by The European Organization for 

Research and Treatment of Cancer (EORTC) (Scott et al., 2008). The concurrent 

validity of the QLQ-C30 questionnaire was tested against EuroQol Group’s 5-domain 

questionnaires (EQ5D) using Pearson Product Moment Correlation. The correlation 

between the two instruments revealed a moderately strong correlation (r=0.597; 

P<0.001). The internal consistency reliability of the questionnaires using Cronbach’s 

alpha test revealed 0.846 for QLQ-C30 and 0.873 for QLQ-BR23 respectively 

suggesting good reliability (Tan et al., 2014).  
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CHAPTER (III) 

RESEARCH METHODOLOGY 

3.1 Study Design 

 The study design was a randomized controlled trial. 

3.2 Study Area  

 This study was conducted in Shwe Yaung Hnin Si Cancer Foundation Clinic 

which is located in Botahtaung Township, Yangon, Myanmar. 

3.3 Study Population 

 In this study, the study population was female breast cancer patients who were 

undergoing chemotherapy at Shwe Yaung Hnin Si Cancer Foundation Clinic. 

3.4 Study Period 

 The study period was from December 2018 to December 2019. 

3.5 Sample Size 

 Sample size was estimated by the test “difference between two independent 

means (two groups)” by G*power 3.1.9.2 software with 

 Mean group 1  = 91.15     (Sharif et al., 2010) 

 Mean group 2  = 80.27 

 SD group 1  = 13.22 

 SD group 2  = 20.032 

 α err prob  = 0.05 

 Power (1 – β err prob)  = 0.80 

 Allocation ratio N2/N1  = 1 

 Calculated sample size was 31 per group (intervention or control). 

 The expected drop-out rate was to be 20% (6). Therefore, the estimated sample 

size for each group was 31 + 6 = 37. The total sample size was 74. 
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3.6 Sampling Method 

 3.6.1 Inclusion Criteria for Participants 

 Newly registered female breast cancer patients at Shwe Yaung Hnin Si 

Cancer Foundation Clinic for chemotherapy regardless of taking surgery or 

radiotherapy 

 With the ECOG performance status of 0-2 (Zimmermann et al., 2014). 

 Age of 18 years and older (Zimmermann et al., 2014). 

 Have a mobile phone and can communicate 

 Who are willing to participate and give written consent to participate in the 

study 

 3.6.2 Exclusion Criteria for Participants 

 Breast cancer patients who face the occurrence of stressful occasions 

(passing of close relatives/friends, divorce, etc.) throughout the study period 

(Shayan et al., 2017). 

 Recurrent breast cancer patients 

 Who receiving second or later cycles of chemotherapy 

 Who cannot give verbal consent to attend the intervention sessions regularly 

according to the study plan (for the intervention group) 

 

 The breast cancer patients who register for chemotherapy were screened for 

eligibility. Eligible patients were requested to take part in the study. When the patient 

approved to take part, they were randomly allocated into the intervention group or the 

control group by block randomization to ensure that intervention and control groups are 

balanced in terms of the number of participants (Ferreira and Patino, 2016). 

 There were 4 participants in 1 block. There were 2 pieces of paper for the 

intervention group and 2 pieces of paper for the control group in a bowl. The consented 

participant drew a piece of paper from that bowl and she was allocated into the group 
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that described on her piece of paper. This procedure was continued until getting the 

required sample size of 74 (37 participants in each group) as shown in Figure (3). 
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Figure  3Sample Selection Flow Chart 
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3.7 Intervention 

 3.7.1 Recruitment of Peer Counselors 

 The processes of recruiting peer counselors, conducting training for them and 

conducting peer support intervention to the new breast cancer patients were approved 

by the authorized person of the cancer foundation before starting the study. 

 With the help of the administrative nurse of the foundation clinic, the researcher 

made a telephone call to the breast cancer survivors who completed the chemotherapy 

formerly at the foundation clinic. The brief explanation of the objective and plan of the 

study was done by the researcher in this telephone call, and they were invited to the 

meeting to be held at the foundation clinic for a detail explanation. A total of 25 

survivors attended the meeting. 

 After detail explanation of the study, 12 peer counselors were recruited for the 

peer support intervention by the following criteria; 

 (1) Who already completed the major treatments for breast cancer 

 (2) Who is the former patient received chemotherapy at Shwe Yaung Hnin 

Si Cancer Foundation Clinic 

 (3) Who is at least 1-year post-treatment with no recurrence (Allicock et al., 

2017) 

 (4) Who is free from anxiety and depression state screened by SRAS and 

SRDS questionnaire 

 (5) Who is fond of staying and sharing the experience with other people 

 (6) Who has time for attending the training program and conducting the 

intervention program 

 (7) Who is willing to participate in this study as the peer supporter 
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 3.7.2 Training for the Intervention 

 The recruited 12 peer counselors attended the training program for the peer 

support intervention which was conducted by an experienced clinical psychologist as 

the principal trainer, and the researcher as the co-trainer at Myanmar Psychological 

Association. The total hours of the training program for peer facilitators were 50 hours 

within 4 weeks duration. The training program consisted of three components as follow; 

 (1) Training for peer individual counseling 

 (2) Training for the peer group meeting 

 (3) Training for peer support by telephone 

 

Training for Peer Individual Counseling 

 The peer counselors received the 30 hours training for basic personal counseling 

including role-play and practice sessions conducted by the principal trainer at Myanmar 

Psychological Association as shown in Table (8). 

Table  8Training program for peer individual counseling 

Sr. 

No. 

Training 

Day 

Morning Session 

(2 hours and 30 minutes) 

Afternoon Session 

(2 hours and 30 minutes) 

1 Day 1 Introduction to Counseling Joining and Listening 

2 Day 2 Reflection of Content Reflection of Feelings 

3 Day 3 
Reflection of Contents and 

Feelings 
Use and Abuse of Questions 

4 Day 4 Summarizing 
Matching Language and 

Metaphor 

5 Day 5 Creating Comfortable Closure Assessment for Trainees 

6 Day 6 Self-efficacy and Empathy 

Education for side effects of 

chemotherapy and 

management of these side 

effects, healthy eating and 

physical activity** 

** This training session was conducted by the researcher using the education booklet 

described detail in Appendix F.  
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 For learning basic personal counseling, each training session was started with 

the lecture by the trainer regarding the respective topic of the program. After the lecture, 

the trainees did role-play and practice session and it took about 10 minutes for each 

practice session. 

 The trainees practiced the relevant micro-skill regarding counseling in a group 

setting. The practice session was done in a triad or a group of three trainees. One trainee 

took the role of counselor, a second trainee took the role of a person seeking help, and 

the third trainee took the role of observer. The room was set up with the chairs to be; 

the person seeking help faced the counselor and the observer watched both. 

 The person seeking help in the triad presented a current and real personal 

problem of her own.  The counselor in the triad listened and practiced the micro-skills 

that had been taught up to that point. It is possible to achieve an effective counseling 

session by exclusively using only one or two micro-skills. The observer’s role in the 

triad was to take notes of anything significant she observed during the counseling 

practice session. The observer did not make judgments about what should have done 

but rather had the task of observing, as objectively as possible and without making 

interpretations, what actually happened during the practice session. The observer may 

notice that when the trainee counselor made a particular response, there was a change 

in the verbal or non-verbal behavior of the person seeking help. The observer may also 

notice tones of voice used, the pace of speaking, silences, and the use of particular skills. 

The observer did not interrupt, but the information noticed by the observer was fed back 

to the trainee counselor and the person seeking help at the end of the session. 

 At the end of each practice session, the observer shared her observations with 

the other two members of the triad. After that, the person seeking help was given the 

opportunity to talk about how she felt during the counseling session, and finally, the 

trainee counselor explored her feelings, sharing with the group how the session was for 

them. 

 The trainer also performed counseling to a randomly selected trainee to discuss 

a real problem in front of the training group. After this session, the other trainees 

discussed what they have observed. 
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 Training for health education program was conducted by the researcher using 

the education booklet described detail in Appendix F. In this booklet, the most common 

side effects of chemotherapy (such as hair loss, loss of appetite, nausea, vomiting, and 

fatigue) were described. The methods for controlling these side effects and tips for 

maintaining healthy body weight were also discussed in this booklet. Additionally, 

suitable foods for cancer patients were discussed in the healthy eating section. Regular 

physical activity was also advised in this booklet. The information described in this 

booklets were discussed during the training session. The trainees also shared their 

experience regarding chemotherapy and its side effects. The trainees were instructed to 

use this education booklet in the health education session of the intervention program. 

The trainees also knew that this education booklet would also be provided to the 

participants of the intervention group.  
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Training for Peer Group Meeting 

 The peer counselors also received the 10 hours training for peer group meetings 

conducted by the principal trainer at Myanmar Psychological Association as shown in 

Table (9). 

Table  9Training program for the peer group meetings 

Sr. 

No. 

Training 

Day 

Morning Session 

(2 hours and 30 minutes) 

Afternoon Session 

(2 hours and 30 minutes) 

1 Day 7 
Introduction to Peer Group 

Meeting 

Introduction, Explore the Topic 

and Encourage to Share 

2 Day 8 
Identifying Need or Common 

Purpose 

Action Planning and 

Summarizing Key Discussion 

Points 

 

 In the training of peer group meetings, each training session was designed to 

provide the trainees with the content on introduction, exploration of the topic and 

encouraging to share, identifying a need or common purpose, action planning and 

summarizing key discussion points (WHO, 2017c). 

 Each training session was started with the lecture by the trainer regarding the 

respective topic of the program. After the lecture, the trainees did role-play and practice 

sessions. 

 All trainees practiced the facilitation skill regarding peer group meetings in a 

group setting. The trainees were divided into two groups for the practice session and 

each group had six trainees. For each group, one trainee took the role of facilitator, and 

the other five trainees took the role of persons seeking help and the group practiced the 

peer group meeting. The practice sessions were supervised by the principal trainer. 
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Training for Peer Support by Telephone 

 The peer counselors also received the 10 hours training for telephone support 

conducted by the principal trainer at Myanmar Psychological Association as shown in 

Table (10). 

 

Table  10Training program for peer support by telephone 

Sr. 

No. 

Training 

Day 

Morning Session 

(2 hours and 30 minutes) 

Afternoon Session 

(2 hours and 30 minutes) 

1 Day 9 
Introduction to Support by 

Telephone 

Introduction, Explore the Topic 

and Encourage to Share 

2 Day 10 Identifying Need or Purpose 

Action Planning and 

Summarizing Key Discussion 

Points 

 

 In the training for telephone support, each session was designed to provide the 

trainees with the content on introduction, exploration of the topic and encouraging to 

share, identifying need or purpose, action planning and summarizing key discussion 

points. 

 Each training session was started with the lecture by the trainer regarding the 

respective topic of the program. After the lecture, the trainees did role-playing of 

telephone contacts, case scenarios, and group discussions. Role plays consisted of two 

trainees enacting a telephone interaction while seated back-to-back to talk to each other, 

giving them the opportunity to communicate without seeing the other, and to rely on 

other senses to connect. The facilitator was asked to respond to verbal content expressed 

by the person seeking help, using active listening, responding versus reacting, 

reassurance, encouragement, and psychological support. The critical element of 

communication was the facilitator’s intention to connect with the person on the phone. 

Adequate opportunities to role-play and self-evaluate were critical to the integration of 

all learning (Crane-Okada et al., 2010). 
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Evaluation of the training program 

 The improvement of the trainees was monitored, and competency was assessed 

by the principal trainer throughout the training period. The principal trainer evaluated 

and gave feedback for each trainee after every role-play and practice session. 

 The assessment for the trainees was done by the self-assessment questionnaire 

(Appendix E) which is adopted from the textbook “Practicum and internship: Textbook 

and resource guide for counseling and psychotherapy”, 2013, New York: Routledge, 

Taylor & Francis Group, by Scott, J., Boylan, J. C., & Jungers, C. M (Scott et al., 2013). 

 The performance of peer counselors was monitored on an ongoing basis. Each 

counselor's session with the first participant was tape-recorded and reviewed by the 

principal trainer. The counselor was given feedback as necessary to help her improve 

her performance. The researcher observed every counseling session and a group 

meeting at the clinic.  
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 3.7.3 Implementation of the Intervention 

Control Group 

 The participants of the control group received the education session about 

chemotherapy (including treatment procedure, benefits, and side effects), advice on 

healthy eating and regular physical activity by medical doctor or nurse for about 20 

min. Patients also received the demonstration of arm and shoulder exercise by nurses. 

Patients were provided the phone number of the clinic to have a contact for more 

information. Patients also received a prescription of drugs by a physician for managing 

the side effects of chemotherapy and other complaints as necessary as usual care. 

The Intervention Group 

 The participants of the intervention group also received the usual care the same 

with the control group. 

Moreover, the following intervention programs were delivered to the 

participants of the intervention group; 

 (A) Peer Individual Counseling 

 (B) Peer Group Meeting 

 (C) Peer Support by Telephone 

 The participants of the intervention groups were also provided with the health 

education booklet (Appendix F) which was discussed by the peer counselors before 

each peer group meeting. 

 

(A) Peer Individual Counseling 

 The peer individual counseling session was done one-on-one to participants by 

a trained peer counselor at the clinic. There were two times of counseling sessions 

during the intervention. The first time of counseling was done on the day of the first 

cycle before administering chemotherapy. The second time of counseling was done on 

the day of the sixth cycle before administering chemotherapy. 
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 The counseling session was started by the introduction of the peer counselor 

creating a relationship that is the foundation of the process, between the counselor and 

the counselee. Then the counseling session was continued by the counselor using the 

micro-skills mentioned below and with details from the textbook “Basic Personal 

Counselling: A training manual for counsellors”, 7th edition, 2012, by David Geldard 

and Kathryn Geldard (Geldard and Geldard, 2012). 

(1) Joining and Listening 

 The counselor picked up a lot of information about the participant such as the 

way of sitting or standing, the non-verbal behavior and the clothes, without asking any 

question. By doing this, the counselor learned something about how they see 

themselves, and how they want to be seen. Moreover, the counselor gradually built up 

a picture of their world and of their view of that world. 

 The counselor established a relationship and put the person at ease before 

moving forward into working on issues. The counselor invited the person to talk about 

their problems. The invitation may be helpful in enabling a nervous person to start 

talking.  

 The counselor listened to the person and used strategies that would enable them 

to find their solutions. By listening to what the person said, the counselor was able to 

help them to sort through their confusion, identify their dilemmas, explore their options, 

and come away from the counseling session feeling that something useful has occurred. 

The counselor attended very carefully to everything that the person was saying and to 

remember, as far as possible, the details of the conversation. The counselor listened to 

the person with interest using minimal responses, brief invitations to continue, non-

verbal behavior, voice, and silence. 

(2) Reflection of Content (Paraphrasing) 

 The counselor listened to the person and repeated back in the counselor’s own 

words the essence of what the person had said. By doing this the person believed that 

the counselor had heard them and also become more fully aware of what they had said. 
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They were then able to savor the importance of what they were talking about and to 

better sort out their confusion. 

(3) Reflection of Feelings 

 The counselor listened to the person and repeated back in the counselor’s own 

words the essence of the information and thoughts that made up the content of what 

they were saying. Sometimes people cried during the counseling session. This could be 

helpful as it would enable the person to release their emotions more fully than just 

talking about them. The counselor helped the person to fully experience their emotions 

and to feel better as a result of releasing those emotions. Rational thinking could start 

to take place again so that constructive decision making can occur.  

(4) Reflection of Contents and Feelings 

 In addition, sometimes, the counselor would reflect content and feeling in a 

single and short response. It would be often convenient to combine these two types of 

reflection. A trusting relationship would be developed which may enable the person to 

risk exploring the most painful issues of their life, and so to move forward out of 

confusion. 

(5) Use and Abuse of Questions 

 The counselor asked open questions and closed questions when necessary which 

were useful for specific purposes listed as follow; questions to invite the person to talk 

freely, general information-seeking questions, questions that clarify what a person had 

said, or help them to be more specific, questions to heighten a person’s awareness, 

transitional questions, choice questions, the guru questions, career questions, circular 

questions, miracle questions, goal-oriented questions, and scaling questions. 

(6) Summarizing 

 The counselor summarized the important things and main issues that were dealt 

with during the session and presents them in such a way that the person was provided 

with an overview of what they had been discussing. By doing this, they were better able 

to see a clear picture of the situation and they were also able to clarify their ideas and 

combined the various elements of what they were saying into an understandable form. 
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By summarizing, the counselor tied together with the thoughts, ideas, and feelings that 

were expressed in the session, leaving the person feeling less confused and better able 

to deal with their life situation. 

(7) Matching Language and Metaphor 

 The counselor sat in a similar way to the person seeking help, talked at the same 

pace and with the same tone of voice, and matched their breathing. Doing these things 

could give the person a feeling of connection with the counselor so that they felt 

comfortable, safe, and able to share openly. 

 Moreover, the counselor used similar language to the language used by the 

person seeking help. If the person is using predominantly ‘seeing’ language or ‘hearing’ 

language or ‘feeling’ language, it is advantageous for the counselor to use the same 

language. By doing this, they were likely to develop the person to person relationship. 

Matching a person’s predominant mode and any metaphor used could help in the 

joining process. 

(8) Creating Comfortable Closure 

 It was fairly common for a counseling session to be one hour. Near the finishing 

time, the counselor provided a summary of the material discussed during the session. 

When closing a counseling session, the counselor did not ask questions or reflect 

content or feelings. The counselor gave some positive feedback. 

 

 Every peer counselor completed the logbook (Appendix G) regarding the 

individual counseling sessions describing the date and duration of the session and the 

name of the participant. In addition, the researcher observed every counseling session. 
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(B) Peer Group Meeting 

 Peer group meetings were held at Shwe Yaung Hnin Si Cancer Foundation 

Clinic. At this clinic, clinic days are Saturday and Tuesday. To control the 

contamination, the control group received chemotherapy on Saturday and the 

intervention group on Tuesday. Peer group meetings were held on Tuesday before 

administering chemotherapy for the intervention group. The place was noiseless and 

private enough to do a relaxed discussion for the participants. There were 5 to 9 

participants for each group. 

 Peer group meetings were held on the day of chemotherapy (i.e. approximately 

3 weekly). There was a total of 5 peer group meetings for each participant (on the days 

of the second, third, fourth, fifth and sixth cycle). Every participant attended at least 4 

meetings. 

 The Peer group meeting was facilitated by a facilitator and a co-facilitator. The 

duty of the facilitator was to explain, discuss, distribute information and 

understandings, point out progress and deliver emotive support. The facilitator also had 

to make sure the participants understand all the messages discussed in the meeting. 

 Moreover, before starting the peer group meeting, the facilitator delivered the 

health education program to the participants using the education booklet (Appendix F) 

in two ways communication. The participants experienced the side effects of 

chemotherapy (such as loss of appetite, nausea, vomiting, and fatigue) after the first 

cycle, and they applied the suggestions in the booklet to control these side effects. 

Therefore they had some information to share with the group, and they also had some 

questions for more information. The peer counselor discussed the side effects of 

chemotherapy and their management in detail according to the description of the 

booklet and this session was effective for reducing the side effects of chemotherapy and 

other symptoms that the patients suffered during the course of chemotherapy.  

 

 

 Peer group meeting was held by the steps as follow; 
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Before the peer group meeting 

(1) Preparation 

 The researcher defined the date and time for the peer group meeting, and invite 

the facilitator, co-facilitator, and participants to be present at the peer group meeting.  

During the peer group meeting 

(2) Introducing 

 Each peer group meeting was held following the intervention protocol. An 

explanation of the aim of the meeting by the facilitator and introduction from 

participants (if they didn’t already know each other) was done. During the meeting, the 

connection between the people who do attend was important. It was important to listen 

to and support participants while they were exploring their understandings and 

emotional states. 

(3) Explore the Topic and Encourage to Share 

 The facilitator explored the topic by asking open questions. She also encouraged 

everyone to share their story and their needs. 

 The common feeling was developed among the participants and they felt and 

trusted that they were not facing their difficulties alone by sharing information and 

feelings in the group. The participants also understood that everyone attended the 

meeting with different purposes. In the beginning, some participants said that they just 

need to start by listening to others. They needed some time to express their particular 

necessities. 

 Identifying the understandings and requirements of the participants in common 

was important to make them feel that the connection developed at different levels 

among the group members. 

 Some participants were excited to express their feelings during the first session. 

Therefore, opening discussion of the facilitator was very useful to encourage the 

participants to express themselves describing their contribution and expectation to the 

meeting.  
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 Discussion in the group and understanding the difficulties and emotional states 

of the participants regarding the group meeting were important. The participants might 

feel stigma, excitement, and absence of faith in the group meeting. 

 Recognizing the difficulties and identifying the ways that the participants 

reported them were important. The comfortable environment for developing self-

assurance among the participants should be created by the facilitator (e.g. by narrating 

the story of her own). By doing so, the participants responded to the discussed problem 

or expressed their opinion on the discussed area. The facilitator encouraged the 

participants to share. It was important to have a comfortable and kind atmosphere to 

share for the group session to be successful. 

 The facilitator encouraged the participants to discuss the problem that they face, 

discuss the experiences throughout the period of therapy, and state the difficulties that 

develop and how they managed these difficulties. The facilitator also encouraged the 

participants to discuss their opinion and potential means to deal with the difficult 

circumstances, and that could improve the group meeting. It was important to listen 

carefully without disruption and keeping an unbiased approach, and not to try to alter 

the feelings of the participants. The participants would create the room for their sense, 

look for an idea or express their opinion in their way. No pressure should be developed 

in expressing their opinion. Some participants would start by observing and listening to 

others during the initial sessions and it was also beneficial. Participants expressed 

respect for the experience and opinions of others. 

(4) Identifying Need or Common Purpose 

 The conservation was started by discussing the requirement acknowledged by 

the participants who had the same difficulties. It would establish common interest 

among the participants and they would see what to share and what to achieve. It was 

important for the meeting to effectively function for the participants. 

 After identifying two to three challenges within the participants that affected the 

discussed topic, encouraged participants to propose ways they could do to deal with the 

identified challenges. Participants were asked to focus on what they could perform 

during their daily life, rather than focusing on what they wished for others (such as the 
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caregivers) to perform for them. Participants were encouraged to state their opinions, 

ask questions and share their own experiences and do so freely because the session was 

facilitated by peers rather than a healthcare professional. 

 The facilitator looked for and identify the participant who still wanted to share 

something like a meaningful solution got from the session, expressing gratitude, a 

helpful idea that didn’t identify, and opinions for improving or doing in another way to 

feel comfortable among the participants. 

 

At the end of the meeting 

(5) Action planning 

 After participants had shared their views on the best decisions to the discussed 

topic, participants were asked to concur on some specific actions for individuals during 

treatment. The facilitator ensured to identify to do what, where and by when for each 

action. The facilitator also tried to engage everyone in the discussion in at least one 

action and concur on some attainable actions to ensure suitable ways in response to 

individual needs.  

(6) Summarizing key discussion points 

 The facilitator reminded everyone about the developed action plan, as well as 

the topic and timing for the next meeting. 

 Concluding the session in a constructive way was important. It was also 

beneficial for the participants to know how the other participants cope with their 

problems related to the disease and the treatment. Concluding by the constructive idea 

could develop hopefulness, inspiration, and self-assurance among the participants. The 

specific participant who was still feeling poor until the next session was also supported 

by the facilitator. 

(7) Refer participants for more information 

 Participants were referred to professional healthcare workers or healthcare 

centers for more information, assistance, and services. 
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 It took about one hour for each peer group meeting. The peer facilitator 

completed the logbook (Appendix G) regarding the peer group meeting describing the 

date, duration of the meeting, and the name of the participants. In addition, the 

researcher observed every peer group meeting.  
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(C) Peer Support by Telephone 

 The facilitator also delivered peer support by telephone to the participants. The 

facilitator called the participants 2 times between the cycles of chemotherapy. 

Therefore, each participant of the intervention group received 10 times of telephone 

support during the intervention period. To make sure that the telephone support sessions 

were not missed, the researcher reminded the counselors by text message or telephone 

call about the date for conducting telephone support assigned for each participant 

throughout the intervention period. 

 During a telephone support session, the facilitator did active listening when the 

participants discussed their concerns, shared the facilitator’s own experiences, assisted 

in problem-solving, helped the participants to define and prioritize their solutions to 

problems, and the participants were referred to the health care professionals for more 

information as necessary. This approach would be beneficial in reducing symptom 

severity and distress and in improving the self-management of breast cancer patients. 

 During the telephone contact, the counselor and the patient commonly discussed 

the side effects that the patient suffered after the chemotherapy. The suggested methods 

for controlling these side effects described in the education booklet were also discussed. 

Additionally, the counselor shared her own experience about these side effects and 

other possible methods for controlling them. The counselor provided emotional support 

to the patient throughout the telephone contact.  

 The duration of the telephone calls was varied among individual on average of 

25-30 minutes. The peer facilitator also had to complete the logbook (Appendix G) 

regarding the telephone support sessions describing the date and duration, and name of 

the participant. The peer counselors were instructed not to delete the call log in the 

telephone before checking by the researcher. The researcher did cross-check the 

logbooks and the telephone of the facilitators. 

 The participant also contacted the peer counselor whenever she needed to seek 

help or support. However, the frequency and duration of these telephone calls were not 

recorded in this study. The content of discussion during these telephone calls was 

almost the same as the routine calls by the counselor.  
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Figure  4Intervention Program 

 

 3.7.4 Monitoring of the intervention program 

 The researcher observed every counseling session and group meeting and 

monitored whether the counselors conducted the intervention program according to the 

training program or not. After each session, the researcher discussed with the 

counselors about the improvement of the participants, and also gave feedback for 

improvement of the activity of the counselors as necessary. The counselors had to 

complete the logbooks for their intervention activities. The telephone call logs of the 

peer counselors were checked regularly and cross-check with the logbook by the 

researcher.  

 During the intervention program, refreshments were provided to the peer 

counselors. The peer counselors were also provided with a telephone bill for conducting 

telephone support. 

 After completing the intervention program, the satisfaction of the peer 

counselors on the intervention was assessed and this study found that the peer 

counselors were happy, had faith in their capacity to conduct the intervention, and 

satisfied with their activities in the intervention program. They also expressed that they 

would keep the supportive activities for breast cancer patients in the future. 
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3.8 Data Collection 

 Data collection was carried out by the researcher using interviewer-

administered questionnaires. Before data collection, the data collector explained the 

participants about consent, freedom to participation, right to withdraw, confidentiality, 

access to the final report and no use of the data for other purposes. The participants who 

agreed to participate had to sign on the written informed consent form. The participants 

were explained that the informed consent form which includes the respondent’s name 

and the sign would have been kept separately from the questionnaire and that their 

answers could not be traced back to them. 

 It took about 40 minutes to answer the questionnaires. After answering the 

questionnaires, the researcher checked the answer for completeness and clarified it with 

the participant immediately. All the answers of the participants were kept confidentially 

and code was used to identify the data collection form. 

 In this study, there were three times of data collection; baseline, post-

intervention, and follow-up.  

 Baseline data collection was done before starting the first cycle of 

chemotherapy. Predisposing factors, enabling factors, need factors were assessed as 

independent variables at baseline. Knowledge, self-efficacy, empathy, anxiety, 

depression, and quality of life were also assessed as outcome variables. 

 Post-intervention data collection was done after completing the sixth cycle of 

chemotherapy (5 months after the baseline data collection). At that time, knowledge, 

self-efficacy, empathy, consumer satisfaction, anxiety, depression, and quality of life 

were assessed as outcome variables. 

 Follow-up data collection was conducted two months after the completion of 

chemotherapy (7 months after the baseline data collection). At that time, only distal 

outcomes (anxiety, depression, and quality of life) were assessed as outcome variables 

and proximal outcomes were not measured because patients were not available for a 40 

minutes questions but had only on average of 15 minutes.  
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 3.8.1 Measurement Tools 

 The digital bathroom scale (CAMRY EB9313) was used to measure the weight 

and the stadiometer (KENXIN BWS-302) was used to measure the height for 

calculating the BMI of the participants. The data of other variables were collected by 

self-report of the participants using interviewer-administered questionnaires and by 

reviewing the medical records of the participants. 

 The questionnaires consisted of 5 main parts addressing predisposing factors, 

enabling factors, need factors, proximal outcomes (knowledge about chemotherapy, 

self-efficacy, empathy and consumer satisfaction of the participants) and distal 

outcomes (anxiety, depression, and quality of life of the participants). 

 Predisposing Factors 

 This part included 1 measurement of BMI and 9 questions to answer. Firstly, 

the BMI of the participant was calculated by the researcher and recorded at the top of 

the questionnaire (Appendix C). Age, ethnicity, marital status, education, number of 

children, employment status, menopausal status, smoking, and alcohol consumption of 

the participant were asked by one question for each variable. 

 Enabling Factors 

 This part included 5 questions. Family income, family history of breast cancer, 

and social support of the participants were asked by one question for each variable. The 

family relationship of the participants was assessed by 2 questions. 

 Need Factors 

 This part included 7 questions. The duration of disease, clinical staging and 

received treatment of the participants were assessed by 1 question for each variable. 

The number of hospitalization and co-morbidity were assessed by 2 questions each. 

Clinical staging, received treatment and co-morbidity of the participants were cross-

checked by using medical records. 
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 Proximal Outcomes  

 There were 22 questions to assess the knowledge of the participants regarding 

the side effects of chemotherapy and their management. A correct answer scored 1, and 

scored 0 for the wrong answer. 

 There were 8 questions to assess the self-efficacy of the participants which were 

in 5 points Likert type scale as follows; strongly agree, agree, uncertain, disagree and 

strongly disagree.  

 There were 6 questions to assess the empathy of the participants which were in 

5 points Likert type scale as follows; never, rarely, sometimes, often and always. 

 There were 12 questions to assess the consumer satisfaction of the participants 

which are on 5 points Likert type scale. Among these 12 questions, 6 questions were 

answered only by the participants of the intervention group and another 6 questions 

were answered by both intervention and control group.  

 Distal Outcomes 

 The anxiety state of the participants was assessed by 7 questions in 4 points 

Likert type scale where 5 questions from Self-rating Anxiety Scale (SRAS) (No. 4, 6, 

11, 13 and 19) and 2 questions from Hospital Anxiety and Depression Scale (HADS) 

(No. 6 and 7) were adopted. 

 The depression state of the participants was assessed by 7 questions in 4 points 

Likert type scale where 4 questions from Self-rating Depression Scale (SRDS) (No. 4, 

6, 10 and 14) and 3 questions from Hospital Anxiety and Depression Scale (HADS) 

(No. 2, 3 and 7) were adopted. 

 To assess the quality of life of the participants, EORTC QLQ-C30 (version 3) 

questionnaire (a general tool for cancer) and EORTC QLQ-BR23 questionnaire (a 

specific tool for breast cancer) of the European Organization for Research and 

Treatment of Cancer (EORTC) Study Group of Quality of Life were used. 

 The EORTC QLQ-C30 questionnaire consists of 30 questions. The first 28 

questions (15 questions for functioning and 13 for symptoms) are in 4 points Likert 
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type scale as follows; not at all (1p), a little (2p), quite a bit (3p) and very much (4p). 

The last 2 questions (for global health status/QOL) are in 7 points Likert type scale as 

follows; very poor (1p) to Excellent (7p) as described detail in Table (11).  

 The EORTC QLQ-BR23 questionnaire consists of 23 questions which are in 4 

points Likert type scale as follows; not at all (1p), a little (2p), quite a bit (3p) and very 

much (4p). It consists of 4 functioning (8 questions) and 4 symptoms (15 questions) as 

described detail in Table (11). 
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Table  11Description of EORTC QLQ-C30 and QLQ-BR23 Questionnaires 

 Number of 

Questions 
Likert Scale 

QLQ-C30 

Global Health Status/QOL 
Global Health Status/QOL 

 

Functioning 

Physical Functioning 

Role Functioning 

Emotional Functioning 

Cognitive Functioning 

Social Functioning 

 

Symptoms 

Fatigue 

Nausea and Vomiting 

Pain 

Dyspnea 

Insomnia 

Appetite Loss 

Constipation 

Diarrhea 

Financial Difficulties 

 

QLQ-BR23 

Functioning 
Body Image 

Sexual Functioning 

Sexual Enjoyment 

Future Perspective 

 

Symptoms 

Systematic Therapy Side Effects 

Breast Symptoms 

Arm Symptoms 

Upset by Hair Loss 

 

 

2 

 

 

5 

2 

4 

2 

2 

 

 

3 

2 

2 

1 

1 

1 

1 

1 

1 

 

 

 

4 

2 

1 

1 

 

 

7 

4 

3 

1 

 

 

1 – 7 

 

 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

 

 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

 

 

 

1 – 4 

1 – 4 

1 – 4 

1 – 4 

 

 

1 – 4 

1 – 4 

1 – 4 

1 – 4 
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 3.8.2 Quality of Measurement Tools 

 The construct validity of my conceptual framework comes from the theoretical 

framework of the Behavioral Model of Health Services Use by Andersen because this 

theoretical model is for health behavior for using health services. In my study, only 

Individual Characteristics, Health Behaviors, and Outcomes were adopted from the 

original model. Predisposing Factors, Enabling Factors and Need Factors were assessed 

as the Individual Characteristics. The use of Personal Health Services was assessed as 

Health Behaviors. Although it was different from the model because it was not the free 

choice for the patients, they agreed to use the health services by giving consent. But in 

the future, this kind of healthcare will be one of the health services that the patients can 

choose as their wish freely. Anxiety, Depression, and Quality of Life which were 

adopted as Perceived Health, and Consumer Satisfaction were assessed as the 

Outcomes in my study. By reviewing the literature, the Behavioral Model of Health 

Services Use by Andersen was widely used in many studies as the conceptual 

framework, and, therefore, this study adopted it as a suitable theoretical framework 

(Babitsch et al., 2012). 

 For content validity, of Questionnaire in appendix C, the questions for facts 

were not tested content validity. The following questions were subjected to content 

validity: from the predisposing factors question (q.) 9 about smoking, q.10 alcohol 

consumption, from needs factor q. 21-22 co-morbidity, q.23-44 knowledge, q. 45-52 

self-efficacy, q.53-58 empathy, q. 59-70 consumer satisfaction, q. 71-77 anxiety, q. 78-

84 depression and q. 85-137 quality of life were reviewed by three Myanmar experts 

(1. Honorary Professor, University of Public Health, Ministry of Health and Sports, 

Myanmar, 2. Retired Director, Department of Medical Research, Ministry of Health 

and Sports, Myanmar and 3. Clinical Psychologist, Patron, Myanmar Psychological 

Association). The Item-Objective Congruence (IOC) Index was used to evaluate the 

items of the questionnaire based on the score range from +1 to -1 (+ 1 = clearly 

measuring, 0 = unclear, and -1 = clearly not measuring). The items that had scores of < 

0.5 were revised, i.e. q. 17, 18, 21,22, 49 and 50,  All the other items had scores of ≥ 

0.5 and were accepted. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 101 

 The questionnaire in the English language was translated into Myanmar 

language by a Clinical Psychologist from Myanmar Psychological Association who 

was fluent in both languages and also an expert in anxiety, depression, and quality of 

life, emphasizing conceptual rather than the literal translation. Using the same approach 

as that defined in the first step, the instrument was translated back into English by a 

Psychiatrist from the Directorate of Medical Services who also met the criteria 

described previously and who had no knowledge of the English version of the 

questionnaire. After back translation, the translated questionnaire was compared with 

the original questionnaire to identify discrepancies between them. For some 

discrepancies between them, the two experts came together to agree on a common 

translation to get the final version. 

 For the internal consistency reliability of the questionnaire, the pilot test was 

conducted by the researcher with 12 breast cancer patients with the age of 18 years and 

older having similar characteristics with study participants who were not included in 

this study. The reliability test was performed after collecting the data from these people. 

Cronbach’s Alpha of ≥ 0.70 was accepted for the internal consistency reliability of each 

part of the questionnaire. Kuder–Richardson Formula 20 (KR-20) was used for the 

knowledge part of the questionnaire and the value of ≥ 0.70 was accepted. The 

questionnaires with reliability value < 0.7 were revised. Question No. 51 and 52 in the 

self-efficacy section, 54, 55 and 56 in empathy section, 71 and 77 in anxiety section, 

78, 82 and 84 in depression section and 85, 90, 91 and 114 in the QOL section of QLQ-

C30 questionnaire were revised after the pilot test. Cronbach’s Alpha values and KR-

20 values of the questionnaires were calculated for the pilot test, baseline data collection 

and post-intervention data collection as described in Table (12). 
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Table  12Results of the reliability tests for the questionnaires 

 
Pilot Test Baseline 

Post-

intervention 

Knowledge 0.82 0.85 0.88 

Self-efficacy 0.68 0.81 0.83 

Empathy 0.32 0.47 0.64 

Consumer Satisfaction 

(Both Groups) 
  0.62 

Consumer Satisfaction 

(Intervention Group) 
  0.83 

Anxiety 0.54 0.78 0.77 

Depression 0.51 0.73 0.82 

QLQ-C30 0.56 0.78 0.80 

QLQ-BR23 0.81 0.78 0.88 
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3.9 Data Analysis 

 The questionnaires were coded before entering the data to the computer. Data 

entry was done twice and SPSS (version 22) statistical software was used for data 

analysis.   

Body mass index (BMI): BMI of the participants of two groups were compared by 

mean and stand and deviation (SD) at baseline. 

Age: Age of the participants of two groups were compared by mean and SD at baseline. 

Moreover, the age of the participants was categorized into two groups (Petry, 2002) as 

follow and compared at baseline; Middle-aged Adults (36-55 years) and Older Adults 

(> 55 years). 

Ethnicity: The ethnicity of the participants of the two groups was compared as the 

nominal scale at baseline. 

Marital status: The marital status of the participants was categorized into 3 groups 

(Single, Married and Widowed/Divorced). The marital status of the participants of the 

two groups was compared as the nominal scale at baseline. 

Education: Education of the participants were categorized into 6 groups (Illiterate, 

Never gone to school but can read and write simple Myanmar language, Primary school, 

Middle school, High school, and College or university or above). The education of the 

participants of the two groups was compared as the nominal scale at baseline. 

The number of children: The number of children of the participants of the two groups 

was compared as the nominal scale at baseline. 

Employment status: Employment status of the participants were categorized into 3 

groups (Housewife, Employed and Unemployed). The employment status of the 

participants of the two groups was compared as the nominal scale at baseline. 
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Menopausal status: Menopausal status of the participants was categorized into 2 

groups (Pre-menopause and Post-menopause). Post-menopause was defined by at least 

12 months of amenorrhea (Conde et al., 2005). The menopausal status of the 

participants of the two groups was compared as the nominal scale at baseline. 

Smoking: Smoking status of the participants was categorized into 4 groups (Heikkinen 

et al., 2008) for descriptive statistics; Never-smoker, Ex-smoker, Occasional smoker 

and Daily smoker. The smoking status of the participants of the two groups was 

compared as the nominal scale at baseline. (Never-smoker: having never smoked or 

smoked sometimes but fewer than 100 times in her lifetime. Ex-smoker: smoking at 

least 100 times, and not having smoked for at least the past month. Occasional smoker: 

smoking at least 100 times, and most recently within the last month (but not the current 

date or the day prior). Daily smoker: smoking at least 100 times in her lifetime, 

regularly for at least 1 year and most recently the current date or the day prior). 

Alcohol consumption: Alcohol consumption of the participants were classified into 4 

groups (Ortola et al., 2016) for descriptive statistics;  

Non-drinker (no drinking occasion previously) 

Ex-drinker (no drinking occasion in the previous month) 

Moderate drinker (< 24 g/day during any drinking occasion in the previous 

month) 

Heavy drinker (≥ 24 g/day during any drinking occasion in the previous 

month) 

 A unit of alcohol contains 8 grams of pure alcohol. Calculation is by the 

equation, (amount in ml x % of alcohol)/1000 = unit of alcohol (Health, 2008). For 

example, 

 500 ml of 5% beer   = 2.5 units 

 750 ml bottle of 12% wine  = 9 units 

 25 ml of 40% spirit   = 1 unit 

 Alcohol consumption of the participants of two groups were compared as 

nominal scale at baseline. 
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Family income: The family income of the participants of two groups was compared as 

the nominal scale at baseline. 

Family history of breast cancer: Family history of breast cancer of the participants of 

two groups was compared as the nominal scale at baseline. 

Family relationship: The family relationship of the participants of the two groups was 

constant that every participant had a good family relationship. Therefore, the 

comparison was not done. 

Social support: Social support that the participants receive was compared between two 

groups as the nominal scale at baseline. 

Duration of disease: Duration of the disease of the participants of two groups was 

constant that less than one year. Therefore, the comparison was not done. 

The number of hospitalization: The number of hospitalization of the participants of 

two groups was compared as the nominal scale at baseline. 

Clinical staging: Clinical staging of the participants was categorized into 2 groups 

(Stage I-II and Stage III-IV) and compared as the nominal scale at baseline. 

Received treatment: Received treatment of the participants was constant that surgery 

only. Therefore, the comparison was not done. 

Co-morbidity: Co-morbidity of the participants was compared between 2 groups as 

the nominal scale at baseline. 

Knowledge: This part included 22 questions. A correct answer scored 1, and scored 0 

for the wrong answer. The total score range was 0-39. The score was classified into 3 

levels for descriptive statistics by Bloom’s cut off point, 60%-80% as follows; 

 High levels   (> 80%) (32-39) 

 Moderate levels  (60-80%) (24-31) 

 Low levels   (< 60%) (0-23) 

 The knowledge scores between two groups were compared by mean and SD. 

Self-efficacy: This part included 8 questions which were in 5 points Likert type scale 

as follow; 
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 Choice   Scores  

 Strongly agree  5  

 Agree    4  

 Uncertain   3  

 Disagree   2  

 Strongly disagree  1  

 Minimum score was 8 and maximum score was 40. All individual answers were 

summed up for total scores. The total score was divided into 3 groups for descriptive 

statistics as follow; 

 Poor  Score ≤ mean – SD   (8-25) 

 Fair  mean – SD < Score < mean + SD (26-36) 

 Good  Score ≥ mean + SD   (37-40) 

 The self-efficacy scores between two groups were compared by mean and SD. 

Empathy: This part included 6 questions which were in 5 points Likert type scale as 

follow; 

 Positive statements (4)  Negative statements (2) 

 Choice   Scores   Choice   Scores 

 Never   0  Never   4 

 Rarely   1  Rarely   3 

 Sometimes   2  Sometimes   2 

 Often   3  Often   1 

 Always   4  Always   0 

 There were 4 positive statements and 2 negative statements. Minimum score 

was 0 and maximum score was 24. All individual answers were summed up for total 

scores. The total score was classified into 3 groups for descriptive statistics as follow; 

 Poor  Score ≤ mean – SD   (0-11) 

 Fair  mean – SD < Score < mean + SD (12-18) 

 Good  Score ≥ mean + SD   (19-24) 

 The empathy scores between two groups were compared by mean and SD. 

 

Consumer satisfaction: This part included 12 questions which were on 5 points Likert 

type scale. Among these questions, 6 questions were for both groups to assess their 

satisfaction status on services of the clinic, and 6 for the intervention group to assess 
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their satisfaction status on the intervention program. All individual answers were 

summed up for total scores. The minimum score was 0 and the maximum score was 30 

for each part. The consumer satisfaction scores between the two groups were compared 

by mean and SD. 

 

Anxiety: There were 7 questions in this part. Questions were on 4 points Likert type 

scale. Scores ranged from 0 to 21. The total score was classified into 3 groups for 

descriptive statistics as follow; 

 0-7  Normal 

 8-10  Borderline case 

 11-21  Case 

 The anxiety scores between the two groups were compared by mean and SD. 

Depression: There were 7 questions in this part. Questions were on 4 points Likert type 

scale. Scores ranged from 0 to 21. The total score was classified into 3 groups for 

descriptive statistics as follow; 

 0-7  Normal 

 8-10  Borderline case 

 11-21  Case 

 The depression scores between the two groups were compared by mean and SD. 
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Quality of Life: To assess the quality of life, the EORTC QLQ-C30 questionnaire and 

QLQ-BR23 questionnaire were used. 

 The QLQ-C30 questionnaire consisted of 30 questions composing three groups 

of outcome; global health status/QOL, five functioning and nine symptoms. Among 

these questions, global health status/QOL was assessed by 2 questions in 7 points Likert 

type scale. Five functioning were assessed by 15 questions and nine symptoms were 

assessed by 13 questions in 4 points Likert type scale. 

 The QLQ-BR23 questionnaire consisted of 23 questions composing two groups 

of outcome; four functioning and four symptoms. All questions were on 4 points Likert 

type scale. There were 8 questions for assessing four functioning and 15 questions for 

four symptoms. 

 For the scoring of each domain in QOL, the raw score was calculated first. The 

raw score was the average score of the items (questions) that contribute to each domain 

(functioning or symptom). As the second step, these raw scores were transformed into 

the scores ranging from 0-100 by linear transformation for every functioning and 

symptom as described detail in Appendix (I). A high score for the global health 

status/QOL represents a high QOL. A high score for a functioning represents a high or 

healthy level of functioning. A high score for a symptom represents a high level of 

symptomatology or problems. The quality of life scores for functioning and symptom 

scales between the two groups were compared by mean and SD. 
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 At the baseline data collection, independent variables and outcome variables 

were described as mean, standard deviation (SD), frequency and percentage. To 

compare the socio-demographic characteristics and medical history of participants 

between the intervention and control group, independent t-test was used for continuous 

variables and chi-square test of homogeneity was used for categorical variables. The 

mean scores of knowledge, self-efficacy, empathy, anxiety, depression, and QOL were 

also compared between two groups by independent t-test and Mann Whitney U test. 

 At the post-intervention data collection, significant effects of the intervention 

on knowledge, self-efficacy, empathy, anxiety, depression, and QOL, except for the 

symptoms assessed by QLQ-C30, were analyzed by analysis of covariance (ANCOVA) 

in which the scores at post-intervention data collection were compared between two 

groups while adjusting for the corresponding baseline score and baseline role 

functioning score as covariates. The baseline role functioning score was adjusted in the 

analysis because it was significantly different between the two groups at baseline. 

 For the symptoms assessed by QLQ-C30 which were not normally distributed, 

Quade’s test for non-parametric analysis of covariance (ANCOVA) was used to test the 

significant effect of the intervention on them. In Quade’s ANCOVA, as the first step, 

the dependent variables and covariates were ranked ignoring the grouping variable. For 

the next step, linear regression of the ranks of the dependent variable on the ranks of 

the covariates was run while saving the unstandardized residuals ignoring the grouping 

factor. As the final step, one-way analysis of variance (ANOVA) was run using the 

residuals saved in the previous step as the dependent variable, and the grouping variable 

as the factor. The F result was the F statistics that Quade used (IBM, 2018). 

 The mean scores of consumer satisfaction (both groups) were also compared 

between the two groups at post-intervention data collection by independent t-test. 

 At the follow-up data collection, linear mixed model with random intercepts 

was used to test the overall difference in the rate of change in anxiety, depression and 

QOL scores, except for the symptoms assessed by QLQ-C30, between intervention and 

control groups (Chakraborty and Gu, 2009). It was the intention-to-treat analysis that 

the statistics included all randomized cases. 
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 For the symptoms assessed by QLQ-C30 which were not normally distributed, 

Mann-Whitney U test was used for between-groups comparison and Wilcoxon signed-

rank test was used for within-group comparison using pair-wise comparison method for 

three-time points of data collection. 

 Statistical significance was set at p < 0.05.   
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Table  13Variables, Measurement Scale and Descriptive Statistics 

Variables 
Measurement 

Scale 
Descriptive Statistics 

Independent Variables 

 

Predisposing Factors 

BMI  

Age  

 

Ethnicity 

Marital Status 

Education 

Number of Children 

Employment Status 

Menopausal Status 

Smoking 

Alcohol Consumption 

 

Enabling Factors 

Family Income 

Family History of BC 

Family Relationship 

Social Support 

 

Need Factors 

Duration of Disease 

Number of Hospitalization 

Clinical Staging 

Received Treatment 

Co-morbidity 

 

Outcome Variables 

Knowledge 

Self-efficacy 

Empathy 

Consumer Satisfaction 

Anxiety 

Depression 

Quality of Life 

 

 

 

Ratio scale 

Ratio scale 

Nominal scale 

Nominal scale 

Nominal scale 

Nominal scale 

Nominal scale 

Nominal scale 

Nominal scale 

Nominal scale 

Nominal scale 

 

 

Nominal scale 

Nominal scale 

Nominal scale 

Nominal scale 

 

 

Nominal scale 

Nominal scale  

Nominal scale 

Nominal scale 

Nominal scale 

 

 

Ratio scale 

Ratio scale 

Ratio scale 

Ratio scale 

Ratio scale 

Ratio scale 

Ratio scale 

 

 

 

Mean, SD 

Mean, SD 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

 

 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

 

 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

Frequency, Percentage 

 

 

Mean, SD 

Mean, SD 

Mean, SD 

Mean, SD 

Mean, SD 

Mean, SD 

Mean, SD 
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3.10 Ethical Consideration 

 The study was reviewed and approved (No. IRB/2018/34) by the Institutional 

Review Board of the Defence Services Medical Research Centre, Directorate of 

Medical Services, Myanmar. 

 The purpose and procedure of research were explained to the potential 

participants thoroughly. The participants were also explained that they were allowed to 

feel free and also allowed to withdraw at any time from the research process without 

giving any reason. Moreover, any decision of the participants would not affect their 

healthcare. The information from this research project was also kept confidential. The 

data collection procedure would not create any problem for both participants and the 

data collector. Then, written informed consent was obtained from those who commit to 

participate. After getting consent, participants were interviewed. 

 During data collection, when the participant revealed that she suffered from 

anxiety or depression (i.e. score range of 11 to 21 for anxiety or depression), she was 

referred to a psychiatrist for further management. 

 After completing post-intervention data collection, when the effectiveness of 

the peer support multi-component intervention was acknowledged by most of the 

participants of the intervention group, a session of peer counseling or telephone support 

was delivered to the participants of the control group. 
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CHAPTER (IV) 

RESULTS 

 

 This study aimed to evaluate the effect of peer support intervention on 

knowledge about side effects of chemotherapy and their management, self-efficacy in 

the healthcare of breast cancer (BC), general human empathy, consumer satisfaction on 

the healthcare services of the clinic as well as the intervention program, anxiety in 

general, depression in general, and quality of life (QOL) in relation to BC among female 

BC patients receiving intravenous (I.V) chemotherapy in a cancer clinic in Yangon, 

Myanmar. 

 The first section of the result part focuses on describing the socio-demographic 

characteristics and medical history of the participants as independent variables, and 

knowledge, self-efficacy, empathy, anxiety, depression and QOL status of the 

participants as outcome variables at the baseline data collection. These variables were 

also compared for homogeneity between the intervention group and the control group 

at baseline. 

 The second section concentrates on evaluating the immediate effect of the 

intervention on knowledge, self-efficacy, empathy, anxiety, depression and QOL status 

of the participants at post-intervention data collection. Consumer satisfaction status was 

also assessed among the participants at that time. 

 The third section evaluates the sustainability of the effect of the intervention 

program on anxiety, depression and QOL status of the participants at follow-up data 

collection. 

 A total of 74 female breast cancer patients participated in this study after 

performing screening of the participants by eligibility criteria among the newly 

registered BC patients at the study clinic as shown in Figure (5). The participants were 

randomly allocated into the intervention group or the control group (37 participants in 

each group). 
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 Baseline data collection was done before starting the first cycle of 

chemotherapy.  

 During the course of treatment, three participants in the intervention group 

switched to oral treatment after the fourth cycle of I.V chemotherapy. Therefore, only 

34 participants completed six cycles of I.V chemotherapy in this group. In the control 

group, two participants were transferred to the government hospital (one after the 

second cycle and one after the fifth cycle of I.V chemotherapy) due to worsening 

disease conditions. Therefore, only 35 participants completed six cycles of I.V 

chemotherapy in the control group.  

 Post-intervention data collection was conducted after completing the sixth cycle 

of I.V chemotherapy (5 months after the baseline data collection) and a total of 69 

participants were available for analysis. 

 Follow-up data collection was done at the clinic two months after completion 

of I.V chemotherapy (7 months after the baseline data collection). At that time, a total 

of 31 participants (16 in the intervention group and 15 in the control group) were 

available for data analysis. This study could not include all study participants at follow-

up data collection because the duration of the study was limited initially to post-

intervention effect measurement only, and this part was not planned in the proposal of 

the study. This part was added to measure the effect of the intervention on a longer 

period within the time frame approved by the proposal. Therefore, data were collected 

among the participants as much as possible and analyzed. 
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Figure  5CONSORT Chart 
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4.1 Baseline Data Collection 

Table  14Distribution and comparison of socio-demographic characteristics of the 

intervention and control groups at baseline data collection 

Variables 
Total 

(N = 74) 

Intervention 

(n = 37) 

Control 

(n = 37) 
p-value 

BMI (kg/m2) (Mean ± SD) 26.3 ± 4.7 26.5 ± 4.8 26.2 ± 4.7 0.771 a 

Age (Years) (Mean ± SD) 51.6 ± 9.5 51.8 ± 9.9 51.4 ± 9.3 0.885 a 

Age Group (n (%)) 

Middle-aged Adults (36-55) 

Older Adults (> 55) 

 

47 (63.5) 

27 (36.5) 

 

25 (67.6) 

12 (32.4) 

 

22 (59.5) 

15 (40.5) 

 

0.469 b 

Ethnicity 

Bamar 

Others 

 

61 (82.4) 

13 (17.6) 

 

30 (81.1) 

7 (18.9) 

 

31 (83.8) 

6 (16.2) 

 

0.760 b 

Marital Status 

Single 

Married 

Widowed/Divorced 

 

23 (31.1) 

32 (43.2) 

19 (25.7) 

 

12 (32.4) 

14 (37.8) 

11 (29.7) 

 

11 (29.7) 

18 (48.6) 

8 (21.6) 

 

0.601 b 

 

Number of Children 

0-1 

2 or more 

 

45 (60.8) 

29 (39.2) 

 

23 (62.2) 

14 (37.8) 

 

22 (59.5) 

15 (40.5) 

 

0.812 b 

 

Education 

Illiterate/Can read and write 

Primary School 

Middle School 

High School/College and above 

 

3 (4.1)  

18 (24.3) 

14 (18.9) 

39 (52.7) 

 

1 (2.7) 

7 (18.9) 

9 (24.3) 

20 (54.1) 

 

2 (5.4) 

11 (29.7) 

5 (13.5) 

19 (51.4) 

 

0.495 b 

Employment 

Housewife 

Employed 

Unemployed 

 

25 (33.8) 

21 (28.4) 

28 (37.8) 

 

9 (24.3) 

12 (32.4) 

16 (43.2) 

 

16 (43.2) 

9 (24.3) 

12 (32.4) 

 

0.228 b 

Social Support 

Yes 

No 

 

66 (89.2) 

8 (10.8) 

 

34 (91.9) 

3 (8.1) 

 

32 (86.5) 

5 (13.5) 

 

0.711 c 

Family Income 

MMK ** US $ 

** 
≤ 100,000 ≤ 68 

100,001 – 200,000 68 - 

136 

200,001 – 300,000 136 - 

204 

> 300,000 > 204 

 

 

13 (17.6) 

27 (36.5) 

16 (21.6) 

18 (24.3) 

 

 

6 (16.2) 

11 (29.7) 

9 (24.3) 

11 (29.7) 

 

 

7 (18.9) 

16 (43.2) 

7 (18.9) 

7 (18.9) 

 

 

0.544 b 

a = Independent t test, b = Chi square, c = Fisher’s exact test 

** 100,000 MMK = 68 US $ (at December 2019, bank exchange rate of 1 US $ = 

1468.55 MMK) 
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 Distribution and comparison of socio-demographic characteristics of the 

intervention and control groups at baseline data collection are shown in Table (14) and 

it revealed no significant difference between the two groups. 

 For all 74 participants, the mean BMI was 26.3 ± 4.7 and the mean age was 51.6 

± 9.5. Regarding the age after categorizing into two groups, the most represented group 

was middle-aged adults between 36 to 55 years (63.5%). The other most common 

characteristics were ethnicity of Bamar (82.4%), married (43.2%), having 0-1 child 

(60.8%), attained higher-level education (52.7%), unemployed (37.8%), and having 

social support from friends or neighbors (89.2%). As the monthly family income, 

36.5% of the participants had 100,001-200,000 Myanmar Kyats (MMK) (equivalent to 

68-136 US $). All participants had a good family relationship. 

 When these characteristics were compared between the two groups, most of the 

participants were middle-aged adults between 36 to 55 years (67.6% in the intervention 

group and 59.5% in the control group). Majority of them were ethnicity of Bamar 

(81.1% in the intervention group and 83.8% in the control group), married (37.8% in 

the intervention group and 48.6% in the control group), had 0-1 child (62.2% in the 

intervention group and 59.5% in the control group), attained higher-level education 

(54.1% in the intervention group and 51.4% in the control group), unemployed (43.2% 

in the intervention group and 32.4% in the control group) and received social support 

from friends or neighbors (91.9% in the intervention group and 86.5% in the control 

group). As the monthly family income, 36.5% of the participants had 100,001-200,000 

MMK (68-136 US $) (29.7% in intervention group and 43.2% in control group).  
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Table  15Distribution and comparison of the medical history of the intervention and 

control groups at baseline data collection 

Variables 
Total 

(N = 74) 

Intervention 

(n = 37) 

Control 

(n = 37) 

p-

value 

Menopausal Status 

Pre-menopause 

Post-menopause 

 

33 (44.6) 

41 (55.4) 

 

16 (43.2) 

21 (56.8) 

 

17 (45.9) 

20 (54.1) 

 

0.815 b 

Smoking 

Never-smoker 

Ex-smoker 

Occasional/Daily Smoker 

 

68 (91.9) 

4 (5.4) 

2 (2.8) 

 

36 (97.3) 

1 (2.7) 

0 (0) 

 

32 (86.5) 

3 (8.1) 

2 (5.4) 

 

0.198 b 

Alcohol Consumption 

Non-drinker 

Ex-drinker 

 

69 (93.2) 

5 (6.8) 

 

36 (97.3) 

1 (2.7) 

 

33 (89.2) 

4 (10.8) 

 

0.358 c 

Family History of Breast 

Cancer 

Yes 

No 

 

8 (10.8) 

66 (89.2) 

 

3 (8.1) 

34 (91.9) 

 

5 (13.5) 

32 (86.5) 

 

0.711 c 

Number of Hospitalization 

1 

2 

3 or more 

 

53 (71.6) 

19 (25.7) 

2 (2.7) 

 

22 (59.5) 

14 (37.8) 

1 (2.7) 

 

31 (83.8) 

5 (13.5) 

1 (2.7) 

 

0.055 b 

Clinical Staging 

Stage I-II 

Stage III-IV 

 

59 (79.7) 

15 (20.3) 

 

29 (78.4) 

8 (21.6) 

 

30 (81.1) 

7 (18.9) 

 

0.772 b 

Co-morbidity 

0 

1 

2 or more 

 

46 (62.2) 

23 (31.1) 

5 (6.8) 

 

26 (70.3) 

10 (27.0) 

1 (2.7) 

 

20 (54.1) 

13 (35.1) 

4 (10.8) 

 

0.226 b 

a = Independent t test, b = Chi square, c = Fisher’s exact test 

 

 Distribution and comparison of the medical history of the intervention and 

control groups at baseline data collection are shown in Table (15) and it revealed no 

significant difference between the two groups. 

 For all 74 participants, majority of participants were postmenopausal women 

(55.4%), never-smoker (91.9%), non-drinkers (93.2%), had no family history of breast 

cancer (89.2%), hospitalized for one time to treat breast cancer (71.6%), diagnosed with 

stage I-II of cancer (79.7%) and had no co-morbidity (62.2%). For all participants, the 

diagnosis was done within one year and surgery was the only treatment before data 

collection. 
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 When the medical history of the participants was compared between two 

groups, most of them were postmenopausal women (56.8% in the intervention group 

and 54.1% in the control group), never-smoker (97.3% in the intervention group and 

86.5% in the control group) and non-drinkers (97.3% in the intervention group and 

89.2% in the control group). Majority of the participants had no family history of breast 

cancer (91.9% in the intervention group and 86.5% in the control group), hospitalized 

for 1 time to treat breast cancer (59.5% in the intervention group and 83.8% in the 

control group), diagnosed with stage I-II of cancer (78.4% in the intervention group and 

81.1% in the control group) and had no co-morbidity (70.3% in the intervention group 

and 54.1% in the control group). 
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Table  16Knowledge, self-efficacy, empathy, anxiety and depression scores of all 

participants at baseline data collection 

Variables Mean ± SD 

Range of 

Achieved 

Score  

(Min – 

Max) 

Range of 

Achievable 

Score  

(Min – Max) 

Knowledge 10.4 ± 8.4 0 – 35 0 – 39 

Self-efficacy 31.1 ± 5.8 14 – 40 8 – 40 

Empathy 15.3 ± 3.7 5 – 24 0 – 24 

Anxiety 6.6 ± 3.6 0 – 16 0 – 21 

Depression 6.9 ± 3.7 0 – 16 0 – 21 

 

 

 The mean scores of knowledge about side effects of chemotherapy and their 

management, self-efficacy in the healthcare of BC, general human empathy, anxiety in 

general and depression in general of all participants at baseline data collection are 

shown in Table (16).  

 The mean knowledge score was 10.4 ± 8.4 (range: min = 0, max = 35) out of 

achievable score of 39. The mean self-efficacy score was 31.1 ± 5.8 (range: min = 14, 

max = 40) out of achievable score of 40. The mean empathy score was 15.3 ± 3.7 (range: 

min = 5, max = 24) out of achievable score of 24. The mean anxiety score was 6.6 ± 

3.6 (range: min = 0, max = 16) out of achievable score of 21. The mean depression 

score was 6.9 ± 3.7 (range: min = 0, max = 16) out of achievable score of 21. 
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Table  17Categorization of all participants regarding knowledge, self-efficacy, 

empathy, anxiety, and depression at baseline data collection 

Outcome Variables in Group 
Range 

(Min – Max) 
n (%) 

Knowledge 

High 

Moderate 

Low 

 

32 – 39 

24 – 31 

0 – 23 

 

1 (1.4) 

4 (5.4) 

69 (93.2) 

Self-Efficacy 

Good 

Fair 

Poor 

 

37 – 40 

26 – 36 

8 – 25 

 

15 (20.3) 

49 (66.2) 

10 (13.5) 

Empathy 

Good 

Fair 

Poor 

 

19 – 24 

12 – 18 

0 – 11 

 

15 (20.3) 

45 (60.8) 

14 (18.9) 

Anxiety 

Normal 

Borderline Case 

Case 

 

0 – 7 

8 – 10 

11 – 21 

 

49 (66.2) 

13 (17.6) 

12 (16.2) 

Depression 

Normal 

Borderline Case 

Case 

 

0 – 7 

8 – 10 

11 – 21 

 

42 (56.8) 

20 (27.0) 

12 (16.2) 

  

 Categorization of all participants regarding knowledge, self-efficacy, empathy, 

anxiety, and depression at baseline data collection are presented in Table (17).  

 Participants were categorized into three groups (high, moderate and low) 

according to the knowledge scores by Bloom’s criteria. Regarding self-efficacy and 

empathy, they were categorized into three groups (good, fair and poor) according to 

their mean and SD scores. Regarding anxiety and depression status, they were 

categorized into three groups (normal, borderline case and case) according to the 

questionnaire as described detail in the methodology section (section 3.9: Data 

Analysis). 

 Regarding the knowledge, the highest number of participants, 69 (93.2%), had 

a low knowledge score while only 1 (1.4%) of them had a high score. Besides, the 

highest number of participants, 49 (66.2%), had a fair level of self-efficacy whereas 10 

(13.5) of them had a poor score. Regarding the empathy scores, 45 (60.8%) participants 
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had a fair level of empathy and 14 (18.9) had a poor score. In relation to anxiety status, 

12 (16.2%) participants were identified as anxious, 13 (17.6%) borderline cases and 49 

(66.2%) normal. Similarly, regarding the depression status, 12 (16.2%) participants 

were identified as depressive, 20 (27%) borderline cases and 42 (56.8%) normal. 
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Table  18Comparison of mean scores of knowledge, self-efficacy, empathy, anxiety, 

and depression between the intervention and control groups at baseline data 

collection 

Variables 
Total 

(N = 74) 

Intervention 

(n = 37) 

Control 

(n = 37) 
p-value a 

Knowledge (Mean ± SD) 10.4 ± 8.4 9.8 ± 8.1 11.0 ± 8.8 0.568 

Self-efficacy 31.1 ± 5.8 31.8 ± 5.5 30.5 ± 6.0 0.331 

Empathy 15.3 ± 3.7 15.7 ± 3.7 14.8 ± 3.8 0.328 

Anxiety 6.6 ± 3.6 6.4 ± 3.7 6.9 ± 3.7 0.554 

Depression 6.9 ± 3.7 6.1 ± 3.1 7.6 ± 4.1 0.090 

a = Independent t-test. 

 

 The mean scores of knowledge, self-efficacy, empathy, anxiety, and depression 

of the intervention and control groups were compared at baseline data collection as 

shown in Table (18). There was no significant differences in knowledge scores (p = 

0.568), self-efficacy scores (p = 0.331), empathy scores (p = 0.328), anxiety scores (p 

= 0.554) and depression scores (p = 0.090) between two groups at baseline. 
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Table  19Comparison of the mean scores of QOL of the intervention and control 

groups by EORTC QLQ-C30 questionnaire at baseline data collection 

Variables 

Total 

(N = 74) 

(Mean ± 

SD) 

Intervention 

(n = 37) 

(Mean ± SD) 

Control 

(n = 37) 

(Mean ± 

SD) 

p-value 

Global Health 

Status/QOL 

Global Health 

Status/QOL 

 

Functioning 

Physical Functioning 

Role Functioning 

Emotional 

Functioning 

Cognitive Functioning 

Social Functioning 

 

Symptoms 

Fatigue 

Nausea and Vomiting 

Pain 

Dyspnea 

Insomnia 

Appetite Loss 

Constipation 

Diarrhea 

Financial Difficulties 

 

 

61.8 ± 20.1 

 

 

80.4 ± 15.2 

66.4 ± 29.2 

73.3 ± 20.9 

83.5 ± 19.7 

80.4 ± 21.7 

 

 

22.8 ± 18.0 

4.7 ± 11.2 

18.4 ± 25.3 

11.2 ± 21.5 

29.2 ± 30.6 

15.3 ± 24.1 

18.4 ± 24.1 

0.9 ± 5.4 

57.6 ± 32.7 

 

 

64.1 ± 18.7 

 

 

81.7 ± 15.2 

74.3 ± 22.7 

75.6 ± 18.6 

86.0 ± 20.2 

83.3 ± 18.8 

 

 

21.0 ± 15.6 

3.6 ± 7.9 

13.0 ± 20.0 

11.7 ± 21.1 

23.4 ± 28.1 

11.7 ± 21.1 

16.2 ± 23.0 

0.9 ± 5.4 

58.5 ± 31.8 

 

 

59.4 ± 21.4 

 

 

79.0 ± 15.2 

58.5 ± 33.0 

70.9 ± 23.0 

81.0 ± 19.3 

77.4 ± 24.2 

 

 

24.6 ± 20.1 

5.8 ± 13.7 

23.8 ± 29.0 

10.8 ± 22.2 

35.1 ± 32.3 

18.9 ± 26.6 

20.7 ± 25.2 

0.9 ± 5.4 

56.7 ± 34.1 

 

 

0.315 a 

 

 

0.449 a 

0.019 a 

0.335 a 

0.285 a 

0.251 a 

 

 

0.643 b 

0.855 b 

0.088 b 

0.772 b 

0.104 b 

0.211 b 

0.416 b 

1.000 b 

0.906 b 

a = Independent t-test, b = Mann Whitney U test. 

 

 A comparison of the mean scores of QOL of the intervention and control groups 

by the EORTC QLQ-C30 questionnaire at baseline data collection is displayed in Table 

(19).  

 For all participants, the global health status/QOL was fair with the mean score 

of 61.8 ± 20.1. 

 Among the five functioning scores, cognitive functioning was the highest (83.5 

± 19.7) followed by physical functioning (80.4 ± 15.2) and social functioning (80.4 ± 

21.7). Role functioning was the lowest (66.4 ± 29.2) and emotional functioning score 

was relatively low (73.3 ± 20.9) among them. 
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 Regarding the symptoms, the most problematic symptom was insomnia (29.2 ± 

30.6) which was followed by fatigue (22.8 ± 18.0). The least problematic symptoms 

were diarrhea (0.9 ± 5.4) followed by nausea and vomiting (4.7 ± 11.2). Financial 

difficulties was also acknowledged among the participants with a mean score of 57.6 ± 

32.7. 

 When QOL scores assessed by EORTC QLQ-C30 questionnaire were 

compared between two groups, there was no significant difference in mean scores of 

global health status/QOL (p = 0.315), physical functioning (p = 0.449), emotional 

functioning (p = 0.335), cognitive functioning (p = 0.285) and social functioning (p = 

0.251) between two groups. One significant difference only was the mean scores of role 

functioning (p = 0.019) between two groups where the intervention group had a higher 

score than the control group. Regarding the symptoms, there was no significant 

difference between the two groups at baseline data collection.  
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Table  20Comparison of the mean scores of QOL of the intervention and control 

groups by EORTC QLQ-BR23 questionnaire at baseline data collection 

Variables 

Total 

(N = 74) 

(Mean ± 

SD) 

Intervention 

(n = 37) 

(Mean ± SD) 

Control 

(n = 37) 

(Mean ± 

SD) 

p-value 
a 

 

Functioning 

Body Image 

Sexual Functioning 

Sexual Enjoyment 

Future Perspective 

 

Symptoms 

Systemic Therapy 

Side Effects 

Breast Symptom 

Arm Symptom 

Upset by Hair Loss 

 

 

 

79.3 ± 21.1 

4.7 ± 13.0 

41.6 ± 15.4 

65.7 ± 29.6 

 

 

12.6 ± 10.0 

 

11.8 ± 12.4 

14.5 ± 17.9 

11.6 ± 21.6 

 

 

80.8 ± 19.6 

4.0 ± 12.0 

44.4 ± 19.2 

71.1 ± 29.5 

 

 

13.2 ± 8.8 

 

13.5 ± 14.6 

16.2 ± 17.6 

9.7 ± 15.5 

 

 

77.9 ± 22.7 

5.4 ± 14.1 

40.0 ± 14.9 

60.3 ± 29.2 

 

 

12.0 ± 11.1 

 

10.1 ± 9.8 

12.9 ± 18.2 

14.0 ± 27.9 

 

 

 

0.555 

0.660 

0.751 

0.118 

 

 

0.622 

 

0.248 

0.432 

0.524 

 

a = Independent t-test. 

 

 A comparison of the mean scores of QOL of the intervention and control groups 

by the EORTC QLQ-BR23 questionnaire at baseline data collection are described in 

Table (20).  

 For all 74 participants, among the four functioning scores, body image was the 

highest (79.3 ± 21.1) followed by future perspective (65.7 ± 29.6). Sexual functioning 

was the lowest (4.7 ± 13.0) and sexual enjoyment score was relatively low (41.6 ± 15.4) 

among them. 

 Regarding the symptoms, the most problematic symptom was arm symptom 

(14.5 ± 17.9) which was followed by systemic therapy side effect (12.6 ± 10.0). The 

least problematic symptoms were upset by hair loss (11.6 ± 21.6) followed by breast 

symptom (11.8 ± 12.4). 

 When QOL scores assessed by EORTC QLQ-BR23 questionnaire were 

compared between two groups, there was no significant difference in mean scores of 

body image (p = 0.555), sexual functioning (p = 0.660), sexual enjoyment (p = 0.751) 

and future perspective (p = 0.118) between two groups at baseline data collection. 
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 Regarding the symptoms, there was no significant difference in mean scores of 

systemic therapy side effects (p = 0.622), breast symptom (p = 0.248), arm symptom (p 

= 0.432) and upset by hair loss (p = 0.524) between two groups at baseline data 

collection.  
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4.2 Post-intervention Data Collection 

Table  21Comparison of the mean consumer satisfaction scores between the 

intervention and control groups at post-intervention data collection 

Variables 
Total 

(N = 69) 

Intervention 

(n = 34) 

Control 

(n = 35) 
p-value 

Consumer Satisfaction on 

Healthcare Services by the 

Clinic 

(Both Groups)* 

 

 

28.8 ± 1.3 

 

29.1 ± 1.0 

 

28.5 ± 1.5 

 

0.064 a 

Consumer Satisfaction on 

the Intervention Program 

(Intervention Group)** 

 

 

 

 

28.9 ± 1.8 

  

a = Independent t-test 

* Range of Achievable Score (Min – Max) = 0 – 30 

* Range of Achieved Score (Min – Max) = 24 – 30 

** Range of Achievable Score (Min – Max) = 0 – 30 

** Range of Achieved Score (Min – Max) = 23 – 30 

 

 Consumer satisfaction on healthcare services by the clinic was assessed for both 

intervention and control groups. Consumer satisfaction on the intervention program 

was assessed for the intervention group at post-intervention data collection. The results 

are described in Table (21).  

 Consumer satisfaction on healthcare services by the clinic was compared 

between two groups and there was no significant difference between two groups (p = 

0.064) at post-intervention data collection.  

 Consumer satisfaction on the intervention program was also assessed among the 

participants of the intervention group and the mean score was 28.9 ± 1.8 out of a total 

score of 30. 
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Table  22Comparison of knowledge, self-efficacy, empathy, anxiety and depression 

scores between the intervention and control groups at post-intervention data 

collection 

Variables 
Intervention 

(n = 34) 

Control 

(n = 35) 

F 

value 

Mean 

Difference 

(95% CI) 

p-

value a 

Knowledge 

Baseline 

Post-

intervention 

 

9.8 ± 8.1 

27.5 ± 8.3 

 

11.0 ± 8.8 

14.2 ± 6.0 

 

73.798 
 

13.9 

(10.6 – 

17.1) 

 

< 

0.001 

Self-efficacy 

Baseline 

Post-

intervention 

 

31.8 ± 5.5 

35.5 ± 4.1 

 

30.5 ± 6.0 

31.5 ± 5.0 

 

19.264 

 

3.5 

(1.9 – 5.2) 

 

< 

0.001 

Empathy 

Baseline 

Post-

intervention 

 

15.7 ± 3.7 

19.1 ± 2.6 

 

14.8 ± 3.8 

15.7 ± 3.5 

 

22.635 

 

3.3 

(1.9 – 4.8) 

 

< 

0.001 

Anxiety 

Baseline 

Post-

intervention 

 

6.4 ± 3.7 

3.9 ± 3.6 

 

6.9 ± 3.7 

5.7 ± 2.8 

 

6.454 

 

-1.7 

(-3.0 – -0.3) 

 

0.013 

Depression 

Baseline 

Post-

intervention 

 

6.1 ± 3.1 

3.6 ± 2.8 

 

7.6 ± 4.1 

7.3 ± 3.6 

 

27.912 

 

-3.1 

(-4.3 – -1.9) 

 

< 

0.001 

a = analysis of covariance (ANCOVA) adjusting for baseline score and role 

functioning score 

 

 Comparison of knowledge, self-efficacy, empathy, anxiety and depression 

scores between the intervention and control groups at post-intervention data collection 

are described in Table (22). 

 The mean scores in knowledge, self-efficacy, and empathy of the intervention 

group were greater than those of the control group at post-intervention data collection. 

The mean scores in anxiety and depression of the intervention group were smaller than 

those of the control group at post-intervention data collection. 

 The ANCOVA test was performed while adjusting for the baseline scores and 

role functioning score as covariates. The results shows that the intervention group had 

significantly greater mean scores in knowledge (mean difference = 13.9, p < 0.001), 

self-efficacy (mean difference = 3.5, p < 0.001), and empathy (mean difference = 3.3, 
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p < 0.001) than the control group. Moreover, the intervention group had significantly 

smaller mean scores in anxiety (mean difference = -1.7, p = 0.013) and depression 

(mean difference = -3.1, p < 0.001) than the control group at post-intervention data 

collection.  
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Table  23Comparison of the mean scores of global health status/QOL and five 

functioning scales by EORTC QLQ-C30 questionnaire between the intervention and 

control groups at post-intervention data collection 

Variables 
Intervention 

(n = 34) 

Control 

(n = 35) 
F value 

Mean 

Difference 

(95% CI) 

p-value 
a 

Global Health Status 

Baseline 

Post-intervention 

 

64.1 ± 18.7 

76.9 ± 18.3 

 

59.4 ± 21.4 

64.2 ± 19.2 

 

5.991 

 

10.8 

(2.0 – 19.7) 

 

0.017 

Physical Functioning 

Baseline 

Post-intervention 

 

81.7 ± 15.2 

85.4 ± 9.0 

 

79.0 ± 15.2 

76.5 ± 8.4 

 

14.168 

 

7.6 

(3.5 – 11.7) 

 

< 0.001 

Role Functioning 

Baseline 

Post-intervention 

 

74.3 ± 22.7 

83.3 ± 17.4 

 

58.5 ± 33.0 

56.6 ± 27.1 

 

18.081 

 

23.0 

(12.2 – 33.9) 

 

< 0.001 

Emotional Functioning 

Baseline 

Post-intervention 

 

75.6 ± 18.6 

82.8 ± 18.7 

 

70.9 ± 23.0 

64.9 ± 19.3 

 

16.707 

 

15.9 

(8.1 – 23.7) 

 

< 0.001 

Cognitive Functioning 

Baseline 

Post-intervention 

 

86.0 ± 20.2 

87.7 ± 14.3 

 

81.0 ± 19.3 

78.0 ± 15.0 

 

10.977 

 

10.1 

(4.0 – 16.2) 

 

0.002 

Social Functioning 

Baseline 

Post-intervention 

 

83.3 ± 18.8 

82.8 ± 18.1 

 

77.4 ± 24.2 

64.7 ± 27.9 

 

10.322 

 

17.0 

(6.4 – 27.6) 

 

0.002 

a = analysis of covariance (ANCOVA) adjusting for baseline score and role 

functioning score 

 

 Comparison of the mean scores of global health status/QOL and five 

functioning scales by EORTC QLQ-C30 questionnaire between the intervention and 

control groups at post-intervention data collection are described in Table (23). 

 The results shows that after the intervention, the intervention group had 

significantly greater mean scores in global health status/QOL (mean difference = 10.8, 

p = 0.017), physical functioning (mean difference = 7.6, p < 0.001), role functioning 

(mean difference = 23.0, p < 0.001), emotional functioning (mean difference = 15.9, p 

< 0.001), cognitive functioning (mean difference = 10.1, p = 0.002) and social 

functioning (mean difference = 17.0, p = 0.002) than the control group.  
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Table  24Comparison of the mean scores of symptoms by EORTC QLQ-C30 

questionnaire between the intervention and control groups at post-intervention data 

collection 

Variables 
Intervention 

(n = 34) 

Control 

(n = 35) 
F value p-value a 

Fatigue 

Baseline 

Post-intervention 

 

21.0 ± 15.6 

16.0 ± 15.0 

 

24.6 ± 20.1 

25.3 ± 13.0 

 

10.559 
 

0.002 

Nausea & Vomiting 

Baseline 

Post-intervention 

 

3.6 ± 7.9 

4.9 ± 13.3 

 

5.8 ± 13.7 

14.2 ± 17.6 

 

10.112 
 

0.002 

Pain 

Baseline 

Post-intervention 

 

13.0 ± 20.0 

9.8 ± 13.6 

 

23.8 ± 29.0 

20.9 ± 23.3 

 

2.915 

 

0.092 

Dyspnea 

Baseline 

Post-intervention 

 

11.7 ± 21.1 

5.8 ±12.8 

 

10.8 ± 22.2 

15.2 ± 23.3 

 

3.987 

 

0.050 

Insomnia 

Baseline 

Post-intervention 

 

23.4 ± 28.1 

20.5 ± 23.2 

 

35.1 ± 32.3 

33.3 ± 26.8 

 

2.800 

 

0.099 

Appetite Loss 

Baseline 

Post-intervention 

 

11.7 ± 21.1 

14.7 ± 26.1 

 

18.9 ± 26.6 

19.9 ± 24.5 

 

0.672 

 

0.415 

Constipation 

Baseline 

Post-intervention 

 

16.2 ± 23.0 

10.7 ± 19.6 

 

20.7 ± 25.2 

20.9 ± 28.1 

 

1.414 

 

0.239 

Diarrhea 

Baseline 

Post-intervention 

 

0.9 ± 5.4 

1.9 ± 7.9 

 

0.9 ± 5.4 

2.8 ± 9.4 

 

0.296 

 

0.588 

Financial Difficulties 

Baseline 

Post-intervention 

 

58.5 ± 31.8 

38.2 ± 31.9 

 

56.7 ± 34.1 

49.5 ± 30.6 

 

2.629 

 

0.110 

a = Quade’s analysis of covariance (ANCOVA) adjusting for baseline score and role 

functioning score 

 

 A comparison of the symptom scores between the intervention and control 

groups at post-intervention data collection by the EORTC QLQ-C30 questionnaire is 

described in Table (24).  

 The results show that after the intervention, the intervention group had 

significantly smaller scores in fatigue (p = 0.002), and nausea & vomiting (p = 0.002) 
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than the control group. There were no significant differences in other symptoms 

between the two groups. 
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Table  25Comparison of the mean scores of QOL by EORTC QLQ-BR23 

questionnaire between the intervention and control groups at post-intervention data 

collection 

Variables 
Intervention 

(n = 34) 

Control 

(n = 35) 

F 

value 

Mean 

Difference 

(95% CI) 

p-value 

Functioning 

Body Image 

Baseline 

Post-intervention 

 

 

80.8 ± 19.6 

85.2 ± 16.0 

 

 

77.9 ± 22.7 

74.2 ± 25.5 

 

 

4.785 

 

 

10.3 

(0.9 – 19.7) 

 

 

0.032 

Sexual Functioning 

Baseline 

Post-intervention 

 

4.0 ± 12.0 

1.9 ± 7.9 

 

5.4 ± 14.1 

3.3 ± 12.6 

 

0.096 

 

-0.6 

(-4.7 – 3.4) 

 

0.757 

Sexual Enjoyment 

Baseline 

Post-intervention 

 

44.4 ± 19.2 

83.3 ± 23.5 

 

39.9 ± 14.9 

49.9 ± 23.5 

 

1.000 

 

33.3 

(-39.0 – 45.6) 

 

0.500 

Future Perspective 

Baseline 

Post-intervention 

 

71.1 ± 29.5 

70.5 ± 28.1 

 

60.3 ± 29.2 

43.8 ± 30.0 

 

10.932 

 

22.5 

(8.9 – 36.1) 

 

0.002 

Symptoms 

Systemic Therapy Side 

Effects 

Baseline 

Post-intervention 

 

 

 

13.2 ± 8.8 

21.6 ± 13.1 

 

 

 

12.0 ± 11.1 

23.6 ± 13.0 

 

 

 

0.477 

 

 

 

-2.2 

(-8.7 – 4.2) 

 

 

 

0.492 

Breast Symptoms 

Baseline 

Post-intervention 

 

13.5 ± 14.6 

5.1 ± 10.0 

 

10.1 ± 9.8 

5.2 ± 7.0 

 

1.646 

 

-2.5 

(-6.4 – 1.4) 

 

0.204 

Arm Symptoms 

Baseline 

Post-intervention 

 

16.2 ± 17.6 

4.2 ± 10.2 

 

12.9 ± 18.2 

5.3 ± 9.0 

 

0.392 

 

-1.5 

(-6.4 – 3.3) 

 

0.533 

Upset by Hair Loss 

Baseline 

Post-intervention 

 

9.7 ±15.4 

15.6 ± 25.3 

 

14.0 ± 27.9 

22.9 ± 31.0 

 

0.929 

 

-7.1 

(-22.2 – 7.9) 

 

0.342 

a = analysis of covariance (ANCOVA) adjusting for baseline score and role functioning 

score 

 Comparison of the mean scores of QOL including both functioning and 

symptoms by EORTC QLQ-BR23 questionnaire between the intervention and control 

groups at post-intervention data collection are described in Table (25). 

 The results show that after the intervention, among four functioning scales, the 

intervention group had significantly greater mean scores in body image (mean 

difference = 10.3, p = 0.032) and future perspective (mean difference = 22.5, p = 0.002) 

than the control group. There was no significant difference in mean scores for sexual 
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functioning and sexual enjoyment between the two groups. Additionally, there was no 

significant difference in mean scores for symptoms between the two groups.  
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4.3 Follow-up Data Collection 

Table  26Comparison of the rate of change in anxiety and depression scores between 

the intervention and control groups at follow-up data collection (N = 74) 

Variables Intervention Control 
Difference 

(Time*Group) 

p-value 

(Time*Group) 

Anxiety 

Baseline 

Post-

intervention 

Follow-up 

 

6.4 ± 3.7 

3.9 ± 3.6 

2.6 ± 3.2 

 

6.9 ± 3.7 

5.7 ± 2.8 

5.0 ± 2.5 

 

-1.2 

(-2.2 – -0.3)  

 

0.009 

Depression 

Baseline 

Post-

intervention 

Follow-up 

 

6.1 ± 3.1 

3.6 ± 2.8 

2.6 ± 2.7 

 

7.6 ± 4.1 

7.3 ± 3.6 

5.2 ± 2.8 

 

-1.3 

(-2.1 – -0.4) 

 

0.002 

 

 A comparison of the rate of change in anxiety and depression scores between 

the intervention and control groups at follow-up data collection is described in Table 

(26). The linear mixed model with random intercepts was used to test the overall 

difference in the rate of change in anxiety and depression scores between intervention 

and control groups. 

 

 

Figure  6Comparison of mean anxiety scores between two groups 
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Figure  7Output of linear mixed model analysis for comparison of the rate of change 

in anxiety scores between two groups for three times of data collection 

 

 

Figure  8Comparison of mean depression scores between two groups 

 

Figure  9Output of linear mixed model analysis for comparison of the rate of change 

in depression scores between two groups for three times of data collection 
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 The result shows that the intervention group had significantly greater rate of 

decrease in anxiety (difference = -1.2 per time, p = 0.009) and depression (difference = 

-1.3 per time, p = 0.002) scores than the control group over time. 
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Table  27Comparison of the rate of change in global health status/QOL and 

functioning scores by EORTC QLQ-C30 questionnaire between the intervention and 

control groups at follow-up data collection (N = 74) 

Variables Intervention Control 
Difference 

(Time*Group) 

p-value 

(Time*Group) 

Global Health 

Status/QOL 

Baseline 

Post-

intervention 

Follow-up 

 

64.1 ± 18.7 

76.9 ± 18.3 

82.8 ± 13.8 

 

59.4 ± 

21.4 

64.2 ± 

19.2 

70.6 ± 

18.9 

 

4.6 

(-1.7 – 11.0) 

 

0.150 

Physical 

Functioning 

Baseline 

Post-

intervention 

Follow-up 

 

81.7 ± 15.2 

85.4 ± 9.0 

92.1 ± 5.0 

 

79.0 ± 

15.2 

76.5 ± 

8.4 

85.8 ± 

9.7 

 

3.1 

(-1.1 – 7.5) 

 

0.150 

Role Functioning 

Baseline 

Post-

intervention 

Follow-up 

 

74.3 ± 22.7 

83.3 ± 17.4 

92.7 ± 12.1 

 

58.5 ± 

33.0 

56.6 ± 

27.1 

84.4 ± 

13.3 

 

-0.2 

(-9.0 – 8.6) 

 

0.962 

Emotional 

Functioning 

Baseline 

Post-

intervention 

Follow-up 

 

75.6 ± 18.6 

82.8 ± 18.7 

89.6 ± 14.1 

 

70.9 ± 

23.0 

64.9 ± 

19.3 

81.7 ± 

11.4 

 

6.8 

(1.2 – 12.4) 

 

0.017 

Cognitive 

Functioning 

Baseline 

Post-

intervention 

Follow-up 

 

86.0 ± 20.2 

87.7 ± 14.3 

86.5 ± 18.5 

 

81.0 ± 

19.3 

78.0 ± 

15.0 

84.4 ± 

11.7 

 

1.0 

(-4.6 – 6.8) 

 

0.706 

Social Functioning 

Baseline 

Post-

intervention 

Follow-up 

 

83.3 ± 18.8 

82.8 ± 18.1 

86.5 ± 20.4 

 

77.4 ± 

24.2 

64.7 ± 

27.9 

 

5.4 

(-1.8 – 12.6) 

 

0.142 
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82.2 ± 

17.2 

 

 Comparison of the rate of change in global health status/QOL and functioning 

scores by EORTC QLQ-C30 questionnaire between the intervention and control groups 

at follow-up data collection are described in Table (27). The linear mixed models with 

random intercepts was used to test the overall difference in the rate of change in QOL 

scores between intervention and control groups. 
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Figure  10Comparison of mean emotional functioning scores between the two groups 

 

 

Figure  11Output of linear mixed model analysis for comparison of the rate of change 

in emotional functioning scores between two groups for three times of data collection 

 

 For the functioning of the participants, the intervention group had a significantly 

greater rate of increase in emotional functioning (difference = 6.8 per time, p = 0.017) 

than the control group. There was no significant difference in global health status/QOL 

score and other functioning scores between two groups over time. 
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Table  28Comparison of the rate of change in symptom scores by EORTC QLQ-C30 

questionnaire between the intervention and control groups at follow-up data 

collection 

Variables Intervention Control p-value a 

Fatigue 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

21.0 ± 15.6 

16.0 ± 15.0 

4.2 ± 6.9 

 

0.077 b 

0.003 c 

0.001 d 

 

24.6 ± 20.1 

25.3 ± 13.0 

12.6 ± 10.2 

 

0.435 b 

0.008 c 

0.005 d 

 

0.643 

0.003 

0.008 

Nausea & Vomiting 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

3.6 ± 7.9 

4.9 ± 13.3 

2.1 ± 5.7 

 

0.794 b 

0.480 c 

0.144 d 

 

5.8 ± 13.7 

14.2 ± 17.6 

3.3 ± 9.3 

 

0.095 b 

0.414 c 

0.028 d 

 

0.855 

0.002 

0.892 

Pain 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

13.0 ± 20.0 

9.8 ± 13.6 

7.3 ± 21.1 

 

0.263 b 

0.158 c 

0.288 d 

 

23.8 ± 29.0 

20.9 ± 23.3 

7.8 ± 15.3 

 

0.151 b 

0.084 c 

0.438 d 

 

0.088 

0.025 

0.607 

Dyspnea 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

11.7 ± 21.1 

5.8 ±12.8 

4.2 ± 11.4 

 

0.130 b 

0.129 c 

0.655 d 

 

10.8 ± 22.2 

15.2 ± 23.3 

8.9 ± 15.3 

 

0.131 b 

0.157 c 

0.084 d 

 

0.772 

0.060 

0.326 

Insomnia 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

23.4 ± 28.1 

20.5 ± 23.2 

12.5 ± 26.9 

 

0.710 b 

0.143 c 

0.008 d 

 

35.1 ± 32.3 

33.3 ± 26.8 

26.7 ± 18.7 

 

0.695 b 

0.366 c 

0.518 d 

 

0.104 

0.034 

0.016 
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Variables Intervention Control p-value a 

Appetite Loss 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

11.7 ± 21.1 

14.7 ± 26.1 

4.2 ± 11.4 

 

0.724 b 

0.206 c 

0.020 d 

 

18.9 ± 26.6 

19.9 ± 24.5 

4.4 ± 11.7 

 

0.591 b 

0.096 c 

0.009 d 

 

0.211 

0.223 

0.946 

Constipation 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

16.2 ± 23.0 

10.7 ± 19.6 

8.3 ± 14.9 

 

0.559 b 

0.705 c 

0.380 d 

 

20.7 ± 25.2 

20.9 ± 28.1 

20.0 ± 16.9 

 

0.763 b 

0.527 c 

0.317 d 

 

0.416 

0.115 

0.052 

Diarrhea 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

0.9 ± 5.4 

1.9 ± 7.9 

4.2 ± 11.4 

 

0.564 b 

0.564 c 

0.564 d 

 

0.9 ± 5.4 

2.8 ± 9.4 

4.4 ± 11.7 

 

0.317 b 

0.317 c 

1.000 d 

 

1.000 

0.669 

0.946 

Financial Difficulties 

Baseline 

Post-intervention 

Follow-up 

 

p-value 

 

58.5 ± 31.8 

38.2 ± 31.9 

29.2 ± 24.0 

 

0.003 b 

0.004 c 

0.454 d 

 

56.7 ± 34.1 

49.5 ± 30.6 

37.8 ± 24.8 

 

0.233 b 

0.261 c 

0.168 d 

 

0.906 

0.121 

0.241 

a = Between groups comparison (Mann Whitney U test) 

b = Within group comparison (baseline vs. post-intervention) (Wilcoxon test) 

c = Within group comparison (baseline vs. follow-up) (Wilcoxon test) 

d = Within group comparison (post-intervention vs. follow-up) (Wilcoxon test) 
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 A comparison of the symptom scores by the EORTC QLQ-C30 questionnaire 

between the intervention and control groups at follow-up data collection is described in 

Table (28).  

 Mann Whitney U test was used to test the between-group differences and 

Wilcoxon signed ranked test was used to test the within-group differences for three-

time points. 

 Regarding fatigue, in the intervention group, the scores were decreased from 

baseline until follow-up. The difference between baseline and post-intervention was not 

significant. The differences between baseline and follow-up, and post-intervention and 

follow-up were significant. 

 In the control group, the post-intervention score was a little higher than the 

baseline score, and it was decreased until the follow-up. The difference between 

baseline and post-intervention was not significant. The differences between baseline 

and follow-up, and post-intervention and follow-up were significant. 

 When between groups comparison was performed, the only significant 

difference was found at post-intervention that the control group had significantly higher 

fatigue scores than the intervention group. At follow-up, there was no significant 

difference between the two groups. 

 Regarding nausea and vomiting, when the within-group comparison was 

performed, there were no significant differences in three-time points of data collection 

in the intervention group. In the control group, the only difference was found between 

post-intervention and follow-up. 

 When between groups comparison was performed, the only significant 

difference was found at post-intervention that the control group had significantly higher 

nausea and vomiting score than the intervention group. At follow-up, there was no 

significant difference between the two groups. 

 Regarding the pain symptom, when the within-group comparison was 

performed, there were no significant differences in three-time points of data collection 

in both intervention and control groups.  
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 When between groups comparison was performed, the only significant 

difference was found at post-intervention that the control group had significantly higher 

pain scores than the intervention group. At follow-up, there was no significant 

difference between the two groups. 

 Regarding the dyspnea symptom, there were no significant differences in both 

within-group and between groups comparison in three-time points of data collection. 

 Regarding the insomnia symptom, when the within-group comparison was 

performed, a significant difference was found between post-intervention and follow-up 

in the intervention group. However, there were no significant differences in the control 

group. 

 When between groups comparison was performed, the significant differences 

were found at post-intervention and follow-up that the control group had significantly 

higher insomnia scores than the intervention group. 

 Regarding the appetite loss symptom, when within-group comparisons were 

performed, significant differences were found between post-intervention and follow-up 

in both groups. However, there were no significant differences in between groups 

comparison for three-time points of data collection. 

 Regarding constipation and diarrhea symptoms, there were no significant 

differences in both within-group and between groups comparison in three-time points 

of data collection. 

 Regarding the financial difficulties, when within-group comparisons were 

performed, significant differences were found between baseline and post-intervention, 

and baseline and follow-up in the intervention group. However, in the control group, 

there were no significant differences in the three-time points of data collection. 

 When the between-groups comparison was performed, there were no significant 

differences between the two groups in three-time points of data collection.  
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Table  29Comparison of the rate of change in functioning and symptom scores of by 

EORTC QLQ-BR23 questionnaire between the intervention and control groups at 

follow-up data collection (N = 74) 

Variables Intervention Control 
Difference 

(Time*Group) 

p-value 

(Time*Group) 

Functioning 

Body Image 

Baseline 

Post-intervention 

Follow-up 

 

80.8 ± 19.6 

85.2 ± 16.0 

90.6 ± 11.3 

 

77.9 ± 22.7 

74.2 ± 25.5 

78.9 ± 18.6 

 

6.0 

(-0.2 – 12.3) 

 

0.061 

Sexual Functioning 

Baseline 

Post-intervention 

Follow-up 

 

4.0 ± 12.0 

1.9 ± 7.9 

4.2 ± 11.4 

 

5.4 ± 14.1 

3.3 ± 12.6 

4.4 ± 11.7 

 

1.0 

(-2.2 – 4.3) 

 

0.530 

Sexual Enjoyment 

Baseline 

Post-intervention 

Follow-up 

 

44.4 ± 19.2 

83.3 ± 23.5 

50.0 ± 23.6 

 

39.9 ± 14.9 

49.9 ± 23.5 

33.3 ± 0.0 

 

7.5 

(-20.5 – 35.7) 

 

0.588 

Future Perspective 

Baseline 

Post-intervention 

Follow-up 

 

71.1 ± 29.5 

70.5 ± 28.1 

81.3 ± 21.0 

 

60.3 ± 29.2 

43.8 ± 30.0 

55.6 ± 27.2 

 

10.2 

(1.0 – 19.4) 

 

0.030 

Symptoms 

Systemic Therapy Side 

Effects 

Baseline 

Post-intervention 

Follow-up 

 

 

13.2 ± 8.8 

21.6 ± 13.1 

6.3 ± 4.2 

 

 

12.0 ± 11.1 

23.6 ± 13.0 

12.1 ± 14.8 

 

 

-3.6 

(-8.7 – 1.4) 

 

 

0.160 

Breast Symptoms 

Baseline 

Post-intervention 

Follow-up 

 

13.5 ± 14.6 

5.1 ± 10.0 

0.0 ± 0.0 

 

10.1 ± 9.8 

5.2 ± 7.0 

5.6 ± 9.8 

 

-4.4 

(-8.0 – -0.9) 

 

0.014 

Arm Symptoms 

Baseline 

Post-intervention 

Follow-up 

 

16.2 ± 17.6 

4.2 ± 10.2 

1.4 ± 3.8 

 

12.9 ± 18.2 

5.3 ± 9.0 

7.4 ± 14.9 

 

-5.0 

(-10.4 – 0.3) 

 

0.065 

Upset by Hair Loss 

Baseline 

Post-intervention 

Follow-up 

 

9.7 ±15.4 

15.6 ± 25.3 

4.2 ± 11.8 

 

14.0 ± 27.9 

22.9 ± 31.0 

8.3 ± 16.7 

 

-6.7 

(-18.2 – 4.8) 

 

0.249 
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 A comparison of the rate of change in functioning and symptom scores of by 

EORTC QLQ-BR23 questionnaire between the intervention and control groups at 

follow-up data collection is described in Table (29). The linear mixed models with 

random intercepts was used to test the overall difference in the rate of change in QOL 

scores between intervention and control groups. 

 

Figure  12Comparison of mean future perspective scores between two groups 

 

 

Figure  13Output of linear mixed model analysis for comparison of the rate of change 

in future perspective scores between two groups for three times of data collection 
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Figure  14Comparison of mean breast symptom scores between the two groups 

 

 

Figure  15Output of linear mixed model analysis for comparison of the rate of change 

in breast symptom scores between two groups for three times of data collection 

 

 For the functioning of the participants, the intervention group had a significantly 

greater rate of increase in future perspective (difference = 10.2 per time, p = 0.030) than 

the control group. Regarding the symptoms, the intervention group had a significantly 

greater rate of decrease in breast symptoms (difference = -4.4 per time, p = 0.014) than 

the control group. There was no significant difference in other QOL scores between the 

two groups over time. 
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Table  30Summary table of significant effects of the intervention 

Variables Post-intervention Follow-up 

Knowledge < 0.001  

Self-efficacy < 0.001  

Empathy < 0.001  

Anxiety 0.013 0.009 

Depression < 0.001 0.002 

Global Health Status/QOL 0.017  

Physical Functioning < 0.001  

Role Functioning < 0.001  

Emotional Functioning < 0.001 0.017 

Cognitive Functioning 0.002  

Social Functioning 0.002  

Fatigue 0.009  

Nausea and Vomiting 0.022  

Insomnia  0.016 

Body Image 0.032  

Future Perspective 0.002 0.030 

Breast Symptoms  0.014 

  

 The significant effects of the intervention on outcome variables were 

summarized in Table (30). 

 At post-intervention data collection, knowledge, self-efficacy, empathy, global 

health status/QOL, physical functioning, role functioning, emotional functioning, 

cognitive functioning, social functioning, body image, and future perspective scores 

were significantly higher in the intervention group than the control group. Anxiety, 

depression, fatigue, nausea & vomiting scores were significantly lower in the 

intervention group than the control group. 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 150 

 At follow-up data collection, emotional functioning and future perspective 

scores maintained a significant increment in the intervention group. Anxiety and 

depression scores maintained a significant reduction in the intervention group. 

Additionally, insomnia and breast symptom scores became significantly reduced in the 

intervention group than the control group which showed no significant difference 

between two groups at post-intervention data collection.  
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CHAPTER (V) 

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS 

5.1 Discussion on Major Findings 

 The main purpose of this study was to evaluate the effect of Peer Support 

Intervention on knowledge about chemotherapy, self-efficacy, empathy, anxiety, 

depression, and QOL of female breast cancer patients on chemotherapy in Yangon, 

Myanmar. This discussion section focused on post-intervention results for knowledge, 

self-efficacy, empathy, anxiety, depression, and QOL of the participants compared to 

baseline, as well as the results at 2 months follow-up data collection evaluating the 

effect of the intervention on anxiety, depression, and QOL. 

 

 5.1.1 Knowledge 

 At baseline, the knowledge about the side effects of chemotherapy and their 

management were assessed among the participants. This study found that the majority 

of the participants (93.2%) had low knowledge about the side effects of chemotherapy 

and their management, and only 1.4% had high knowledge score. The mean knowledge 

score was 10 out of a total score of 39. 

 This very low knowledge score may be due to the fact that, at the study clinic, 

the initial assessment of the patients together with brief counseling sessions regarding 

the disease and its treatment was done by the oncologist on the first visit day. The 

baseline data collection was also done on the first visit day to assess the original 

knowledge of the participants, and the study found that most of the participants had 

very low knowledge about the treatment at that time. The proper counseling session 

was done by the oncologist in the next visit before the administration of the treatment.  

  A similar result was found in the randomized control trial (RCT) of Wu et al 

2018 in Taiwan where the mean knowledge score of the participants was 11 out of a 

total score of 48. That Taiwan study was conducted among 40 breast cancer patients 

(Wu et al., 2018) to evaluate the effect of six sessions of psychoeducational intervention 
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including common side effects of chemotherapy and self-care methods delivered by a 

nurse individually during the course of chemotherapy. 

 As a different finding, the result of this study showed a high knowledge score 

in only 1.4% of participants while a cross-sectional study of Haghpanah et al 2006 in 

Iran showed 30% of participants had high knowledge and 70% had low knowledge. 

That Iranian study was conducted among 40 breast cancer patients in the chemotherapy 

ward in a hospital to evaluate the knowledge and practice of patients about the side 

effects of chemotherapy. The knowledge of the participants was evaluated by totally 

reviewing the whole percentage of answers. Among the participants, 27.5% of them 

had not received chemotherapy previously, 20% were candidates for the second time 

and 52.5% were for the third time. That Iran study found that 30% had answered 

correctly, 33% chose wrong answers while 37% of participants didn’t know the correct 

answers. That Iran study concluded that the knowledge level of the participants was 

poor and the effective education program regarding the side effects of chemotherapy 

was recommended for the participants (Haghpanah et al., 2006). The main difference 

between that Iranian study and this study was the chemotherapy experience of the 

participants. More than 70% of participants in that study had previous experience of 

chemotherapy while all participants were newly registered patients in this study, and 

the different characteristics of participants between the studies could explain the 

different results. 

 

 At post-intervention data collection, this study found that the mean knowledge 

scores of both groups were increased (17 points in the intervention group and 3 points 

in the control group) and the mean score in the intervention group was greater than that 

of the control group and this difference was highly significant. Therefore, it could be 

concluded that the intervention was effective to improve the knowledge of the 

participants after the intervention.  

 The improvement of knowledge scores in this study of 17 points in the 

intervention group was much greater than the finding of the previously cited RCT study 

in Taiwan which was conducted among 40 breast cancer patients (Wu et al., 2018) to 
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evaluate the effect of six 60-minutes sessions of psychoeducational intervention 

delivered by the nurse individually during the course of chemotherapy. In that Taiwan 

study, data collection was done 4 times; (T1) before chemotherapy, (T2) during the 

third cycle, (T3) during the fifth cycle, and (T4) 2 weeks after completion of 

chemotherapy. That study found that the knowledge score of the intervention group was 

significantly higher than the control group throughout the intervention period until T4. 

As the increment in knowledge score in the intervention group, 1 point increased from 

T1 to T2 and 3 points increased from T1 to T4. This difference could be the result of 

the different methods of intervention between that Taiwan study and this study, maybe 

more importantly due to the educational intervention in this study which was intensive 

(face-to-face individually, group and telephone) while that Taiwan study delivered only 

six 60-minutes education sessions individually during the course of chemotherapy. 

 A cross-sectional study conducted among 90 cancer patients during the course 

of chemotherapy in Malaysia found that patients necessitated information about side 

effects of chemotherapy, and verbal discussion was the most preferred method of 

education among the patients (Chan and Ismail, 2014). In this study, the methods of 

delivering education were verbal discussion and written booklets. Therefore, it can be 

assumed that adding written booklets as the information material can strengthen the 

effectiveness of the intervention on knowledge of the patients. 

 Literature review about the effect of an education program on chemotherapy to 

cancer patients conducted by Valenti, 2014 (Valenti, 2014) remarked that education is 

important for the understanding of looking after themselves, managing side effects and 

knowing when to seek healthcare. Education about chemotherapy, side effects, and self-

care performances was effective to reduce adverse effects of treatment, relief worry, 

and increase QOL. It was important to find the most appropriate method for delivering 

health education regarding chemotherapy to breast cancer patients (Valenti, 2014), and 

this comment had influenced the decision of multiple methods of health education 

delivery in this study. 
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 5.1.2 Self-efficacy 

 At baseline, the self-efficacy status was also evaluated among the participants 

and the study found that the majority of them (66.2%) had a fair self-efficacy score 

while 20.3% of them had a good self-efficacy score. The mean self-efficacy score was 

31 out of a total score of 40. 

 A similar finding was identified in the previously cited RCT of Wu, P. H., 2018, 

conducted among 40 breast cancer patients in Taiwan (Wu et al., 2018) in which the 

mean self-efficacy score of the participants was 18 out of the total score of 25 at 

baseline. 

 According to the Health Belief Model, when people have self-efficacy (i.e. the 

ability for performing a given behavior), they would be more likely to undertake these 

activities (Masoudiyekta et al., 2018). In this study, their behavior was related to 

seeking healthcare of breast cancer and the majority of them had fair self-efficacy 

scores when categorized by mean ± SD score. 

 

 At post-intervention data collection, the effect of the intervention on self-

efficacy was evaluated among the participants. This study found that the mean self-

efficacy scores of both groups were increased (4 points in the intervention group and 1 

point in the control group), and the mean score in the intervention group was greater 

than that of the control group and this difference was highly significant. Therefore, it 

could be concluded that the intervention was effective to improve the self-efficacy of 

the participants after the intervention. 

 A similar result was found in the RCT study of Lee, R., et al, 2013 in Korea, in 

which 85 newly diagnosed breast cancer patients (39 in the intervention group and 46 

in the control group) participated. The intervention group received peer group support 

intervention by dyadic pair, once a week for 6 weeks, face-to-face or by telephone. 

After the intervention, increment in self-efficacy scores were 4 points in the 

intervention group and 2 points in the control group. (Lee et al., 2013). Therefore, the 

increment in the intervention group was similar to this study. 
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 The finding of this study was quite similar to the result of previously quoted 

RCT study in Taiwan which was conducted among 40 breast cancer patients (Wu et al., 

2018) to evaluate the effect of six sessions of a psychoeducational intervention on self-

efficacy delivered by a nurse during the course of chemotherapy. In that Taiwan study, 

data collection was done 4 times; (T1) before chemotherapy, (T2) during the third cycle, 

(T3) during the fifth cycle, and (T4) 2 weeks after completion of chemotherapy. That 

study found that self-efficacy score of the intervention group was significantly higher 

than the control group in T3 and T4. As the increment in self-efficacy score in the 

intervention group, 1 point increased from T1 to T2, 2 points from T1 to T3, and 3 

points from T1 to T4. 

 

 5.1.3 Empathy 

 At baseline, the general empathy status was evaluated among the participants 

and this study found that the majority of them (60.8%) had a fair empathy score with a 

mean score of 15 out of a total score of 24. Empathy refers to the capability of the 

participant to know and share the emotional state of others. In this study, the general 

empathy status of the participants was assessed. 

 

 At post-intervention data collection, the effect of the intervention on empathy 

was also evaluated among the participants. This study found that the mean empathy 

scores of both groups were increased (4 points in the intervention group and 1 point in 

the control group), and the mean score in the intervention group was greater than that 

of the control group and this difference was highly significant. Therefore, the 

intervention was effective in improving the empathy of the participants.  

 A similar finding was found in an interventional study that applied online 

support group intervention among breast cancer patients monitored by a trained 

facilitator in the USA in 2003. There were 177 participants in that study and the 

intervention period was 4 months. That study revealed that online support group 

intervention was significantly effective in improving empathy among the participants 

after the intervention period (Han et al., 2011). 
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 5.1.4 Anxiety 

 At baseline, the anxiety status of the participants was assessed, and the study 

found that 16.2% of the participants were classified as anxious.  

 A similar finding was found in the cross-sectional study conducted in Thailand 

in 2007. In that study, participants were 300 female breast cancer patients recruited in 

the surgical outpatient department (OPD). The prevalence of anxiety disorder among 

the participants was 16.0% in that study (Lueboonthavatchai, 2007).  

 

 At post-intervention data collection, the effect of the intervention on anxiety 

status of the participants was evaluated in this study. This study found that the mean 

anxiety scores of both groups were decreased (-3 points in the intervention group and -

1 point in the control group), and the mean score in the intervention group was 

significantly lower than that of the control group after the intervention, and therefore, 

the intervention was effective on diminishing the anxiety of the participants. 

 A similar finding was found in an RCT study that evaluated the effect of the 

multidiscipline mentor-based program on breast cancer patients conducted in China. 

There were 93 participants in the intervention group and 82 in the control group. The 

participants of the intervention group received peer mentoring by peer mentors, 

education by professionals and small group discussion. The intervention was delivered 

8 weekly sessions in the first 2 months, as well as 3 sessions at 2 months, 6 months and 

12 months after the intervention. Assessments were done at baseline (T1), 2 months 

(T2), 6 months (T3) and 12 months (T4) after the intervention. As a result, after 6 

months of the intervention period, the intervention group showed significantly lowered 

anxiety scores compared to the control group with a mean difference of -2 points (Ye 

et al., 2016). 

 The inconsistent result was found in the previously cited RCT study of Lee, R., 

et al, 2013 in Korea, in which 85 newly diagnosed breast cancer patients (39 in the 

intervention group and 46 in the control group) participated. The intervention group 

received peer group support intervention by dyadic pair, once a week for 6 weeks, face-
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to-face or by telephone. After the intervention, anxiety scores showed no change in the 

intervention group (Lee et al., 2013). 

 Another contradictory finding was found in a quasi-experimental study that 

evaluated the effect of Culturally Tailored Peer-Mentoring and Education Intervention 

on anxiety and depression of breast cancer patients conducted in the USA. There were 

14 participants in the intervention group. The participants received peer mentoring by 

peer mentors and education by specialists, 10 sessions which were conducted weekly. 

After the intervention, anxiety scores revealed no change among the participants (Lu et 

al., 2014). 

 For these studies with dissimilar findings, although the intervention programs 

were delivered by peers, the components of the intervention and duration of the 

intervention were different from each other, and these differences might be responsible 

for the different results among studies. A systematic review and meta-analysis done by 

Matsuda, A., 2014 (Matsuda et al., 2014) guessed that different administration methods 

of intervention may have different results in the effectiveness. 

 

 At follow-up data collection, the anxiety status of the participants was assessed 

to evaluate the sustainability of the intervention program on it. 

 Regarding the anxiety status of the participants, the intervention group still had 

a significantly lower anxiety score than the control group. The mean differences from 

baseline to follow-up data collection were -4 points in the intervention group and -2 

points in the control group. 

 A similar finding was found in a quasi-experimental study of Montazeri, et al 

in Iran which was conducted to assess the long-term impact of attending a peer support 

group on anxiety and depression of breast cancer patients before and after 1-year 

participation in the monthly support group meeting. In that Iran study, all current 

members of the three Iranian breast cancer support groups (n = 56) participated in the 

study. Comparing anxiety at baseline and follow-up, anxiety scores were significantly 

reduced (mean difference = -1, p = 0.03) after 1-year participation in the support group. 
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Analysis of the qualitative data indicated that group involvement was the most 

important factor that contributed to the improvement in the psychological well-being 

of the patients. The findings of that study suggest that participation in cancer support 

groups had a long-term effect on reducing anxiety in breast cancer patients (Montazeri 

et al., 2001). 

 Therefore, the finding suggested that the peer support intervention had a 

significant long-term effect on reducing anxiety status of the breast cancer patients and 

similar long-term effects could have also been shown in this interventional study if the 

study could be extended to one year. 

 

 5.1.5 Depression 

 At baseline, the depression status of the participants was assessed in this study, 

and the study found that 16.2% of the participants were classified as depressed.  

 Similarly, the systematic review of Zainal, N. Z., 2013 found that the prevalence 

of depression among breast cancer patients was with a range of 12.5-31% in Asian 

studies using different assessment tools (Zainal et al., 2013).  

 

 At post-intervention data collection, the effect of the intervention on depression 

status of the participants was assessed. This study found that the mean depression scores 

of both groups were decreased (-3 points in the intervention group and -0.3 points in 

the control group), and the mean score in the intervention group was significantly lower 

than that of the control group after the intervention, and therefore, the intervention was 

effective on diminishing the depression status of the participants. 

 A similar finding was found in the previously quoted quasi-experimental study 

with only the intervention group by Lu, et al., 2014 in the USA. That USA study found 

that, after the 10 weekly sessions of intervention, depression scores were significantly 

decreased among the participants (Mean difference = -0.4, p = 0.03) (Lu et al., 2014). 

Although the mean scores in depression were decreased in both studies, the reduction 

in this study was greater than the USA study. These different results could be explained 

by the different questionnaires with different scoring schemes. That USA study used 
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the depression and anxiety subscales from the Brief Symptom Inventory (BSI) 

including six items with five points Likert scales, while this study used seven items 

questionnaires with four points Likert scales. 

 A similar finding was also found in previously cited RCT study of Ye, et al 2016 

conducted in China. As the result, after 6 months of the intervention period, the 

intervention group showed significantly lowered depression scores compared to the 

control group with a mean difference of -3 points (Ye et al., 2016).  

 The inconsistent result was found in the previously cited RCT study of Lee, R., 

et al, 2013 which was conducted in Korea. That Korea study found that, after the 

intervention period of 6 weeks, there were no changes in depression scores in the 

intervention group (Lee et al., 2013). 

 For these studies, it can be assumed that the different results were due to the 

differences in components of the intervention and duration of the intervention between 

studies. Different administration methods of intervention may have different results in 

the effectiveness (Matsuda et al., 2014). 

 

 At follow-up data collection, the depression status of the participants was 

assessed to evaluate the sustainability of the intervention on it. 

 Regarding the depression status of the participants, the intervention group still 

had a significantly lower depression score than the control group. The mean differences 

from baseline to follow-up data collection were -4 points in the intervention group and 

-2 points in the control group. 

 A consistent finding was found in the previously quoted quasi-experimental 

study of Montazeri et al., 2001 in Iran. It was conducted to assess the long-term impact 

of attending a peer support group on anxiety and depression of breast cancer patients 

before and after 1-year participation in the monthly support group meeting. Comparing 

depression at baseline and follow-up, depression scores were significantly reduced 

(mean difference = -1, p = 0.008) after 1-year participation in the support group. The 

findings of that Iran study suggest that participation in cancer support groups had a 
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long-term effect in reducing depression in breast cancer patients (Montazeri et al., 

2001). Therefore, the findings suggested that the peer support intervention had a 

significant long-term effect on reducing the depression status of breast cancer patients. 

 In this study, both anxiety and depression status of the participants in the control 

group were decreased over time without any intervention program. These findings were 

supported by the results of the longitudinal study of Stafford et al which was conducted 

for 2 years duration in the USA that anxiety and depression symptoms were 

significantly decreased among the cancer patients at 8 weeks and 40 weeks after the 

baseline assessment (Stafford et al, 2015).  
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 5.1.6 Quality of Life 

 Assessment of QOL describes the experience of patients on the effect of 

diagnosis and treatment of cancer in their daily living and, QOL is also viewed as an 

essential outcome measure for quality of oncology practice (Chui et al., 2015, Gangane 

et al., 2017). Furthermore, improvement in QOL is also related to longer survival in 

cancer patients (Quinten et al., 2009). However, the research regarding QOL among 

female breast cancer patients is poorly established in Myanmar. Hence, it is necessary 

to explore the QOL of cancer patients and discover the possible approaches to promote 

their QOL. In this study, the effect of peer support intervention on QOL of female breast 

cancer patients was also explored in a cancer clinic in Yangon, Myanmar by two 

questionnaires namely the EORTC QLQ-C30 questionnaire (a general tool for cancer) 

and EORTC QLQ-BR23 questionnaire (a specific tool for breast cancer). 

 

 5.1.6.1 Global Health Status/QOL assessed by EORTC QLQ-C30 

Questionnaire 

 At baseline, this study found that the global health status/QOL of all participants 

was fair with a mean score of 61.8 ± 20.1. It was comparable to the reference value of 

61.8 ± 24.6 which was reported in a 49 countries study by the EORTC group (Scott et 

al., 2008), but lower than the scores in previous Myanmar study (Htet, 2016) and 

Morocco study (El Fakir et al., 2016) (66.1 ± 21.2 and 68.5 ± 18.5 respectively), and 

higher than in Egypt (RAM et al., 2018) and Iran (Shafaie et al., 2019b) studies (51.9 

± 25.7 and 59.1 ± 17.4  respectively).  

 In these mentioned studies, QOL of the patients were assessed during the 

different courses of treatment. In the previous cross-sectional study in Myanmar (Htet, 

2016) which was conducted among 200 breast cancer patients in the radiotherapy ward, 

all participants received combination therapies (Surgery + Chemotherapy, or Surgery 

+ Chemotherapy + Radiotherapy). In the cross-sectional study in Morocco (El Fakir et 

al., 2016) in which 1463 breast cancer patients participated, participants received 

surgery only or chemotherapy only or combination therapies. In the cross-sectional 

study in Egypt (RAM et al., 2018) where 181 breast cancer patients participated, 
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surgery only or radiation only or combination therapies were the treatments that the 

patients received. In the cross-sectional descriptive study in Iran (Shafaie et al., 2019a) 

where 166 women breast cancer patients took part, they were receiving chemotherapy 

only or combination therapies. In this study, surgery was the only treatment that the 

participants had received and they were just before adjuvant chemotherapy. 

 The study of El-Sharkawi reported that combination treatment was associated 

with the poorest QOL, whereas radiotherapy with better QOL than chemotherapy (El 

Sharkawi, 1997). Additionally, the literature review done by Haddou Rahou, B., 2016 

(Haddou Rahou et al., 2016) also explained that different types of treatment stage 

resulted in the different QOL score among breast cancer patients that the combination 

treatment expected the poorest QOL, and the radiotherapy revealed significantly less 

effect on QOL than chemotherapy. Moreover, variations in population in terms of 

disease duration, staging of disease and received treatment might have an effect on the 

observed differences (Haddou Rahou et al., 2016).  

 

 At post-intervention data collection, the effect of the intervention on global 

health status/QOL of the participants was assessed, and this study found that the 

improvement in global health status/QOL of the intervention group was significantly 

greater than the control group after the intervention. Therefore, the intervention was 

effective to improve the global health status/QOL of breast cancer patients in this study. 

 The global health status/QOL status of the patients was expected to be decreased 

over time. However, in this study, the global health status/QOL status of the control 

group was also increased after chemotherapy without any intervention. It was a very 

stressful period for them because they were recently diagnosed with breast cancer, they 

felt worried about the disease and they suffered side effects of chemotherapy. When the 

chemotherapy was completed, the patients felt relief from these stressful occasions and 

this condition could be explained the improvement in global health status/QOL in the 

control group without any intervention. 

 Similarly, the improvement in global health status/QOL was also reported in the 

randomized controlled trial (RCT) of Sharif, F., 2010 (Sharif et al., 2010) conducted 
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among 100 Iranian female breast cancer patients after completing surgery, 

chemotherapy and radiotherapy, and currently on hormonal therapy. There were 50 

participants in each group. That Iran study found that four sessions of peer-led 

education intervention during one month was effective for improving the global health 

status/QOL of the participants. 

 A similar finding was also found in the RCT of Cho, O., 2006 (Cho et al., 2006) 

which was conducted among 55 female breast cancer patients after completing surgery, 

chemotherapy, and radiotherapy in South Korea. There were 28 participants in the 

intervention group and 27 in the control group. That study found that the intervention 

program consisting of education by specialists, exercise and peer support group activity 

for 10 weeks duration had a significant effect to improve QOL. 

 Similarly, the RCT of Napoles, A. M., 2015 (Napoles et al., 2015) conducted 

among 151 women breast cancer patients after surgery with or without chemotherapy 

or radiotherapy in the USA where 76 participants in the intervention group and 75 in 

the control group, also reported that peer-delivered stress management intervention 

once a week for eight weeks was effective on improving the overall QOL. 

 As the consistent result, the RCT of Giese-Davis, J., 2016 (Giese-Davis et al., 

2016) conducted among 104 breast cancer patients in the USA after surgery and 

currently on chemotherapy or radiotherapy or hormonal therapy also found that weekly 

peer navigator individual support intervention for six months was effective for 

improving breast cancer specific well-being. Thus, the finding of the present study 

supported the results of previous studies on the effectiveness of peer support 

intervention in promoting the overall QOL of breast cancer patients. 

 

 At follow-up data collection, the global health status/QOL of the participants 

were assessed to evaluate the sustainability of the intervention on it. 

 At that time, although the global health status/QOL score of the intervention 

group was higher than the control group, the difference over time was not significant 

between the two groups. 
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 The dissimilar finding was found in the RCT of Sharif, F., 2010 (Sharif et al., 

2010) conducted among 100 Iranian female breast cancer patients. That Iran study 

found that the global health status/QOL score of the intervention group was 

significantly higher than the control group at 2 months follow-up data collection. 

 Sharif, F explained that psychological support interventions were beneficial for 

the well-being of breast cancer patients, although it was not able to conclude that one 

type of intervention was more effective than another. Patients had to be in a breast 

cancer support group to deal with their disease, and the patient support group had a 

significant role in improving the QOL of breast cancer patients.  
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 5.1.6.2 Functioning assessed by EORTC QLQ-C30 Questionnaire 

 At baseline, five functioning scales namely physical, role, emotional, cognitive 

and social functioning were assessed. Among them, cognitive functioning and social 

functioning were found to be the highest scores and role functioning and emotional 

functioning revealed the lowest scores in this study. 

 The results of this study were comparable to the findings of the previously cited 

studies done in Morocco (El Fakir et al., 2016) and in Egypt (RAM et al., 2018) where 

cognitive functioning and social functioning were found to be the highest scores and 

role functioning and emotional functioning revealed lowest scores. 

 This study found that cognitive functioning score of the participants was the 

highest among the five functioning scales. A similar finding was also found in the cross-

sectional study of Safaee, 2008 (Safaee et al., 2008) which was conducted among 119 

breast cancer patients in the chemotherapy ward in Iran in 2006. The consistent finding 

was also found in another Iranian study which was the previously quoted cross-

sectional study of Shafaie, 2019 (Shafaie et al., 2019a). The cross-sectional study done 

by Brezden, C. B., 2000 among 71 breast cancer patients and 36 healthy women as the 

control in Canada, reported that chemotherapy was related to impairment in cognitive 

functioning in breast cancer patients (Brezden et al., 2000). The finding of no-

association in this study could be explained by the fact that this study was conducted 

before the start of chemotherapy and therefore, it was too early to detect this association. 

 The social functioning score was also high among functioning in this study. The 

previously cited literature review of Haddou Rahou, B., 2016 (Haddou Rahou et al., 

2016) found that effective social support system in the Arab communities lead to reduce 

the pressure and improve the health of Arab women. Therefore, a higher social 

functioning score revealed in this study could be explained that all participants had a 

good family relationship and they had psychological support from their family. 

Moreover, almost 90% of the participant had social support from their friend or 

neighbors and it could also be a contributing factor for having a high social functioning 

score. 
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 In this study, emotional functioning score was relatively low among functional 

scales. The study of Haddou Rahou, B., 2016 (Haddou Rahou et al., 2016) commented 

that female breast cancer patients suffered from a feeling of upset for disfigurement, 

fear of denial by their spouses and loss of feminineness which could lead to having poor 

emotional functioning. 

 This study revealed that role functioning score of the participants was the lowest 

among five functioning. The study of Haddou Rahou, B., 2016 (Haddou Rahou et al., 

2016) explained that female breast cancer patients felt great pressure due to the burden 

of work as well as commitments of their roles as mothers and housewives. In this study, 

the respondents felt that their ability to do their work, daily activities or leisure time 

activities was limited and it led to having poor role functioning among the participants. 

  

 At post-intervention data collection, the effect of the intervention on five 

functioning scales of the participants was assessed, and this study found that the 

improvement in all functioning scales of the intervention group, except for the social 

functioning, was significantly greater than the control group after the intervention. 

Therefore, the intervention was effective to improve physical functioning, role 

functioning, emotional functioning and cognitive functioning of the breast cancer 

patients. 

 Regarding the social functioning, the social functioning score in the intervention 

group was very marginally decreased (-0.5 points) after the intervention, while the score 

in the control group was decreased (-12.7 points), and that difference between the two 

groups was significant at post-intervention data collection. Therefore, the intervention 

was effective to maintain the social functioning of the participants. 

 Similarly, the previously cited RCT study of Sharif, F., 2010 (Sharif et al., 2010) 

in Iran also approved that peer-led education intervention which was done 4 times 

during a month, was effective for promoting all those functioning among breast cancer 

patients.  
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 The consistent findings were also reported by the previously quoted RCT study 

of Napoles, A. M., 2015 (Napoles et al., 2015) in the USA that physical well-being, 

social/family well-being, emotional well-being, and breast cancer concern among the 

participants were significantly improved by peer-delivered stress management 

intervention which was done once a week for 8 weeks.  

 In contrast, the RCT of Mens, M. G., 2016 (Mens et al., 2016) conducted among 

245 breast cancer patients in the USA found that peer support meetings once a week 

for eight weeks had no significant improvement in mental health and physical health 

components after the intervention. The main difference between that USA study and 

this study was the duration of the intervention. That USA study conducted the 

intervention for about 2 months while this study conducted for about 5 months, and this 

difference in the duration of the intervention might be responsible for the different 

results. 

 The inconsistent results were also found in the quasi-experimental study of 

Tehrani, A. M., 2011 (Tehrani et al., 2011) conducted among 61 female breast cancer 

patients after surgery receiving radiotherapy or medical treatment in Iran. That Iran 

study found that after six sessions of peer-led meetings for three months, there was no 

significant difference in physical functioning, role limitation and social functioning 

between intervention and control groups. As stated above, the difference in the duration 

of the intervention between studies might be responsible for the different results. 

 The RCT study of Ghavami, H., 2017 (Ghavami, 2017) which was conducted 

among 80 breast cancer patients in Iran, proposed that different duration of intervention 

might be related to the different results.  

 Moreover, the previously quoted systematic review and meta-analysis done by 

Matsuda, A., 2014 (Matsuda et al., 2014) guessed that different administration methods 

of intervention may have different results in the effectiveness of the intervention on 

QOL among breast cancer patients. For these studies, although the intervention 

programs were delivered by peers, the components of the intervention were different 

from each other. Moreover, there was a difference in the duration of intervention 

between this study and others. Therefore, different duration of intervention and 
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different administration methods of intervention between the studies could explain the 

different results. 

 

 At follow-up data collection, five functioning scales of the participants were 

assessed to evaluate the sustainability of the intervention on these outcomes. 

 At that time, the intervention group had a significantly higher emotional 

functioning score than the control group and the difference over time was significant 

between the two groups. Therefore, the peer support intervention had a significant 

effect on improving emotional functioning of the participants over time.  

 As a dissimilar result, only emotional functioning was significantly improved 

at follow-up data collection in this study, while all the functioning scales were 

significantly improved in the previously cited RCT of Sharif, F., 2010 in Iran. In that 

Iran study, the peer-led education intervention had a significant effect on improving all 

five functioning scales (physical, role, emotional, cognitive and social) of breast cancer 

patients two months after the intervention (Sharif et al., 2010). Different administration 

methods of intervention between Iran study and this study could explain the different 

results. 
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 5.1.6.3 Functioning assessed by EORTC QLQ-BR23 Questionnaire 

 At baseline, four functioning scales namely body image, sexual functioning, 

sexual enjoyment, and future perspective were assessed. Among them, body image 

scored the highest followed by a future perspective score. Sexual functioning score was 

the lowest and sexual enjoyment score was relatively low. 

 Inconsistent results were found in the cross-sectional study of Nageeti T H 

(2019) (Nageeti et al., 2019) which was conducted among 88 female breast cancer 

survivors in Saudi Arabia, where sexual functioning score was the highest followed by 

sexual enjoyment, in addition, future perspective score was the lowest followed by body 

image. The difference between that Saudi Arabia study and this study was the time of 

assessment. That Saudi Arabia study assessed the QOL of the participants after 

completing the major treatments and more than half of the participants were on 

hormonal therapy. In this study, QOL was assessed recently after the surgery and this 

difference could be accounted for the different results. 

 

 At post-intervention data collection, this study found that, among the four 

functioning scores, the body image score of the intervention group was significantly 

higher than the control group after the intervention. Moreover, although the future 

perspective scores were decreased in both groups, the score of the intervention group 

was significantly greater than the control group after the intervention period. Therefore, 

it could be concluded that the peer support intervention was effective to improve body 

image scores and maintain the future perspective status of breast cancer patients during 

the course of chemotherapy. 

 As the different finding, in the previously quoted RCT study of Sharif, F., 2010 

in Iran found that all four functioning scores namely body image, sexual functioning, 

sexual enjoyment, and future perspective, were increased in the intervention group and 

decreased in the control group after the intervention period and the intervention was 

effective to improve all functioning scores of the breast cancer patients (Sharif et al., 

2010). 
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 Sharif, F. guessed that the peer group method was effective for improving the 

sexual function because they could discuss this issue in a relaxed environment. But in 

this study, the participants didn’t discuss their sexual issues in a group meeting and it 

could be due to the culture of the society. Therefore, it could be a factor for the 

intervention program not having a significant effect on sexual functioning and sexual 

enjoyment of the participants in this study. 

 

 At follow-up data collection, functioning scores of the participants were 

assessed to evaluate the sustainability of the intervention on these outcomes.  

 At that time, the intervention group had a significantly higher future perspective 

score than the control group and the difference over time was significant between the 

two groups. Therefore, the peer support intervention had a significant effect on 

improving future perspective of the participants at follow-up data collection. 

 As the dissimilar finding, the RCT study of Sharif et al 2010 also found that the 

peer-led education intervention had a significant effect on improving all four 

functioning scores (body image, sexual functioning, sexual enjoyment, and future 

perspective) of breast cancer patients two months after the intervention (Sharif et al., 

2010). In that Iran study, all four functioning scores increased over time in the 

intervention group and decreased gradually in the control group. But in this study, the 

only future perspective of the participants was improved at follow-up data collection. 

These different results could be explained by the reason stated previously that the sexual 

issues were not discussed during the group meeting among the participants in this study 

due to the culture of the society. Sharif, F., also explained that culture was an 

influencing factor on sexual issues and body-image and Asian women thought that it 

was shameful to discuss their sexual issues. 
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 5.1.6.4 Symptoms assessed by EORTC QLQ-C30 Questionnaire 

 At baseline, eight symptoms (namely fatigue, nausea & vomiting, pain, 

dyspnea, insomnia, appetite loss, constipation, and diarrhea) and financial difficulty 

status were assessed. Among eight symptoms, insomnia, fatigue, and pain were the 

most problematic symptoms that the participants had with the highest mean scores. 

Diarrhea was the least problematic symptom followed by nausea and vomiting among 

the study participants in this study.  

 Similar findings were found in the previously quoted cross-sectional study done 

in Egypt (RAM et al., 2018), a cross-sectional study in Croatia among 153 breast cancer 

patients (Separovic et al., 2019) and 2 cross-sectional studies among breast cancer 

patients in Saudi Arabia with the sample size of 310 and 88 respectively (Imran et al., 

2019, Nageeti et al., 2019) where the highest scores were found in insomnia, fatigue 

and pain, while the lowest scores were in diarrhea and, nausea and vomiting. 

 A study conducted in the USA by Bradwell and Ancoli-Israel remarked that 

patients with fatigue and insomnia before chemotherapy suffered more fatigue and poor 

QOL during chemotherapy than women with fewer symptoms before chemotherapy 

(Bardwell and Ancoli-Israel, 2008). 

   

 At post-intervention data collection, the effect of the intervention on symptoms 

of the participants was evaluated, and this study found that fatigue, and nausea & 

vomiting symptoms of the intervention group were significantly lower than the control 

group after the intervention. Therefore, the peer support intervention program was 

effective to alleviate fatigue, and nausea & vomiting symptoms of breast cancer 

patients. However, although the other symptom scores in the intervention group were 

lower than the control group after the intervention, these differences were not 

significant between the two groups.  

 The different findings were found in the previously cited RCT study of Sharif, 

F., 2010 (Sharif et al., 2010) that the intervention group had significantly lower fatigue, 

pain, insomnia, and appetite loss symptoms than the control group, and there were no 
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significant differences in other symptoms. The different findings among studies could 

be explained by the different components of the intervention to the participants. In the 

study of Sharif, F., health education section included the concept of cancer, breast 

cancer, diagnosis, treatment, complications, self-care, relaxation techniques and 

adaptation to the illness, while this study included the side effects of chemotherapy and 

their management, advice on healthy eating and advice on regular physical activity. 

 The previously cited quasi-experimental study of Tehrani, A. M., 2011 (Tehrani 

et al., 2011) in Iran found that there was no significant difference in body pain scores 

between two groups after the peer-led meeting intervention of six sessions in three 

months. These different findings could be explained by different durations and different 

administration methods of intervention. Another difficulty was using different 

assessment tools for QOL among studies. The study of Tehrani, A. M., 2011 used the 

SF-36 questionnaire while the study of Sharif, F., 2010 used the EORTC QLQ-C30 

questionnaire and, thus, it was difficult to compare the different outcome domains 

among the studies. 

 

 At follow-up data collection, symptom scores of the participants were assessed 

to evaluate the sustainability of the intervention on these outcomes. At that time, 

insomnia score in the intervention group was significantly lower than the control group. 

 The different findings were found in the study of Sharif, F., 2010 that fatigue 

and insomnia scores were significantly lower in the intervention group than the control 

groups at 2 months follow-up data collection. The other symptoms showed no 

significant difference between the two groups at follow-up in that study (Sharif et al., 

2010). These differences could also be explained by the different components of the 

intervention to the participants as stated above. 
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 5.1.6.5 Symptoms assessed by EORTC QLQ-BR23 Questionnaire 

 At baseline, four symptoms namely systemic therapy side effects, breast 

symptoms, arm symptoms and upset by hair loss were assessed. Among them, symptom 

scores didn’t reveal many differences between each other. The most problematic 

symptom was arm symptoms having a mean score of 14.5 out of 100. The least 

problematic symptom was upset by hair loss with a mean score of 11.6.  

 The different results were found in the previously quoted cross-sectional study 

of Nageeti T H (2019) in Saudi Arabia that upset by hair loss had the highest mean 

score with 61.5 while systematic therapy side effect revealed the lowest mean score of 

39.1. That Saudi Arabia study also found that having chemotherapy was significantly 

associated with a higher upset by hair loss. Different findings between Saudi Arabia 

study and this study could be explained by the different courses of treatment. The 

participants of that study had completed the major treatments for breast cancer, while 

in this study, participants were recently after surgery and before chemotherapy. 

Therefore, in this study, most of the participants didn’t have hair loss and they didn’t 

feel upset by hair loss. 

 

 At post-intervention data collection, this study found that systematic therapy 

side effects and upset by hair loss scores were increased in both groups. Breast symptom 

and arm symptom scores were decreased in both groups. However, these changes 

showed no significant difference between the two groups and it could be concluded that 

the intervention had no immediate effect on these symptoms of breast cancer patients. 

 Dissimilar findings were found in the previously quoted RCT of Sharif, F., 2010 

in Iran. In that Iran study, systemic therapy side effects scores were decreased in the 

intervention group and increased in the control group, and that difference was 

significant. Breast symptom, arm symptoms and upset by hair loss scores showed no 

changes in both groups immediately after the intervention. Therefore, the intervention 

program had an immediate effect on improving the systemic therapy side effects among 

the participants in that Iran study (Sharif et al., 2010). 
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 At follow-up data collection, symptom scores of the participants were assessed 

to evaluate the sustainability of the intervention on these outcomes.  

 Regarding the breast symptom scores of the participants, the intervention group 

had a significantly lower score than the control group and the difference over time was 

significant between the two groups. Therefore, the peer support intervention had a 

significant effect on alleviating breast symptoms of the participants over time. There 

were no significant differences in other symptoms between the two groups at that time. 

 As the different findings, the RCT study of Sharif et al 2010 found that the peer-

led education intervention had a significant effect on relieving systemic therapy side 

effects, breast symptoms and upset by hair loss of breast cancer patients two months 

after the intervention (Sharif et al., 2010). 

 Sharif, F. explained that psychological support interventions were beneficial for 

the well-being of breast cancer patients, although it was not able to conclude that one 

type of intervention was more effective than another. Patients had to be in a breast 

cancer support group to deal with their disease and support groups had a significant role 

in improving the QOL of breast cancer patients. 

 For these dissimilar findings, although the intervention program was delivered 

by peers in the study of Sharif. F., 2010, the components of the intervention and 

duration of the intervention were different from this study. These differences might be 

responsible for the different results. A systematic review and meta-analysis done by 

Matsuda, A., 2014 guessed that different administration methods of intervention may 

have different results in the effectiveness of the intervention. 

 Sharif, F. also suggested that breast cancer patients should participate in 

physiotherapy sessions for improving physical functioning, and reducing breast 

symptoms and arm symptoms. Participating in a physiotherapy session together with 

peer support could be effective for improving the QOL of breast cancer patients. 
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 In this study, anxiety, depression, and QOL of the participants were assessed at 

the follow-up data collection to evaluate the sustainability of the intervention on these 

outcomes. Knowledge, self-efficacy and empathy status were not assessed at that time 

because it was assumed that there would be no significant changes in these three 

variables during 2 months duration after the intervention. 

 In this study, at 2 months follow-up data collection, the effectiveness of the 

intervention program was maintained on anxiety, depression, emotional functioning, 

future perspective, and breast symptoms of the participants. Therefore, it could be 

concluded that the effectiveness of the peer support intervention was maintained mainly 

on the emotional aspects of breast cancer patients after the intervention period.  
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5.2 Benefits, Strengths and Limitations of the Study 

 5.2.1 Benefits of the Study 

 After receiving the peer support intervention, the participants had improvement 

in knowledge about chemotherapy, self-efficacy, empathy, and QOL, as well as in 

control of their anxiety and depression status. 

 Capacity building of peer supporters was achieved by the training program on 

counseling, facilitating group meeting and conducting telephone support. 

 Capacity building of peer supporters was also achieved by training programs 

regarding health education on knowledge about the side effects of chemotherapy and 

their management, advice on healthy eating and advice on regular physical activity.  

 The network between the breast cancer survivors (peer supporters) and newly 

diagnosed patients was established which will be useful to implement the supportive 

programs and to conduct the research programs in the future. 

 The findings of the study will be presented to the Defence Services Medical 

Research Centre, Myanmar to be helpful for the implementation of the peer support 

program for cancer patients in Myanmar in the future. 
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 5.2.2 Strengths of the Study 

 To my knowledge, it was the very first study on the effectiveness of the peer 

support intervention on knowledge, self-efficacy, empathy, anxiety, depression, and 

QOL among the breast cancer patients during chemotherapy in Myanmar. 

 New services (that is peer support intervention including peer individual 

counseling, peer group meeting and peer support by telephone) for breast cancer 

patients were developed in Myanmar. 

 Selection bias and confounding due to unequal distribution were minimized by 

random allocation of the participants into the intervention or control group. Block 

randomization also ensured that the intervention and control groups were balanced in 

terms of the number of participants. 

 The training program for the peer supporters was conducted by the well 

experienced clinical psychologist by lectures and practical sessions to guarantee the 

quality of it. 

 Competency of the trainees was also evaluated by the principal trainer, well 

experienced clinical psychologist, throughout the training period and at the end of the 

training program. 

 Quality of life of the participants was measured by using a specific 

questionnaire for cancer (QLQ-C30) containing 30 questions and a specific 

questionnaire for breast cancer (QLQ-BR23) containing 23 questions instead of using 

general QOL questionnaire (such as WHO QOL-BREF containing 26 questions). 
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 5.2.3 Limitations of the Study 

 This study had a time limitation of the intervention period (about 5 months) so 

that long-term intervention might reveal different results from this study. It was not 

possible to complete the follow-up data collection in all participants after the 

intervention due to the long recruitment time (about 7 months) and only about 50% of 

participants were assessed at follow-up data collection to evaluate the sustainability of 

the effect of the intervention on outcomes of the study. 

 In this study, the multi-component intervention (including counseling, group 

meeting, and telephone support) was delivered to the participants. Therefore, it was not 

possible to describe the effect of an individual component of the intervention on change 

of anxiety, depression, and quality of life of participants after the intervention compares 

to those of participants before the intervention. 

 Other effective interventions on anxiety and depression control such as life skill 

education (including decision making, problem-solving, self-awareness, coping with 

emotions and coping with stress) which support counseling were not provided by the 

intervention due to time limitation. 

 Evaluation of the study was done only on self-report of the participants without 

biological markers which were related to anxiety and depression such as cortisol, 

oxytocin and corticotrophin-releasing hormones. 

 Regarding the internal consistency reliability of the empathy section of the 

questionnaire, although the questions were revised as appropriate after the pilot test, the 

Cronbach alpha values were still low, 0.32 at the pilot test, 0.47 at baseline and 0.64 at 

post-intervention data collection. 

 Knowledge, self-efficacy and empathy statuses of the participants were not 

measured at follow-up data collection because patients were not available for a 40 

minutes questions but had only on average of 15 minutes. 

 The intervention program of this study could only maintain the social 

functioning of the participants, although it was expected to be improved. 
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 Peer counselors were not involved in the planning of the intervention to get their 

opinion on it. 

 Although the EORTC group suggested that the questionnaires were to be 

answered by the respondents by the self-administered method, these questionnaires 

were used as interviewer-administered in this study which might have introduced 

interviewer bias. 

 Although the participants of the intervention group had contacted their 

respective counselors by telephone during the treatment period, these telephone call 

logs and discussed contents were not recorded and monitored. 

 Baseline assessment of the peer counselors on their experience of counseling 

was not done before starting the training program. Therefore, after the training program, 

the counseling skill of the trainees was not able to compare with the baseline condition. 
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5.3 Conclusions 

 This study found that, at the baseline, most of the participants had a low score 

in knowledge about chemotherapy. The majority of the participants had fair scores in 

self-efficacy and empathy. Regarding anxiety and depression status, about 16% of the 

participants were categorized as anxious and depressed. Regarding the QOL by general 

questionnaire, global health status/QOL among the participants was fair. The cognitive 

functioning score was the highest among five functioning scores, and role functioning 

and emotional functioning scores were relatively low. Insomnia, fatigue, and pain were 

the most problematic symptoms and diarrhea and nausea and vomiting were the least 

problematic symptoms. Regarding the QOL by disease-specific questionnaire, body 

image score was the highest followed by future perspective, and the sexual functioning 

score was the lowest among four functioning scores. Regarding the symptoms, arm 

symptom score was the highest while upset by hair loss score was the lowest. 

 The intervention was effective in improving the knowledge about 

chemotherapy, self-efficacy and empathy status, and lessening the anxiety and 

depression status of the participants immediately after the intervention. Regarding the 

QOL, the intervention program was effective to improve global health status/QOL, 

physical functioning, role functioning, emotional functioning, cognitive functioning, 

social functioning, body image and future perspective of the participants. It was also 

effective to diminish the fatigue, and nausea and vomiting symptoms of the participants 

immediately after the intervention. 

 When the sustainability of the intervention was evaluated, this study found that 

the intervention program had a long-term effect on diminishing anxiety and depression 

status of the participants. It also had a long-term effect on improving emotional 

functioning and future perspective, and lowering the breast symptoms of the 

participants at two months after the intervention. 

 Therefore, the model of the intervention program of this study should be 

implemented among breast cancer patients in the future. 
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5.4 Recommendations 

 5.4.1 Recommendations for Program Implementation 

 All the peer supporters voluntarily participated in this study and willingly 

conducted the intervention program. Therefore, the activities of the peer support group 

should be sustained to future patients similar to the other countries where peer support 

groups are available in the reach of the patients. 

 Regarding the training of peer supporters, although 50 hours of training program 

has approved its effectiveness, more role-play and practical sessions could strengthen 

the capacity of peer supporters and the effect of the intervention. 

 Education booklets regarding side effects of chemotherapy and their 

management together with advice on healthy eating and advice on physical activity also 

contributed to the effectiveness of the intervention in this study, so that cancer patients 

receiving chemotherapy should be provided such kind of education materials before 

starting the treatment. 
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 5.4.2 Recommendations for Future Research 

 Research with proper follow-up assessments among all study participants 

should be done to evaluate the sustainability of the effect of the intervention program 

on anxiety, depression, and QOL. Moreover, follow-up assessment should be done at 

longer intervals (such as six months or one year) after the intervention program. 

 An interventional study involving multiple intervention arms together with a 

control group should be conducted to find out and compare the effect of an individual 

component of the intervention on the study outcomes. 

 A study using effective interventions on anxiety and depression control such as 

life skill education (including decision making, problem-solving, self-awareness, 

coping with emotions and coping with stress) which support counseling should be 

conducted to strengthen the effect of the intervention. 

 Evaluation of the study should be done by self-report questionnaires together 

with biological markers that were related to anxiety and depression such as cortisol, 

oxytocin and corticotrophin-releasing hormones. 

 The empathy section of the questionnaire of this study should be adopted for 

future research only after being improved appropriately for the comprehensiveness. 

 The long-term effect of the intervention program on knowledge, self-efficacy 

and empathy statuses of the participants should be assessed at longer intervals (such as 

six months or one year) after the intervention. 

 The intervention program of this study could only maintain the social 

functioning of the participants, therefore in the future study, the intervention program 

should be revised for improving the social functioning of the patients. 

 Peer counselors should be involved in the planning of the intervention to get 

their opinion on it. 
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 The EORTC QLQ-C30 and QLQ-BR23 questionnaire should be answered by 

the respondents by the self-administered method to avoid interviewer bias. 

 When the participants of the intervention group contact to their respective 

counselors by telephone during the treatment period, these telephone call logs and 

contents of discussion should be recorded and monitored. 

 Baseline assessment of the peer counselors on their experience of counseling 

should be done before starting the training program. By doing so, the counseling skill 

of the trainees after the training program can be compared with the baseline condition. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

REFE REN CES 
 

REFERENCES 
 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AKEL, R., EL DARSA, H., ANOUTI, B., MUKHERJI, D., TEMRAZ, S., RASLAN, R., TFAYLI, A. & ASSI, 
H. 2017. Anxiety, Depression and Quality of Life in Breast Cancer Patients in the 
Levant. Asian Pac J Cancer Prev, 18, 2809-2816. 

AKIN-ODANYE, E. O., CHIOMA, C. A. & ABIODUN, O. P. 2011. Measured effect of some socio-
demographic factors on depression among breast cancer patients receiving 
chemotherapy in Lagos State University Teaching Hospital (LASUTH). Afr Health Sci, 
11, 341-5. 

AL-NAGGAR, R. A., NAGI, N. M., ALI, M. M. & ALMUASLI, M. 2011. Quality of life among breast 
cancer patients in Yemen. Asian Pac J Cancer Prev, 12, 2335-41. 

ALAWADI, S. A. & OHAERI, J. U. 2009. Health - related quality of life of Kuwaiti women with 
breast cancer: a comparative study using the EORTC Quality of Life Questionnaire. 
BMC Cancer, 9, 222. 

ALLICOCK, M., HAYNES-MASLOW, L., JOHNSON, L. S., CARPENTER, W. R., VINES, A. I., BELLE, 
D. G., PHILLIPS, R. & CHERRY, M. W. 2017. Peer Connect for African American breast 
cancer survivors and caregivers: a train-the-trainer approach for peer support. Transl 
Behav Med, 7, 495-505. 

ANDERSEN, R. M. & DAVIDSON, P. L. 2001. Improving Access to Care in America: Individual 
and Contextual Indicators. Changing the U.S. Health Care System: Key Issues in Health 
Services Policy and Management. Wiley. 

ANGELES, M. 2016. Cancer rising in Myanmar. The Global New Light of Myanmar. 
ARANDA, S., SCHOFIELD, P., WEIH, L., MILNE, D., YATES, P. & FAULKNER, R. 2006. Meeting the 

support and information needs of women with advanced breast cancer: a randomised 
controlled trial. Br J Cancer, 95, 667-73. 

AUNG, H. L. 2010. A study of depression and associated risk factors in cancer patients in No. 
(1) DSGH (1000 Bedded) and No. (2) MH (500 Bedded). Master's Degree, Defence 
Services Medical Academy, Yangon, Myanmar. 

BABITSCH, B., GOHL, D. & VON LENGERKE, T. 2012. Re-revisiting Andersen's Behavioral Model 
of Health Services Use: a systematic review of studies from 1998-2011. Psychosoc 
Med, 9, Doc11. 

BARDWELL, W. A. & ANCOLI-ISRAEL, S. 2008. Breast Cancer and Fatigue. Sleep Med Clin, 3, 61-
71. 

BJELLAND, I., DAHL, A. A., HAUG, T. T. & NECKELMANN, D. 2002. The validity of the Hospital 
Anxiety and Depression Scale. An updated literature review. J Psychosom Res, 52, 69-
77. 

BOON, N. A. & DAVIDSON, S. 2006. Davidson's Principles & Practice of Medicine, 
Elsevier/Churchill Livingstone. 

BREZDEN, C. B., PHILLIPS, K. A., ABDOLELL, M., BUNSTON, T. & TANNOCK, I. F. 2000. Cognitive 
function in breast cancer patients receiving adjuvant chemotherapy. J Clin Oncol, 18, 
2695-701. 

CHAKRABORTY, H. & GU, H. 2009. RTI Press Methods Report Series. A Mixed Model Approach 
for Intent-to-Treat Analysis in Longitudinal Clinical Trials with Missing Values. 
Research Triangle Park (NC): RTI Press 

(c) 2009 Research Triangle Institute. All rights reserved. 
CHAN, H. K. & ISMAIL, S. 2014. Side effects of chemotherapy among cancer patients in a 

Malaysian General Hospital: experiences, perceptions and informational needs from 
clinical pharmacists. Asian Pac J Cancer Prev, 15, 5305-9. 

CHANG, O., CHOI, E. K., KIM, I. R., NAM, S. J., LEE, J. E., LEE, S. K., IM, Y. H., PARK, Y. H. & CHO, 
J. 2014. Association between socioeconomic status and altered appearance distress, 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 186 

body image, and quality of life among breast cancer patients. Asian Pac J Cancer Prev, 
15, 8607-12. 

CHO, O. H., YOO, Y. S. & KIM, N. C. 2006. Efficacy of comprehensive group rehabilitation for 
women with early breast cancer in South Korea. Nurs Health Sci, 8, 140-6. 

CHUI, P. L., ABDULLAH, K. L., WONG, L. P. & TAIB, N. A. 2015. Quality of Life in CAM and Non-
CAM Users among Breast Cancer Patients during Chemotherapy in Malaysia. PLoS 
One, 10, e0139952. 

CONDE, D. M., PINTO-NETO, A. M., CABELLO, C., SANTOS-SA, D., COSTA-PAIVA, L. & 
MARTINEZ, E. Z. 2005. Quality of life in Brazilian breast cancer survivors age 45-65 
years: associated factors. Breast J, 11, 425-32. 

CRANE-OKADA, R., FREEMAN, E., ROSS, M., KIGER, H. & GIULIANO, A. E. 2010. Training senior 
peer counselors to provide telephone support for newly diagnosed breast cancer 
survivors. J Cancer Educ, 25, 174-9. 

DJUKANOVIC, I., CARLSSON, J. & ÅRESTEDT, K. 2017. Is the Hospital Anxiety and Depression 
Scale (HADS) a valid measure in a general population 65-80 years old? A psychometric 
evaluation study. Health and quality of life outcomes, 15, 193-193. 

EL FAKIR, S., EL RHAZI, K., ZIDOUH, A., BENNANI, M., BENIDER, A., ERRIHANI, H., MELLASS, N., 
BEKKALI, R. & NEJJARI, C. 2016. Health-Related Quality of Life among Breast Cancer 
Patients and Influencing Factors in Morocco. Asian Pacific Journal of Cancer 
Prevention, 17, 5063-5069. 

EL SHARKAWI, F. M. 1997. Effect of different modalities of treatment on the quality of life of 
breast cancer patients in Egypt. 

ELL, K., SANCHEZ, K., VOURLEKIS, B., LEE, P.-J., DWIGHT-JOHNSON, M., LAGOMASINO, I., 
MUDERSPACH, L. & RUSSELL, C. 2005. Depression, correlates of depression, and 
receipt of depression care among low-income women with breast or gynecologic 
cancer. Journal of clinical oncology : official journal of the American Society of Clinical 
Oncology, 23, 3052-3060. 

FATIREGUN, O. A., OLAGUNJU, A. T., ERINFOLAMI, A. R., FATIREGUN, O. A., AROGUNMATI, O. 
A. & ADEYEMI, J. D. 2016. Anxiety disorders in breast cancer: Prevalence, types, and 
determinants. J Psychosoc Oncol, 34, 432-47. 

FERGUSSON, D. M., GOODWIN, R. D. & HORWOOD, L. J. 2003. Major depression and cigarette 
smoking: results of a 21-year longitudinal study. Psychol Med, 33, 1357-67. 

FERLAY, J., SOERJOMATARAM, I., DIKSHIT, R., ESER, S., MATHERS, C., REBELO, M., PARKIN, D. 
M., FORMAN, D. & BRAY, F. 2015. Cancer incidence and mortality worldwide: sources, 
methods and major patterns in GLOBOCAN 2012. Int J Cancer, 136, E359-86. 

FERREIRA, J. C. & PATINO, C. M. 2016. Randomization: beyond tossing a coin. Jornal Brasileiro 
de Pneumologia, 42, 310-310. 

GANGANE, N., KHAIRKAR, P., HURTIG, A. K. & SAN SEBASTIAN, M. 2017. Quality of Life 
Determinants in Breast Cancer Patients in Central Rural India. Asian Pac J Cancer Prev, 
18, 3325-3332. 

GELDARD, D. & GELDARD, K. 2012. Basic Personal Counselling: A Training Manual for 
Counsellors, Australia, Pearson. 

GHAVAMI, H. 2017. Effects of a Lifestyle Interventions Program on Quality of Life in Breast 
Cancer Survivors. International Journal of Hematology and Oncology(UHOD), 27. 

GIESE-DAVIS, J., BLISS-ISBERG, C., WITTENBERG, L., WHITE, J., STAR, P., ZHONG, L., CORDOVA, 
M. J., HOUSTON, D. & SPIEGEL, D. 2016. Peer-counseling for women newly diagnosed 
with breast cancer: A randomized community/research collaboration trial. Cancer, 
122, 2408-17. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 187 

GIULIANO, A. E., CONNOLLY, J. L., EDGE, S. B., MITTENDORF, E. A., RUGO, H. S., SOLIN, L. J., 
WEAVER, D. L., WINCHESTER, D. J. & HORTOBAGYI, G. N. 2017. Breast Cancer-Major 
changes in the American Joint Committee on Cancer eighth edition cancer staging 
manual. CA Cancer J Clin, 67, 290-303. 

GOLD, M., DUNN, L. B., PHOENIX, B., PAUL, S. M., HAMOLSKY, D., LEVINE, J. D. & MIASKOWSKI, 
C. 2016. Co-occurrence of anxiety and depressive symptoms following breast cancer 
surgery and its impact on quality of life. Eur J Oncol Nurs, 20, 97-105. 

GOODWIN, E. A., BURHANSSTIPANOV, L., DIGNAN, M., JONES, K. L. & KAUR, J. S. 2017. The 
experience of treatment barriers and their influence on quality of life in American 
Indian/Alaska Native breast cancer survivors. Cancer, 123, 861-868. 

GOTAY, C. C., MOINPOUR, C. M., UNGER, J. M., JIANG, C. S., COLEMAN, D., MARTINO, S., 
PARKER, B. J., BEARDEN, J. D., DAKHIL, S., GROSS, H. M., LIPPMAN, S. & ALBAIN, K. S. 
2007. Impact of a peer-delivered telephone intervention for women experiencing a 
breast cancer recurrence. J Clin Oncol, 25, 2093-9. 

HADDOU RAHOU, B., EL RHAZI, K., OUASMANI, F., NEJJARI, C., BEKKALI, R., MONTAZERI, A. & 
MESFIOUI, A. 2016. Quality of life in Arab women with breast cancer: a review of the 
literature. Health Qual Life Outcomes, 14, 64. 

HAGHPANAH, S., AMINI, M., MASOOMEH, K. & SADEGHIMEHR, R. 2006. Knowledge and 
Practice of Patients with Breast Cancer about Complication of Chemotherapy. Journal 
of Research in Health Sciences, 6, 28-32. 

HAN, J. Y., SHAH, D. V., KIM, E., NAMKOONG, K., LEE, S. Y., MOON, T. J., CLELAND, R., BU, Q. 
L., MCTAVISH, F. M. & GUSTAFSON, D. H. 2011. Empathic exchanges in online cancer 
support groups: distinguishing message expression and reception effects. Health 
Commun, 26, 185-97. 

HEALTH, D. O. 2008. Alcohol Units: A Brief Guide. 
HEIKKINEN, H., JALLINOJA, P., SAARNI, S. I. & PATJA, K. 2008. The impact of smoking on health-

related and overall quality of life: a general population survey in Finland. Nicotine Tob 
Res, 10, 1199-207. 

HEYDARNEJAD, M. S., HASSANPOUR, D. A. & SOLATI, D. K. 2011. Factors affecting quality of 
life in cancer patients undergoing chemotherapy. African health sciences, 11, 266-270. 

HTET, K. 2016. Quality of life and its associate factors among breast cancer survivors at out-
patient department of radiotherapy ward, Yangon General Hospital. Master of Public 
Health, University of Public Health, Yangon, Myanmar. 

IBM. 2018. Can SPSS do a nonparametric or rank analysis of covariance (Quade's test)? 
[Online]. Available: https://www.ibm.com/support/pages/can-spss-do-
nonparametric-or-rank-analysis-covariance-quades-test [Accessed]. 

IMRAN, M., AL-WASSIA, R., ALKHAYYAT, S. S., BAIG, M. & AL-SAATI, B. A. 2019. Assessment of 
quality of life (QoL) in breast cancer patients by using EORTC QLQ-C30 and BR-23 
questionnaires: A tertiary care center survey in the western region of Saudi Arabia. 
PLoS One, 14, e0219093. 

JAGSI, R., POTTOW, J. A., GRIFFITH, K. A., BRADLEY, C., HAMILTON, A. S., GRAFF, J., KATZ, S. J. 
& HAWLEY, S. T. 2014. Long-term financial burden of breast cancer: experiences of a 
diverse cohort of survivors identified through population-based registries. J Clin 
Oncol, 32, 1269-76. 

JANZ, N. K., MUJAHID, M. S., HAWLEY, S. T., GRIGGS, J. J., ALDERMAN, A., HAMILTON, A. S., 
GRAFF, J. & KATZ, S. J. 2009. Racial/ethnic differences in quality of life after diagnosis 
of breast cancer. J Cancer Surviv, 3, 212-22. 

KIMMAN, M., JAN, S., MONAGHAN, H. & WOODWARD, M. 2015. The relationship between 
economic characteristics and health-related quality of life in newly diagnosed cancer 

https://www.ibm.com/support/pages/can-spss-do-nonparametric-or-rank-analysis-covariance-quades-test
https://www.ibm.com/support/pages/can-spss-do-nonparametric-or-rank-analysis-covariance-quades-test


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 188 

patients in Southeast Asia: results from an observational study. Qual Life Res, 24, 937-
49. 

KUMAR, P., CASARETT, D., CORCORAN, A., DESAI, K., LI, Q., CHEN, J., LANGER, C. & MAO, J. J. 
2012. Utilization of supportive and palliative care services among oncology 
outpatients at one academic cancer center: determinants of use and barriers to 
access. J Palliat Med, 15, 923-30. 

LEE, M. K., SON, B. H., HWANG, S. Y., HAN, W., YANG, J. H., LEE, S. & YUN, Y. H. 2007. Factors 
affecting health-related quality of life in women with recurrent breast cancer in Korea. 
Qual Life Res, 16, 559-69. 

LEE, R., LEE, K. S., OH, E. G. & KIM, S. H. 2013. A randomized trial of dyadic peer support 
intervention for newly diagnosed breast cancer patients in Korea. Cancer Nurs, 36, 
E15-22. 

LU, Q., YOU, J., MAN, J., LOH, A. & YOUNG, L. 2014. Evaluating a culturally tailored peer-
mentoring and education pilot intervention among Chinese breast cancer survivors 
using a mixed-methods approach. Oncol Nurs Forum, 41, 629-37. 

LUEBOONTHAVATCHAI, P. 2007. Prevalence and psychosocial factors of anxiety and 
depression in breast cancer patients. J Med Assoc Thai, 90, 2164-74. 

MASOUDIYEKTA, L., REZAEI-BAYATIYANI, H., DASHTBOZORGI, B., GHEIBIZADEH, M., MALEHI, 
A. S. & MORADI, M. 2018. Effect of Education Based on Health Belief Model on the 
Behavior of Breast Cancer Screening in Women. Asia Pac J Oncol Nurs, 5, 114-120. 

MATSUDA, A., YAMAOKA, K., TANGO, T., MATSUDA, T. & NISHIMOTO, H. 2014. Effectiveness 
of psychoeducational support on quality of life in early-stage breast cancer patients: 
a systematic review and meta-analysis of randomized controlled trials. Qual Life Res, 
23, 21-30. 

MENS, M. G., HELGESON, V. S., LEMBERSKY, B. C., BAUM, A. & SCHEIER, M. F. 2016. 
Randomized psychosocial interventions for breast cancer: impact on life purpose. 
Psychooncology, 25, 618-25. 

MONTAZERI, A., JARVANDI, S., HAGHIGHAT, S., VAHDANI, M., SAJADIAN, A., EBRAHIMI, M. & 
HAJI-MAHMOODI, M. 2001. Anxiety and depression in breast cancer patients before 
and after participation in a cancer support group. Patient Educ Couns, 45, 195-8. 

MOYLAN, S., JACKA, F. N., PASCO, J. A. & BERK, M. 2013. How cigarette smoking may increase 
the risk of anxiety symptoms and anxiety disorders: a critical review of biological 
pathways. Brain Behav, 3, 302-26. 

NAGEETI, T. H., ELZAHRANY, H. R., GABRA, A. O., OBAID, A. A. & JASTANIA, R. A. 2019. Quality 
of life assessment of breast cancer patients in Saudi Arabia. J Family Community Med, 
26, 98-102. 

NAPOLES, A. M., ORTIZ, C., SANTOYO-OLSSON, J., STEWART, A. L., GREGORICH, S., LEE, H. E., 
DURON, Y., MCGUIRE, P. & LUCE, J. 2015. Nuevo Amanecer: results of a randomized 
controlled trial of a community-based, peer-delivered stress management 
intervention to improve quality of life in Latinas with breast cancer. Am J Public 
Health, 105 Suppl 3, e55-63. 

NEZU, A. M., NEZU, C. M., FELGOISE, S. H. & GREENBERG, L. M. 2012. Psychosocial Oncology. 
Handbook of Psychology, Second Edition. Wiley. 

NG, C. G., MOHAMED, S., SEE, M. H., HARUN, F., DAHLUI, M., SULAIMAN, A. H., ZAINAL, N. Z. 
& TAIB, N. A. 2015. Anxiety, depression, perceived social support and quality of life in 
Malaysian breast cancer patients: a 1-year prospective study. Health Qual Life 
Outcomes, 13, 205. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 189 

OO, A. Z. 2011. A comparative study of anxiety state in cancer patients admitted to No. (2) 
Military Hospital (500-Bedded). Master's Degree, Defence Services Medical Academy, 
Yangon, Myanmar. 

ORTOLA, R., GARCIA-ESQUINAS, E., GALAN, I. & RODRIGUEZ-ARTALEJO, F. 2016. Patterns of 
alcohol consumption and health-related quality of life in older adults. Drug Alcohol 
Depend, 159, 166-73. 

PETRY, N. M. 2002. A comparison of young, middle-aged, and older adult treatment-seeking 
pathological gamblers. Gerontologist, 42, 92-9. 

QUINTEN, C., COENS, C., MAUER, M., COMTE, S., SPRANGERS, M. A., CLEELAND, C., OSOBA, 
D., BJORDAL, K. & BOTTOMLEY, A. 2009. Baseline quality of life as a prognostic 
indicator of survival: a meta-analysis of individual patient data from EORTC clinical 
trials. Lancet Oncol, 10, 865-71. 

RAM, H., DA, E.-S., NM, A. & SA, B. 2018. QUALITY OF LIFE AND WORK LIMITATION AMONG 
SURVIVORS OF BREAST CANCER AT ZAGAZIG UNIVERSITY HOSPITALS, EGYPT. Egyptian 
Journal of Occupational Medicine, 42, 195-208. 

SAFAEE, A., MOGHIMI-DEHKORDI, B., ZEIGHAMI, B., TABATABAEE, H. & POURHOSEINGHOLI, 
M. 2008. Predictors of quality of life in breast cancer patients under chemotherapy. 
Indian J Cancer, 45, 107-11. 

SCOTT, J., BOYLAN, J. C. & JUNGERS, C. M. 2013. Practicum and Internship: Textbook and 
Resource Guide for Counseling and Psychotherapy, Taylor & Francis. 

SCOTT, N. W., FAYERS, P., AARONSON, N. K., BOTTOMLEY, A., DE GRAEFF, A., GROENVOLD, 
M., GUNDY, C., KOLLER, M., PETERSEN, M. A. & SPRANGERS, M. A. 2008. EORTC QLQ-
C30 Reference Values, Brussels, Belgium, EORTC Quality of Life Group. 

SEPAROVIC, R., SILOVSKI, T., TECIC VUGER, A., BAJIC, Z., SILOVSKI, H. & JURIC, A. 2019. 
Association of Breast Cancer Symptoms with Patients' Quality of Life and Depression; 
A Croatian Cross-Sectional Study. Psychiatr Danub, 31, 92-98. 

SHAFAIE, F., MIRGHAFOURVAND, M. & AMIRZEHNI, J. 2019a. Predictors of quality of life in 
patients with breast cancer. Indian Journal of Palliative Care, 25, 73-78. 

SHAFAIE, F. S., MIRGHAFOURVAND, M. & AMIRZEHNI, J. 2019b. Predictors of Quality of Life in 
Patients with Breast Cancer. Indian J Palliat Care, 25, 73-78. 

SHARIF, F., ABSHORSHORI, N., TAHMASEBI, S., HAZRATI, M., ZARE, N. & MASOUMI, S. 2010. 
The effect of peer-led education on the life quality of mastectomy patients referred 
to breast cancer-clinics in Shiraz, Iran 2009. Health Qual Life Outcomes, 8, 74. 

SHARMA, N. & PURKAYASTHA, A. 2017. Factors Affecting Quality of Life in Breast Cancer 
Patients: A Descriptive and Cross-sectional Study with Review of Literature. J Midlife 
Health, 8, 75-83. 

SHAYAN, A., JAMSHIDI, F., TAHMASEBIBOLDAJI, V., KHANI, S., BABAEI, M., HAVASIAN, M. R. & 
MASOUMI, S. Z. 2017. Impact of a Stress Management Intervention Program on 
Sexual Functioning and Stress Reduction in Women with Breast Cancer. Asian Pac J 
Cancer Prev, 18, 2787-2793. 

SOCIETY, A. C. 2017. Information and Resources about for Cancer: Breast, Colon, Lung, 
Prostate, Skin. 

SRIVASTAVA, V. & ANSARI, M. 2015. Study of Anxiety and Depression among Breast Cancer 
Patients from North India. Clinical Psychiatry, 2. 

SURA, K., TAN, K., FREEDMAN, G. M., TROXEL, A. B. & LIN, L. L. 2013. Factors Affecting Breast 
Cancer Patient Quality of Life in Association With Radiation. International Journal of 
Radiation Oncology • Biology • Physics, 87, S115-S116. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 190 

TALEGHANI, F., BABAZADEH, S., MOSAVI, S. & TAVAZOHI, H. 2012. The effects of peer support 
group on promoting quality of life in patients with breast cancer. Iran J Nurs Midwifery 
Res, 17, S125-30. 

TAN, M. L., IDRIS, D. B., TEO, L. W., LOH, S. Y., SEOW, G. C., CHIA, Y. Y. & TIN, A. S. 2014. 
Validation of EORTC QLQ-C30 and QLQ-BR23 questionnaires in the measurement of 
quality of life of breast cancer patients in Singapore. Asia Pac J Oncol Nurs, 1, 22-32. 

TEHRANI, A. M., FARAJZADEGAN, Z., RAJABI, F. M. & ZAMANI, A. R. 2011. Belonging to a peer 
support group enhance the quality of life and adherence rate in patients affected by 
breast cancer: A non-randomized controlled clinical trial. J Res Med Sci, 16, 658-65. 

TIAN, J., JIA, L. N. & CHENG, Z. C. 2015. Relationships between patient knowledge and the 
severity of side effects, daily nutrient intake, psychological status, and performance 
status in lung cancer patients. Curr Oncol, 22, e254-8. 

TIEZZI, M. F., DE ANDRADE, J. M., ROMAO, A. P., TIEZZI, D. G., LERRI, M. R., CARRARA, H. A. & 
LARA, L. A. 2017. Quality of Life in Women With Breast Cancer Treated With or 
Without Chemotherapy. Cancer Nurs, 40, 108-116. 

TILL, J. E. 2003. Evaluation of support groups for women with breast cancer: importance of 
the navigator role. Health Qual Life Outcomes, 1, 16. 

ULGER, O. & YAGLI, N. V. 2010. Effects of yoga on the quality of life in cancer patients. 
Complement Ther Clin Pract, 16, 60-3. 

VACEK, P. M., WINSTEAD-FRY, P., SECKER-WALKER, R. H., HOOPER, G. J. & PLANTE, D. A. 2003. 
Factors influencing quality of life in breast cancer survivors. Qual Life Res, 12, 527-37. 

VALENTI, R. B. 2014. Chemotherapy education for patients with cancer: a literature review. 
Clin J Oncol Nurs, 18, 637-40. 

WHO. 2014. Cancer Country Profile [Online]. World Health Organization. Available: 
https://www.who.int/cancer/country-profiles/mmr_en.pdf?ua=1 [Accessed 2018]. 

WHO. 2016. Breast cancer: prevention and control [Online]. World Health Organization. 
Available: http://www.who.int/cancer/detection/breastcancer/en/index1.html 
[Accessed]. 

WHO. 2017a. Breast Cancer [Online]. World Health Organization. Available: 
https://www.who.int/cancer/prevention/diagnosis-screening/breast-cancer/en/ 
[Accessed 2018]. 

WHO. 2017b. Creating peer support groups in mental health and related areas [Online]. World 
Health Organization. Available: apps.who.int/iris/bitstream/handle/10665/ 
254813/WHO-MSD-MHP-17.13-
eng.pdf;jsessionid=2957B061F699AD47A666B8B919EE29F8 ?sequence=1 [Accessed 
2018]. 

WHO 2017c. Creating peer support groups in mental health and related areas - WHO 
QualityRights training to act, unite and empower for mental health (pilot version). 
Geneva: World Health Organization. 

WHO. 2018. Cancer [Online]. World Health Organization. Available: 
http://www.who.int/topics/cancer/en/ [Accessed 2018]. 

WIN, K., MAUNG, T., WIN, T. T., SOE, K. & TUN, K. 2017a. Social Network Addiction (SNA) 
Related Depression among Students at Kyaukse University, Mandalay Region, 
Myanmar. Myanmar Health Sciences Research Journal, 29, 6. 

WIN, K., MAUNG, T., WIN, T. T., SOE, K. & TUN, K. 2017b. Social network addiction (SNA) 
related to anxiety among students at Kyaukse University, Mandalay Region, 
Myanmar. South East Asia Journal of Public Health, 7, 23. 

https://www.who.int/cancer/country-profiles/mmr_en.pdf?ua=1
http://www.who.int/cancer/detection/breastcancer/en/index1.html
https://www.who.int/cancer/prevention/diagnosis-screening/breast-cancer/en/
http://www.who.int/topics/cancer/en/


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 191 

WU, P. H., CHEN, S. W., HUANG, W. T., CHANG, S. C. & HSU, M. C. 2018. Effects of a 
Psychoeducational Intervention in Patients With Breast Cancer Undergoing 
Chemotherapy. J Nurs Res, 26, 266-279. 

XIAO, F., SONG, X., CHEN, Q., DAI, Y., XU, R., QIU, C. & GUO, Q. 2017. Effectiveness of 
Psychological Interventions on Depression in Patients After Breast Cancer Surgery: A 
Meta-analysis of Randomized Controlled Trials. Clin Breast Cancer, 17, 171-179. 

YAN, B., YANG, L. M., HAO, L. P., YANG, C., QUAN, L., WANG, L. H., WU, Z., LI, X. P., GAO, Y. T., 
SUN, Q. & YUAN, J. M. 2016. Determinants of Quality of Life for Breast Cancer Patients 
in Shanghai, China. PLoS One, 11, e0153714. 

YE, Z. J., LIANG, M. Z., QIU, H. Z., LIU, M. L., HU, G. Y., ZHU, Y. F., ZENG, Z., ZHAO, J. J. & QUAN, 
X. M. 2016. Effect of a multidiscipline mentor-based program, Be Resilient to Breast 
Cancer (BRBC), on female breast cancer survivors in mainland China-A randomized, 
controlled, theoretically-derived intervention trial. Breast Cancer Res Treat, 158, 509-
22. 

ZAINAL, N. Z., NIK-JAAFAR, N. R., BAHARUDIN, A., SABKI, Z. A. & NG, C. G. 2013. Prevalence of 
depression in breast cancer survivors: a systematic review of observational studies. 
Asian Pac J Cancer Prev, 14, 2649-56. 

ZHU, J., EBERT, L., XUE, Z., SHEN, Q. & CHAN, S. W. 2017. Development of a mobile application 
of Breast Cancer e-Support program for women with breast cancer undergoing 
chemotherapy. Technol Health Care, 25, 377-382. 

ZIGMOND, A. S. & SNAITH, R. P. 1983. The hospital anxiety and depression scale. Acta 
Psychiatr Scand, 67, 361-70. 

ZIMMERMANN, C., SWAMI, N., KRZYZANOWSKA, M., HANNON, B., LEIGHL, N., OZA, A., 
MOORE, M., RYDALL, A., RODIN, G., TANNOCK, I., DONNER, A. & LO, C. 2014. Early 
palliative care for patients with advanced cancer: a cluster-randomised controlled 
trial. Lancet, 383, 1721-30. 

 
 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 192 

APPENDICES 

Appendix A 

  Informed Consent Form (Intervention Group) 

 This informed Consent Form is for female breast cancer patients who are 

receiving treatment at Shwe Yaung Hnin Si Cancer Foundation Clinic, and who we are 

inviting to participate in our research. The title of our research project is “Effect of Peer 

Support Intervention on Anxiety, Depression and Quality of Life among Female Breast 

Cancer Patients on Chemotherapy in Yangon, Myanmar.” 

 You may provide the following information as shown below. 

Name of Researcher:  Dr. Min Thu Naung 

Position:  PhD (Public Health) Student at Chulalongkorn University, 

Thailand 

Phone Number:  09254471535 

E-mail:  dr.minthunaung@gmail.com 

 This Informed Consent Form has two parts: 

Part I: Information Sheet (to share information about the research with you) 

Part II: Certificate of Consent (for signatures if you agree to take part) 

 You will be given a copy of this Informed Consent Form. 

 

Part I: Information Sheet 

(1) Introduction 

 I am Dr. Min Thu Naung, and I am attending PhD (Public Health) at College of 

Public Health Sciences, Chulalongkorn University, Thailand. I am doing research 

regarding anxiety, depression and quality of life among female breast cancer patients. 

I am going to give you information and invite you to be part of this research. Before 

you decide, you can talk to anyone you feel comfortable with about the research. 

 There may be some words that you do not understand. Please ask me to stop as 

we go through the information and I will take time to explain.  If you have questions 

later, you can ask them of me, the study doctor or the staff. 
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(2) Purpose of the Research 

 The purpose of the research is to evaluate the Effect of Peer Support 

Intervention on Anxiety, Depression and Quality of Life among Female Breast Cancer 

Patients on Chemotherapy in Yangon, Myanmar. Breast cancer patients usually suffer 

anxiety and depression, and the diagnosis and treatment of breast cancer has negative 

effect on quality of life. Therefore, we would like to evaluate the effect of peer support 

intervention on anxiety, depression and quality of life among female breast cancer 

patients who are taking chemotherapy. 

(3) Participant Selection 

 We are inviting all female breast cancer patients who register for chemotherapy 

to treat breast cancer at this clinic and who meet the eligibility criteria to participate in 

this research. We will recruit at least 74 participants for this research. 

(4) Voluntary Participation 

 Your participation in this research is entirely voluntary. It is your choice 

whether to participate or not. Whether you choose to participate or not, all the services 

you receive at this clinic will continue and nothing will change. 

(5) Procedures 

 You are invited to this study because you are eligible for the study. When you 

agree to participate in the study, consent form will need to be signed prior to any study 

assessments being performed.  

 After signing consent form, we will ask you the research questions. We feel that 

your experience can contribute much to this research. 

 The questions will include your age, ethnicity, marital status, education, number 

of children, employment status, menopausal status, smoking history, alcohol 

consumption history, family income, family history of breast cancer, family support, 

social support, the history and status of your disease, knowledge about chemotherapy, 

self-efficacy, empathy, consumer satisfaction, anxiety, depression and quality of life. 

In this questionnaire, there are some questions which will ask about your sexuality. 

Your weight and height will also be measured to get your body mass index (BMI). Your 

medical records will also be used to get the required information. 

 The participants of intervention group have to attend the intervention sessions 

including peer individual counseling (2 times) and peer group meeting (5 times), and 

will receive peer support by telephone (10 times). The first session of the peer 

individual counseling will be recorded by the audio recorder. Peer counseling sessions 

and peer group meeting will be held at the clinic. All these intervention sessions will 

be done during the treatment (taking chemotherapy) period. 
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 Previously, although there were some research papers that tested the effect of 

peer support intervention on breast cancer patients, the results of those research papers 

contradicted to each other in outcomes of psychological status and quality of life. 

Moreover, the researcher could not find the previous research paper that tested the 

effect of peer support intervention in which individual counseling, group meeting and 

support by telephone were combined. Therefore, in this study, peer support intervention 

will be delivered to the participants in combination of these components. 

 The treatment for breast cancer will not be disturbed by adding this intervention 

program. Therefore, you will receive the peer support intervention, and there will be no 

difference in treatment procedure. 

(6) Duration  

 The research will take place during your treatment (taking chemotherapy) 

period that is approximately 6 months. The interview will be performed 2 times; at the 

time of registration for chemotherapy and after completing chemotherapy. The 

expected duration of the interview will be about 40 minutes. 

 The participants of intervention group have to attend peer individual counseling 

(2 times) and peer group meeting (5 times). Each session will last for about 1 hour. You 

will also receive the support phone call from the peer facilitator for 10 times during 

your treatment period. You can also call the peer facilitator, peer group members or the 

researcher during the treatment period for more information. 

(7) Risks 

 There will be no risk for participating in this research. 

(8) Benefits 

 Your participation is likely to help us find the effect of peer support intervention 

on anxiety, depression and quality of life among female breast cancer patients who are 

taking chemotherapy. The findings of this study will be beneficial for breast cancer 

patients in our country in the future. 
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(9) Reimbursements 

 We will give you 5,000 Kyats for each time to pay for your loss of working 

time. You will not be given any other money or gifts to take part in this research. 

(10) Confidentiality 

 The information that we collect from this research project will be kept 

confidential. No-one but the researchers will be able to see the information about you 

that will be collected during the research. Any information about you will have a code 

number on it instead of your name. Only the researchers will know what your code 

number is and these information will be kept with a lock and key. After completing the 

research, the information about you that will be collected during the research will be 

put away. 

(11) Sharing the Results 

 The knowledge that we get from doing this research will be shared with you 

before it is made widely available to the public. Confidential information will not be 

shared. After completing the research, we will publish the results in international 

journals in order that other interested people may learn from our research. 

(12) Right to Refuse or Withdraw 

 You do not have to take part in this research if you do not wish to do so. 

Refusing to participate will not affect your treatment at this clinic in any way.  You will 

still have all the treatment that you would otherwise have at this clinic. You may stop 

participating in the research at any time that you wish without losing any of your rights 

as a patient at this clinic. 

(13) Who to Contact 

 If you have any questions you may ask them now or later, even after the study 

has started. If you wish to ask questions later, you may contact Dr. Min Thu Naung, the 

researcher, PhD (Public Health) Student at Chulalongkorn University, Thailand, Tel: 

09254471535, Email: dr.minthunaung@gmail.com. 

 This proposal has been reviewed and approved by Institutional Review Board, 

Defence Services Medical Research Centre, Directorate of Medical Services, Ministry 

of Defence.  
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Part II: Certificate of Consent 

I have read the foregoing information, or it has been read to me. I have had the 

opportunity to ask questions about it and any questions that I have asked have been 

answered to my satisfaction.  I consent voluntarily to participate as a participant in this 

research. 

Name of Participant ______________________     

Signature of Participant ___________________ 

Date (day/month/year) ____________________ 

 

If illiterate 

I have witnessed the accurate reading of the information sheet and consent form to the 

potential participant, and the individual has had the opportunity to ask questions. I 

confirm that the participant has given consent freely and voluntarily to participate in 

this research. 

Name of witness _________________________             AND         Thumb print of 

participant 

Signature of witness ______________________ 

Date (day/month/year) ____________________ 

 

Statement by the researcher/person taking consent 

I have accurately read or witnessed the accurate reading of the information sheet and 

consent form to the potential participant. I confirm that the participant was given an 

opportunity to ask questions about the study, and all the questions asked by the 

participant have been answered correctly and to the best of my ability. I confirm that 

the individual has given consent freely and voluntarily.  

A copy of this Informed Consent Form has been provided to the participant. 
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Name of Researcher _____________________________  

Signature of Researcher __________________________ 

Date (day/month/year) ___________________________  
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okawoevkyfief;pOfwGif yg0ifrnfholrsm;twGuf today;taMumif;Mum; oabmwlvTm 

(jzpfpOfwla0'em&Sifrsm;\ ulnDaz;ray;jcif;udk &&SdrnfhtzGJU) 

 þtoday;taMumif;Mum; oabmwlvTmonf uRefawmfwdkY\okawoewGifyg0if&ef 

zdwfac: xm;onfh a&Ta&mifESif;qDuifqmazmifa';&Sif;aq;cef;wGif aq;ukornfh trsdK;orD; 

&ifom;uifqm vlemrsm;twGuf jzpfygonf/ uRefawmfwdkYokawoevkyfief;\acgif;pOfrSm 

jrefrmEdkifiH &efukefNrdKU&Sd uifqmaq;oGif;ukojcif;aqmif&Gufrnfh trsdK;orD; 

&ifom;uifqmvlemrsm;wGif pdwfylyefjcif;? pdwf"mwfusjcif; ESifh b0t&nftaoG;wdkUtay: 

jzpfpOfwla0'em&Sifrsm;rS ulnDaz;ray;jcif; vkyfaqmifcsuf\ oufa&mufrI jzpfygonf/ 

 atmufwGifazmfjyxm;aom tcsuftvufrsm;udk oifhtm;today;ygrnf/ 

okawoDtrnf  a'gufwmrif;okaemif 

tvkyftudkif  jynfolUusef;rma&;yg&*lbGGGJUausmif;om;? csLvmavmifuGef;wuúodkvf? 

xdkif;EdkifiH 

zkef;eHygwf  09254471535 

tD;ar;vf  dr.minthunaung@gmail.com 

 today;taMumif;Mum; oabmwlvTmwGif tydkif;ESpfydkif;yg0ifygonf- 

tydkif;(1) today;taMumif;Mum;vTm (okawoeESifhoufqdkifaom taMumif;t&mrsm;udk 

oifhtm;today;&ef) 

tydkif;(2) okawoewGifyg0if&efoabmwlvTm (yg0if&efoabmwlvQif vufrSwfa&;xdk;&ef) 

 þtoday;taMumif;Mum; oabmwlvTmrdwåLwpfpHkudk oifhtm;ay;ygrnf/ 

 

tydkif;(1) today;taMumif;Mum;vTm 

(1) ed'gef; 

 uRefawmfonf xdkif;EdkifiH? csLvmavmifuGef;wuúodkvfwGif 

jynfolUusef;rma&;yg&*lbGGGJUoifwef; wufa&mufaeaom a'gufwmrif;okaemif jzpfygonf/ 

uRefawmfonf trsdK;orD; &ifom;uifqm vlemrsm;wGif pdwfylyefjcif;? pdwf"mwfusjcif; ESifh 

b0t&nftaoG;wdkUESifhygwfoufonfh okawoeudk aqmif&Gufrnf jzpfygonf/ uRefawmfonf 

þokawoeESifhygwfoufaom taMumif;t&mrsm;udk &Sif;vif;ajymMum;rnfjzpfNyD; oifhudk 

þokawoewGifyg0if&ef zdwfac:ygrnf/ okawoewGifyg0if&ef rqHk;jzwfrD 

okawoetaMumif;udk oifaqG;aEG;vdkol rnfolESifhrqdk aqG;aEG;Edkifygonf/ 

 oifr&Sif;vif;aomtcsufrsm;&Sdygu ,ckcsufcsif;ar;jref;Edkifygonf/ 

tcsdef,lí&Sif;jyygrnf/ aemufxyfar;jref;vdkonfrsm;&Sdyguvnf; uRefawmfhudkjzpfap? 

okawoetzGJUrS q&m0efrsm;udkjzpfap? okawoetzGJUrS 0efxrf;rsm;udkjzpfap ar;jref;Edkifygonf/ 
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(2) okawoe\&nf&G,fcsuf 

 okawoe\&nf&G,fcsufrSm jrefrmEdkifiH &efukefNrdKU&Sd 

uifqmaq;oGif;ukojcif;aqmif&Gufrnfh trsdK;orD; &ifom;uifqmvlemrsm;wGif pdwfylyefjcif;? 

pdwf"mwfusjcif; ESifh b0t&nftaoG;wdkUtay: jzpfpOfwla0'em&Sifrsm;rS ulnDaz;ray;jcif; 

vkyfaqmifcsuf\ oufa&mufrIudk azmfxkwf&efjzpfygonf/ &ifom;uifqmvlemrsm;wGif 

pdwfylyefjcif;ESifh pdwf"mwfusjcif;wdkU cHpm;&avh&SdNyD; &ifom;uifqma&m*g ppfaq;awGU&SdrIESifh 

ukorIwdkUonf b0t&nftaoG;tay:wGif qdk;usdK;oufa&mufrI&Sdwwfygonf/ xdkUaMumifh 

uRefawmfwdkUonf uifqmaq;oGif;ukojcif;aqmif&Gufrnfh trsdK;orD; &ifom;uifqm 

vlemrsm;wGif pdwfylyefjcif;? pdwf"mwfusjcif; ESifh b0t&nftaoG;wdkUtay: 

jzpfpOfwla0'em&Sifrsm;rS ulnDaz;ray;jcif; vkyfaqmifcsuf\ oufa&mufrIudk azmfxkwfvdkygonf/ 

(3) okawoewGifyg0ifrnfholrsm;udka&G;cs,fjcif; 

 þaq;cef;wGif &ifom;uifqma&m*gudk uifqmaq;oGif;uko&efpm&if;ay;NyD; 

okawoewGif yg0if&ef owfrSwfcsufrsm;ESifhudkufnDol 

trsKd;orD;&ifom;uifqmvlemrsm;tm;vHk;udk okawoewGifyg0if&ef zdwfac:ygonf/ 

þokawoewGif yg0ifrnfholrsm;rSm tenf;qHk; 74 OD;jzpfygonf/ 

(4) okkawoewGif rdrdqE´tavsmufyg0ifjcif; 

 þokawoewGifyg0ifjcif;rSm oif\qE´tavsmufomjzpfygonf/ 

þokawoewGifyg0ifjcif; odkUr[kwf ryg0ifjcif;rSm oif\a&G;cs,frIomjzpfygonf/ 

okawoewGifyg0ifonfjzpfap? ryg0ifonfjzpfap? þaq;cef;wGif oif&&Sdrnfh 

usef;rma&;0efaqmifrIrsm;udk qufvuf&&SdrnfjzpfNyD; ajymif;vJrIwpHkw&mr&Sdyg/ 

(5) okawoeaqmif&GufrnfhtpDtpOf 

 oifonf þokawoewGifyg0if&ef owfrSwfcsufrsm;ESifhudkufnDaomaMumifh 

okawoewGifyg0if&ef oifhudkzdwfac:ygonf/ oifonf okawoewGifyg0if&efoabmwlygu 

rnfonfhaqmif&GufcsufrQ raqmif&GufrDwGif okawoewGifyg0if&efoabmwlvTmudk 

vufrSwfa&;xdk;&ef vdktyfygonf/ 

 xdkUaemuf uRefawmfwdkUu oifhudk okawoear;cGef;rsm; ar;ygrnf/ 

oif\tawGUtBuHKrsm;onf þokawoetwGuf rsm;pGmtusdK;&Sdaprnf[k ,HkMunfygonf/ 

 okawoear;cGef;rsm;wGif oif\ touf? vlrsdK;? tdrfaxmif&Sd̂ r&Sd? ynma&;? 

om;orD;OD;a&? tvkyftudkiftajctae? aoG;qHk;jcif;&Sd^r&Sd? aq;vdyfaomufoHk;onfh&mZ0if? 

t&ufaomufoHk;onfh&mZ0if? rdom;pk0ifaiG? rdom;pktwGif; &ifom;uifqmjzpfyGm;cJhrI&mZ0if? 

rdom;pk\ ulnDaz;raxmufyHhay;rI&Sd̂ r&Sd? vlrIa&;t& ulnDaz;raxmufyHhay;rI &Sd^r&Sd? 

oif\a&m*g&mZ0ifESifh tajctae? uifqmaq;oGif; ukojcif;ESifh ygwfoufonfh A[kokw? 

udk,fwdkiftpGrf;? pmempdwf? oHk;pGJol\pdwfauseyfrI? pdwfylyefjcif;? pdwf"mwfusjcif;? 

b0t&nftaoG;wdkU yg0ifygonf/ xdkar;cGef;rsm;wGif oif\vdifrIqdkif&mtaMumif; ar;jref;rnfh 

ar;cGef;tcsdKUvnf; yg0ifygonf/ oif\ cEm̈udk,fxkxnftñTef;udef;udk&&Sd&ef oif\ 
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udk,ftav;csdefESifh t&yftjrifhwdkUudkvnf; wdkif;wmygrnf/ vdktyfaomtcsuftvufrsm;&&Sd&ef 

oif\ aq;rSwfwrf;rsm;udkvnf; toHk;jyKygrnf/ 

 jzpfpOfwla0'em&Sifrsm;rS ulnDaz;ray;jcif;vkyfaqmifcsufrsm;udk&&Sdrnfh yg0ifolrsm;onf 

xdkvkyfaqmifcsufrsm; aqmif&Gufrnfhtcsdefrsm;odkU wufa&muf&ygrnf/ ulnDaz;ray;jcif; 

vkyfaqmifcsuf rsm;wGif okawoewGifyg0ifolrsm;udk jzpfpOfwla0'em&Sifrsm;rS 

wpfOD;csif;aqG;aEG;jcif; (2)Budrf? tzGJUvdkufpkaygif;aqG;aEG;jcif; (5)Budrf aqmif&GufrnfjzpfNyD; 

w,fvDzkef;jzifh (10)BudrfqufoG,fí ulnDaz;r ay;jcif;udk aqmif&Gufygrnf/ 

wpfOD;csif;aqG;aEG;jcif; (2)BudrfteufrS yxrtBudrfudk toHzrf;,lygrnf/ 

wpfOD;csif;aqG;aEG;jcif;ESifh tzGJUvdkufpkaygif;aqG;aEG;jcif;wdkUudk aq;cef;wGif aqmif&Gufygrnf/ 

þvkyfaqmifcsufrsm;onf uifqmaq;oGif;ukojcif;aqmif&Gufonfh tcsdefumv twGif;wGifom 

NyD;pD;rnfjzpfygonf/ 

 ,cifu &ifom;uifqma0'em&Sifrsm;wGif jzpfpOfwla0'em&Sifrsm;\ ulnDaz;ray;jcif; 

vkyfaqmifrI\ oufa&mufrIudk prf;oyfonfh okawoepmwrf;tcsdKU&SdcJhaomfvnf; 

pdwfcHpm;rItajctaeESifh b0t&nftaoG;wdkUESifh ygwfoufí xdkokawoepmwrf;wdkU\ 

awGU&Sdcsufrsm;rSm wpfckESifhwpfck wlnDjcif;r&SdyJ qefUusifvsuf&SdaMumif; awGU&Sd&ygonf/ xdkUtjyif 

okawoDtaejzifh wpfOD;csif;aqG;aEG;jcif;? tzGJUvdkufpkaygif;aqG;aEG;jcif;ESifh 

w,fvDzkef;jzifhtm;ay;ulnDjcif;wdkU aygif;pyfxm;onfh jzpfpOfwla0'em&Sif rsm;rS ulnDaz;ray;jcif; 

vkyfaqmifrI\ oufa&mufrIudkprf;oyfonfh okawoepmwrf;udk &SmazGawGU&Sdjcif; r&Sdao;yg/ 

xdkUaMumifh ,ckaqmif&Gufrnfh okawoewGif xdktydkif;rsm;udkaygif;pyfí jzpfpOfwla0'em&Sif rsm;\ 

ulnDaz;ray;jcif;udk aqmif&Gufygrnf/ 

 þtpDtpOfudk aqmif&Gufjcif;aMumifh &ifom;uifqmaq;oGif;ukorIudk taESmifht,Suf 

jzpfaprnfr[kwfyg/ xdkUaMumifh oifhtaejzifh jzpfpOfwla0'em&Sifrsm;\ ulnDaz;ray;jcif;udk 

&&SdrnfjzpfNyD; &ifom;uifqmukorIvkyfief;pOfwGif rnfonfhuGJjym;jcm;em;rIrQ &Sdrnfr[kwfyg/ 

(6) okawoeMumjrifhrnfhtcsdefumv 

 þokawoeonf uifqmaq;oGif;ukojcif;aqmif&Gufonfh tcsdefumvtwGif;wGif 

aqmif&GufrnfjzpfNyD; cefYrSef;ajctm;jzifh (6)vcefUjzpfygonf/ okawoear;cGef;rsm; ar;jref;jcif;udk 

uifqmaq;oGif;ukojcif; twGuf pm&if;ay;oGif;csdefwGif (1)BudrfESifh 

uifqmaq;oGif;ukojcif;NyD;pD;csdefwGif (1)Budrf pkpkaygif;(2)Budrf aqmif&Gufygrnf/ 

okawoear;cGef;rsm;ar;jref;jcif;twGuf cefUrSef;MumjrifhcsdefrSm rdepf(40)cefUjzpfygonf/ 

 jzpfpOfwla0'em&Sifrsm;rS ulnDaz;ray;jcif;vkyfaqmifcsufrsm;udk&&Sdrnfh yg0ifolrsm;onf 

wpfOD;csif;aqG;aEG;jcif; (2)Budrf? tzGJUvdkufpkaygif;aqG;aEG;jcif; (5)Budrf aqmif&Gufrnfhtcsdefrsm;odkU 

wufa&muf&ygrnf/ (1)BudrfaqG;aEG;csdefrSm (1)em&DcefUMumjrifhygrnf/ 

oif\aq;ukorIumvtwGif;wGif jzpfpOfwla0'em&Sifrsm;rS w,fvDzkef;jzifh (10)BudrfqufoG,fí 

ulnDaz;ray;jcif;udk aqmif&Gufygrnf/ oifhtaejzifhvnf; aq;ukorIumvtwGif;wGif 

xyfrHod&Sdvdkonfrsm;&Sdygu jzpfpOfwla0'em&Sifrsm; xHodkUvnf;aumif;? 

tzGJUvdkufpkaygif;aqG;aEG;cJhonfh tzGJU0ifrsm;xHodkUvnf;aumif;? okawoDxHodkU vnf;aumif; 

zkef;ac:qdkEdkifygonf/ 
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(7) tEÅ&m,frsm; 

 þokawoewGifyg0ifjcif;twGuf tEÅ&m,fjzpfEdkifrItajctaer&Sdyg/ 

(8) tusdK;aus;Zl;rsm; 

 þokawoewGif oifyg0ifjcif;onf uifqmaq;oGif;ukojcif;aqmif&Gufrnfh trsdK;orD; 

&ifom;uifqmvlemrsm;wGif pdwfylyefjcif;? pdwf"mwfusjcif; ESifh b0t&nftaoG;wdkUtay: 

jzpfpOfwla0'em&Sifrsm;rS ulnDaz;ray;jcif;vkyfaqmifcsuf\ oufa&mufrIudkazmfxkwf&ef 

ulnDay;jcif; jzpfygonf/ þokawoe\awGU&Sdcsufrsm;onf tem*wfwGif uRefawmfwdkYEdkifiHrS 

&ifom;uifqm vlemrsm;twGuf tusdK;aus;Zl;rsm;pGm jzpfxGef;aprnfjzpfygonf/ 

(9) axmufyHhay;rI 

 þokawoewGifyg0ifjcif;aMumifh qHk;½IH;oGm;aom oif\tvkyfcsdefrsm;twGuf 

wpfBudrfvQif (5000)usyf jyefvnfaxmufyHhay;ygrnf/ xdkrSty tjcm;aomaxmufyHhay;rIrsm;? 

vufaqmifrsm; &&Sdrnfr[kwfyg/ 

(10) owif;tcsuftvufrsm; vQdKU0Sufxm;&SdrI 

 þokawoerS pkaqmif;&&Sdaomtcsuftvufrsm;udk roufqdkifolrsm; rod&Sdap&ef 

aqmif&Gufygrnf/ þokawoerS pkaqmif;&&Sdaom oif\tcsuftvufrsm;udk okawoDrsm;rSvGJí 

tjcm;rnfolrQ Munfh½IcGifh&rnfr[kwfyg/ oif\rnfonfhtcsuftvufudkrqdk oif\trnftpm; 

uk'feHygwfwpfckjzifh rSwfom;ygrnf/ oif\uk'feHygwfudk okawoDrsm;uom od&SdrnfjzpfNyD; 

xdktcsuftvufrsm;udk aomhcwfí odrf;qnf;ygrnf/ þokawoerS pkaqmif;&&Sdaom oif\ 

tcsuftvufrsm;udk okawoeNyD;pD;ygu zsufqD;ypfygrnf/ 

(11) okawoeawGU&Sdcsufrsm;udk wifjyjcif; 

 þokawoe\awGU&Sdcsufrsm;udk trsm;jynfolxHodkU us,fjyefUpGmwifjyjcif;rjyKrD 

oifhudk&Sif;vif; ajymMum;ygrnf/ vHkNcHKpGmodrf;qnf;xm;&rnfh tcsuftvufrsm;udk 

wifjyjcif;jyKrnfr[kwfyg/ okawoeNyD;pD;ygu okawoeawGU&Sdcsufrsm;udk 

tjcm;aompdwfyg0ifpm;olrsm; avhvmEdkifap&eftwGuf EdkifiHwum*sme,frsm;wGif wifjyygrnf/ 

(12) þokawoevkyfief;pOfwGif yg0if&ef jiif;qdkcGifh? &yfqdkif;EdkifcGifh 

  þokawoevkyfief;pOfwGif yg0ifvdkjcif;r&Sdygu ryg0ifyJaeEdkifygonf/ okawoewGif 

ryg0ifjcif;onf þaq;cef;&Sd oif\aq;ukorIudk rnfonfhoufa&mufrIrQ&Sdrnfr[kwfyg/ 

oifhtaejzifh þaq;cef;rS&&Sdrnfh aq;ukorItm;vHk;udk qufvuf&&Sdrnfjzpfygonf/ 

þokawoevkyfief;pOfwGif yg0ifjcif;udk oif\qÉt& tcsdefra&G;&yfqdkif;EdkifNyD; þaq;cef;wGif 

vlemwpfOD;taejzifh oif\aq;ukorI tcGifhta&;rsm; qHk;½HIjcif;r&Sdyg/ 

(13) qufoG,f&ef 

 oifar;jref;vdkonfrsm;&Sdygu ,ckjzpfap? aemufydkif;wGifjzpfap? okawoepwifaqmif&Guf 

aecsdefwGifjzpfap ar;jref;Edkifygonf/ aemufydkif;wGif ar;jref;vdkonfrsm;&Sdygu 
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a'gufwmrif;okaemif? okawoD? jynfolUusef;rma&;yg&*lbGJUausmif;om;? zkef;eHygwf 

09254471535? tD;ar;vf dr.minthunaung@gmail.com odkU qufoG,fEdkifygonf/ 

 þokawoetqdkjyKrlMurf;udk usifh0wfqdkif&mpdppfa&;bkwftzGJU? 

wyfrawmfaq;okawoewyfrS pdppf cGifhjyKNyD;jzpfygonf/ 
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tydkif;(2) okawoewGifyg0if&efoabmwlvTm 

 uRefronf a&SUwGifazmfjyxm;aom taMumif;t&mrsm;udk zwf½INyD;jzpfygonf (odkUr[kwf) 

uRefrudk zwf½IjyNyD;jzpfygonf/ uRefronf þokawoeESifhygwfoufí 

ar;cGef;rsm;ar;jref;cGifh&&SdcJhNyD;jzpfygonf/ uRefrar;jref;chJaomar;cGef;rsm;udkvnf; 

uRefrauseyfonftxd ajzqdkay;cJhNyD;jzpfygonf/ uRefronf þokawoewGifyg0if&ef 

rdrd\qÉtavsmuf oabmwlygonf/ 

yg0ifol\trnf ______________________________ 

yg0ifol\vufrSwf ____________________________ 

&ufpGJ (&uf? v? ESpf) ___________________________ 

 

pmrwwfoljzpfvQif 

 uRefawmf^uRefronf þokawoevkyfief;pOfwGif yg0ifrnfholtm; 

today;taMumif;Mum;vTmESifh oabmwlvTmwdkUudk aocsmpGmzwfjyNyD;pD;aMumif;ESifh 

yg0ifrnfholonf ar;cGef;rsm;ar;jref;cGifh &&SdchJaMumif; oufaojyKygonf/ yg0ifrnfholonf 

ol\qE´tavQmuf þokawoewGifyg0if&ef vGwfvyfpGm oabmwljcif;jzpfaMumif; 

twnfjyKygonf/ 

oufao\trnf _____________________________ 

 yg0ifrnfhol\vufaAG 

oufao\vufrSwf ___________________________ 

&ufpGJ (&uf? v? ESpf) ___________________________ 

 

 þokawoevkyfief;pOfwGif yg0ifrnfholonf today;taMumif;Mum;vTmESifh 

oabmwlvTmwdkUudk aocsmpGmzwf½INyD;jzpfygonf (odkUr[kwf) uRefawmfu yg0ifrnfholudk 

aocsmpGmzwfjyNyD;jzpfygonf/ yg0ifrnfholonf þokawoeESifhygwfoufí 

ar;cGef;rsm;ar;jref;cGifh&&SdcJhNyD;jzpfaMumif; twnfjyKygonf/ ar;jref;chJaomar;cGef;rsm;udkvnf; 

uRefawmfu taumif;qHk;BudK;pm;í rSefuefpGm ajzqdkay;cJhNyD;jzpfygonf/ yg0ifrnfholonf 

ol\qE´tavQmuf þokawoewGifyg0if&ef vGwfvyfpGm oabmwljcif;jzpfaMumif; 

twnfjyKygonf/ 

 þtoday;taMumif;Mum; oabmwlvTmrdwåLwpfpHkudk yg0ifrnfholtm; 

ay;tyfNyD;jzpfygonf/ 

okawoD\trnf _____________________________ 

okawoD\vufrSwf ___________________________ 
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&ufpGJ (&uf? v? ESpf) ___________________________ 
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Appendix B  

Informed Consent Form (Control Group) 

 This informed Consent Form is for female breast cancer patients who are 

receiving treatment at Shwe Yaung Hnin Si Cancer Foundation Clinic, and who we are 

inviting to participate in our research. The title of our research project is “Effect of Peer 

Support Intervention on Anxiety, Depression and Quality of Life among Female Breast 

Cancer Patients on Chemotherapy in Yangon, Myanmar.” 

 You may provide the following information as shown below. 

Name of Researcher:  Dr. Min Thu Naung 

Position:  PhD (Public Health) Student at Chulalongkorn University, Thailand 

Phone Number:  09254471535 

E-mail:  dr.minthunaung@gmail.com 

 This Informed Consent Form has two parts: 

Part I: Information Sheet (to share information about the research with you) 

Part II: Certificate of Consent (for signatures if you agree to take part) 

 You will be given a copy of this Informed Consent Form. 

 

Part I: Information Sheet 

(1) Introduction 

 I am Dr. Min Thu Naung, and I am attending PhD (Public Health) at College of 

Public Health Sciences, Chulalongkorn University, Thailand. I am doing research 

regarding anxiety, depression and quality of life among female breast cancer patients. 

I am going to give you information and invite you to be part of this research. Before 

you decide, you can talk to anyone you feel comfortable with about the research. 
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 There may be some words that you do not understand. Please ask me to stop as 

we go through the information and I will take time to explain.  If you have questions 

later, you can ask them of me, the study doctor or the staff. 

(2) Purpose of the Research 

 The purpose of the research is to assess the Anxiety, Depression and Quality of 

Life status among Female Breast Cancer Patients on Chemotherapy in Yangon, 

Myanmar. Breast cancer patients usually suffer anxiety and depression, and the 

diagnosis and treatment of breast cancer has negative effect on quality of life. 

Therefore, we would like to assess anxiety, depression and quality of life status among 

female breast cancer patients who are taking chemotherapy. 

(3) Participant Selection 

 We are inviting all female breast cancer patients who register for chemotherapy 

to treat breast cancer at this clinic and who meet the eligibility criteria to participate in 

this research. We will recruit at least 74 participants for this research. 

(4) Voluntary Participation 

 Your participation in this research is entirely voluntary. It is your choice 

whether to participate or not. Whether you choose to participate or not, all the services 

you receive at this clinic will continue and nothing will change. 

(5) Procedures 

 You are invited to this study because you are eligible for the study. When you 

agree to participate in the study, consent form will need to be signed prior to any study 

assessments being performed.  

 After signing consent form, we will ask you the research questions. We feel that 

your experience can contribute much to this research. 

 The questions will include your age, ethnicity, marital status, education, number 

of children, employment status, menopausal status, smoking history, alcohol 

consumption history, family income, family history of breast cancer, family support, 

social support, the history and status of your disease, knowledge about chemotherapy, 
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self-efficacy, empathy, consumer satisfaction, anxiety, depression and quality of life. 

In this questionnaire, there are some questions which will ask about your sexuality. 

Your weight and height will also be measured to get your body mass index (BMI). Your 

medical records will also be used to get the required information. 

(6) Duration  

 The research will take place during your treatment (taking chemotherapy) 

period that is approximately 6 months. The interview will be performed 2 times; at the 

time of registration for chemotherapy and after completing chemotherapy. The 

expected duration of the interview will be about 40 minutes. 

(7) Risks 

 There will be no risk for participating in this research. 

(8) Benefits 

 Your participation is likely to help us find the anxiety, depression and quality 

of life status among female breast cancer patients who are taking chemotherapy. The 

findings of this study will be beneficial for breast cancer patients in our country in the 

future. 

(9) Reimbursements 

 We will give you 5,000 Kyats for each time to pay for your loss of working 

time. You will not be given any other money or gifts to take part in this research. 

(10) Confidentiality 

 The information that we collect from this research project will be kept 

confidential. No-one but the researchers will be able to see the information about you 

that will be collected during the research. Any information about you will have a code 

number on it instead of your name. Only the researchers will know what your code 

number is and these information will be kept with a lock and key. After completing the 

research, the information about you that will be collected during the research will be 

put away. 
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(11) Sharing the Results 

 The knowledge that we get from doing this research will be shared with you 

before it is made widely available to the public. Confidential information will not be 

shared. After completing the research, we will publish the results in international 

journals in order that other interested people may learn from our research. 

(12) Right to Refuse or Withdraw 

 You do not have to take part in this research if you do not wish to do so. 

Refusing to participate will not affect your treatment at this clinic in any way.  You will 

still have all the treatment that you would otherwise have at this clinic. You may stop 

participating in the research at any time that you wish without losing any of your rights 

as a patient at this clinic. 

 

(13) Who to Contact 

 If you have any questions you may ask them now or later, even after the study 

has started. If you wish to ask questions later, you may contact Dr. Min Thu Naung, the 

researcher, PhD (Public Health) Student at Chulalongkorn University, Thailand, Tel: 

09254471535, Email: dr.minthunaung@gmail.com. 

 This proposal has been reviewed and approved by Institutional Review Board, 

Defence Services Medical Research Centre, Directorate of Medical Services, Ministry 

of Defence.  
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Part II: Certificate of Consent 

I have read the foregoing information, or it has been read to me. I have had the 

opportunity to ask questions about it and any questions that I have asked have been 

answered to my satisfaction.  I consent voluntarily to participate as a participant in this 

research. 

Name of Participant ______________________     

Signature of Participant ___________________ 

Date (day/month/year) ____________________ 

 

If illiterate 

I have witnessed the accurate reading of the information sheet and consent form to the 

potential participant, and the individual has had the opportunity to ask questions. I 

confirm that the participant has given consent freely and voluntarily to participate in 

this research. 

Name of witness _________________________             AND         Thumb print of 

participant 

Signature of witness ______________________ 

Date (day/month/year) ____________________ 

 

Statement by the researcher/person taking consent 

I have accurately read or witnessed the accurate reading of the information sheet and 

consent form to the potential participant. I confirm that the participant was given an 

opportunity to ask questions about the study, and all the questions asked by the 

participant have been answered correctly and to the best of my ability. I confirm that 

the individual has given consent freely and voluntarily.  

A copy of this Informed Consent Form has been provided to the participant. 
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Name of Researcher _____________________________  

Signature of Researcher __________________________ 

Date (day/month/year) ___________________________    
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okawoevkyfief;pOfwGif yg0ifrnfholrsm;twGuf today;taMumif;Mum; oabmwlvTm 

(EdIif;,SOfrnfhtzGJU) 

 þtoday;taMumif;Mum; oabmwlvTmonf uRefawmfwdkY\okawoewGifyg0if&ef 

zdwfac: xm;onfh a&Ta&mifESif;qDuifqmazmifa';&Sif;aq;cef;wGif aq;ukornfh trsdK;orD; 

&ifom;uifqm vlemrsm;twGuf jzpfygonf/ uRefawmfwdkYokawoevkyfief;\acgif;pOfrSm 

jrefrmEdkifiH &efukefNrdKU&Sd uifqmaq;oGif;ukojcif;aqmif&Gufrnfh trsdK;orD; 

&ifom;uifqmvlemrsm;wGif pdwfylyefjcif;? pdwf"mwfusjcif; ESifh b0t&nftaoG;wdkUtay: 

jzpfpOfwla0'em&Sifrsm;rS ulnDaz;ray;jcif; vkyfaqmifcsuf\ oufa&mufrI jzpfygonf/ 

 atmufwGifazmfjyxm;aom tcsuftvufrsm;udk oifhtm;today;ygrnf/ 

okawoDtrnf  a'gufwmrif;okaemif 

tvkyftudkif  jynfolUusef;rma&;yg&*lbGGGJUausmif;om;? csLvmavmifuGef;wuúodkvf? 

xdkif;EdkifiH 

zkef;eHygwf  09254471535 

tD;ar;vf  dr.minthunaung@gmail.com 

 today;taMumif;Mum; oabmwlvTmwGif tydkif;ESpfydkif;yg0ifygonf- 

tydkif;(1) today;taMumif;Mum;vTm (okawoeESifhoufqdkifaom taMumif;t&mrsm;udk 

oifhtm;today;&ef) 

tydkif;(2) okawoewGifyg0if&efoabmwlvTm (yg0if&efoabmwlvQif vufrSwfa&;xdk;&ef) 

 þtoday;taMumif;Mum; oabmwlvTmrdwåLwpfpHkudk oifhtm;ay;ygrnf/ 

 

tydkif;(1) today;taMumif;Mum;vTm 

(1) ed'gef; 

 uRefawmfonf xdkif;EdkifiH? csLvmavmifuGef;wuúodkvfwGif 

jynfolUusef;rma&;yg&*lbGGGJUoifwef; wufa&mufaeaom a'gufwmrif;okaemif jzpfygonf/ 

uRefawmfonf trsdK;orD; &ifom;uifqm vlemrsm;wGif pdwfylyefjcif;? pdwf"mwfusjcif; ESifh 

b0t&nftaoG;wdkUESifhygwfoufonfh okawoeudk aqmif&Gufrnf jzpfygonf/ uRefawmfonf 

þokawoeESifhygwfoufaom taMumif;t&mrsm;udk &Sif;vif;ajymMum;rnfjzpfNyD; oifhudk 

þokawoewGifyg0if&ef zdwfac:ygrnf/ okawoewGifyg0if&ef rqHk;jzwfrD 

okawoetaMumif;udk oifaqG;aEG;vdkol rnfolESifhrqdk aqG;aEG;Edkifygonf/ 

 oifr&Sif;vif;aomtcsufrsm;&Sdygu ,ckcsufcsif;ar;jref;Edkifygonf/ 

tcsdef,lí&Sif;jyygrnf/ aemufxyfar;jref;vdkonfrsm;&Sdyguvnf; uRefawmfhudkjzpfap? 

okawoetzGJUrS q&m0efrsm;udkjzpfap? okawoetzGJUrS 0efxrf;rsm;udkjzpfap ar;jref;Edkifygonf/ 
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(2) okawoe\&nf&G,fcsuf 

 okawoe\&nf&G,fcsufrSm jrefrmEdkifiH &efukefNrdKU&Sd 

uifqmaq;oGif;ukojcif;aqmif&Gufrnfh trsdK;orD; &ifom;uifqmvlemrsm;wGif pdwfylyefjcif;? 

pdwf"mwfusjcif; ESifh b0t&nftaoG; tajctae wdkUudk azmfxkwfod&Sd&efjzpfygonf/ 

&ifom;uifqmvlemrsm;wGif pdwfylyefjcif;ESifh pdwf"mwfusjcif;wdkU cHpm;&avh&SdNyD; 

&ifom;uifqma&m*g ppfaq;awGU&SdrIESifh ukorIwdkUonf b0t&nftaoG;tay:wGif 

qdk;usdK;oufa&mufrI&Sdwwfygonf/ xdkUaMumifh uRefawmfwdkUonf 

uifqmaq;oGif;ukojcif;aqmif&Gufrnfh trsdK;orD; &ifom;uifqmvlemrsm;wGif pdwfylyefjcif;? 

pdwf"mwfusjcif; ESifh b0t&nftaoG; tajctae wdkUudk azmfxkwfod&Sdvdkygonf/ 

(3) okawoewGifyg0ifrnfholrsm;udka&G;cs,fjcif; 

 þaq;cef;wGif &ifom;uifqma&m*gudk uifqmaq;oGif;uko&efpm&if;ay;NyD; 

okawoewGif yg0if&ef owfrSwfcsufrsm;ESifhudkufnDol 

trsKd;orD;&ifom;uifqmvlemrsm;tm;vHk;udk okawoewGifyg0if&ef zdwfac:ygonf/ 

þokawoewGif yg0ifrnfholrsm;rSm tenf;qHk; 74 OD;jzpfygonf/ 

(4) okkawoewGif rdrdqE´tavsmufyg0ifjcif; 

 þokawoewGifyg0ifjcif;rSm oif\qE´tavsmufomjzpfygonf/ 

þokawoewGifyg0ifjcif; odkUr[kwf ryg0ifjcif;rSm oif\a&G;cs,frIomjzpfygonf/ 

okawoewGifyg0ifonfjzpfap? ryg0ifonfjzpfap? þaq;cef;wGif oif&&Sdrnfh 

usef;rma&;0efaqmifrIrsm;udk qufvuf&&SdrnfjzpfNyD; ajymif;vJrIwpHkw&mr&Sdyg/ 

(5) okawoeaqmif&GufrnfhtpDtpOf 

 oifonf þokawoewGifyg0if&ef owfrSwfcsufrsm;ESifhudkufnDaomaMumifh 

okawoewGifyg0if&ef oifhudkzdwfac:ygonf/ oifonf okawoewGifyg0if&efoabmwlygu 

rnfonfhaqmif&GufcsufrQ raqmif&GufrDwGif okawoewGifyg0if&efoabmwlvTmudk 

vufrSwfa&;xdk;&ef vdktyfygonf/ 

 xdkUaemuf uRefawmfwdkUu oifhudk okawoear;cGef;rsm; ar;ygrnf/ 

oif\tawGUtBuHKrsm;onf þokawoetwGuf rsm;pGmtusdK;&Sdaprnf[k ,HkMunfygonf/ 

 okawoear;cGef;rsm;wGif oif\ touf? vlrsdK;? tdrfaxmif&Sd̂ r&Sd? ynma&;? 

om;orD;OD;a&? tvkyftudkiftajctae? aoG;qHk;jcif;&Sd^r&Sd? aq;vdyfaomufoHk;onfh&mZ0if? 

t&ufaomufoHk;onfh&mZ0if? rdom;pk0ifaiG? rdom;pktwGif; &ifom;uifqmjzpfyGm;cJhrI&mZ0if? 

rdom;pk\ ulnDaz;raxmufyHhay;rI&Sd̂ r&Sd? vlrIa&;t& ulnDaz;raxmufyHhay;rI &Sd^r&Sd? 

oif\a&m*g&mZ0ifESifh tajctae? uifqmaq;oGif; ukojcif;ESifh ygwfoufonfh A[kokw? 

udk,fwdkiftpGrf;? pmempdwf? oHk;pGJol\pdwfauseyfrI? pdwfylyefjcif;? pdwf"mwfusjcif;? 

b0t&nftaoG;wdkU yg0ifygonf/ xdkar;cGef;rsm;wGif oif\vdifrIqdkif&mtaMumif; ar;jref;rnfh 

ar;cGef;tcsdKUvnf; yg0ifygonf/ oif\ cEm̈udk,fxkxnftñTef;udef;udk&&Sd&ef oif\ 

udk,ftav;csdefESifh t&yftjrifhwdkUudkvnf; wdkif;wmygrnf/ vdktyfaomtcsuftvufrsm;&&Sd&ef 

oif\ aq;rSwfwrf;rsm;udkvnf; toHk;jyKygrnf/ 
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(6) okawoeMumjrifhrnfhtcsdefumv 

 þokawoeonf uifqmaq;oGif;ukojcif;aqmif&Gufonfh tcsdefumvtwGif;wGif 

aqmif&GufrnfjzpfNyD; cefYrSef;ajctm;jzifh (6)vcefUjzpfygonf/ okawoear;cGef;rsm; ar;jref;jcif;udk 

uifqmaq;oGif;ukojcif; twGuf pm&if;ay;oGif;csdefwGif (1)BudrfESifh 

uifqmaq;oGif;ukojcif;NyD;pD;csdefwGif (1)Budrf pkpkaygif;(2)Budrf aqmif&Gufygrnf/ 

okawoear;cGef;rsm;ar;jref;jcif;twGuf cefUrSef;MumjrifhcsdefrSm rdepf(40)cefUjzpfygonf/ 

(7) tEÅ&m,frsm; 

 þokawoewGifyg0ifjcif;twGuf tEÅ&m,fjzpfEdkifrItajctaer&Sdyg/ 

(8) tusdK;aus;Zl;rsm; 

 þokawoewGif oifyg0ifjcif;onf uifqmaq;oGif;ukojcif;aqmif&Gufrnfh trsdK;orD; 

&ifom;uifqmvlemrsm;wGif pdwfylyefjcif;? pdwf"mwfusjcif; ESifh b0t&nftaoG; tajctaewdkUudk 

azmfxkwfod&Sd&ef ulnDay;jcif; jzpfygonf/ þokawoe\awGU&Sdcsufrsm;onf tem*wfwGif 

uRefawmfwdkYEdkifiHrS &ifom;uifqm vlemrsm;twGuf tusdK;aus;Zl;rsm;pGm jzpfxGef;aprnfjzpfygonf/ 

(9) axmufyHhay;rI 

 þokawoewGifyg0ifjcif;aMumifh qHk;½IH;oGm;aom oif\tvkyfcsdefrsm;twGuf 

wpfBudrfvQif (5000)usyf jyefvnfaxmufyHhay;ygrnf/ xdkrSty tjcm;aomaxmufyHhay;rIrsm;? 

vufaqmifrsm; &&Sdrnfr[kwfyg/ 

(10) owif;tcsuftvufrsm; vQdKU0Sufxm;&SdrI 

 þokawoerS pkaqmif;&&Sdaomtcsuftvufrsm;udk roufqdkifolrsm; rod&Sdap&ef 

aqmif&Gufygrnf/ þokawoerS pkaqmif;&&Sdaom oif\tcsuftvufrsm;udk okawoDrsm;rSvGJí 

tjcm;rnfolrQ Munfh½IcGifh&rnfr[kwfyg/ oif\rnfonfhtcsuftvufudkrqdk oif\trnftpm; 

uk'feHygwfwpfckjzifh rSwfom;ygrnf/ oif\uk'feHygwfudk okawoDrsm;uom od&SdrnfjzpfNyD; 

xdktcsuftvufrsm;udk aomhcwfí odrf;qnf;ygrnf/ þokawoerS pkaqmif;&&Sdaom oif\ 

tcsuftvufrsm;udk okawoeNyD;pD;ygu zsufqD;ypfygrnf/ 

(11) okawoeawGU&Sdcsufrsm;udk wifjyjcif; 

 þokawoe\awGU&Sdcsufrsm;udk trsm;jynfolxHodkU us,fjyefUpGmwifjyjcif;rjyKrD 

oifhudk&Sif;vif; ajymMum;ygrnf/ vHkNcHKpGmodrf;qnf;xm;&rnfh tcsuftvufrsm;udk 

wifjyjcif;jyKrnfr[kwfyg/ okawoeNyD;pD;ygu okawoeawGU&Sdcsufrsm;udk 

tjcm;aompdwfyg0ifpm;olrsm; avhvmEdkifap&eftwGuf EdkifiHwum*sme,frsm;wGif wifjyygrnf/ 

(12) þokawoevkyfief;pOfwGif yg0if&ef jiif;qdkcGifh? &yfqdkif;EdkifcGifh 

  þokawoevkyfief;pOfwGif yg0ifvdkjcif;r&Sdygu ryg0ifyJaeEdkifygonf/ okawoewGif 

ryg0ifjcif;onf þaq;cef;&Sd oif\aq;ukorIudk rnfonfhoufa&mufrIrQ&Sdrnfr[kwfyg/ 

oifhtaejzifh þaq;cef;rS&&Sdrnfh aq;ukorItm;vHk;udk qufvuf&&Sdrnfjzpfygonf/ 
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þokawoevkyfief;pOfwGif yg0ifjcif;udk oif\qÉt& tcsdefra&G;&yfqdkif;EdkifNyD; þaq;cef;wGif 

vlemwpfOD;taejzifh oif\aq;ukorI tcGifhta&;rsm; qHk;½HIjcif;r&Sdyg/ 

(13) qufoG,f&ef 

 oifar;jref;vdkonfrsm;&Sdygu ,ckjzpfap? aemufydkif;wGifjzpfap? okawoepwifaqmif&Guf 

aecsdefwGifjzpfap ar;jref;Edkifygonf/ aemufydkif;wGif ar;jref;vdkonfrsm;&Sdygu 

a'gufwmrif;okaemif? okawoD? jynfolUusef;rma&;yg&*lbGJUausmif;om;? zkef;eHygwf 

09254471535? tD;ar;vf dr.minthunaung@gmail.com odkU qufoG,fEdkifygonf/ 

 þokawoetqdkjyKrlMurf;udk usifh0wfqdkif&mpdppfa&;bkwftzGJU? 

wyfrawmfaq;okawoewyfrS pdppf cGifhjyKNyD;jzpfygonf/ 
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tydkif;(2) okawoewGifyg0if&efoabmwlvTm 

 uRefronf a&SUwGifazmfjyxm;aom taMumif;t&mrsm;udk zwf½INyD;jzpfygonf (odkUr[kwf) 

uRefrudk zwf½IjyNyD;jzpfygonf/ uRefronf þokawoeESifhygwfoufí 

ar;cGef;rsm;ar;jref;cGifh&&SdcJhNyD;jzpfygonf/ uRefrar;jref;chJaomar;cGef;rsm;udkvnf; 

uRefrauseyfonftxd ajzqdkay;cJhNyD;jzpfygonf/ uRefronf þokawoewGifyg0if&ef 

rdrd\qÉtavsmuf oabmwlygonf/ 

yg0ifol\trnf ______________________________ 

yg0ifol\vufrSwf ____________________________ 

&ufpGJ (&uf? v? ESpf) ___________________________ 

 

pmrwwfoljzpfvQif 

 uRefawmf^uRefronf þokawoevkyfief;pOfwGif yg0ifrnfholtm; 

today;taMumif;Mum;vTmESifh oabmwlvTmwdkUudk aocsmpGmzwfjyNyD;pD;aMumif;ESifh 

yg0ifrnfholonf ar;cGef;rsm;ar;jref;cGifh &&SdchJaMumif; oufaojyKygonf/ yg0ifrnfholonf 

ol\qE´tavQmuf þokawoewGifyg0if&ef vGwfvyfpGm oabmwljcif;jzpfaMumif; 

twnfjyKygonf/ 

oufao\trnf _____________________________ 

 yg0ifrnfhol\vufaAG 

oufao\vufrSwf ___________________________ 

&ufpGJ (&uf? v? ESpf) ___________________________ 

 

 þokawoevkyfief;pOfwGif yg0ifrnfholonf today;taMumif;Mum;vTmESifh 

oabmwlvTmwdkUudk aocsmpGmzwf½INyD;jzpfygonf (odkUr[kwf) uRefawmfu yg0ifrnfholudk 

aocsmpGmzwfjyNyD;jzpfygonf/ yg0ifrnfholonf þokawoeESifhygwfoufí 

ar;cGef;rsm;ar;jref;cGifh&&SdcJhNyD;jzpfaMumif; twnfjyKygonf/ ar;jref;chJaomar;cGef;rsm;udkvnf; 

uRefawmfu taumif;qHk;BudK;pm;í rSefuefpGm ajzqdkay;cJhNyD;jzpfygonf/ yg0ifrnfholonf 

ol\qE´tavQmuf þokawoewGifyg0if&ef vGwfvyfpGm oabmwljcif;jzpfaMumif; 

twnfjyKygonf/ 

 þtoday;taMumif;Mum; oabmwlvTmrdwåLwpfpHkudk yg0ifrnfholtm; 

ay;tyfNyD;jzpfygonf/ 

okawoD\trnf _____________________________ 

okawoD\vufrSwf ___________________________ 
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&ufpGJ (&uf? v? ESpf) ___________________________ 
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Appendix C 

Questionnaire 

Code No. __ __ __ __ 

Effect of Peer Support Intervention on Anxiety, Depression and Quality of Life 

among Breast Cancer Patients on Chemotherapy in Yangon, Myanmar: 

Randomized Controlled Trial 

Please tick [ √ ] on the number of the answers. 

Part 1. Predisposing Factors 

1. Weight _________________ kg 

 Height _________________ cm 

 BMI _________________ kg/m2 

 

2.  Age (Completed years at the last birthday of the participant) 

 __________ Years 

 

3.  What is your ethnicity? 

 1. [ ] Kachin 

 2. [ ] Kayah 

 3. [ ] Kayin 

 4. [ ] Chin 

 5. [ ] Bamar 

 6. [ ] Mon 

 7. [ ] Rakhine 

 8. [ ] Shan 

 9. [ ] Others ___________________ 

 

4.  What is your marital status? 

 1. [ ] Single 

 2. [ ] Married 

 3. [ ] Widowed/Divorced 

 

5.  What is your level of education? 

 1. [ ] Illiterate 

 2. [ ] Never gone to school but can read and write simple Myanmar language 

 3. [ ] Primary School 

 4. [ ] Middle School 

 5. [ ] High School 

 6. [ ] College or university and above 

 

6. How many children do you have? 

 __________ 
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7.  What is your employment status? 

 1. [ ] Housewife 

 2. [ ] Employed 

 3. [ ] Unemployed 

 

8. What is your menopausal status? 

 1. [ ] Pre-menopause 

 2. [ ] Post-menopause  

 

9. What is your smoking status? 

 1. [ ] Never-smoker 

 2. [ ] Ex-smoker 

 3. [ ] Occasional smoker 

 4. [ ] Daily smoker 

 

10. What is your alcohol consumption status? 

 1. [ ] Non-drinker 

 2. [ ] Ex-drinker 

 3. [ ] Moderate drinker 

 4. [ ] Heavy-drinker 
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Part 2. Enabling Factors 

 

11.  How much is your monthly family income? 

 1. [ ] ≤ 100,000 Kyats 

 2. [ ] 100,001 – 200,000 Kyats 

 3. [ ] 200,001 – 300,000 Kyats 

 4. [ ] 300,001 – 400,000 Kyats 

 5. [ ] > 400,000 Kyats 

 

12. Do you have family history of breast cancer? 

 1. [ ] Yes 

 2. [ ] No 

 

13. Do you have good relationship with your family members? 

 1. [ ] Yes 

 2. [ ] No (if No, go to Q.15) 

 

14. If Yes, with which family member do you have good relationship? 

 1. [ ] Father 

 2. [ ] Mother 

 3. [ ] Husband 

 4. [ ] Brother(s) 

 1. [ ] Sister(s) 

 2. [ ] Son(s) 

 3. [ ] Daughter(s) 

 4. [ ] Others (please specify) __________________ 

 

15. Do you receive care and support from your friends or neighbors? 

 1. [ ] Yes 

 2. [ ] No 

 

 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 220 

Part 3. Need Factors 

 

16.  What is the duration of your disease (breast cancer)? 

 1. [ ] ≤ 12 months 

 2. [ ] 13-24 months 

 3. [ ] 25-36 months 

 4. [ ] 37-48 months 

 5. [ ] > 48 months 

 

17. Have you ever been hospitalized for treating breast cancer? 

 1. [ ] Yes 

 2. [ ] No (if No, go to Q. 19) 

 

18. How many times were you been hospitalized for treating breast cancer? 

 __________ Times 

 

19.  What is the clinical staging of breast cancer? 

 1. [ ] Stage I 

 2. [ ] Stage II 

 3. [ ] Stage III 

 4. [ ] Stage IV 

 

20.  What are the received treatment for breast cancer? 

 1. [ ] Surgery 

 2. [ ] Radiotherapy 

 3. [ ] Hormonal therapy 

 

21. Do you have any co-morbidity? 

1. [ ] Yes 

 2. [ ] No (if No, go to Q. 23) 

 

22. Co-morbidities of the participant 

 1. [ ] Coronary artery disease or myocardial infarction 

 2. [ ] Heart diseases 

 3. [ ] Hypertension 

 4. [ ] Chronic obstructive pulmonary disease  

 5. [ ] Gastric Ulcer  

 6. [ ] Diabetes Mellitus 

 7. [ ] Others (please specify) _______________ 
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Part 4. Proximal Outcomes 

Knowledge about side effects and management of these side effects regarding 

chemotherapy 

23. Is hair loss common side effect of chemotherapy? 

 1. [ ] 

Yes 1 

 2. [ ] No (if No, go to Q. 

25) 0 

 

24. How can hair loss be managed? 

 1. [ ] Consult with 

doctor 1 

 2. [ ] Hairs may regrow after 

treatment

 1 

 3. [ ] 

Medication

 1 

 4. [ ] Don’t 

know 0 

 

25. Are cold and clammy extremities common side effects of chemotherapy? 

 1. [ ] 

Yes 0 

 2. [ ] No (if No, go to Q. 

27) 1 

 

26. How can cold and clammy extremities be managed? 

 1. [ ] Practice 

meditation

 0 

 2. [ ] Consult with 

doctor 0 

 3. [ ] Don’t 

know 0 

 

27. Is nail changes common side effect of chemotherapy? 

 1. [ ] 

Yes 1 
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 2. [ ] No (if No, go to Q. 

29) 0 

 

28. How can nail changes be managed? 

 1. [ ] Wear gloves when washing 

dishes 1 

 2. [ ] Increase iron in your 

diet 1 

 3. [ ] Avoid 

caffeine

 1 

 4. [ ] Wear comfortable 

shoes 1 

 5. [ ] Don’t 

know 0 
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29. Is loss of appetite common side effect of chemotherapy? 

 1. [ ] 

Yes 1 

 2. [ ] No (if No, go to Q. 

31) 0 

 

30. How can loss of appetite be managed?  

 1. [ ] Do not limit how much you 

eat 1 

 2. [ ] Eat snack whenever you are 

hungry 1 

 3. [ ] Eat 5 to 6 small meals a 

day 1 

 4. [ ] Keep your favorite foods on hand for 

snacking

 1 

 5. [ ] Try to eat with family or 

friends 1 

 6. [ ] Don’t 

know 0 

 

31. Is diarrhea common side effect of chemotherapy? 

 1. [ ] 

Yes 1 

 2. [ ] No (if No, go to Q. 

33) 0 

 

32.  How can diarrhea be managed? 

 1. [ ] Consult with 

doctor 1 

 2. [ ] Taking 

drugs 1 

 3. [ ] Don’t 

know 0 

 

33. Is dizziness common side effect of chemotherapy? 

 1. [ ] 

Yes 0 

 2. [ ] No (if No, go to Q. 

35) 1 
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34. How can dizziness be managed? 

 1. [ ] Consult with 

doctor 0 

 2. [ ] Balance 

exercises

 0 

 3. [ ] Don’t 

know 0 

 

35. Are nausea and vomiting common side effect of chemotherapy? 

 1. [ ] 

Yes 1 

 2. [ ] No (if No, go to Q. 

37) 0 

 

36.  How can nausea and vomiting be managed? 

 1. [ ] Taking 

drugs 1 

 2. [ ] Drinking plenty of 

fluids 1 

 3. [ ] Taking 

exercise

 0 

 4. [ ] Don’t 

know 0 
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37. Are sores mouth or dry mouth common side effects of chemotherapy? 

 1. [ ] 

Yes 1 

 2. [ ] No (if No, go to Q. 

39) 0 

 

38.  How can sores mouth or dry mouth be managed? 

 1. [ ] Clean the teeth after eating and floss 

gently 1 

 2. [ ] Choose soft or liquid foods such as soups and 

smoothies

 1 

 3. [ ] Soothe the mouth and gums with ice 

cubes 1 

 4. [ ] Drink sugar-free 

drinks 1 

 5. [ ] Taking 

exercise

 0 

 6. [ ] Use a straw to 

drink 1 

 7. [ ] Avoid crunchy, salty, very spicy, acidic or hot 

foods 1 

 8. [ ] Don’t 

know 0 

 

39. Is fever common side effect of chemotherapy? 

 1. [ ] 

Yes 0 

 2. [ ] No (if No, go to Q. 

41) 1 

 

40. How can fever be managed? 

 1. [ ] 

Medication

 0 

 2. [ ] 

Sponging

 0 

 3. [ ] Consult with 

doctor 0 
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 4. [ ] Don’t 

know 0 

 

41. Is constipation common side effect of chemotherapy? 

 1. [ ] 

Yes 1 

 2. [ ] No (if No, go to Q. 

43) 0 

 

42.  How can constipation be managed? 

 1. [ ] Consuming high-fiber 

foods 1 

 2. [ ] Drinking plenty of 

fluids 1 

 3. [ ] Taking 

naps 0 

 4. [ ] Taking regular and gentle 

exercise

 1 

 5. [ ] Don’t 

know 0 
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43. Is fatigue common side effect of chemotherapy? 

 1. [ ] 

Yes 1 

 2. [ ] No (if No, go to Q. 

45) 0 

 

44.  How can fatigue be managed? 

 1. [ ] Consult with 

doctor 1 

 2. [ ] Taking 

exercise

 1 

 3. [ ] Drinking plenty of 

fluids 0 

 4. [ ] Taking 

naps 1 

 5. [ ] Don’t 

know 0 
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Self-efficacy 

 

No.  
Strongly 

agree 
Agree Uncertain Disagree 

Strongly 

disagree 

45. 

I am confident that I am 

able to deal with anxiety 

related to breast cancer. 

5 4 3 2 1 

46. 

I am confident that I am 

able to deal with depression 

related to breast cancer. 

5 4 3 2 1 

47. 

I am confident that I am 

able to deal with side effects 

related to chemotherapy. 

5 4 3 2 1 

48. 
It is easy for me to ask for 

help from family members. 
5 4 3 2 1 

49. 
It is easy for me to ask for 

help from friends. 
5 4 3 2 1 

50. 
It is easy for me to ask for 

help from neighbors. 
5 4 3 2 1 

51. 

I am confident that I am 

able to actively participate 

in making any decisions 

about choosing treatment 

for my disease (breast 

cancer). 

5 4 3 2 1 

52. 

I am confident that I am 

able to actively participate 

in making any decisions 

about choosing healthcare 

center for treating my 

disease (breast cancer). 

5 4 3 2 1 
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Empathy 

 

No.  Never Rarely Sometimes Often Always 

53. 

When someone else is 

feeling excited, I tend to 

get excited too. 

0 1 2 3 4 

54. 

Other people’s difficulties 

or troubles do not disturb 

me. 

4 3 2 1 0 

55. 

It upsets me to see someone 

being treated 

disrespectfully. 

0 1 2 3 4 

56. 

I don’t feel happy when 

someone close to me is 

happy. 

4 3 2 1 0 

57. 
I enjoy making other 

people feel better. 
0 1 2 3 4 

58. 

I have tender, concerned 

feelings for people less 

fortunate than me. 

0 1 2 3 4 
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Consumer Satisfaction (Intervention Group) 

 

No.  
Very 

Effective 
Effective Fair 

Not 

Effective 

Not 

Effective 

Completely 

59. 

(I) 

Were the counseling sessions 

effective to improve your mood 

and feeling? 

5 4 3 2 1 

60. 

(I) 

Were the group meetings effective 

to improve your mood and 

feeling? 

5 4 3 2 1 

61. 

(I) 

Were the telephone support 

sessions effective to improve your 

mood and feeling? 

5 4 3 2 1 

 

 

No.  
Very 

Good 
Good Fair Bad 

Very 

Bad 

62. 

(I) 

How will you score the 

counselor who did 

counseling to you? 

5 4 3 2 1 

63. 

(I) 

How will you score the 

facilitators who facilitated 

the group meeting? 

5 4 3 2 1 

64. 

(I) 

How will you score the 

facilitators who did 

telephone support to you? 

5 4 3 2 1 
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Consumer Satisfaction (Both Groups) 

 

No.  
Very 

Effective 
Effective Fair 

Not 

Effective 

Not 

Effective 

Completely 

65. 

Was the education session about 

chemotherapy (including 

treatment procedure, benefits and 

side effects) that you received as 

usual care effective to improve 

your mood and feeling? 

5 4 3 2 1 

66. 

Was the advice on healthy eating 

that you received as usual care 

effective to improve your mood 

and feeling? 

5 4 3 2 1 

67. 

Was the advice on regular 

physical activity that you received 

as usual care effective to improve 

your mood and feeling? 

5 4 3 2 1 

 

 

No.  
Very 

Good 
Good Fair Bad 

Very 

Bad 

68. 

How will you score the 

doctor who treated you at 

the clinic? 

5 4 3 2 1 

69. 

How will you score the 

nurse who treated you at the 

clinic? 

5 4 3 2 1 

70. 

How will you score the 

overall services that you 

received during your 

treatment period at the 

clinic? 

5 4 3 2 1 
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Part 5. Distal Outcomes 

Anxiety 

71. Do you feel pressure or constriction?  

 1. [ ] Severely present  

 2. [ ] Moderately present  

 3. [ ] Mildly present  

 4. [ ] None  

72. Do you feel fluttering in your chest? 

 1. [ ] None 

 2. [ ] Mildly present 

 3. [ ] Moderately present 

 4. [ ] Severely present 

73. Are you frightened without reason? 

 1. [ ] Severely present  

 2. [ ] Moderately present  

 3. [ ] Mildly present  

 4. [ ] None 

74. Are you feeling restless? 

 1. [ ] Severely present  

 2. [ ] Moderately present  

 3. [ ] Mildly present  

 4. [ ] None 

75. Do you have worries without reason? 

 1. [ ] Almost always  

 2. [ ] Frequently  

 3. [ ] Sometimes  

 4. [ ] Not at all  

76. I feel fear suddenly 

 1. [ ] Very often indeed 

 2. [ ] Quite often 

 3. [ ] Not very often 

 4, [ ] Not at all 

77. I can sit comfortably and feel stress-free  

 1. [ ] Definitely  

 2. [ ] Usually  

 3. [ ] Not Often  

 4. [ ] Not at all  
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Depression 

78. Are you mentally exhausted? 

 1. [ ] Severely present  

 2. [ ] Moderately present  

 3. [ ] Mildly present  

 4. [ ] Not at all 

79. I am enjoying things as usual 

 1. [ ] Definitely as much  

 2. [ ] Not quite so much  

 3. [ ] Only a little  

 4. [ ] Hardly at all  

80. I have lost interest in how I look 

 1. [ ] Definitely 

 2. [ ] I don't take as much care as I should 

 3. [ ] I may not take quite as much care 

 4. [ ] I take just as much care as ever 

81. Do you have a feeling that you can’t control your tears? 

 1. [ ] Not at all 

 2. [ ] Mildly present 

 3. [ ] Moderately present 

 4. [ ] Severely present 

82. Do you feel that life is not worth living? 

 1. [ ] Not at all 

 2. [ ] Mildly present 

 3. [ ] Moderately present 

 4. [ ] Severely present 

83. Do you feel depressed? 

 1. [ ] Severely present  

 2. [ ] Moderately present  

 3. [ ] Mildly present  

 4. [ ] Not at all 

84. I can enjoy mass media entertainments and reading 

 1. [ ] Often 

 2. [ ] Sometimes 

 3. [ ] Not often 

 4. [ ] Very seldom 
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Quality of Life 

  Not at 

All 

(1) 

A 

Little 

(2) 

Quite 

a Bit 

(3) 

Very 

Much 

(4) 

85. Do you have any trouble doing strenuous activities, like 

carrying a heavy shopping bag or a suitcase? 

    

86. Do you have any trouble taking a long walk?     

87. Do you have any trouble taking a short walk outside of 

the house? 

    

88. Do you need to stay in bed or a chair during the day?     

89. Do you need help with eating, dressing, washing 

yourself or using the toilet? 

    

 

During the Past Week 

  Not at 

All 

(1) 

A 

Little 

(2) 

Quite 

a Bit 

(3) 

Very 

Much 

(4) 

90. Were you limited in doing either your work or other 

daily activities? 

    

91. Were you limited in pursuing your hobbies or other 

leisure time activities? 

    

92. Were you short of breath?     

93. Have you had pain?     

94. Did you need to rest?     

95. Have you had trouble sleeping?     

96. Have you felt weak?     

97. Have you lacked appetite?     

98. Have you felt nauseated?     

99. Have you vomited?     

100. Have you been constipated?     

101. Have you had diarrhea?     

102. Were you tired?     
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103. Did pain interfere with your daily activities?     

104. Have you had difficulty in concentrating on things, like 

reading a newspaper or watching television? 

    

105. Did you feel tense?     

106. Did you worry?     

107. Did you feel irritable?     

108. Did you feel depressed?     

109. Have you had difficulty remembering things?     

110. Has your physical condition or medical treatment 

interfered with your family life? 

    

111. Has your physical condition or medical treatment 

interfered with your social activities? 

    

112. Has your physical condition or medical treatment 

caused you financial difficulties? 

    

 

 

 

For the following questions please circle the number between 1 and 7 that best 

applies to you 

113. How would you rate your overall health during the past week? 

Very poor Excellent 

1 2 3 4 5 6 7 

 

114. How would you rate your overall quality of life during the past week? 

Very poor Excellent 

1 2 3 4 5 6 7 
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During the past week: 

  Not at 

All 

(1) 

A 

Little 

(2) 

Quite 

a Bit 

(3) 

Very 

Much 

(4) 

115. Did you have a dry mouth?     

116. Did food and drink taste different than usual?     

117. Were your eyes painful, irritated or watery?     

118. Have you lost any hair?     

119. Answer this question only if you had any hair loss: 

Were you upset by the loss of your hair? 

    

120. Did you feel ill or unwell?     

121. Did you have hot flushes?     

122. Did you have headaches?     

123. Have you felt physically less attractive as a result of 

your disease or treatment? 

    

124. Have you been feeling less feminine as a result of your 

disease or treatment? 

    

125. Did you find it difficult to look at yourself naked?     

126. Have you been dissatisfied with your body?     

127. Were you worried about your health in the future?     

 

During the past four weeks: 

  Not at 

All 

(1) 

A 

Little 

(2) 

Quite 

a Bit 

(3) 

Very 

Much 

(4) 

128. To what extent were you interested in sex?     

129. To what extent were you sexually active? (with or 

without intercourse) 

    

130. Answer this question only if you have been sexually 

active: To what extent was sex enjoyable for you? 
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During the past week: 

  Not at 

All 

(1) 

A 

Little 

(2) 

Quite 

a Bit 

(3) 

Very 

Much 

(4) 

131. Did you have any pain in your arm or shoulder?     

132. Did you have a swollen arm or hand?     

133. Was it difficult to raise your arm or to move it 

sideways? 

    

134. Have you had any pain in the area of your affected 

breast? 

    

135. Was the area of your affected breast swollen?     

136. Was the area of your affected breast oversensitive?     

137. Have you had skin problems on or in the area of your 

affected breast (e.g., itchy, dry, flaky)? 
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okawoear;cGef;vTm 

uk'feHygwf/ __ __ __ __ 

jrefrmEdkifiH &efukefNrdKU&Sd uifqmaq;oGif; ukojcif;aqmif&Gufrnfh trsdK;orD; 

&ifom;uifqmvlemrsm;wGif pdwfylyefjcif;? pdwf"mwfusjcif; ESifh b0t&nftaoG;wdkUtay: 

jzpfpOfwla0'em&Sifrsm;rS ulnDaz;ray;jcif; vkyfaqmifcsuf\ oufa&mufrI 

ajzqdkonfhtajz\eHygwfwGif aus;Zl;jyKí trSefjcpf [ √ ] jcpfyg/ 

tydkif;(1) ueOD;tcsuftvufrsm; 

1/ udk,ftav;csdef   __________ uDvdk*&rf 

 t&yftjrifh   __________ rDwm 

 cEm̈udk,fxkxnftñTef;udef; __________ uDvdk*&rf ^rDwm2 
 
2/ touf (yg0ifol\aemufqHk;arG;aeUwGif jynfhajrmufNyD;onfhESpf) 

 __________ ESpf 
 
3/ oif\vlrsdK;udkazmfjyyg/ 
 1/ (   ) ucsif 
 2/ (   ) u,m; 
 3/ (   ) u&if 
 4/ (   ) csif; 
 5/ (   ) Arm 
 6/ (   ) rGef 
 7/ (   ) &cdkif 
 8/ (   ) &Srf; 

 9/ (   ) tjcm; __________ 
 
4/ oif\tdrfaxmifa&;tajctaeudk azmfjyyg/ 
 1/ (   ) tysdK 
 2/ (   ) tdrfaxmif&Sd 
 3/ (   ) rkqdk;r ^uGm&Sif; 
 
5/ oif\ynmt&nftcsif;udk azmfjyyg/ 
 1/ (   ) pmrwwf 
 2/ (   ) ausmif;raezl;yg? odkUaomf ½dk;&Sif;aomjrefrmpmudk a&;Edkif zwfEdkifonf 
 3/ (   ) rlvwef; 
 4/ (   ) tv,fwef; 
 5/ (   ) txufwef; 
 6/ (   ) aumvdyf odkUr[kwf wuúodkvfESifhtxuf 
 
6/ oifhwGif uav;rnfrQ&SdygovJ/ 
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 __________ 
 
 
7/ oif\tvkyftudkiftajctaeudk azmfjyyg/ 
 1/ (   ) tdrf&Sifr 
 2/ (   ) tvkyf&Sdygonf 
 3/ (   ) tvkyfr&Sdyg 
 
8/ aoG;qHk;jcif; &Sd^r&Sd azmfjyyg/ 
 1/ (   ) aoG;rqHk;ao;yg 
 2/ (   ) aoG;qHk;NyD;ygNyD 
 
9/ oif\aq;vdyfaomufoHk;rItajctaeudk azmfjyyg/ 
 1/ (   ) raomufzl;ol 
 2/ (   ) ,cifuaomufzl;ol 
 3/ (   ) wcgw&HaomufoHk;ol 
 4/ (   ) aeUpOfaomufoHk;ol 
 
10/ oif\t&ufaomufoHk;rItajctaeudk azmfjyyg/ 
 1/ (   ) raomufzl;ol 
 2/ (   ) ,cifuaomufzl;ol 
 3/ (   ) oifhwifhpGmaomufoHk;ol 
 4/ (   ) tvGefaomufoHk;ol 
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tydkif; (2) taxmuftuljyKrIqdkif&mtcsuftvufrsm; 
 
11/ oifhrdom;pk\ vpOf0ifaiGonf rnfrQjzpfoenf;/ 

 1/ (   ) ≤ 100 000 usyf 
 2/ (   ) 100 001 – 200 000 usyf 
 3/ (   ) 200 001 – 300 000 usyf 
 4/ (   ) 300 001 – 400 000 usyf 

 5/ (   ) > 400 000 usyf 
 
12/ oif\rdom;pktwGif;wGif &ifom;uifqma&m*gjzpfyGm;cJhonfh&mZ0if &Sdygovm;/ 
 1/ (   ) &Sdygonf 
 2/ (   ) r&Sdyg 
 
13/ oifonf oif\rdom;pk0ifrsm;ESifh qufqHa&;aumif;rGefygovm;/ 
 1/ (   ) aumif;ygonf 
 2/ (   ) raumif;yg (raumif;yg [kajzvQif? ar;cGef;eHygwf 15 odkUoGm;yg) 
 
14/ aumif;rGefonfqdkygu rnfolESifh qufqHa&;aumif;rGefygoenf;/ 
 1/ (   ) zcif 
 2/ (   ) rdcif 
 3/ (   ) cifyGef; 
 4/ (   ) tpfudk ^armif (rsm;) 
 5/ (   ) tpfr ^nDr (rsm;) 
 6/ (   ) om; (rsm;) 
 7/ (   ) orD; (rsm;) 

 8/ (   ) tjcm; _________ 
 
15/ oif\ oli,fcsif;rsm; odkUr[kwf tdrfeD;csif;rsm;xHrS *½kpdkufrIESifh az;rulnDrIwdkU 
&&Sdygovm;/ 
 1/ (   ) &ygonf 
 2/ (   ) r&yg 
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tydkif; (3) vdktyfrIqdkif&mtcsuftvufrsm; 
 
16/ oif\&ifom;uifqma&m*g jzpfyGm;cJhaom umvudkazmfjyyg/ 

 1/ (   ) ≤ 12 v 
 2/ (   ) 13 – 24 v 
 1/ (   ) 25 – 36 v 
 2/ (   ) 37 – 48 v 

 1/ (   ) > 48 v 
 
17/ oifonf &ifom;uifqma&m*guko&eftwGuf aq;½Hkwufzl;ygovm;/ 
 1/ (   ) wufzl;ygonf 
 2/ (   ) rwufzl;yg (rwufzl;yg [kajzvQif? ar;cGef;eHygwf 19 odkUoGm;yg) 
 
18/ &ifom;uifqma&m*guko&eftwGuf aq;½Hkwufzl;ygu b,fESpfBudrfwufzl;ygovJ/ 

 __________ Budrf 
 
19/ oif\ &ifom;uifqma&m*gtqifhudk azmfjyyg/ 
 1/ (   ) tqifh 1 
 2/ (   ) tqifh 2 
 3/ (   ) tqifh 3 
 4/ (   ) tqifh 4 
 
20/ &ifom;uifqma&m*gtwGuf &&SdcJhNyD;aom ukorIrsm;udk azmfjyyg/ 
 1/ (   ) cGJpdwfukojcif; 
 2/ (   ) "mwfa&mifjcnfjzifhukojcif; 
 3/ (   ) a[mfrkef;aq;jzifhukojcif; 
 
21/ vuf&SdcHpm;ae&onfh tjcm;a&m*grsm;&Sdygovm;/ 
 1/ (   ) &Sdygonf 
 2/ (   ) r&Sdyg (r&Sdyg [kajzvQif? ar;cGef;eHygwf 23 odkUoGm;yg) 
 
22/ vuf&SdcHpm;ae&onfh tjcm;a&m*grsm;udk azmfjyyg/ 
 1/ (   ) ESvHk;aoG;aMuma&m*g (odkU) ESvHk;<uufom;ykyfjcif; 
 2/ (   ) ESvHk;a&m*g 
 3/ (   ) aoG;wdk;a&m*g 
 4/ (   ) emwm&Snf touf½SLt*FgtzGJUtpnf; ydwfonfha&m*g 
 5/ (   ) tpmtdrftema&m*g 
 6/ (   ) qD;csdKa&m*g 

 7/ (   ) tjcm; __________ 
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tydkif; (4) 
uifqmaq;oGif;ukojcif;\ ab;xGufqdk;usdK;rsm;ESifh xdkab;xGufqdk;usdK;rsm;twGuf 
aqmif&GufEdkifaom enf;vrf;rsm;taMumif; A[kokw 
 
23/ qHyifuRwfjcif;onf uifqmaq;oGif;ukojcif;\ tjzpfrsm;aom 
ab;xGufqdk;usdK;jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 25 odkUoGm;yg) 
 
24/ qHyifuRwfjcif;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) q&m0efESifhwdkifyifaqG;aEG;jcif; 
 2/ (   ) ukorINyD;qHk;ygu qHyifrsm;jyefaygufvmygvdrfhrnf 
 3/ (   ) aq;0g;rsm;oHk;pGJjcif; 
 4/ (   ) rodyg 
 
25/ ajczsm; vufzsm;rsm; at;pufí acR;ap;rsm;jyefjcif;onf uifqmaq;oGif;ukojcif;\ 
tjzpfrsm;aom ab;xGufqdk;usdK;jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 27 odkUoGm;yg) 
 
26/ ajczsm; vufzsm;rsm; at;pufí acR;ap;rsm;jyefjcif;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) w&m;xdkifjcif; 
 2/ (   ) q&m0efESifhwdkifyifaqG;aEG;jcif; 
 3/ (   ) rodyg 
 
27/ vufonf; ajconf;rsm;\ ajymif;vJjcif;rsm;onf uifqmaq;oGif;ukojcif;\ 
tjzpfrsm;aom ab;xGufqdk;usdK;rsm;jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 29 odkUoGm;yg) 
 
28/ vufonf; ajconf;rsm;\ ajymif;vJjcif;rsm;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) yef;uefaq;vQif vuftdwfrsm;0wfyg 
 2/ (   ) oif\tpm;taomufrsm;wGif oH"mwfyg0ifrIudk wdk;jr§ifhyg 
 3/ (   ) uzdef;"mwfudk a&SmifMuOfyg 
 4/ (   ) oufawmifhoufom&Sdaom zdeyfrsm;0wfqifyg 
 5/ (   ) rodyg 
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29/ tpm;taomufysufjcif;onf uifqmaq;oGif;ukojcif;\ tjzpfrsm;aom 
ab;xGufqdk;usdK; jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 31 odkUoGm;yg) 
 
30/ tpm;taomufysufjcif;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) rnfrQpm;oHk;rnf[lí ruefUowfygESifh 
 2/ (   ) Adkufqmcsdefwdkif;wGif tqmajyrkefUpm;yg 
 3/ (   ) waeUwmtwGuf yrmPenf;enf;ESifh 5 BudrfrS 6 Budrf tpmpm;yg 
 4/ (   ) oifESpfoufaom tqmajyrkefUrsm;udk tNrJaqmifxm;yg 
 5/ (   ) rdom;pk odkUr[kwf oli,fcsif;rsm;ESifh twlpm;&ef BudK;pm;yg 
 6/ (   ) rodyg 
 
31/ 0rf;ysufjcif;onf uifqmaq;oGif;ukojcif;\ tjzpfrsm;aom ab;xGufqdk;usdK; 
jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 33 odkUoGm;yg) 
 
32/ 0rf;ysufjcif;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) q&m0efESifh wdkifyifaqG;aEG;jcif; 
 2/ (   ) aq;aomufjcif; 
 3/ (   ) rodyg 
 
33/ rl;a0jcif;onf uifqmaq;oGif;ukojcif;\ tjzpfrsm;aom ab;xGufqdk;usdK; jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 35 odkUoGm;yg) 
 
34/ rl;a0jcif;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) q&m0efESifh wdkifyifaqG;aEG;jcif; 
 2/ (   ) [efcsufxdef;avhusifhcef;jyKvkyfjcif; 
 3/ (   ) rodyg 
 
35/ ysdKUjcif;ESifhtefjcif;wdkUonf uifqmaq;oGif;ukojcif;\ tjzpfrsm;aom 
ab;xGufqdk;usdK;rsm; jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 37 odkUoGm;yg) 
 
36/ ysdKUjcif;ESifhtefjcif;wdkUtwGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) aq;aomufjcif; 
 2/ (   ) t&nfrsm;pGmaomufjcif; 
 3/ (   ) avhusifhcef;vkyfjcif; 
 4/ (   ) rodyg 
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37/ cHwGif;temaygufjcif;ESifh cHwGif;ajcmufjcif;wdkUonf uifqmaq;oGif;ukojcif;\ 
tjzpfrsm;aom ab;xGufqdk;usdK;rsm; jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 39 odkUoGm;yg) 
 
38/ cHwGif;temaygufjcif;ESifh cHwGif;ajcmufjcif;wdkUtwGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) tpmpm;NyD;aemuf oGm;wdkufjcif;ESifh jznf;nif;pGmoGm;Mum;xdk;jcif; 
 2/ (    ) toD;azsmf&nf (odkU) pGwfjyKwfuJhodkUaom azsmf&nf (odkU) 
t&nfrsm;onfhtpm;taomufrsm;   udk pm;oHk;jcif; 
 3/ (   ) cHwGif;ESifhoGm;zHk;wdkUudk a&cJjzifhuyfay;jcif; 
 4/ (   ) oMum;rygaom azsmf&nfrsm;aomufoHk;jcif; 
 5/ (   ) avhusifhcef;vkyfjcif; 
 6/ (   ) a&aomufvQif ydkufudktoHk;jyKjcif; 
 7/ (   ) rmaom? iefaom? tvGefpyfaom? tufqpf"mwfrsm;aom (odkU) ylaom  
   tpm;taomufrsm;udk a&SmifMuOfjcif; 
 8/ (   ) rodyg 
 
39/ zsm;jcif;onf uifqmaq;oGif;ukojcif;\ tjzpfrsm;aom ab;xGufqdk;usdK; jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 41 odkUoGm;yg) 
 
40/ zsm;jcif;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) aq;aomufjcif; 
 2/ (   ) a&ywfwdkufjcif; 
 3/ (   ) q&m0efESifh wdkifyifaqG;aEG;jcif; 
 4/ (   ) rodyg 
 
41/ 0rf;csKyfjcif;onf uifqmaq;oGif;ukojcif;\ tjzpfrsm;aom ab;xGufqdk;usdK; 
jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 43 odkUoGm;yg) 
 
42/ 0rf;csKyfjcif;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) trQif"mwfrsm;aom tpm;taomufrsm; pm;oHk;jcif; 
 2/ (   ) t&nfrsm;pGmaomufjcif; 
 3/ (   ) tem;,ljcif; 
 4/ (   ) nifomaomavhusifhcef; yHkrSefjyKvkyfjcif; 
 5/ (   ) rodyg 
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43/ armyef;EGrf;e,fjcif;onf uifqmaq;oGif;ukojcif;\ tjzpfrsm;aom ab;xGufqdk;usdK; 
jzpfygovm;/ 
 1/ (   ) [kwfygonf 
 2/ (   ) r[kwfyg (r[kwfyg [kajzvQif? ar;cGef;eHygwf 45 odkUoGm;yg) 
 
44/ armyef;EGrf;e,fjcif;twGuf rnfodkUaqmif&GufEdkifygoenf;/ 
 1/ (   ) q&m0efESifh wdkifyifaqG;aEG;jcif; 
 2/ (   ) avhusifhcef; jyKvkyfjcif; 
 3/ (   ) t&nfrsm;pGmaomufjcif; 
 4/ (   ) tem;,ljcif; 
 5/ (   ) rodyg 
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udk,fwdkiftpGrf; 

pOf  
tjynfht0 
oabmwl 

oabmwl raocsm 
oabm 
rwl 

vHk;0 
oabmrwl 

45/ 
&ifom;uifqmESifhywfoufaom 
pdk;&drfrIudk &ifqkdifEdkifpGrf;&Sdw,f/ 

5 4 3 2 1 

46/ 
&ifom;uifqmESifhywfoufaom 
pdwf"mwfusrIudk 
&ifqkdifEdkifpGrf;&Sdw,f/ 

5 4 3 2 1 

47/ 
aq;0g;ukxHk;aMumifh ay:vmaom 
ab;xGufqdk;usdK;rsm;udk 
cHEdkifw,f/ 

5 4 3 2 1 

48/ 
rdom;pktultnDudk 
&,lvG,fw,f/ 

5 4 3 2 1 

49/ 
rdwfaqGrsm;&JU tultnDudk 
&,lvG,fw,f/ 

5 4 3 2 1 

50/ 
tdrfeD;em;csif;rsm;&JU tultnDudk 
&,lvG,fw,f/ 

5 4 3 2 1 

51/ 

rdrda&m*g (&ifom;uifqm) 
twGuf ukxHk;toD;oD;rS 
ukxHk;a&G;cs,f&mwGif wuf<upGm 
yg0ifEkdifw,f/  ,HkMunfrI&Sdw,f/ 

5 4 3 2 1 

52/ 

rdrda&m*g (&ifom;uifqm) 
aysmufuif;zdkY ukoa&;Xme 
a&G;cs,f&mrSm udk,fwdkif 
yg0ifEkdifw,f/ 

5 4 3 2 1 
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pmempdwf 

 

pOf  
b,fawmh
rS rjzpfyg 

&Sm;ygpG
m 

jzpfw
wf 

ygonf 

wcgw
&H 

jzpfw
wf 

ygonf 

rMumc
P 

jzpfwwf 
ygonf 

tNrJwrf
; 

jzpfwwf 
ygonf 

53
/ 

wpfyg;olwpfa,muf 
pdwfvIyf&Sm;wJhtcg uRefrvnf; 
pdwfvIyf&Sm;rdw,f/ 

0 1 2 3 4 

54
/ 

olrsm;awG tcuftcJawGU 
'ku©a&mufaejcif;onf uRefrudk 
taESmifht,Sufrjzpfapyg/ 

4 3 2 1 0 

55
/ 

wpfpHkwpfa,muf raxrJhjrifjyKjcif; 
cH&wmudk jrifawGU&&if 
pdwfroufrom jzpfrdw,f/ 

0 1 2 3 4 

56
/ 

&if;ESD;olwpfa,muf aysmf&TifaevJ 
uRefrawmh vdkufraysmf&Tifyg/ 

4 3 2 1 0 

57
/ 

wpfjcm;olawG pdwfoufomatmif 
vkyfay;&wmaysmfw,f/ 

0 1 2 3 4 

58
/ 

uRefravmufuHraumif;olawGtwG
uf ESpfodrfhrIay;avh&Sdw,f/ 

0 1 2 3 4 
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oHk;pGJol\ pdwfauseyfrI (ulnDaz;ray;jcif;vkyfaqmifcsufudk &&SdrnfhtzGJU) 

pOf  
tvGef 
tusdK;&Sd 
ygonf 

tusdK;&Sd 
ygonf 

toifh
twifh 
tusdK;&Sd 
ygonf 

tusdK; 
r&Sdyg 

vHk;0 
tusdK; 
r&Sdyg 

59/ 

(I) 

wpfOD;csif;aqG;aEG;jcif;tpDtpOf 
rsm;onf oif\pdwf"mwf 
wuf<uvmapzdkY tusdK;&Sdygovm;/ 

5 4 3 2 1 

60/ 

(I) 

tzGJUvdkufpkaygif;aqG;aEG;jcif; 
tpDtpOfrsm;onf oif\pdwf"mwf 
wuf<uvmapzdkY tusdK;&Sdygovm;/ 

5 4 3 2 1 

61/ 

(I) 

w,fvDzkef;jzifh oifhudk 
tm;ay;ulnDonfh tpDtpOfrsm;onf 
oif\pdwf"mwf wuf<uvmapzdkY 
tusdK;&Sdygovm;/ 

5 4 3 2 1 

 

 

pOf  
tvGef 

aumif;ygo
nf 

aumif;ygo
nf 

toifh 
twifh 

aumif;ygo
nf 

qdk;ygo
nf 

tvGef 
qdk;ygo

nf 

62
/ 

(I) 

oifhudk 
wpfOD;csif;ESpfodrfhaqG;aEG
; ay;oludk oifrnfodkY 
trSwfay;rnfenf;/ 

5 4 3 2 1 

63
/ 

(I) 

tzGJUvdkufpkaygif;aqG;aEG;
yGJ pDpOfay;olrsm;ukd 
oifrnfodkY 
trSwfay;rnfenf;/ 

5 4 3 2 1 

64
/ 

(I) 

zkef;quftm;ay;oludk 
oifrnfodkY 
trSwfay;rnfenf;/ 

5 4 3 2 1 
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oHk;pGJol\ pdwfauseyfrI (ESpfzGJUvHk;) 

 

pOf  
tvGef 
tusdK;&Sd 
ygonf 

tusdK;&Sd 
ygonf 

toifh
twifh 
tusdK;&Sd 
ygonf 

tusdK; 
r&Sdyg 

vHk;0 
tusdK; 
r&Sdyg 

65/ 

oifcH,laeusaq;ukxHk; (ukoenf;rsm;? 
tusdK;oufa&mufrI? ab;xGufqdk;usdK;) ESifh 
ywfoufaom ynmay;tpDtpOfrsm;onf 
oif\pdwf"mwf wuf<uvmapzdkY 
tusdK;&Sdygovm;/ 

5 4 3 2 1 

66/ 

oifcH,laeus 
usef;rmpGmpm;aomufaexdkifyHktwGuf 
tBuHay;rIrsm;onf oif\pdwf"mwf 
wuf<uvmapzdkY tusdK;&Sdygovm;/ 

5 4 3 2 1 

67/ 

oifcH,laeus yHkrSefudk,fvufvIyf&Sm;rIESifh 
ywfoufaom tBuHay;rIrsm;onf 
oif\pdwf"mwf wuf<uvmapzdkY 
tusdK;&Sdygovm;/ 

5 4 3 2 1 

 

 

pOf  
tvGef 

aumif;ygo
nf 

aumif;ygo
nf 

toifh twifh 
aumif;ygo

nf 

qdk;ygo
nf 

tvGef 
qdk;ygo

nf 

68
/ 

aq;cef;rS oifhudk 
ukoaomq&m0efudk 
oifrnfodkY 
trSwfay;rnfenf;/ 

5 4 3 2 1 

69
/ 

aq;cef;rS oifhudk 
apmifha&SmufjyKpkaom 
olemjyKudk oifrnfodkY 
trSwfay;rnfenf;/ 

5 4 3 2 1 

70
/ 

aq;cef;wGif 
ukorIcH,laepOftwGif
; oif&&Sdaom 
0efaqmifrIt&yf&yfudk 
oifrnfodkY 
trSwfay;rnfenf;/ 

5 4 3 2 1 
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tydkif;(5) 

pdwfylyefjcif; 

71/ uRefawmf^uRefr pdwfwif;usyfaew,f 
 1/ (   ) tcsdefwdkif;vdkvdk jzpfygw,f 
 2/ (   ) tcsdefawmfawmfrsm;rsm; jzpfygw,f 
 3/ (   ) wcgw&H jzpfygw,f 
 4/ (   ) vHk;0rjzpfyg 

72/ &ifawGwkefwJhtxd aMumuf&GHUrIawG &Sdaew,f 
 1/ (   ) vHk;0r&Sdyg 
 2/ (   ) wcgw&H jzpfygw,f 
 3/ (   ) rMumcP jzpfygw,f 
 4/ (   ) tNrJvdkvdk jzpfygw,f 

73/ wpfckck qdk;qdk;0g;0g;jzpfawmhr,fhtwdkif; aMumuf&GHUaew,f 
 1/ (   ) aocsmayguf awmfawmfqdk;qdk;udk aMumufaew,f 
 2/ (   ) aMumufygw,f? 'gayr,fh wtm;BuD;rqdk;yg 
 3/ (   ) enf;enf;awmhaMumufw,f? 'gayr,fh pdwfrylygbl; 
 4/ (   ) vHk;0raMumufyg 

74/ wpfckck vkyf&awmhrvdkvdk pdwf*PSmrNidrfjzpfaew,f 
 1/ (   ) tvGefyJ jzpfygw,f 
 2/ (   ) tawmfrsm;rsm; jzpfygw,f 
 3/ (   ) tvGeftrif;rjzpfyg 
 4/ (   ) vHk;0rjzpfyg 

75/ ylyefwJhtawG;awG pdwfxJrSm&Sdaew,f 
 1/ (   ) tcsdefjynfheD;yg; jzpfygw,f 
 2/ (   ) tcsdeftawmfrsm;rsm; jzpfygw,f 
 3/ (   ) jzpfawmhjzpfw,f? 'gayr,fh rMumcPawmh rjzpfyg 
 4/ (   ) &Hzef&Hcg jzpfygw,f 

76/ ½kwfw&uf pdwfajcmufjcm;rdw,f 
 1/ (   ) cPcP jzpfygw,f 
 2/ (   ) tawmfrsm;rsm; jzpfygw,f 
 3/ (   ) rMumcPawmh rjzpfyg 
 4/ (   ) vHk;0rjzpfyg 

77/ at;aq;xdkifNyD; oufawmifhoufom&Sdygw,f  
 1/ (   ) odwf[kwfwmaygh? vHk;0udk oufawmifhoufomygyJ 
 2/ (   ) jzpfaeustwdkif;yg 
 3/ (   ) rMumcPawmh rjzpfyg 
 4/ (   ) vHk;0rjzpfyg 
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pdwf"mwfusjcif; 

78/ uRefawmf^uRefr aES;auG;ovdk cHpm;&w,f 
 1/ (   ) wcsdefvHk;eD;yg; jzpfygw,f 
 2/ (   ) rMumcP jzpfygw,f 
 3/ (   ) wcgw&H jzpfygw,f 
 4/ (   ) vHk;0rjzpfyg 

79/ cgwdkif;vdkyJ aysmfygw,f 
 1/ (   ) aocsmaygufyJ? cgwdkif;vdkyJ aysmfygw,f 
 2/ (   ) tJ'Davmufawmh r[kwfbl; 
 3/ (   ) enf;enf;ygyJ 
 4/ (   ) vHk;0r&SdoavmufygyJ 

80/ rdrd&JU ½kyf&nfyHko@mefudk pdwf0ifpm;*½kpdkufrI r&Sdawmhyg 
 1/ (   ) aocsmw,f? pdwf0ifpm;rI r&Sdawmhyg 
 2/ (   ) *½kpdkufoifhoavmuf rpdkufyg 
 3/ (   ) odyfBuD;awmh*½krpdkufyg 
 4/ (   ) t&ifuvdkyJ *½kpdkufygw,f 

81/ t&mwdkif;\ aysmf&TifzG,f&mrsm;udk ½IjrifwwfNyD; &,fEdkifygw,f 
 1/ (   ) cgwdkif;vdkyJ &,fEdkifygw,f 
 2/ (   ) t&ifuavmuf r&,fEdkifyg 
 3/ (   ) tJ'Davmufr[kwfawmhwmuawmh aocsmw,f 
 4/ (   ) vHk;0r&,fEdkifyg 

82/ t&mwdkif;udk aysmfaysmfyg;yg;yJ arQmfvifhxm;w,f 
 1/ (   ) t&ifwkef;uvdkyJ arQmfvifhxm;w,f 
 2/ (   ) t&ifwkef;uxuf enf;enf;awmh enf;ygw,f 
 3/ (   ) t&ifwkef;uxufawmh aocsmaygufenf;ygw,f 
 4/ (   ) vHk;0r&SdoavmufygyJ 

83/ uRefawmf^uRefr vef;qef;aysmf&Tifygw,f  
 1/ (   ) vHk;0r&Sdyg 
 2/ (   ) rMumcPawmh rjzpfyg 
 3/ (   ) wcgw&H jzpfygw,f 
 4/ (   ) wcsdefvHk;eD;yg; jzpfygw,f 

84/ pmtkyfaumif;wpftkyfzwfjcif; (odkU) a&'D,dkem;axmifjcif; (odkU) wDADMunfhjcif;jzifh 
aysmfEdkifygw,f 
 1/ (   ) rMumcP jzpfygw,f 
 2/ (   ) wcgw&H jzpfygw,f 
 3/ (   ) rMumcPawmh r[kwfyg 
 4/ (   ) tvGef&Sm;yg;ygw,f 
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b0t&nftaoG; 

  vHk;0 
r&Sdyg 

tenf;i,f 
&Sdygonf 

tweftoifh 
&Sdygonf 

tvGefftrif; 
&Sdygonf 

85/ 
oifonf tiftm;oHk;&aom tvkyfrsm;vkyf&mwGif 
tcuftcJ&Sdygovm;/ (Oyrm- av;vHaom aps;0,ftdwf? 
c&D;aqmiftdwf ponfwdkUudk o,f,ljcif;) 

    

86/ 
oifonf cyfa0;a0;vrf;avQmuf&mwGif 
tcuftcJ&Sdygovm;/ 

    

87/ 
oifonf tdrftjyifbuf eD;eD;em;em; vrf;avQmuf&mwGif 
tcuftcJ&Sdygovm;/ 

    

88/ 
oifonf aeYtcsdefwGif tdyf,mxJvJavsmif;ae&ef (odkY) 
ukvm;xdkifwGifxkdifíae&ef vdktyfygovm;/ 

    

89/ 
oifonf tpmpm;jcif;? t0wfvJjcif;? a&csdK;jcif;? 
tdrfomwufjcif; ponfhwkdYwGif 
tjcm;ol\tultnD&,l&ef vdktyfygovm;/ 

    

 

vGefchJaom wpfywftwGif;wGif 

  vHk;0 
r&Sdyg 

tenf;i,f 
&Sdygonf 

tweftoifh 
&Sdygonf 

tvGefftrif; 
&Sdygonf 

90/ 
oif\tvkyf (odkY) tjcm;aom aeYpOfvkyfief;rsm;udk 
vkyf&mwGif rvkyfEdkifonfrsm;&Sdygovm;/ 

    

91/ 
oif\0goemrsm; (odkY) tm;vyfcsdefwGif 
vkyfwwfonfht&mrsm;udk vkyf&mwGif rvkyfEkdifonffrsm; 
&Sdygovm;/ 

    

92/ armyef;ítouf½SLMuyfjcif; jzpfygovm;/     

93/ emusifudkufcJjcif; &Sdygovm;/     

94/ tem;,lzdkY vdktyfygovm;/     

95/ tdyfa&;ysufjcif;? tdyfraysmfjcif; &Sdygovm;/     

96/ tm;enf;aew,fvdkYcHpm;&ygvm;/     

97/ tpm;taomufysufygovm;/     

98/ ysdKUjcif; jzpfwwfygovm;/     

99/ tefjcif; jzpfwwfygovm;/     

100/ 0rf;csKyfygovm;/     

101/ 0rf;avQm? 0rf;ysufjzpfygovm;/     
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102/ tm;tifukefcrf; yifyef;EGrf;e,faeygovm;/     

  
vHk;0 
r&Sdyg 

tenf;i,f 
&Sdygonf 

tweftoifh 
&Sdygonf 

tvGefftrif; 
&Sdygonf 

103/ 
emusifudkufcJrIaMumifh aeYpOftvkyfudk taESmifht,Suf 
jzpfygovm;/ 

    

104/ 
tm½Hkpdkuf&onfhtvkyfrsm; Oyrm- owif;pmzwfjcif; 
(odkU) ½kyfjrifoHMum;Munfhjcif; ponfwkdYwGif 
tcuftcJ&Sdygovm;/ 

    

105/ pdwfwif;usyfjcif; jzpfygovm;/     

106/ pdk;&drfaMumifhMujcif; jzpfygovm;/     

107/ pdwfwdkjcif; jzpfygovm;/     

108/ pdwf"mwfusjcif; jzpfygovm;/     

109/ taMumif;t&mwdkUudk rSwfrd&ef tcuftcJ&Sdygovm;/     

110/ 
oif\ usef;rma&;tajctae (odkY) oifa&m*gukorI 
cH,ljcif;onf oif\ rdom;pkb0udk taESmifht,Suf 
jzpfapygovm;/ 

    

111/ 
oif\ usef;rma&;tajctae (odkY) oifa&m*gukorI 
cH,ljcif;onf  oif\ vlrIa&;vkyfief;aqmifwmrsm;udk 
taESmifht,Suf jzpfapygovm;/ 

    

112/ 
oif\ usef;rma&;tajctae (odkY) oifa&m*gukorI 
cH,ljcif;onf oifhudkaiGaMu;tcuftcJjzpfapygovm;/ 

    

atmufazmfjyygar;cGef;rsm;twGuf eHygwf (1) ESifh (7) twGif; oifhtwGuf tudkufnDqHk;eHygwfudk 

0dkif;jyyg/ 

113/ vGefcJhaomwpfywftwGif; oif\tvHk;pHkaomusef;rma&;tajctaeudk rnfuJhodkU 

trSwfay;rnfenf;/ 

tvGefnHh tvGefaumif; 

1 2 3 4 5 6 7 

 

114/ vGefcJhaomwpfywftwGif; oif\tvHk;pHkaom b0t&nftaoG;udk rnfuJhodkU 

trSwfay;rnfenf;/ 

tvGefnHh tvGefaumif; 

1 2 3 4 5 6 7 
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vGefchJaom wpfywftwGif;wGif 

  vHk;0 
r&Sdyg 

tenf;i,f 
&Sdygonf 

tweftoifh 
&Sdygonf 

tvGefftrif; 
&Sdygonf 

115/ tmacgifajcmufjcif; jzpfygovm;/     

116/ 
tpm;taomufrsm;onf ,cifuxuf 
t&omajymif;vJjcif; &Sdygovm;/ 

    

117/ 
rsufvHk;atmifhjcif;? ,m;,Hjcif;? rsuf&nfxGufjcif;rsm; 
jzpfygovm;/ 

    

118/ qHyifuRwfygovm;/     

119/ 
qHyifuRwfjcif;aMumifh pdwfysufaeygovm;/ 
(qHyifuRwfonfqdkrSajz&ef) 

    

120/ aexkdifraumif;jzpfonf[k cHpm;&ygovm;/     

121/ ½kwfw&uf udk,fylvmjcif;udk cHpm;&ygovm;/     

122/ acgif;udkufjcif; cHpm;&ygovm;/     

123/ 
oif\a&m*gaMumifh (odkU) a&m*gukorIaMumifh 
qGJaqmifrIavsmhenf;oGm;onf[k cHpm;&ygovm;/ 

    

124/ 
oif\a&m*gaMumifh (odkU) a&m*gukorIaMumifh 
udk,fhudkudk,f rdef;r rqefawmhbl;vdkY cHpm;&ygovm;/ 

    

125/ 
oifhudk,foif t0wfr0wfyJjyefMunfh&wm 
tcuftcJ&Sdygovm;/                                                                                                                       

    

126/ 
oif\cEm̈udk,fESihfywfoufí pdwfrauseyfjcif;rsm; 
&Sdygovm;/ 

    

127/ 
aemifwcsdefwGifjzpfvmrnfh oif\ 
usef;rma&;tajctaeESifhygwfoufí pdwfylyefrI 
&Sdygovm;/ 

    

 

vGefchJaom av;ywftwGif;wGif 

  vHk;0 
r&Sdyg 

tenf;i,f 
&Sdygonf 

tweftoifh 
&Sdygonf 

tvGefftrif; 
&Sdygonf 

128/ vdifrIudpöwGif rnfrQpdwf0ifpm;ygovJ/     

129/ 
vdifrIudpöwGif rnfrQwuf<uygovJ/  
(vdifqufqHrI &Sdonfjzpfap? r&Sdonfjzpfap) 

    

130/ 
vdifrIudpöonf oifhtwGuf rnfrQaysmf&TifzG,f 
aumif;ygovJ/  
(vdifrIudpöwGif wuf<uonfqdkrSom ajzqdk&ef) 
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vGefchJaom wpfywftwGif;wGif 

  vHk;0 
r&Sdyg 

tenf;i,f 
&Sdygonf 

tweftoifh 
&Sdygonf 

tvGefftrif; 
&Sdygonf 

131/ vufarmif; (odkU) ykcHk;wGif emusifudkufcJjcif; &Sdygovm;/     

132/ vufarmif; (odkU) vufwGif a&mif&rf;jcif;&Sdygovm;/     

133/ 
vufarmif;udkajr§muf&ef (odkU) ab;zufodkUvTJ&ef 
tcuftcJ&Sdygovm;/ 

    

134/ 
a&m*gjzpfonfhbufrS &ifom;wGif emusifudkufcJjcif; 
&Sdygovm;/ 

    

135/ 
a&m*gjzpfonfhbufrS &ifom;wGif a&mif&rf;jcif; 
&Sdygovm;/ 

    

136/ 
a&m*gjzpfonfhbufrS &ifom;wGif 
tvGeftrif;cHpm;vG,f? odvG,fjcif;jzpfaeygovm;/ 

    

137/ 
a&m*gjzpfonfhbufrS &ifom; (odkU) 4if;\ 
tay:,Hta&jym;wGif ,m;,Hjcif;? ta&jym;ajcmufjcif;? 
ta&jym;uGmjcif; wkdYjzpfygovm;/ 

    

 

 

 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 256 

Appendix D 

Selection Criteria for Participants 

Inclusion Criteria 

No. Criteria Eligible 
Not 

Eligible 

1 Register for chemotherapy   

2 ECOG performance status 0-2   

3 Age of 18 years and older   

4 Have mobile phone and can communicate   

5 Give written consent   

 

Exclusion Criteria 

No. Criteria Eligible 
Not 

Eligible 

1 Occurrence of stressful events during the study   

2 Cannot attend the intervention sessions regularly according 

to the study plan (for intervention group) 

  

 

 

Grade ECOG Performance Status 

0 Fully active, able to carry on all usual activities without restriction and without the 

aid of analgesics 

1 Restricted in strenuous activity but ambulatory and able to carry out light work or 

pursue a sedentary occupation. This group also contains patients who are fully 

active, as in grade 0, but only with the aid of analgesics 

2 Ambulatory and capable of all self-care but unable to work. Up and about more 

than 50% of waking hours 

3 Capable of only limited self-care; confined to bed or chair more than 50% of 

waking hours 

4 Completely disabled; unable to carry out any self-care and confined totally to bed 

or chair 
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Appendix E 

Self-Assessment of Counseling Performance Skill by Trainees 

No.  
Poor  Average  Good 

1 2 3 4 5 

1 
Ability to demonstrate active attending 

behavior 
     

2 
Ability to listen to and understand 

nonverbal behavior 
     

3 

Ability to listen to what client says 

verbally, noticing mix of experiences, 

behaviors, and feelings 

     

4 
Ability to understand accurately the 

client’s point of view 
     

5 
Ability to identify themes in client’s 

story 
     

6 
Ability to identify inconsistencies 

between client’s story and reality 
     

7 
Ability to respond with accurate 

empathy 
     

8 Ability to ask open-ended questions      

9 Ability to help clients clarify and focus      

10 
Ability to balance empathic response, 

clarification, and probing 
     

11 
Ability to assess accurately severity of 

client’s problems 
     

12 
Ability to establish a collaborative 

working relationship with client 
     

13 

Ability to assess and activate client’s 

strengths and resources in problem 

solving 

     

14 

Ability to identify and challenge 

unhealthy or distorted thinking or 

behaving 

     

15 

Ability to use advanced empathy to 

deepen client’s understanding of 

problems and solutions 

     

16 
Ability to explore the counselor–client 

relationship 
     

17 

Ability to share constructively some of 

own experiences, behaviors, and feelings 

with client 
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18 Ability to summarize      

19 
Ability to share information 

appropriately 
     

20 
Ability to understand and facilitate 

decision making 
     

21 
Ability to help clients set goals and 

move toward action in problem solving 
     

22 
Ability to recognize and manage client 

reluctance and resistance 
     

23 
Ability to help clients explore 

consequences of the goals they set 
     

24 
Ability to help clients sustain actions in 

direction of goals 
     

25 

Ability to help clients review and revise 

or recommit to goals based on new 

experiences 

     

26 Ability to open the session smoothly      

27 

Ability to collaborate with client to 

identify important concerns for the 

session 

     

28 
Ability to establish continuity from 

session to session 
     

29 
Ability to keep appropriate records 

related to counseling process 
     

30 Ability to end the session smoothly      

31 
Ability to recognize and address ethical 

issues 
     

32 
Ability to integrate privacy practices and 

informed consent into initial session 
     

 

 

Trainee’s signature  ________________________ 

Supervisor’s signature  ________________________ 

Date    ________________________ 
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oifwef;ol^om;rsm;\ ESpfodrfhaqG;aEG;jcif;aqmif&GufrItpGrf;udk udk,fwdkiftuJjzwfjcif; 

pOf  
tedrfUqHk;  

tv,f 
tvwf 

 tjrifhqHk; 

1 2 3 4 5 

1 
wuf<upGm yg0ifaqmif&GufEdkifrIudk 
azmfjyEdkifpGrf; 

     

2 EIwfrIrJh trlt&mrsm;udk em;vnfEdkifpGrf;      

3 
EIwfjzifhajymvmaom pum;rsm;udk em;axmifNyD; 
vma&mufaqG;aEG;ol\ tawGUtBuHK? tjyKtrl? 
cHpm;rIrsm;udk em;vnfEdkifpGrf; 

     

4 
vma&mufaqG;aEG;ol\ &Iaxmifhtjrifudk 
wduspGm em;vnfEdkifpGrf; 

     

5 
vma&mufaqG;aEG;ol\ ajympum;rsm;rS 
ZmwfaMumif; (taMumif;t&m)udk 
em;vnfEdkifpGrf; 

     

6 
vma&mufaqG;aEG;ol\ ajymjyaom 
taMumif;t&mESifh vufawGUuGm[rIudk 
od&SdEdkifpGrf; 

     

7 
vma&mufaqG;aEG;ol\ cHpm;rIudk 
rdrdudk,fwdkifcHpm;&ouJhodkY pmemem;vnfEdkifpGrf; 

     

8 tzGifhar;cGef;rsm; ar;wwfjcif;      

9 

vma&mufaqG;aEG;olrsm;tm; 
olwdkY\tcuftcJrsm;udk 
&Sif;vif;pGmodjrif&efESifh 4if;wdkYudk 
tm&kHpdkufapEdkif&ef yHhydk;ay;EdkifpGrf; 

     

10 
pmempdwfjzifhwHkUjyefjcif;? 
&Sif;&Sif;vif;vif;odjrifapjcif;? plkk;prf;jcif;wdkYudk 
rQwpGm xdef;ñSdaqmif&GufEkdifpGrf; 

     

11 
vma&mufaqG;aEG;ol\ 
jyóemtwdrfteufudk 
wduspGmtuJjzwfEdkifpGrf; 

     

12 
vma&mufaqG;aEG;olESifh 
yl;aygif;aqmif&GufEdkifonfh qufqHa&;rsdK; 
wnfaqmufEdkifpGrf; 

     

13 

jyóemajz&Sif;&mwGif vma&mufaqG;aEG;ol\ 
tpGrf;tpESifh tm;omcsufrsm;udk od&SdEId;qG 
ay;EdkifpGrf; (olwdkYukd,fwdkif udk,fwG,fajz&Sif; 
Edkifonfh tiftm;xkwfEkwfay;EkdifpGrf;) 

     

14 
vma&mufaqG;aEG;ol\ usef;rma&;twGuf 
tusdK;rJhapaomtawG;rSm;? tjyKtrlrSm;rsm;udk 
pdppfpdefac:rIay;EdkifpGrf; 
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15 
vma&mufaqG;aEG;oludk,fwdkif ol\jyóemESifh 
ajz&Sif;enf;rsm;udk eufeufeJeJ cHpm;odjrifap&ef 
xl;uJaompmempdwfudk toHk;jyKBudK;yrf;EkdifpGrf; 

     

16 
vma&mufaqG;aEG;olESifh ESpfodrfholwdkY\ 
qufqHa&;udk pl;prf;EdkifpGrf; 

     

17 

rdrdudk,fwdkif awGUBuHKcHpm;&onfh 
tawGUtBuHKrsm;? tjyKtrlrsm;? cHpm;rIrsm;udk 
vma&mufaqG;aEG;olESifh taumif;bufrS 
rQa0cHpm;MunfhEdkifpGrf; 

     

18 ajymNyD;orQ jyefvnftusOf;csKyfEdkifpGrf;      

19 
od&SdorQaom tcsuftvufrsm;udk 
vma&mufaqG;aEG;olESifh oifhavsmfpGm 
rQa0EkdifpGrf; 

     

20 
qHk;jzwfcsufcsEdkif&ef em;vnfpGm 
ulnDay;EdkifpGrf; 

     

21 
vma&mufaqG;aEG;olrsm;udk jyóemajz&Sif; 
&mwGif OD;wnf&myef;wdkifowfrSwfapí a&SUodkY 
avQmufvSrf;Edkifap&ef ulnDay;EdkifpGrf; 

     

22 
vma&mufaqG;aEG;olu vkyfaqmif&ef 
r0Hh&Jjcif;? qefYusifjcif;wdkYudk odrSwfí 
udkifwG,fEkdifpGrf; 

     

23 

vma&mufaqG;aEG;olrsm; csrSwfxm;aom 
yef;wdkifodkYoGm;&mwGif 
tusdK;oufa&mufrIrsm;udk pl;prf;od&SdEdkifap&ef 
ulnDEdkifpGrf; 

     

24 
yef;wdkifOD;wnfvIyf&Sm;rIrsm;udk 
qufvufwnfwHhatmif ulnDEdkifpGrf; 

     

25 

vma&mufaqG;aEG;olrsm;rS tawGUtBuHKopfrsm; 
t& rdrd\yef;wdkifudk jyefvnfoHk;oyfEdkifap&ef? 
vdktyfovdkjyKjyifEdkifap&efESifh 
ajymif;vJEdkifap&ef ulnDEdkifpGrf; 

     

26 
ESpfodrfhaqG;aEG;jcif;udk acsmarGUpGm 
pwifzGifhvSpfEkdifpGrf; 

     

27 
ta&;ygonfhudpö&yfrsm;tm; twlwuG 
ñSdEIdif;NyD; ESpfodrfhaqG;aEG;ay;edkifpGrf; 

     

28 
ESpfodrfhaqG;aEG;csdef wpfcsdefESifhwpfcsdef 
qufpyfaqmif&GufEkdifpGrf; 

     

29 
ESpfodrfhaqG;aEG;rIrSwfwrf;udk oifhavsmfpGm 
xm;&Sdxdef;odrf;EdkifpGrf; 

     

30 
ESpfodrfhaqG;aEG;rItpDtpOfudk acsmarGUpGm 
ydwfodrf;EdkifpGrf; 
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31 ESpfodrfhaqG;aEG;rIusifh0wfrsm;udk odrSwfEdkifpGrf;      

32 

ESpfodrfhaqG;aEG;rI pwifcsdefwGif 
yk*¾vduvHkNcHKrIqdkif&maqmif&Gufjcif;ESifh 
BudKwifoabmwlnDcsuf&,ljcif; wdkYudk 
pkpnf;vkyfaqmifEdkifpGrf; 

     

 

oifwef;ol^om;\ trnf ESifh vufrSwf ____________________ 

BuD;Muyfol\ vufrSwf   ____________________ 

&ufpGJ     ____________________ 
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Appendix F 
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Chemotherapy for Breast Cancer 

 Chemotherapy is treatment with cancer-killing drugs that may be given 

intravenously (injected into your vein) or by mouth. The drugs travel through the 

bloodstream to reach cancer cells in most parts of the body.  

 

Possible side effects of chemotherapy for breast cancer 

 Chemo drugs can cause side effects. These depend on the type and dose of drugs 

given, and the length of treatment. Some of the most common possible side effects 

include: 

 Hair loss 

 Nail changes 

 Loss of appetite 

 Weight changes 

 Diarrhea 

 Nausea and vomiting 

 Sores mouth or dry mouth 

 Constipation 

 Fatigue 

 Chemo can also affect the blood-forming cells of the bone marrow, which can 

lead to: 

 Increased chance of infections (from low white blood cell counts) 

 Easy bruising or bleeding (from low blood platelet counts) 

 Fatigue (from low red blood cell counts and other reasons) 

 

 These side effects usually go away after treatment is finished. There are often 

ways to lessen these side effects. For example, drugs can be given to help prevent or 

reduce nausea and vomiting. Other side effects are also possible. Some of these are 

more common with certain chemo drugs. Ask your cancer care team about the possible 

side effects of the specific drugs you are getting. 
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Hair loss 

 Chemotherapy drugs are powerful medications that attack rapidly growing 

cancer cells. These drugs also attack other rapidly growing cells in your body — 

including those in your hair roots. Chemotherapy may cause hair loss all over your 

body. Sometimes your eyelash, eyebrow, armpit and other body hair also falls out.  

 Most of the time hair loss from chemotherapy is temporary. Hair usually begins 

falling out two to four weeks after you start treatment. Your hair loss will continue 

throughout your treatment and up to a few weeks afterward. It may take several weeks 

after treatment for your hair to recover and begin growing again. When your hair starts 

to grow back, it will probably be slightly different from the hair you lost. But the 

difference is usually temporary. Your new hair might have a different texture or color.  

 Applying minoxidil — a drug approved for hair loss — to your scalp before and 

during chemotherapy isn't likely to prevent your hair loss, although it may speed up 

your hair regrowth. 

 Your hair loss generally can't be prevented or controlled, but it can be managed. 

Be gentle to your hair throughout your chemotherapy treatment. Don't bleach, color or 

perm your hair — this can weaken it. Air-dry your hair as much as possible and avoid 

heating devices. Use a soft brush. Wash your hair only as often as necessary. Consider 

using a gentle shampoo. 

 

Nails Changes 

 During chemotherapy for breast cancer, you may experience problems with the 

nails on your fingernails and toenails as well.  

 Nails may darken, turn yellow, become brittle, and crack easily. Some chemo 

drugs may cause nails to fall off completely. 

 Dark or light lines may develop across the width of some nails. Nails may 

develop a concave, spoon-like shape which is caused by anemia and low iron. 

 Infections under the nails and painful infection surrounding the nails are also 

possible. It can be caused by either bacteria or fungi. Antibiotics or an antifungal are 

often prescribed. 

 If your nails are becoming loose, they may become quite painful, and it will be 

important to avoid activities which could rip them off too soon. 

 Chemotherapy-related nail problems are not totally preventable. 
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Follow these tips for your nails 

 Use clear polish to help keep nails strong. 

 Avoid artificial nails and colored polish, especially dark colors. 

 Wear gloves when washing dishes and gardening. 

 Care for nails and cuticles gently. 

 Increase iron in your diet. 

 Avoid caffeine. 

 Wear comfortable shoes that allow adequate room for your toes. 

 

 If you believe you may have an infection, pain or discoloration in your nails, 

contact your oncologist right away and don't wait until your next appointment. 

 Even if your nails disappear during chemotherapy, your skin and nail cells will 

start growing again at a healthy rate when treatment ends. New nail tissue will push the 

damaged nails out of the way. Fingernails grow three times faster than toenails. 
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Loss of Appetite 

 Changes in appetite are common with cancer and cancer treatment. People with 

poor appetite or appetite loss may eat less than usual, not feel hungry at all, or feel full 

after eating only a small amount. Ongoing appetite loss may lead to serious 

complications. These include weight loss, not getting the nutrients that the body needs, 

and fatigue and weakness from muscle loss. 

 It is important to talk with your health care team if you lose your appetite. They 

can help find the cause and make sure you are getting the nutrition you need. Poor 

nutrition can slow recovery and lead to breaks in treatment. Eating well can also help 

you better cope physically and emotionally with the effects of cancer and cancer 

treatment.  

 Consider the following tips for getting proper nutrition when your appetite is 

low: 

 Eat 5 to 6 small meals a day, and snack whenever you are hungry. 

 Do not limit how much you eat. 

 Eat nutritious snacks that are high in calories and protein. This includes dried 

fruits, nuts, yogurt, cheeses, eggs, milkshakes, ice cream and pudding. 

 Keep your favorite foods on hand for snacking. 

 Increase the calories and protein in foods. 

 Drink larger amounts of fluids between meals, rather than with meals, which 

may make you feel full too quickly. 

 Choose nutritious or filling drinks, such as milk or nutritional milkshakes or 

smoothies. 

 Try to eat in pleasant surroundings and with family or friends. 

 Try placing food on smaller plates rather than larger plates. 

 If the smell or taste of food makes you nauseous, eat food that is cold or at room 

temperature. This will decrease its odor and reduce its taste. 

 If you have changes in taste, such as a metallic taste in your mouth, try sucking 

on hard candy such as mints or lemon before eating a meal. 

 Ask your doctor about ways to relieve gastrointestinal symptoms, such as 

nausea, vomiting, and constipation. Also tell your doctor if you are having any 

difficulty with managing pain. 

 Try light exercise, such as a 20-minute walk, about an hour before meals to 

stimulate your appetite. Consult your health care team before starting an 

exercise program. Exercise also helps maintain muscle mass. 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 267 

Weight changes 

 Chemotherapy may directly or indirectly cause weight gain or weight loss.  

Slight fluctuations (a few pounds) in your weight, after chemotheraphy, either up or 

down, are not dangerous.  However, significant chemotheraphy weight loss or weight 

gain may affect your health and/or your ability to tolerate your treatments. 

 

Chemotherapy Weight Gain 

 Some chemotherapy may contribute to weight gain.  Weight gain after chemo 

may happen for a variety of reasons including: 

 Less activity.  People tend to exercise less while taking chemotherapy. 

 Eating more.  Some medications actually increase the appetite. 

 Fluid retention.  Some chemotherapy weight gain is caused by fluid retention in 

your body.   

 Increased fatty tissue.  Some chemotherapy regimens may contain steroids.  

Steroids can cause fat deposits to develop.  Some people also experience a round 

or full face.  These side effects occur most often with long-term steroid use is 

expected and will go away once steroids are discontinued. 

 

Things you can do to manage chemotherapy weight gain 

 Try to maintain your normal weight, if you are not overweight.  If you notice 

weight gain after chemo, try to modify your diet to nutritious, low-calorie foods 

such as vegetables, fruits, low-fat cheeses, etc.  

 Avoid concentrated sweets such as sugar, honey, and candy.  

 Try to exercise, as tolerated. Make sure to exercise, under the supervision of 

your healthcare team. Walking, swimming, or light aerobic activity may help 

you to lose the chemo weight, and promote the flow of oxygen in your lungs 

and blood. 

 Participate in activities that take your mind off of food. 
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Chemotherapy Weight Loss 

 Weight loss is most often associated with dieting.  However, weight loss after 

chemotherapy is associated with side effects of chemo that can sometimes interfere with 

your ability to eat or drink and affect your ability to maintain your healthy weight.   

 

Symptoms of Chemotherapy Weight Loss 

 If you are experiencing side effects or feel that you might be losing weight, you 

should weigh yourself.  If you have lost 5 or more pounds in a week, you should notify 

your doctor or health care team about your chemo weight loss. 

 

Things you can do to manage chemotherapy weight loss 

 Try to maintain your normal weight.   

 Treating your chemo weight loss depends upon treating the underlying cause.  

If you are experiencing side effects that are contributing to your weight loss, 

please consult with your doctor. 

 Increase calories and protein in your diet. 

 

Note:  We strongly encourage you to talk with your health care professional about your 

specific medical condition and treatments. 

 

Fatigue 

 Fatigue is another common problem for women who have received chemo. This 

may last up to several years. It can often be helped, so it’s important to let your doctor 

or nurse know about it. Exercise, naps, and conserving energy may be recommended. 

If you have sleep problems, they can be treated. Sometimes women become depressed, 

which may be helped by counseling and/or medicines.  
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Healthy Eating 

 Fruits, vegetables and whole grains are suitable for cancer patients. We 

recommend five or more servings of fruit and vegetables daily. Whole grains are 

unprocessed foods that are high in complex carbohydrates, fiber, vitamins, minerals and 

phytochemicals. High fiber intake may have a positive benefit by altering hormonal 

actions of breast cancer and other hormonal-dependent cancers. Daily fiber intake 

should be about 30 grams. 

 Have some dairy or dairy alternatives (such as yoghurts). Choose lower-fat and 

lower-sugar options. Have some eggs and olive oil. In addition to this, the patient should 

eat foods that are high in sugar less often and in small amounts, choose unsaturated oils 

and spreads. Avoid eating foods that are high in salt or fat too often. 

 

Foods by Plant Family 

 Wheat, rice, corn, barley, potatoes, bread, pasta and other carbohydrates 

 Lettuce, spinach, romaine 

 Broccoli, cabbage, turnip, cauliflower, kohlrabi, bok choy 

 Celery, parsley, fennel, carrots 

 Garlic, onion, shallots, chives, leek 

 Soybeans, peas, chickpeas, lima beans, peanut, dried beans (kidney, mung, 

pinto), lentils and nuts 

 eggplant, tomatoes 

 pumpkin, squash, cucumber, muskmelon, watermelon 

 

Cancer-Fighting Food Source 

 Broccoli sprouts 

 Mustard 

 Garlic, green tea, soybeans, ginger, pepper, flax seed, legumes 

 Most fruits and vegetables (citrus fruits, caraway seeds, sage, camphor, dill, 

basil, mint) 

 Onion, leeks, shallots 

 Dark yellow/orange/green vegetables and fruits 
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 During chemotherapy, the patient may be able to eat normally throughout the 

treatment, or the side effects may change patient’s eating habits. If appetite is small, 

eating little and often can be better than facing a large meal. Patient could try: 

 Eat five to six small meals each day instead of three big meals. 

 Drink milkshakes, smoothies, juice or soup if the patient doesn’t feel like eating 

solid food. 

 Do something active, if the patient feels able to, as exercise can help increase 

appetite. Patient might have more of an appetite if she takes a short walk before 

lunch. 

 Be careful not to reduce appetite by drinking too much liquid before or during 

meals. If appetite is increased during chemotherapy, patient should: 

 choose low-fat foods and drinks 

 eat plenty of fresh fruit and vegetables 

 watch out for the sugar content of food 

 avoid sugary drinks 

 

Fat Intake Recommendations 

 Limit the intake of highly saturated foods such as beef, lamb, organ meats, 

cheeses, butter, ice cream 

 Decrease food containing trans fatty acids, such as baked goods (e.g. bread, 

cake), crackers and margarine. 

 Increase your intake of poultry, fish and vegetarian proteins (legumes and 

lentils). Increasing your intake of fish to 3 times per week may inhibit the 

growth of breast tumors. 
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Healthy Body Weight 

 Overweight or obese are defined by body mass index (BMI). BMI is calculated 

based on height and weight.  We recommend weight reduction by diet modification 

first, followed by the introduction of exercise.  

BMI Classification 

≤ 18·49 kg/m2 Under Weight 

18·5–24·9 kg/m2 Normal Range 

≥ 25 kg/m2 Over Weight 

≥ 30 kg/m2 Obesity 

 

 

Alcohol Consumption 

 Breast cancer patients should avoid alcohol. 

 

Nausea and vomiting 

 Nausea and vomiting can be a problem for some people during and after their 

chemotherapy treatments. Drugs can help with nausea and vomiting. Drink plenty of 

fluids, such as water or herbal teas. Taking frequent sips is better than trying to drink 

large amounts in one time. Eating little and often is a good way to combat nausea. 

Herbal teas such as mint or ginger can also help settle the stomach. 

 

Sore mouth or dry mouth 

 For sore mouth or dry mouth: 

 Clean the teeth or dentures with a soft brush after eating, and floss gently. 

 Choose soft or liquid foods such as soups, stews, smoothies and desserts. 

 Soothe the mouth and gums with ice cubes. 

 Drink sugar-free fizzy drinks to freshen the mouth. 

 Use a straw to drink. 

 Avoid crunchy, salty, very spicy or hot foods. 
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Taste changes 

 Your taste may change during chemotherapy, making foods taste bland or 

different. You may prefer to eat strongly flavoured foods, and using herbs and spices 

in cooking may help. Try a variety of foods to find the ones you like the best. As well 

as going off your usual foods, you may find that you like foods that you previously did 

not like. 

 Some types of chemotherapy can give you a metal taste in your mouth. Using 

plastic cutlery, instead of metal, can help reduce the metal taste. Using glass pots and 

pans to cook with can also help. 

 

Constipation 

 Eating and drinking less than usual, being less active and taking certain 

medications can all lead to constipation. Consuming high-fibre foods can help if you’re 

constipated. These include wholemeal bread, beans and lentils, vegetables, fresh fruits 

and dried fruit. 

 You should also drink plenty of fluids and do some regular, gentle exercise such 

as walking. If you’re still having problems with constipation, ask your doctor for 

advice. 

 

Diarrhoea 

 Occasionally, some chemotherapy drugs can cause diarrhoea. Your doctor can 

prescribe medication for diarrhoea if necessary. Contact your chemotherapy team if you 

have four or more episodes of diarrhoea within a 24-hour period. 

 

Others 

 It’s important to have fresh food in your diet, but if you can't shop regularly, 

frozen and tinned fruit and vegetables are full of nutrients and can be eaten every day.  

 If you’re already following a specific diet because you have a medical condition 

– such as diabetes – having breast cancer doesn’t mean your diet has to change. If you 

need more information, talk to your cancer specialist team. 
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Physical Activity 

 Side effects from chemotherapy vary from person to person. You may feel 

extremely tired during your treatment, and there may also be periods when you feel 

sick. There will be times when you do feel able to do some type of physical activity. 

Gentle exercise, such as walking, can boost your energy and help make you feel less 

tired. 

 You may be advised to avoid swimming while having chemotherapy. This is 

because chemotherapy affects your immune system's ability to fight infection, which 

might make you more susceptible to any germs in the water. 
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&ifom;uifqma&m*gtwGuf uifqmaq;oGif;ukojcif; 

 uifqmaq;oGif;ukojcif;onf uifqmqJvfrsm;udk ESdrfeif;onfhaq;rsm;jzifhukojcif;jzpfNyD; 

taMumaq; (aoG;jyefaMumtwGif;odkU xdk;oGif;jcif;) taejzifhjzpfap? aomufaq;taejzifhjzpfap 

ay;avh&Sdygonf/ aq;rsm;onf aoG;aMumrsm;wavQmufoGm;í cE¨mudk,ftESHU&Sd 

uifqmqJvfrsm;qDodkU a&muf&Sdygonf/ 

 

&ifom;uifqmtwGuf uifqmaq;oGif;ukojcif;\ jzpfEdkifzG,f&Sdaom ab;xGufqdk;usdK;rsm; 

 uifqmaq;oGif;ukojcif;onf ab;xGufqdk;usdK;rsm;udk jzpfay:apEdkifonf/ 

jzpfyGm;wwfaom ab;xGufqdk;usdK;rsm;onf ay;onfhaq;trsdK;tpm;? yrmPESifh 

ukoonfhumvwdkUtay:wGif rlwnfygonf/ trsm;tm;jzifh jzpfwwfaom 

ab;xGufqdk;usdK;rsm;wGif- 

 qHyifuRwfjcif; 

 vufonf;? ajconf; ajymif;vJjcif;rsm; 

 tpm;taomufysufjcif; 

 udk,ftav;csdef ajymif;vJjcif;rsm; 

 0rf;avQmjcif; 

 ysdKUjcif;ESifh tefjcif; 

 yg;pyfwGif temjzpfjcif; (odkU) yg;pyfajcmufjcif; 

 0rf;csKyfjcif; 

 yifyef;EGrf;e,fjcif; wdkUyg0ifonf/ 

 

 uifqmaq;oGif;ukojcif;onf ½dk;wGif;csOfqDrS aoG;qJvfrsm;jzpfay:jcif;tay: 

tusdK;oufa&mufrI &SdNyD; atmufygwdkUudk qufvufjzpfyGm;apEdkifygonf-  

 a&m*gul;pufEdkifajcjrifhvmjcif; (aoG;jzLOta&twGuf avsmhenf;jcif;aMumifh) 

 tvG,fwul tndKtrnf;pGJjcif; odkUr[kwf tvG,fwul aoG;xGufjcif; 

(aoG;rTm;ta&twGuf avsmhenf;jcif;aMumifh) 

 yifyef;EGrf;e,fjcif; (aoG;eDOta&twGuf avsmhenf;jcif;ESifh tjcm;taMumif;rsm;aMumifh) 

 

 ukorINyD;qHk;ygu tqdkyg ab;xGufqdk;usdK;rsm;rSm aysmufuG,foGm;avh&Sdonf/ 

xdkab;xGufqdk;usdK;rsm; avsmhyg;oufomap&ef aqmif&GufEdkifaom enf;vrf;rsm;&Sdygonf/ 

Oyrmtm;jzifh ysKdUjcif;? tefjcif;rsm;udk umuG,f&ef (odkY) avsmhyg;ap&ef aq;0g;rsm;ay;Edkifonf/ 

tjcm;aom ab;xGufqdk;usKd;rsm;vnf; jzpfay:vmEdkifao;onf/ tcsKdUrSm 4if;wdkYESifh oufqdkif&m 
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uifqmaq;rsm;tvdkuf tjzpfrsm;Muonf/ oif&&Sdaeaomaq;rsm;\ jzpfEkdifaom 

ab;xGufqdk;usKd;rsm;taMumif;udk oif\ uifqmukorItzGJUtm; ar;yg/ 

 

qHyifuRwfjcif; 

 uifqmaq;rsm;onf vsifjrefpGm yGm;rsm;aeaom uifqmqJvfrsm;udk wdkufcdkufonfh 

tpGrf;xufaq;rsm;jzpfMuonf/ xdkaq;rsm;onf oif\qHyiftjrpfrsm;&Sd qJvfrsm;tygt0if 

oifhcE¨mudk,ftwGif; vsifjrefpGmyGm;rsm;aeaom tjcm;qJvfrsm;udkvnf; wdkufcdkufonf/ 

uifqmaq;oGif;ukojcif;onf oif\cEm̈udk,ftESHUtjym;&Sd tarT;rsm;udkuRwfapEdkifonf/ 

wcgw&H oif\ rsufawmifarT;? rsufcHk;arT;? csdKif;arT;ESifh tjcm;tarT;rsm;udkvnf; uRwfaponf/ 

 uifqmaq;oGif;ukojcif;aMumifh qHyifuRwfjcif;onf trsm;tm;jzifh ,m,Domjzpfygonf/ 

ukorIpNyD;aemuf ESpfywfrS av;ywftMumwGif tarT;rsm; pwifuRwfavh&Sdonf/ 

qHyifuRwfjcif;onf aq;ukorIumvwpfavQmufESifh ukorINyD;aemuf 

&ufowåywftenf;i,ftxd qufvufjzpfyGm;Edkifonf/ ukorINyD;aemuf qHyifjyefayguf&eftwGuf 

&ufowåywftenf;i,fMumEdkifonf/ oif\qHyifrsm; jyefaygufvmvQif xdkqHyifrsm;onf 

oifuRwfcJhaomqHyifrsm;ESifh uGmjcm;rItenf;i,f &SdEdkifygonf/ odkUaomf uGmjcm;rIrSm  

,m,Domjzpfygonf/ qHyiftopfrsm;wGif uGJjym;aom ta&miftaoG;&SdaeEdkifygonf/ 

 uifqmaq;oGif;ukojcif; rpwifrDESifh ukoaepOftwGif; qHyifuRwfjcif;twGuf 

oHk;pGJEdkifonfh Minoxidil aq;udk OD;a&jym;odkUvdrf;ay;jcif;onf 

qHyifvsifjrefpGmjyefaygufapEdkifaomfvnf; qHyifuRwfjcif;udk umuG,fEdkif&ef raocsmyg/ 

 qHyifuRwfjcif;udk a,bk,stm;jzifh umuG,fjcif;? xdef;csKyfjcif;rjyKEdkifaomfvnf; 

udkifwG,faqmif&GufEdkifygonf/ uifqmaq;oGif;ukopOfumvwpfavQmuf qHyifudk 

nifompGmudkifwG,fyg/ ta&mifcRwfjcif;? aq;qdk;jcif; (odkU) aumufjcif;rjyKygESifh/ qHyifudk 

tm;enf;oGm;apygonf/ jzpfEdkiforQ avjzifhomtajcmufcHNyD;? tylay;onfhpufrsm;udk a&SmifMuOfyg/ 

El;nHhaom acgif;bD;udkoHk;yg/ vdktyfoavmufom acgif;avQmfyg/ acgif;avQmf&nfaysmhaysmhoHk;yg/ 

 

vufonf;? ajconf;ajymif;vJjcif;rsm; 

 &ifom;uifqmtwGuf uifqmaq;oGif;ukoaepOftwGif; vufonf;? ajconf;wdkYESifh 

ywfoufaom jyóemrsm;vnf; BuHKawGU&Edkifygonf/ 

 vufonf;? ajconf;rsm; rnf;vmjcif;? t0ga&mifajymif;oGm;jcif;? <uyfqwfjcif;? 

vG,fulpGmusKd;Edkifjcif;wdkY jzpfwwfonf/ tcsKdU uifqmaq;rsm;rSm vufonf;? ajconf;rsm;udk vHk;0 

uRwfusoGm;apEdkifonf/ 

 tcsKdU vufonf;? ajconf;rsm;wGif uefYvefYjzwfvsuf trnf; (odkU) ta&mifazsmh 

rsOf;aMumif;rsm; ay:vmwwfonf/ 
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 aoG;tm;enf;jcif; (odkY) oH"mwfenf;jcif;aMumifh vufonf;? ajconf;rsm;onf 

ZGef;yHko@mef tcGufrsm;jzpfvmwwfonf/ 

 vufonf;? ajconf;atmufwGif ydk;0ifjcif;ESifh vufonf;? ajconf;ywfvnfwGif 

emusifaom ydk;0ifjcif;wdkYvnf; jzpfEdkifonf/ 4if;wdkYonf bufwD;&D;,m; odkYr[kwf rIdwdkYaMumifh 

jzpfEdkifonf/ ydk;owfaq;ESifh rIdowfaq;rsm; ay;avY&Sdonf/ 

 vufonf;? ajconf;rsm; acsmifívIyfvmygu tvGefemusifvmwwfygonf/ 4if;wdkY 

uRwfxGufoGm;aprnfh tjyKtrlwdkYudk a&SmifMuOf&ef ta&;BuD;ygonf/ 

 uifqmaq;aMumifhjzpfaom vufonf;? ajconf;jyóemrsm;rSm umuG,fjcif;rjyKEdkifyg/ 

 

oif\ vufonf;? ajconf;rsm;twGuf atmufygtcsufrsm;udk vdkufemyg 

 vufonf;? ajconf;rsm; oefrmap&ef ta&mifwifqD tMunfudk toHk;jyKyg/ 

 vufonf;? ajconf; twkrsm;ESifh ta&mifygaom ta&mifwifqDrsm; (txl;ojzifh 

trnf;a&mif) udk a&SmifMuOfyg/ 

 yef;uefaq;jcif;? tyifpdkufjcif;rsm; jyKvkyfygu vuftdwfrsm;0wfqifyg/ 

 vufonf;ESifh vufyef;uHk;rsm;udk nifompGm jyKpkapmifha&Smufyg/ 

 oif\ tpm;taomufwGif oH"mwfyg0ifrI rsm;ygap/ 

 uzdef;"mwfyg0ifaom tpm;taomufrsm;udk a&SmifMuOfyg/ 

 oif\ ajcacsmif;rsm;twGuf vHkavmufpGm us,f0ef;onfh oufawmifhoufom&Sdaom 

zdeyfrsm;udk 0wfqifyg/ 

 oif\ vufonf;? ajconf;rsm;wGif ydk;0ifjcif;? emusifjcif; (odkY) 

ta&mifjy,fjcif;rsm;jzpfay:ygu oif\uifqmq&m0efESifh csufjcif;qufoG,fyg/ 

aemufwpfBudrfcsdef;qdkcsdeftxd rapmifhygESifh/  

 uifqmaq;oGif;ukoaepOftwGif; vufonf;? ajconf;rsm; qHk;&HI;oGm;yguvnf; 

ukorINyD;qHk;csdefwGif oif\ta&jym;ESifh vufonf;qJvfrsm;rSm usef;rmpOfutwdkif; jyefvnf 

jzpfay:vmygvdrfhrnf/ vufonf;wpf½SL;topfrsm;u ysufpD;aeaom vufonf;rsm;udk 

wGef;xkwfygvdrfhrnf/ vufonf;rsm; jyefvnfjzpfay:jcif;onf ajconf;rsm;xuf 

oHk;qydkjrefygonf/  

  

tpm;taomufysufjcif; 

 uifqma&m*gESifh uifqmukojcif;wdkYwGif tpmpm;csifpdwfajymif;vJjcif;rsm; 

tjzpfrsm;ygonf/ tpmpm;csifpdwf avsmhenf;vmolrsm;ESifh tpm;taomufysufolrsm;wGif 

yHkrSefxuf avsmhenf;pm;oHk;jcif;? vHk;0 Adkufrqmjcif; (odkY) yrmPtenf;i,fom pm;oHk;NyD;aemuf 

Adkuf0oGm;jcif;wdkY jzpfay:avh&Sdonf/ tpm;taomufysufjcif; qufvufjzpfay:aeygu 
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jyif;xefaom aemufqufwGJ qdk;usdK;rsm;udk jzpfay:apEkdifonf/ udk,ftav;csdefusqif;jcif;? 

cEm̈udk,ftwGufvdktyfaom tm[m&"mwfrsm; r&&Sdjcif;? <uufom;rsm;qHk;&HI;jcif;aMumifh 

armyef;EGrf;e,fjcif;? tm;enf;jcif;wdkY jzpfyGm;wwfonf/  

 tpm;taomufysufygu oif\ usef;rma&;apmifha&SmufrItzGJYESifh aqG;aEG;&ef 

ta&;BuD;ygonf/ 4if;wdkYu taMumif;&if;udk &SmazGjcif;? oifvdktyfaom tm[m&"mwfrsm; 

&&Sdapa&;wdkYtwGuf ulnDay;Edkifygonf/ tm[m&csdKUwJhygu a&m*gjyefvnfaysmufuif;&ef 

aES;auG;apNyD; ukorIudkvnf; tqufjywfapygonf/ tpm;taomufudk aumif;pGmpm;oHk;jcif;jzifh 

uifqma&m*gESifh uifqmukorIwdkY\ qdk;usdK;rsm;udk udk,fa&mpdwfyg cHEdkif&nf&Sdvmapygonf/  
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 pm;aomufcsifpdwf avsmhenf;aeygu tm[m&jynfh0ap&ef atmufygtcsufrsm;udk 

*&kjyKyg/  

 wpfaeYvQif tpm;tpmyrmP enf;enf;jzifh (5)BudrfrS (6)Budrfpm;yg/ Adkufqmcsdefwdkif; 

tqmajyrkefYpm;yg/ 

 rnfa&GUrnfrQ pm;rnf[klí ruefYowfygESifh/ 

 u,fvdk&DESifh y&dkwdef; trsm;tjym;yg0ifaom tm[m&jynfhonfh tqmajyrkefYrsm; pm;yg/ 

toD;ajcmufrsm;? tcGHrmoD;rsm;? 'defcsOf? csdpf? Orsm;? EdkYazsmf&nf? a&cJrkefY? ylwif; ponfwdkY 

yg0ifonf/  

 oifBudKufESpfoufaom tpm;taomufrsm;udk tqmajypm;&ef tNrJaqmifxm;yg/  

 tpm;taomufrsm;wGif u,fvdk&DESifh y&dkwdef;yg0ifrI rsm;ygap/  

 tpm;pmcsdefrsm;tMum;wGif t&nfajrmufjrm;pGm aomufoHk;yg/ þuJhodkYaomufygu 

vsifjrefpGm AdkufjynfhapEkdifojzifh tpmpm;csdefwGif raomufygESifh/  

 EdkY? tm[m&jynfhEdkYazsmf&nfrsm;? toD;azsmf&nfrsm;uJhodkYaom tm[m&jynfh0onfh 

azsmf&nfrsm;udk a&G;cs,fyg/ 

 om,maom ywf0ef;usifwGif pm;aomuf&efESifh rdom;pk (odkY) oli,fcsif;rsm;ESifhtwl  

pm;aomuf&ef BudK;pm;yg/ 

 yef;ueftBuD;rsm;xufpmvQif yef;ueftao;rsm;wGif tpm;taomufrsm;udk xnfh&ef 

BudK;pm;yg/  

 tpm;taomufrsm;\ teHYESifht&omwdkYaMumifh ysdKUaeygu at;aeaom (odkY) 

tcef;tylcsdefwGif&Sdaom tpm;taomufrsm;udkpm;yg/ teYHESifht&omwkdYudk xdkuJYodkY 

avQmhcs Edkifygonf/  

 yg;pyftwGif;wGif owåKt&om&&Sdaejcif; ponfjzifh t&omajymif;vJjcif;rsm;&Sdygu 

tpmrpm;rDwGif ylpDeH (odkY) oHyk,dkoD;t&om oMum;vHk;rsm;pm;ay;yg/ 

 ysKdUjcif;? tefjcif;? 0rf;csKyfjcif; ponfh tpmtdrftlvrf;aMumif;qdkif&mvu©Pmrsm; 

oufomaprnfh enf;vrf;rsm;udk oif\q&m0eftm; ar;jref;yg/ emusifrIoufomatmif 

aqmif&Guf&mwGif tcuftcJ&Sdyguvnf; oif\q&m0efudkajymyg/ 

 tpmpm;csifpdwfjzpfay:ap&ef tpmrpm;rDwpfem&DcefYwGif rdepf (20)cefY vrf;avQmufjcif; 

uJhodkYaom ayghyg;onfh avYusifhcef;rsm;udk jyKvkyfyg/ avYusifhcef;tpDtpOf rpwifrD oif\ 

usef;rma&;apmifha&SmufrItzGJUESifh wdkifyifyg/ avhusifhcef;jyKvkyfjcif;jzifh <uufom;xkudk 

xdef;odrf;xm;Edkifygonf/ 
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udk,ftav;csdefajymif;vJjcif;rsm; 

 uifqmaq;oGif;ukojcif;onf wdkuf½dkufjzpfap? oG,f0dkufíjzpfap? 

udk,ftav;csdefwdk;vmjcif; (odkY) udk,ftav;csdefusqif;jcif;wdkYudk jzpfay:aponf/ 

uifqmaq;oGif;ukoNyD;aemuf udk,ftav;csdef wufonfjzpfap? usonfjzpfap? 

aygifcsdeftenf;i,f ajymif;vJjcif;onf tEÅ&m,fr&Sdyg/ odkYaomf uifqmaq;aMumifh 

odomxif&Sm;pGm udk,ftav;csdefwufjcif; (odkY) usjcif;wdkYonf oif\ usef;rma&;ESifh 

ukxHk;tay:cHEdkif&nf&SdrIwdkYudk qdk;usKd;rsm; oufa&mufapEdkifonf/ 

 

uifqmaq;oGif;ukojcif;aMumifh udk,ftav;csdefwdk;jcif; 

 tcsKdUuifqmaq;rsm;onf udk,ftav;csdefwdk;vmapEdkifonf/ uifqmaq;oGif;NyD; aemuf 

udk,ftav;csdefwdk;vmjcif;onf atmufygwdkY tygt0if taMumif;trsKd;rsKd;aMumifh jzpfEdkifonf- 

 vIyf&Sm;rIenf;yg;jcif;/ uifqmaq;oGif;ukoaecsdefwGif avhusifhcef;udk tenf;i,fom 

vkyfvdkMuonf/ 

 ydkrdkpm;oHk;jcif;/ tcsKdUaomaq;rsm;u tpmpm;csifpdwfudk jrifhwufaponf/ 

 t&nfrsm;pka0;jcif;/ uifqmaq;oGif;ukojcif;aMumifh jzpfay:aom udk,ftav;csdef 

wdk;vmjcif;tcsKdUrSm cËmudk,ftwGif; t&nfrsm;pka0;jcif;aMumifhjzpfonf/ 

 tqDrsm; rsm;vmjcif;? tcsKdUaom uifqmukxHk;rsm;wGif pwD;&GdKufaq;rsm; yg0ifwwfonf/ 

pwD;&dGKufaq;rsm;onf tqDrsm;pka0;jcif;udk jzpfay:apEdkifonf/ tcsKdUolrsm;wGif rsufESm 

vHk;0ef;jynfhazmif;jcif; jzpfwwfonf/ pwD;&dGKufaq;rsm; Mum&SnfpGmoHk;pGJygu 

xdkab;xGufqdk;usKd;rsm; trsm;tm;jzifh jzpfyGm;NyD;? pwD;&GdKufaq;jzwfvdkufygu 

aysmufuif;oGm; ygvdrfhrnf/ 

 

uifqmaq;aMumifhjzpfaom udk,ftav;csdefwufvmjcif;twGuf aqmif&GufEdkifaomt&mrsm; 

 udk,ftav;csdefrsm;aejcif;r[kwfvQif yHkrSefudk,ftav;csdefudk xdef;odrf;&ef BudK;pm;yg/ 

uifqmaq;oGif;NyD;aemuf udk,ftav;csdefwufvmygu [if;oD;[if;&Gufrsm;? opfoD;rsm;? 

tqDenf;onfh csdpf ponfh tm[m&jynfh0NyD; u,fvdk&Dyg0ifrIenf;onfh tpm;tpmrsm;odkY 

ajymif;vJ&ef BudK;pm;yg/ 

 cJxm;onfh tcsKdrsm;jzpfMuaom oMum;? ysm;&nfESifh oMum;vHk; ponfwdkYudk a&SmifMuOfyg/ 

 cHEdkif&nf&Sdoavmuf avhusifhcef;vkyf&efBudK;pm;yg/ oifhudk 

usef;rma&;apmifha&SmufrIay;onfh tzGJU\ MuD;MuyfrIjzifhom avhusifcef;jyKvkyfyg/ 

vrf;avQmufjcif;? a&ul;jcif;? tayghpm; at&dk;ApfvIyf&Sm;rIwdkYonf uifqmaq;aMumifh 

wufvmaom udk,ftav;csdefudk usqif;apNyD; oif\ tqkwfESifh aoG;aMumtwGif; 

atmufqD*sifpD;qif;rIudk jrifhwufapEdkifonf/  
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 oifhpdwfudk tpm;taomufqDrS tm½Hkajymif;xm;Edkifrnfh vIyf&Sm;rIrsm;wGif 

yg0ifaqmif&Gufyg/  
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uifqmaq;oGif;ukojcif;aMumifh udk,ftav;csdefusqif;jcif; 

 udk,ftav;csdefusqif;jcif;onf rsm;aomtm;jzifh tpm;taomufESifh oufqdkifonf/ 

odkYaomf uifqmaq;oGif;ukojcif;aMumifh udk,ftav;csdefusqif;jcif;rSm uifqmaq;\ 

ab;xGufqdk;usKd;rsm;ESifh oufqdkifonf/ 4if;ab;xGufqdk;usKd;rsm;u oif\pm;aomufEdkifpGrf;udk 

xdcdkufapNyD; oif\ usef;rmonfh udk,ftav;csdefudk xdef;odrf;xm;EdkifpGrf; tay:wGifvnf; 

qdk;usKd;oufa&mufrI&Sdonf/ 

 

uifqmaq;oGif;ukojcif;aMumifh udk,ftav;csdefusqif;jcif;\ vu©Pmrsm; 

 oifhtaejzifh ab;xGufqdk;usKd;rsm; cHpm;ae&ygu (odkY) udk,ftav;csdefusqif;aeonf[k 

xifygu aygifcsdefMunfhyg/ wywftwGif;wGif (5)aygifESifhtxuf usqif;oGm;ygu xdktaMumif;udk 

oif\q&m0ef (odkY) usef;rma&;apmifha&SmufrItzGJUudk ajymjyyg/ 

 

uifqmaq;aMumifhjzpfaom udk,ftav;csdefusqif;jcif;twGuf aqmif&GufEdkifaomt&mrsm; 

 yHkrSef udk,ftav;csdefudk xdef;odrf;&ef BudK;pm;yg/  

 udk,ftav;csdefusqif;jcif;udk ukojcif;onf jzpfyGm;aeaom tajccHtaMumif;&if;rsm;tm; 

ukojcif;tay:wGif rlwnfonf/ udk,ftav;csdefusqif;aponfh ab;xGufqdk;usKd;rsm; 

cHpm;ae&ygu oif\q&m0efESifh wdkifyifaqG;aEG;yg/ 

 tpm;taomufrsm;xJwGif u,fvdk&DESifh y½dkwdef;yg0ifrIudk jr§ifhwifyg/ 

rSwfcsuf/    / oif\ aq;ukorIqdkif&mtajctaersm;ESifh ukxHk;rsm;taMumif;udk oif\ 

usef;rma&;apmifha&SmufrI0efxrf;rsm;ESifh wdkifyif&ef wdkufwGef;ygonf/ 

 

yifyef;EGrf;e,fjcif; 

 yifyef;EGrf;e,fjcif;onf uifqmaq;oGif;ukoaom trsdK;orD;rsm;wGif 

tjcm;tjzpfrsm;aom jyóemjzpfonf/ 4if;onf aemifESpftenf;i,fwdkif 

qufvufjzpfay:aeEdkifonf/ xdkUaMumifh xdktaMumif;udk oif\q&m0efESifh 

olemjyKwdkUudktoday;&ef ta&;BuD;NyD; 4if;wdkUu ulnDEdkifygonf/ avhusifhcef;jyKvkyfjcif;? 

cPwmtdyfpufjcif;? Tm;tifpdkufxkwfrIacRwmjcif;wdkUudk tBuHjyKvdkygonf/ oifhwGif 

tdyfpufjcif;ESifhygwfoufí jyóem&Sdygu ukoEdkifygonf/ trsdK;orD;rsm;onf wcgw&H 

pdwf"mwfusqif;wwfonf/ ESpfodrfhaqG;aEG;jcif; (odkU) aq;0g;rsm;oHk;pGJjcif;jzifh ulnDEdkifygonf/ 
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usef;rmpGm pm;aomufjcif; 

 opfoD;rsm;? [if;oD;[if;&Gufrsm;? (*sKH? qefvHk;ndK? ajymif;zl;? bmvDaph tp&Sdonfh) 

taphtqHrsm;onf uifqma&m*g&Sifrsm;twGuf oifhavsmfygonf/ opfoD;rsm;ESifh 

[if;oD;[if;&Gufrsm;udk wpfaeYvQif (5)BudrfESifhtxuf pm;oHk;&ef wdkufwGef;ygonf/ 

taphtqHrsm;onf jyKjyifrxm;aom tpm;tpmrsm;jzpfNyD; 4if;wdkYwGif uqD"mwf? trQif"mwf? 

ADwmrif? ow¦K"mwfrsm;ESifh tyifxGuf"mwkypönf; rsm;pGmyg0ifonf/ trQif"mwfudk 

rsm;pGmpm;oHk;jcif;jzifh &ifom;uifqmESifh a[mfrkef;ay:rlwnfaom tjcm;uifqmtrsKd;tpm;rsm;wGif 

a[mfrkef;\vkyfaqmifcsufrsm;udk ajymif;vJay;jcif;jzifh aumif;usKd;rsm; &&SdEdkifonf/ trQif"mwfudk 

aeYpOf (30)*&rfcefY pm;oHk;oifhonf/ 

 EdkYESifh EdkYxGufypönf; (Oyrm- 'defcsOf)wdkYudk pm;oHk;yg/ tqDESifh oMum;"mwfenf;aom 

tpm;tpmrsm;udk a&G;cs,fyg/ Orsm;ESifh oHvGifqD pm;oHk;yg/ xdkYtjyif oMum;"mwfrsm;pGmyg0ifaom 

tpm;tpmrsm;udk yrmPenf;enf;? tMudrfa&enf;enf; pm;oHk;oifhonf/ rjynfh0qDrsm;ESifh ,dkrsm;udk 

a&G;cs,fyg/ tvGefiefaom (odkY) tqDtvGefrsm;aom tpm;tpmrsm;udk rMumcPpm;oHk;jcif;rS 

a&SmifMuOfyg/  

 

tyifrS&onfh tpm;tpmrsm; 

 *sKH? qef? ajymif;zl;? bmvD? tmvl;? aygifrkefY? acgufqGJESifh  tjcm;aom upD"mwf yg0ifonfh 

tpm;tpmrsm; 

 qvyf&Guf? [if;EkEG,f? rkefnif;jzL 

 yef;a*:zDtpdrf;? a*:zDxkwf? rkefvmO? yef;a*:zD? EdkudkO? rkefnif;pdrf; 

 w½kwfeHeH? eHeHyif? prkefeuf? rkefvmOeD 

 MuufoGefjzL? <uufoGefeD? MuufoGefeDtvHk;ao;? MuufoGefNrdwf 

 yJykwf? pm;awmfyJ? ukvm;yJ? a&TyJoD;? ajryJ? tajcmufcHxm;aomyJrsm; (yJvGef;? yJwD? yJusm;)? 

yJtrsdK;rsdK;ESifh tcGHrmoD;rsm; 

 c&rf;oD;? c&rf;csOfoD; 

 a&Tz½HkoD;? z½HkoD;? ocGm;oD;? ocGm;arT;? z&JoD; 

 

uifqmwdkufzsufEdkifonfh tpm;tpm yif&if;rsm; 

 yJyifayguf 

 rkefnif; 

 MuufoGefjzL? vufzufpdrf;? yJykwf? *sif;? i½kwfaumif;? ydkufqHavQmftaph? yJtrsdK;rsdK; 

 opfoD;ESifh [if;oD;[if;&Guf trsm;pk (csOfaomtoD;rsm;? u&a0;aph? prkefjzL? y½kwf? 

ZD,maph? yifpdrf;? ylpDeH) 
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 <uufoGefeD? MuufoGefNrdwf? MuufoGefeDtvHk;ao; 

 t0ga&mif&ifh&ifĥ vdar®mfa&mif^tpdrf;a&mif opfoD;rsm;ESifh [if;oD;[if;&Gufrsm; 
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 uifqmaq;oGif;ukopOfumvtwGif; ukorIumvwavsmuf vlemonf yHkrSeftwdkif; 

pm;aomufEdkifygvdrfhrnf/ odkYr[kwf ab;xGufqdk;usKd;rsm;u vlem\pm;aomufrIyHkpHudk 

ajymif;vJapEdkifonf/ tpmpm;csifpdwfenf;yg;ygu yrmPrsm;rsm; pm;oHk;jcif;xufpmvQif 

yrmPtenf;i,fudk rMumcP pm;ay;jcif;u ydkaumif;ygonf/ vlemonf atmufygwdkYudk 

BudK;pm;aqmif&GufEdkifygonf- 

 yrmPrsm;rsm;udk (3)Budrfpm;rnfhtpm; waeYvQif yrmPenf;enf;jzifh (5)BudrfrS (6)Budrf 

pm;aomufjcif; 

 vlemu xrif;? [if;rsm; pm;vdkjcif;r&Sdygu EdkYazsmf&nf? opfoD;azsmf&nf? azsmf&nf (odkY) 

pGyfjyKwfrsm; aomufoHk;jcif; 

 vlemrS aqmif&GufEdkifygu wpfpHkwckudk wuf<upGmjyKvkyfyg/ tb,fhaMumifhqdkaomf 

avhusifhcef;vkyfjcif;onf tpmpm;csifpdwfudk jrifhrm;apEdkifonf/ tpmrpm;rD 

c&D;wdkvrf;avQmuf ay;ygu tpmpm;csifpdwf ydkjzpfvmygvdrfhrnf 

 tpmrpm;rDESifh tpmpm;aepOftwGif; t&nfrsm;pGmaomufoHk;jcif;jzifh tpmpm;csifpdwf 

avsmhyg;roGm;ap&ef *&kjyKyg/ uifqmaq;oGif; ukopOfumvtwGif; tpmpm;csifpdwf 

jrifhrm;aeygu vlemtaejzifh- 

 tqDenf;aom tpm;taomufrsm;udk a&G;cs,fyg 

 vwfqwfaom opfoD;ESifh [if;oD;[if;&Gufrsm;udk tajrmuftjrm; pm;yg 

 tpm;tpmrsm;\ oMum;"mwfyg0ifrIudk *&kjyKyg 

 tvGefcsKdaom tcsKd&nfrsm;udk a&SmifMuOfyg 

 

tqDpm;oHk;rIqdkif&m tMuHjyKcsufrsm; 

 trJom;? odk;om;? uvDpmrsm;? csdpf? axmywf? a&cJrkefY ponfh jynfh0qD 

ajrmufjrm;pGmyg0ifonfh tpm;tpmrsm; pm;oHk;rIudk uefYowfyg/  

 zkwfxm;onfh rkefYrsm; (Oyrm- aygifrkefY? udwfrkefY) ? rkefYajcmuf? rm*s&if;wdkY uJhodkYaom 

rjynfh0qDrsm; yg0ifonfh tpm;taomufrsm; pm;aomufjcif;udk avQmhcsyg/ 

 Muuf? bJ? ig; ESifh [if;oD;[if;&GufrS&onfh y½dkwdef; (yJtrsKd;rsKd;) ponfwdkYudk ydkrdkpm;oHk;yg/ 

ig;udk wpfywfvQif (3)Budrf ydkrdkpm;oHk;ygu &ifom;tBudwfrsm; jzpfay:rIudk 

[efYwm;Edkifonf/  
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usef;rmonfhudk,ftav;csdef 

 ukd,ftav;csdefrsm;jcif; (odkY) 0jcif;wdkYudk cE¨mudk,fxkxnftñTef;udef; (BMI) jzifh 

owfrSwfygonf/ cEm̈udk,fxkxnftñTef;udef; (BMI)onf t&yftjrifhESifh 

udk,ftav;csdefwdkYtay:wGif rlwnfí wGufcsufygonf/ tpm;taomuf jyKjyifajymif;vJjcif;jzifh 

udk,ftav;csdefudk t&ifavQmhcsNyD;rS avYusifcef;pwifjyKvkyf&ef tMuHjyKvdkygonf/ 

BMI trsdK;tpm;cGJjcm;jcif; 

≤ 18.49 udk,ftav;csdef enf;jcif; 

18.5–24.9 yHkrSef udk,ftav;csdef 

≥ 25 udk,ftav;csdef rsm;jcif; 

≥ 30 0jcif; 

 

t&ufaomufoHk;jcif; 

 &ifom;uifqm a0'em&Sifrsm;taejzifh t&ufaomufoHk;jcif;udk a&SmifMuOf&ygrnf/ 

 

ysKdYjcif;ESifh tefjcif; 

 uifqmaq;oGif;ukoaepOfESifh ukoNyD;aemufwGif ysKdYjcif;ESifh tefjcif;wdkYonf 

tcsKdUolrsm;twGuf jyóemwpfckjzpfEdkifygonf/ ysdKUjcif;ESifh tefjcif;wdkYtwGuf 

aq;0g;rsm;oHk;pGJEdkifygonf/ a&? aq;vufzuf&nf ponfht&nfrsm;udk rsm;rsm;aomufyg/ 

wpfBudrfwnf;jzifh yrmPrsm;rsm; aomufoHk;jcif;xuf yrmPenf;enf;udk 

rMumcPaomufoHk;jcif;u ydkaumif;ygonf/ yrmPenf;enf;udk rMumcPpm;oHk;jcif; uvnf; 

ysdKUjcif;udk wdkufcdkuf&eftwGuf enf;vrf;aumif;jzpfonf/ ylpDeH (odkY) *sif;yg0ifaom 

aq;vufzuf&nfrsm;uvnf; tpmtdrfudk wnfNidrfapygonf/  

yg;pyfwGiftemjzpfjcif; (odkY) yg;pyfajcmufjcif; 

 yg;pyfwGiftemjzpfjcif; (odkY) yg;pyfajcmufjcif;twGuf  

 pm;aomufNyD;vQif oGm;rsm; (odkY) oGm;wkrsm;udk El;nHhaomoGm;yGwfwHjzifh oefY&Sif;ay;yg/ 

BudK;jzifh nifompGm oGm;Mum;xdk;yg/  

 pGyfjyKwf? pwl;? opfoD;azsmf&nfESifh tcsdKyGJwkdYuJhodkYaom El;nHhonfh (odkY) t&nfaomuf 

tpm;tpmrsm;udk a&G;cs,fyg/  

 yg;pyfESifhoGm;zkH;rsm;udk a&cJwHk;rsm;jzifh uyfay;yg/  

 yg;pyfudk oefY&Sif;ap&ef oMum;ryg0ifaom tjr§Kyfxonfh azsmf&nfrsm;aomufyg/ 

 aomuf&mwGif ydkufudk toHk;jyKyg/  

 rmaom? iefaom? tvGefpyfaom? ylaom tpm;tpmrsm;udk a&SmifMuOfyg/ 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 287 

t&omajymif;vJjcif;rsm; 

 uifqmaq;oGif;ukopOfumvtwGif; oif\t&omcHpm;rIrsm; ajymif;vJoGm;Edkifygonf/ 

tpm;tpmrsm; t&omr&Sdjcif; (odkY) t&omrwljcif;rsm; jzpfEdkifygonf/ t&omjyif;aom 

tpm;tpmrsm;udk pm;oHk;&ef qÉ&SdaeEkdifygonf/ csufjyKwf&mwGif aq;zuf0ift&Gufrsm;? 

[if;cwftarT;tBudKifrsm; oHk;pGJjcif;uvnf; toHk;0ifygonf/ oiftBudKufqHk; tpm;tpmudk 

&SmazGawGU&Sd&eftwGuf tpm;tpmaygif;pHkudk prf;oyfpm;oHk;Munfhyg/ pm;aeustpm;tpmrsm;udk 

rpm;yJaeMunhfyg/ ,cifu rBudKufaom tpm;tpmrsm;udk BudKufvmaMumif;vnf; 

awGU&Sd&Ekdifygonf/ 

 tcsdKUaom uifqmaq;rsm;onf oif\yg;pyftwGif;wGif ow¦Kt&omudk jzpfapEdkifonf/ 

ow¦Ktdk;rsm;tpm; yvwfpwpftdk;rsm; toHk;jyKjcif;u ow¦Kt&omudk avsmhusapEdkifonf/ 

zeftdk;rsm;? zef',ftdk;rsm; toHk;jyKcsufjyKwfjcif;uvnf; toHk;0ifEkdifonf/ 

 

0rf;csKyfjcif; 

 yHkrSefxufavsmhenf;ípm;aomufjcif;? vIyf&Sm;rIenf;oGm;jcif;ESifh tcsdKUaomaq;rsm; 

aomufoHk;jcif;wdkYtm;vHk;onf 0rf;csKyfjcif;udk jzpfaponf/ 0rf;csKyfaeygu trQif"mwfrsm;pGm 

yg0ifonfh tpm;tpmrsm;pm;oHk;jcif;u ulnDEkdifonf/ 4if;wdkYwGif aygifrkefY? yJtrsdK;rsdK;? 

[if;oD;[if;&Gufrsm;? vwfqwfaom opfoD;rsm;ESifh opfoD;ajcmufrsm;yg0ifonf/  

 t&nfrsm;rsm;aomuf&rnf/ vrf;avQmufjcif;uJhodkY oufomaomavhusifhcef; 

yHkrSefjyKvkyfyg/ 0rf;csKyfjcif; qufvufjzpfay:aeygu oif\q&m0efxHrS tBuHOmPf&,lyg/  

 

0rf;avQmjcif; 

 wpfcgw&H tcsdKUuifqmaq;rsm;onf 0rf;avQmjcif;udk jzpfapEkdifonf/ vdktyfygu 

oif\q&m0efrS 0rf;avQmjcif;twGuf aq;0g;rsm; ay;ygrnf/ (24) em&DtcsdeftwGif; 

(4)BudrfESifhtxuf 0rf;avQmygu oif\ uifqma&m*gukorItzGJUESifh qufoG,fyg/ 

 

tjcm; 

 oif\tpm;taomufrsm;xJwGif vwfqwfaomtpm;tpmrsm; yg0if&efta&;BuD;onf/ 

odkYaomf yHkrSefaps;r0,fEdkifygu cJxm;aom (odkY) pnfoGyfxm;aom opfoD;ESifh 

[if;oD;[if;&Gufrsm;wGif tm[m&rsm; jynfh0pGm yg0ifNyD; aeYpOfpm;oHk;Ekdifygonf/ 

 oifhwGif qD;csdKuJhokdYaom a&m*gtajctaeaMumifh owfrSwfxm;aom 

tpm;tpmrsm;udkom pm;aomufae&onfqdkvQif &ifom;uifqma&m*g &Sdjcif;aMumifh oif\ 

tpm;taomufudk ajymif;vJ&ef rvdkyg/ xyfrHod&Sdvdkonfrsm; &Sdygu oif\ uifqmtxl;uktzGJY 

ESifh aqG;aEG;yg/ 
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udk,fvufvIyf&Sm;jcif; 

 uifqmaq;oGif;ukojcif;aMumifh jzpfay:aom ab;xGufqdk;usdK;rsm;rSm wpfOD;ESifhwpfOD; 

uGJjym;Edkifygonf/ aq;ukorIumvtwGif;wGif tvGeftrif; yifyef;EGrf;e,fjcif;udk 

cHpm;&Ekdifygonf/ aexdkifraumif;aom tcsdefrsm;vnf; &SdEkdifygonf/ udk,fvufvIyf&Sm;rIwpfckck 

jyKvkyfEdkifonf[k cHpm;&aom tcsdefrsm;vnf; &Sdygvdrfhrnf/ vrf;avQmufjcif;uJhodkYaom 

nifomonfh avhusifhcef;rsdK;onf oif\cGeftm;udk wdk;yGm;apEkdifNyD; yifyef;EGrf;e,frIrsm;udk 

avsmhusapEkdifygonf/ 

 uifqmaq;oGif;ukoaepOftwGif; a&ul;jcif;udk a&SmifMuOf&ef tBuHjyKvdkygonf/ 

tb,fhaMumifhqdkaomf ul;pufa&m*grsm;udk wdkufcdkufEdkifonfh udk,fcHtm;pepf\pGrf;&nftay:wGif 

uifqmaq;oGif;ukojcif;rS oufa&mufrI&Sdaeygonf/ xdkYaMumifh a&xJrSydk;rTm;rsm; ul;puf&ef 

tvm;tvmydk&Sdygonf/  
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Appendix G 

Logbooks 

 

Logbook for Individual Counseling 

Counselor __________________ 

Sr. 

No. 
Date Duration Name of Participant 
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Logbook for Group Meeting 

Facilitator __________________ 

Co-facilitator __________________ 

Sr. 

No. 
Date Duration Name of Participant 
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Logbook for Telephone Support 

Facilitator __________________ 

Sr. 

No. 
Date Duration Name of Participant 
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rSwfwrf;pmtkyfrsm; 

 

wpfOD;csif;aqG;aEG;jcif; rSwfwrf;pmtkyf 

aqG;aEG;ay;ol  __________________ 

pOf &ufpGJ Mumjrifhcsdef yg0ifoltrnf 
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tzGJUvdkufaqG;aEG;jcif; rSwfwrf;pmtkyf 

aqG;aEG;ay;ol  __________________ 

ulnDaqG;aEG;ay;ol __________________ 

pOf &ufpGJ Mumjrifhcsdef yg0ifoltrnf 
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w,fvDzkef;jzifhaqG;aEG;jcif; rSwfwrf;pmtkyf 

aqG;aEG;ay;ol  __________________ 

pOf &ufpGJ Mumjrifhcsdef yg0ifoltrnf 
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Appendix H 

Gantt Chart 
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Appendix I 

Scoring for EORTC QLQ-C30 and QLQ-BR23 Questionnaires 

General principles of scoring 

The QLQ-C30 is composed of both multi-item scales and single-item measures. These 

include five functional scales, three symptom scales, a global health status/QOL scale, 

and six single items. Each of the multi-item scales includes a different set of items - no 

item occurs in more than one scale. 

All of the scales and single-item measures range in score from 0 to 100. A high scale 

score represents a higher response level. 

Thus a high score for a functional scale represents a high / healthy level of functioning, 

a high score for the global health status/QOL represents a high QOL, 

but a high score for a symptom scale/item represents a high level of symptomatology 

/ problems. 

The principle for scoring these scales is the same in all cases: 

1. Estimate the average of the items that contribute to the scale; this is the raw score. 

2. Use a linear transformation to standardise the raw score, so that scores range from 0 

to 100; a higher score represents a higher ("better") level of functioning, or a higher 

("worse") level of symptoms. 

 

Technical Summary 

In practical terms, if items I1, I2, ... In are included in a scale, the procedure is as follows: 

Raw score 

Calculate the raw score 

Raw Score = RS = (I1 + I2 + . . . + In)/n 

Linear transformation 

Apply the linear transformation to 0-100 to obtain the score S, 

Functional scales:   S = (1 −  
(𝑅𝑆−1)

𝑟𝑎𝑛𝑔𝑒
)  × 100 

Symptom scales / items:  S = ((RS −1)/range) × 100 

Global health status / QOL:  S = ((RS −1)/range) × 100 

Range is the difference between the maximum possible value of RS and the minimum 

possible value. The QLQ-C30 has been designed so that all items in any scale take the 

same range of values. Therefore, the range of RS equals the range of the item values. 
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Most items are scored 1 to 4, giving range = 3. The exceptions are the items contributing 

to the global health status / QOL, which are 7-point questions with range = 6, and the 

initial yes/no items on the earlier versions of the QLQ-C30 which have range = 1. 

Scoring the EORTC QLQ-C30 version 3.0 

Table 1: Scoring the QLQ-C30 version 3.0 

 Scale Number 

of Items 

Item 

range* 
Version 3.0 

Item numbers 

Function 

scales 

Global Health Status/QOL 

Global Health Status/QOL (revised)† 

 

Functional scales 

Physical functioning (revised)† 

Role functioning (revised)† 

Emotional functioning 

Cognitive functioning 

Social functioning 

 

Symptom scales / items 

Fatigue 

Nausea and vomiting 

Pain 

Dyspnoea 

Insomnia 

Appetite loss 

Constipation 

Diarrhoea 

Financial difficulties 

 

QL2 

 

 

PF2 

RF2 

EF 

CF 

SF 

 

 

FA 

NV 

PA 

DY 

SL 

AP 

CO 

DI 

FI 

 

2 

 

 

5 

2 

4 

2 

2 

 

 

3 

2 

2 

1 

1 

1 

1 

1 

1 

 

6 

 

 

3 

3 

3 

3 

3 

 

 

3 

3 

3 

3 

3 

3 

3 

3 

3 

 

29, 30 

 

 

1 to 5 

6, 7 

21 to 24 

20, 25 

26, 27 

 

 

10, 12, 18 

14, 15 

9, 19 

8 

11 

13 

16 

17 

28 

 

 

 

 

F 

F 

F 

F 

F 

 

* Item range is the difference between the possible maximum and the minimum response to individual 

items; most items take values from 1 to 4, giving range = 3. 

† (revised) scales are those that have been changed since version 1.0, and their short names are indicated 

in this manual by a suffix “2” – for example, PF2. 

For all scales, the RawScore, RS, is the mean of the component items: 

  RawScore = RS = (I1 + I2 + . . . + In)/n 

Then for Functional scales: 

  Score = (1 −  
(𝑅𝑆−1)

𝑟𝑎𝑛𝑔𝑒
)  × 100   

and for Symptom scales / items and Global health status / QOL: 

  Score = ((RS −1)/range) × 100 

 

Examples: 

Emotional functioning  RawScore = (Q21 + Q22 + Q23 + Q24)/4 
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     EF Score  = (1 – (RawScore – 1)/3)×100 

Fatigue    RawScore = (Q10 + Q13 + Q18)/3 

     FA Score  = ((RawScore – 1)/3)×100 

Breast cancer module: QLQ-BR23 

The breast cancer module is meant for use among patients varying in disease stage and 

treatment modality (i.e. surgery, chemotherapy, radiotherapy and hormonal treatment) 

(Sprangers et al., 1996). The module comprises 23 questions assessing disease 

symptoms, side effects of treatment (surgery, chemotherapy, radiotherapy and 

hormonal treatment), body image, sexual functioning and future perspective (Appendix 

2a). The module has been developed according to the guidelines, and approved after 

formal review. Validation studies in The Netherlands, Spain and the United States have 

been completed. It has been field tested in a larger cross-cultural study involving 12 

countries (EORTC Protocol 15931). 

 

Scoring of the breast cancer module 

The breast cancer module incorporates five multi-item scales to assess systemic therapy 

side effects, arm symptoms, breast symptoms, body image and sexual functioning. In 

addition, single items assess sexual enjoyment, hair loss and future perspective. 

 

The scoring approach for the QLQ-BR23 is identical in principle to that for the function 

and symptom scales / single items of the QLQ-C30.† 

 
Scale 

Number 

of Items 

Item 

range* 

QLQ-BR23 

Item numbers 
† 

 

Functional scales 

Body image 

Sexual functioning † 

Sexual enjoyment † 

Future perspective 

 

Symptom scales / items 

Systemic therapy side effects 

Breast symptoms 

Arm symptoms 

Upset by hair loss 

 

 

BRBI 

BRSEF 

BRSEE 

BRFU 

 

 

BRST 

BRBS 

BRAS 

BRHL 

 

 

4 

2 

1 

1 

 

 

7 

4 

3 

1 

 

 

3 

3 

3 

3 

 

 

3 

3 

3 

3 

 

 

9 – 12 

14, 15 

16 

13 

 

 

1 – 4, 6, 7, 8 

20 – 23 

17, 18, 19 

5 

 

 

 

F 

† 

† 

F 

 

 

* “Item range” is the difference between the possible maximum and the minimum response to individual 

items. 

† Items for the scales marked † are scored positively (i.e. “very much” is best) and therefore use the same 

algebraic equation as for symptom scales; however, the Body Image scale uses the algebraic equation 

for functioning scales. 
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BRSEE, sexual enjoyment, is not applicable if item 15 is “not at all.” 

BRHL, upset by hair loss, is not applicable if item 4 is “not at all.” 
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