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Abstract

BACKGROUND: Breast cancer (BC) patients suffer from many psychosocial problems due to their health condition
and treatment side effects so they are in great need for psychosocial supportive care.

AIM: The aim of the study was to provide a comprehensive psych-social supportive health-care model for BC
patients a step toward improving their quality of life (QOL).

PATIENTS AND METHODS: Random assignment was done for 185 patients with primary operated BC to a control
or an intervention group. The researcher offered five daily successive psychosocial supportive care sessions for the
patients in the intervention group. All patients were followed up for coping ability, mood and QOL 8 weeks after the
intervention.

RESULTS: The intervention had statistically significant effects on psychological distress, depression, problem
focused, and active emotional coping domain, while had not any statistically significant effects on avoidant emotional
coping domain.

CONCLUSION: Psychosocial supportive developed health-care model decreased psychological distress,
depression, and improved QOL among patients with primary BC.

competing interests exist

Open Access: This is an open-access article distributed
under the terms of the Creative Commons Attribution-
NonCommercial 4.0 International License (CC BY-NC 4.0)

Introduction

Breast cancer (BC) was the third highest
incident cancer in 2017, with an estimated 1,960,681
incident cases and a high prevalence in females. BC
is the leading cause of cancer death in females and
also a non-negligible cause of cancer death in males
worldwide, claiming 181,004 lives and resulting in
17.7 million disability-adjusted life years, making it one
of the most severe burdensome cancer globally [1].

One of the most stressful events that can
happen in one’s life is being diagnosed with cancer,
having cancer inevitably result in serious long-term
psychosocial impairments [2]. Depression and anxiety
are very common among people diagnosed with cancer;
stress is often a trigger for anxiety and depression [3].

Women with BC experience a wide range of
emotional and functionalimpairments, after mastectomy,
such as depression, and these impairments have
intense psychosocial effects, many studies have
demonstrated that the prevalence of depression after
mastectomy ranges from 1% to 56% [4].

Surgery, fear of recurrence, co adjuvant
therapy, bodily changes, reduced femininity, and
sexuality are factors associated with the triggering of
psychosocial and physical stress in BC patients [5].

Women with newly diagnosed BC often
experience post-traumatic stress disorder syndrome
(PTSD) symptoms [6]; a patient diagnosed with
PTSD is at a great risk for suicide and intentional
self-harm [7].

Suicide is very frequent among patients
with cancer [8], risk factors that could likely increase
attempts of suicide include; uncontrollable pain,
untreated depression, lack of social support, substance
use, family history of suicide, and deprivation [9].

Cancer patients have poor quality of life (QOL)
because of sleep difficulty, excessive worries regarding
survival and depressive mood [10], additionally QOL
is impaired by the nutritional status as cancer leads to
a deterioration of the patients’ nutritional status [11].
Wide varieties of psychosocial interventions have been
developed to deal with mood symptoms in cancer
patients since the 1980s [12].

Open Access Maced J Med Sci. 2021 Aug 14; 9(E):779-788.

779


https://orcid.org/0000-0001-5549-8051

E - Public Health

Public Health Education and Training

These psychological interventions are
inexpensive ways to alleviate the psychological
distress [13] and possibly to improve the function of the
immune system [14]. Based on a systematic review for
psycho-social interventions, it was found that relaxation
techniques, psycho-educational therapy, individual,
and group psychotherapy were very effective with a
high level of evidence in terms of reducing anxiety,
depression, and improving QOL [15].

Socio-cognitive therapy based interventions in
cancer patients resulted in improvements in depression,
social outcomes, objective physical outcomes, and
specific QOL outcomes [16]. Relaxation technique is
a commonly used effective, efficient, and inexpensive
method to change the mental processes and behavior
of the individual [17], [18], for cancer patients,
relaxation training, have positive effects on anxiety, due
to the difficulties of the disease and the side effects of
chemotherapy administered [18], [19].

Relaxation therapy is recommended, as
an effective care program in patients with BC as it is
effective in the improvement of depression, anxiety, and
stress [20]. The objectives of this study were to assess
psycho-social problems recruited from cancer patients,
design a program tailored according to the results
obtained from the preliminary situations analysis and
reduce suffering, psychological distress and improve
coping appear to improve general well-being for the
recipients of this trial.

Methods

All methods used in this study were carried
out in accordance with relevant guidelines and
regulations. The study protocol and the formats used
in data collection were revised and approved by ethical
committee of Kasr Al-Aini Faculty of Medicine.

Study design and setting

This study was a quasi-experiment; this type
of study was used to evaluate interventions but did
not use randomization. Like randomized trials, quasi
experiments aim to demonstrate causality between an
intervention and an outcome, it was performed with pre-
test and post-test, control and a follow-up; this study
was performed at the radiation oncology department in
the National Cancer Institute (NCI).

NCI was selected because it is specialized
cancer center with high rate of flow of patients; the
average number of patients attending the radiotherapy
sessions is about 200-220 patients every day.

Study population

The statistical population consisted of women
with primary BC, 185 women were chosen; they were
divided into two groups, the experimental group (90)
subjected to psychosocial developed health-care
model intervention while the control group (95) did not
undergo any intervention.

Sampling technique

Between October 1, 2016, and May 1, 2017,
a sample of 185 BC patients with Stages I-Ill primary
operated BC treated at the NCI who fulfilled the
eligibility criteria throughout data collection period were
included as shown in Figure 1. After explaining to the
participants, the steps of the study and its objectives
the participants who agreed to join the study signed an
informed consent form before enroliment in the study,
they completed a baseline questionnaire, and the
researcher then divided them to intervention or control
group in the following way.

Females

8
g
g

Number of cases

5,128

Breast Wver Non-Hodgkn

mphoma

Bran, nenvous Orvary
syskem

Figure 1: Number of cases of different cancer types in Egyptian
female (WHO, 2014)

Recruitment of control group was done in the
second or third period (from 1 to 3 p.m., from4to 7 p.m.,
respectively), recruitment of intervention group done in
the first period (from 9 a.m.to 12 p.m.).

This design was chosen because of the very high
likelihood of significant contamination (i.e., exchange
of information between intervention group and control
group) if patients who were receiving care in the same
setting. Of the 250 patients who were interviewed,
210 (84%) agreed to participate, 20 (8%) not met the
inclusion criteria, and 20 (8%) refused as they did not
have time or they felt they had no need for support.

210 subjects were enrolled and consented to
take part in the study (control = 110 and intervention
= 100), from the intervention group five were dropped
out because they changed their opinions about
participating in the trial after they had completed the
baseline questionnaire, another five patients were lost
for follow-up. As regard the control group, five patients
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were dropped out, another ten patients were lost for
follow-up (Figure 2).

Pilot study

Assessed for eligibility=250 ‘

Excluded (n=40)
« Not met the inclusion

criteria (n=20)
« Decline to participate
Allocated=210 (n=20)

l Allocation l
Allocated to control group Allocated to intervention group
(0=110) (0=100)
Received the usual care Received allocated intervention
l Follow up l

Lost to follow up (n=10) Lost to follow up (n=5)
Discontinued intervention

(dropped out) (n=5)

|
Analyzed (n=95) Analyzed (n=90)

Figure 2: Subject flow diagram

Discontinued intervention
(dropped out) (n=5)

The intervention group

Subjects assigned to the intervention group
received the current standard radiation therapy
provided in NCI, in addition, they received five psycho-
social supportive care sessions for 4-5 successive
days after the first interview and each session lasted
for 20-30 min for each group of patients. At the end
of each session, the researcher summarized the main
messages and answered patient inquiries.

The control group

Subjects assigned to the control group received
the current standard radiation therapy provided in NCI,
without specific intervention. If patients had questions
concerning nutrition, mood changes they were advised
by the NCI attending physician or the nurses but not the
researcher.

Sample size

We planned a study of matched sets of patients
receiving the experimental and control treatments with
one matched control(s) per experimental subject. Prior
data indicated that the probability of a treatment failure
among controls is 0.5 and the correlation coefficient
for exposure between matched experimental subjects
is 0.3. If the true odds ratio for failure in control
subject’s relative to experimental control subjects is 3,
we needed to study 88 experimental subjects with 1
matched control(s) per experimental subject to be able
to reject the null hypothesis that this odds ratio equals 1
with probability (power) 0.8. The Type | error probability
associated with this test of this null hypothesis is 0.05,
If we would guard against the dropout rate of 30% we
might think of around 120 for each arm.

Measures

The designincluded baseline and one follow-up
assessment, at 8 weeks after the intervention.

Psychological distress

12 items General Health Questionnaire (GHQ),
which is a measure of current mental health, evaluated
the psychological distress level of the sample and
since its development by Goldberg and Blackwell in the
1970s; it has been extensively used in different settings
and different cultures [21].

Each item of the questionnaire is rated on a four-
point scale (less than usual, no more than usual, rather
more than usual, or much more than usual); and, for
example, when using the GHQ-12 it gives a total score
of 36 or 12 based on the selected scoring methods. The
most common scoring methods are bi-modal (0-0-1-1)
and Likert scoring styles (0-1-2-3). In this study, we chose
the GHQ scoring style (0-0-1-1) over the Likert scoring
styles (0-1-2-3), as this scoring style helped to eliminate
any biases, which may originate from the participants
who chose responses 1 and 4 or 2 and 3 [22].

The scores were calculated by summing up
all the items together on the scale ranging from 0 to
12, to determine the level of psychological well-being,
the cutoff point 6 was used, the maximum score for
any individual study participant is therefore 12. Score
<6 indicate no evidence of probable mental ill health,
score 6 and more indicates probable psychological
disturbance or mental ill health, a validated Arabic
version of GHQ was used [23].

Depression

It was assessed by Hamilton Depression
Rating Scale (HRSD), it is a 17 item semi structured
interview designed to measure symptom severity
in depressed patients [24]. Each question of the 17
items has between 3 and 5 possible responses which
increase in severity. A score of 0-7 is considered to
be normal, scores of 20 or higher indicate moderately
severe depression.

0-7 = Normal, 8-13 = Mild Depression,
14-18 = Moderate Depression, 19-22 = Severe
Depression, and >23 = Very Severe Depression.

Analysis of full score as well as subscales was
done to indicate that the patient is euthymic with a cut-
off score of <7, which is considered euthymic, and to
assess the residual depressive symptoms and the sleep
disturbance. Items such as depressed mood, suicidal
thoughts, and guilt feelings items were used to assess
the residual depressive symptoms, and insomnia items
were used to assess the sleep disturbance. A validated
Arabic version of HRSD was used [25].
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Coping

The coping behaviors and thoughts were
assessed by Brief COPE scale (validated short form of
the COPE inventory); it is a self-report questionnaire
formed of 14 dimensions every dimension has two items.
The four-point Likert scale, ranging from “I haven’t been
doing this at all” (score one) to “I have been doing this
a lot” (score four) rated each item. There were no cutoff
point scores for coping strategies in this study [26], [27].

The 14 dimension are self-distraction, active
coping, denial, substance use, use of emotional
support, use of instrumental support, behavioral
disengagement, venting, positive reframing, planning,
humor, acceptance, religion, and self-blame, a validated
brief coping scale was used [28].

The 14 subscales were grouped into three
coping categories by summing items accordingly (with
higher scores indicating greater intensity of use of the
coping strategy). The three coping strategies and their
associated subscales were: A-problem-focused coping
(adaptive mode of coping) it includes active coping,
planning, instrumental support, and religion scales.

B-active emotional coping (adaptive emotion-
regulation strategy) it includes venting, positive
reframing, humor, acceptance, and emotional support
scales. C-avoidant emotional coping (viewed as
maladaptive) it includes self-distraction, denial,
behavioral disengagement, self-blame, and substance
use [29].

Demographic information

Information related to women’s marital status,
educational status, and occupation was obtained.
Some information (age, time since diagnosis, and stage
of disease) was obtained during an individual interview
with the participant.

Table 1: Baseline socio-demographic characteristics

Variable Control group (n = 95) Intervention group (n = 90) p-value

Age in year
Mean + SD 48.7 +13.2 479+11.9 0.68
Median (IQR) 49.00 (38:60) 47 (38:57)
Variable n (%) n (%)
Marital status
Married 58 (61.1) 58 (64.6) 0.74
Widow 21(22.1) 19 (21.1)
Divorced 11(11.6) 11(12.2)
Non married 5(5.3) 2(2.2)
Education
Preparatory or less 41 (43.2) 44 (48.9) 0.63
High school or equal 36 (37.9) 27 (30)
University/Postgraduate 18 (18.9) 19 (21.1)
Occupation
Employed 1(1.1) 1(1.1) 0.76
Retired 2(21) 1(1.1)
Disabled 31(32.6) 24 (26.7)
Never employed 61(64.2) 64 (71.1)
Intervention
° Radiation therapy sessions provided to BC

patient from Saturday to Wednesday. Patients

start registration at the radiation oncology
department at 7.30 am. Technicians started
their work at 9 am up to 7 pm divided into three
periods from 9 am to 12 pm, from 1 pm to 4 pm
and from 4 pmto 7 pm

° In the first period from 9 am to 12 pm about
5 to 6 patients were interviewed and received
intervention for 4-5 successive days while in
the second or third period About 5 to 6 patients
were interviewed as control group interview of
each patient took 30—45 min

° Interview of each patient took 30—45 min on
the 1% day then average 20-30 min each
intervention session for the next days

° The interview for data collection was done
in the waiting area of the patients after
ensuring patient privacy or in private room if
available, the initial interview for data collection
consumed 30—45 min for each case and each
intervention session took average 20-30 min
in private room, five sessions of group-based
intervention including 6-8 patients was done

° Patients’ phone numbers (home or cell phone)
were taken to help in follow up also researcher’s
phone number was available for the patients to
respond for their inquiries.

The first session focused on nutrition
education; it included information on healthy diets and
advice about changing the diet if necessary and how to
lose or gain weight according to the body mass index.

A brochure was given to intervention group to
help remembering information learned from nutritional
education session, the brochure was designed by the
researcher and revised by two professors from public
health and community medicine department and one
professor from clinical oncology department; it was
developed in simple Arabic language and tested for the
literacy level of the study population. Difficult medical
terms were simplified.

The second session was about regular deep
breathing exercise as a relaxation technique, the
researcher explained to the patients the importance
of the regular deep breathing and illustrated its steps,
and a flyer was given to intervention group to help
remembering information learned from this session.

The last three sessions were about stress
management, problem solving, coping and cognitive
reframing to examine and deal with negative thoughts
based on cognitive—behavioral theory. The booklet
formed of 17 pages; the main outlines and the use
of cognitive behavioral therapy (CBT) as the main
therapeutic intervention represent a collaborative work
between community medicine department, clinical
oncology department and psychiatry department.
It was designed by the researcher and revised by
two professors from public health and community
medicine department, one professor from clinical
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oncology department and one lecturer of psychiatry.
A booklet was developed in simple Arabic language,
pictures and cartoons were used to easily illustrate
information and gain attention of the readers.

Statistical analysis

Quantitative data were examined for normality
distribution using the Kolmogorov—Smirnov test and
the results were significant (p < 0.05) indicating a non-
normal distribution.

The data were summarized using mean
and standard deviation (SD) for normally distributed
quantitative variables and median and interquartile
ranges for not normally distributed quantitative
variables, while number and percentage were used to
summarize qualitative variables.

Differences in the baseline characteristics of
the two groups were compared by the two-sample
t-test. Paired t-test and Wilcoxon test were used to test
the effect of intervention. Independent sample t-test,
Mann—Whitney, and Chi-square tests were used
to compare differences between two independent
groups.

Spearman Correlation test was used to study
the possible impact of coping strategies on depression
and psychological health; significant differences were
found with level of significance p < 0.05.

Declarations

° Ethics approval and consent to participate

An informed written consent was taken from
each patient. All data obtained from every patient
were confidential and were not used outside the study.
The patients have rights to withdraw from the study at
any time without giving any reason. All the cost of the
investigations was afforded by the researcher.

Our study was approved by Research ethics
committee, Faculty of Medicine, Cairo University, on
July 15, 2017.

The committee’s reference number: N-46-2017

° Consent for publication: Not applicable
° Availability of data and material

The datasets generated and/or analyzed
during the current study are not publicly available due
to the current Cairo University regulations and Egyptian
legislation but are available from the corresponding
author on reasonable request and after institutional
approval.

° Competing interests
The authors declare that they have no
competing interests.

° Funding
This research received no specific grant from

any funding agency in the public, commercial, or not-
for-profit sectors.

Results

We report the results of the effects of a
psychosocial developed health-care model on
psychological distress, mood, and coping among
females with primary BC.

The studied BC patients of the intervention
and control groups showed no significant difference
as regarding age, marital status, education, and
occupation (Table 1).

The results showed that among intervention
group there was statistical significant decrease in the
mean of psychological distress, as regarding control
group there were no statistical significant difference
(Table 2).

Table 2: Comparison of psychological health using GHQ of
studied patients at baseline and follow-up

Parameters Control group (n = 95) (Mean * SD) Intervention group (n = 90) (Mean + SD)

Pre-test 7.7+35 79+34
Post-test  7.9+3.9 3+45
p-value 0.48 0.00*

GHQ: General health questionnaire.

In addition, Table 3 showed that among
intervention group there was statistical significant
decrease in the mean of HRSD, as regarding control
group there was no statistical significant difference.
Significant at p < 0.05 (Table 4) showed that among
the control group, there were no statistical significant
changes except for active emotional coping domain
that was significantly increased.

Table 3: Comparison of depression using HRSD of studied
patients at baseline and follow-up

Parameters Control (n = 95) Mean + SD Intervention (n = 90) Mean + SD

Pretest 11.9+58 125+6
Posttest 126+6.6 8+6.8
P value 0.19 0.00*

HRSD: Hamilton Depression Rating Scale.

As regarding follow-up of intervention group,
the means of the problem-focused, active emotional
coping domains significantly increased after 8 weeks of
follow-up (intervention group became more adaptive),
while there were no significant differences in avoidant
emotional coping style subscale.

Table 4: Comparison coping strategies using brief coping scale
of studied patients at baseline and follow-up

Parameters Control (n =95) Mean  p-value Intervention (n=90) p-value

+SD Mean + SD

Pretest Posttest Pretest Posttest
Problem focused 16.2+44 16.2+42 0.89 18+4.8 22+57 0.00*
Active emotional 20+4.2 209+4.3 0.01 216+45 25+54 0.00*
Avoidant emotional 18.5+3.5 19+3.6 0.1* 19.7+47 1913 0.11

As regards the 14 coping subscales, there
were no statistical significant changes among the
control group except for instrumental support that
was significantly decreased and venting that was
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significantly increased. while among intervention group;
the behavioral disengagement, self-blame and denial
significantly decreased after 8 weeks of follow-up,
while acceptance, self-distraction, emotional support,
positive reframing, planning, humor, religion, and active
coping increased significantly, there were no significant
differences in instrumental support, substance use, and
venting (Table 5).

Table 6 demonstrates that depression was
significantly only negatively correlated with Active
coping (r = —0.464*), religion (r = —0.455%), planning
(r = —=0.453%) and instrumental support (r = —0.351%)
positive reframing (r = —0.315*), emotional support (r =
—0.328%), acceptance (r = —0.389*), and self-distraction
(r = -0.436%) and was significantly positively correlated
with behavioral disengagement (r = 0.340%), substance
use (r = 0.216%), and self-blame (r = 0.302 among the
intervention group.

Table 5: Comparison coping subscales of studied patients at
baseline and follow-up

Parameters Control (n = 95) p-value Intervention (n = p-value

Mean (SD) 90) Mean (SD)
Pretest  Posttest Pretest  Posttest
A-Problem focused
Active coping 39+15 41+1.7 0.29 45+16 57+1.8 0.00
Religion 51+19 51+17 0.86 51+2 6.1+1.9 0.00*
Planning 34+15 3.6+15 0.18 42+2 58+18 0.00*
Instrumental support 36+16 33+13 004 4+16 43+16 0.09
B-Active emotional
Venting 38+15 44+14 000 42+15 4+13 007
Positive reframing 3814 39+16 032 44+18 55+1.7 0.00*
Humor 29+12 31+13 022 27+09 36+1.5 0.00*
Emotional support 41+17 42+16 040 46+21 54+17 0.00*
Acceptance 52+13 51+15 0.34 55+16 6.3+1.6 0.00*
Self-distraction 32+14 34+16 0.31 39+19 55+17 0.00*

C-Avoidant emotional

Behavioral disengagement 4.7 +14 5+1.7 0.06 5+1. 4+16 0.00*
Substance use 21+05 21+05 0.64 22+07 21+04 0.08
Self-blame 43+19 45+1.8 0.32 5+21 44+16 0.00*
Denial 39+£17 39+16 079 35+1.7 3+11 0.00*

Table 7 demonstrates that psychological
distress was significantly negatively correlated with
active coping(r = —0.311%), religion (r = —0.359%), and
planning (r = —0.264*) positive reframing (r = —0.269%),
humor (r = -0.219*) emotional support (r = =0.221%),
acceptance (r = —0.369*), and self-distraction (r =
—0.458%) and was significantly positively correlated with
behavioral disengagement (r = 0.306*) and substance
use (r = 0.260*) among the intervention group.

Table 6: Correlation between depression and coping strategies
among intervention and control groups

Brief COPE HRSD

Control Intervention
A-problem focused -0.197* -0.573*
Active coping -0.287* —0.464*
Religion —0.095 —-0.455*
Planning —-0.270* —-0.453*
Instrumental support 028 -0.351*
B-Active emotional -0.112 -0.384*
Venting 0.193 —0.002
Positive reframing —0.268* -0.315*
Humor -0.118 -0.164
Emotional support —-0.037 -0.328*
Acceptance -0.118 —0.389*
Self-distraction —-0.292* —0.436*
C—Avoidant emotional 0.081 0.153
Behavioral disengagement 0.035 0.340*
Substance use 0.012 0.216*
Self-blame 0.283* 0.302*
Denial 0.237* 0.119

HRSD: Hamilton Depression Rating Scale.

Discussion

Psychosocial developed health-care model
leads to significant improvement on psychological
health, mood, and coping of studied BC patients.

Among 185 BC patients who participated in
in the current study the mean age of the BC patients
of control group was 48.7 £ 13.2 years and that of the
intervention group was 47.9 £11.9 years. In a study
done by Michael et al. including 128 BC patients, mean
age of control group was 49.31 + 8.33 and that of the
intervention group was 50.08 + 7.48 and this age mean
is nearly the same as our study [30].

Table 7: Correlation between psychological distress and coping
strategies among intervention and control groups

Brief COPE GHQ

Control Intervention
A-Problem focused —-0.202* —0.425*
Active coping -0.118 -0.311*
Religion -0.137 —0.359*
Planning -0.347* —-0.264*
Instrumental support 0.016 -0.211
B-Active emotional -0.203* —0.352*
Venting 0.173 —0.157
Positive reframing —-0.240* -0.269*
Humor 0.003 -0.219*
Emotional support -0.128 -0.221*
Acceptance -0.333* -0.369*
Self-distraction -0.320* —0.458*
C-Avoidant emotional —-0.001 —-0.012
Behavioral disengagement 0.050 0.306*
Substance use 0.094 0.260*
Self-blame 0.159 0.134
Denial 0.136 —0.064

GHQ: General health questionnaire.

Most of BC female patients in our study
were married (61.1% and 64.6% of control and
intervention groups, respectively); that was in total
agreement with Herranz et al. study that includes
107 patients in intervention arm and 81 patients in
the control arm, conducted at Spain and reported
that also most of the studied BC patients were
married (74% and 81.3% of control and intervention
groups, respectively) [31].

As regard the percentage of high school and
more in our results which represent 56.8% among
control and 51.1% among intervention group; it truly
reflects the pattern of education among Egyptians
females as these results coincide with Egyptian
demographic health survey (EDHS) 2014 results in
which more than half of females have completed the
secondary level or higher, reflecting the long-term
trend toward increasing educational attainment among
women in Egypt [32].

Our results showed nearly the same percentages
as in Herranz et al. study, patients with preparatory or
less education represent 45.6% and 44.8% of control
and intervention groups respectively, high school or less
represent 34.5% and 32.7% of control and intervention
groups respectively, university represent 19.75 and 22.4%
of control and intervention groups respectively [33].

Most of BC patients in this study are never
employed represent 64.2% and 71.1% of control and
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intervention group, respectively; this is expected, as
the NCl is a specialized free oncology treatment center
for patients not covered with health insurance. This
also could be explained as the whole sample was only
females; this high percent goes with the EDHS 2014
results in which unemployment percent among females
is 86.4 % [34].

In the current study, there was statistical
significant decrease in the mean of GHQ among
intervention group from 7.9 (3.4) to 3 (4.5) with no
statistical significant difference among control group
which indicates improvement of the psychological
distress among the intervention group.

The results were in agreement with Bray
et al. study who conducted a longitudinal Randomized
Controlled Trial (RCT) (home-based psychosocial
intervention) at baseline (T1), after the 15-week
intervention (T2), and 6 months later (T3) at 18
Australian sites, among 242 participants who were
randomly assigned into intervention and control group,
There was lower level of psychological distress using
12 items GHQ in the intervention group at T2 (21.78;
95% ClI, 23.29 to 20.27; p = 0.02), with no significant
difference at T3 (21.50; 95% CI, 23.04 to 0.04; p =
0.06),no statistical significant difference among the
control group [35].

Results of the current study showed that after
intervention there was statistical significant decrease in
the mean of HRSD from 12.5 (6) to 8 (6.8) this means
that BC patients subjected to the intervention showed
improvement in mood.

Ourresults were in agreement with Eichler et al.
study where patients in the intervention group showed
significant improvement of the depressive symptoms
evidenced by HADS analysis with 57% reduction in
patient depression levels [36].

Depression among BC patients was greatly
reduced by the effect psychosocial intervention as
reported by Barsevick et al. [37].

A meta-analysis done by Xiao et al. who
assessed the effectiveness of individually delivered
CBT interventions in improving depression in patients
with BC using HRSD scale comparing the intervention
groups to the control groups showed significant
efficacy for individually delivered CBT in the reduction
of depression with standardized mean difference
-2.61 (95% CI, -4.07 to -1.14; overall effect Z,
3.49; p = 0.0005) [38].

The current study revealed that among the
control group there were no statistical significant
changes except for instrumental support that was
significantly decreased and venting mean that was
significantly increased. As regarding follow-up of
intervention group behavioral disengagement, self-
blame and denial significantly decreased after 8 weeks
of follow-up, while acceptance, self-distraction,
emotional support, positive reframing, planning, humor,

religion, and active coping increase significantly. There
were no significant differences in instrumental support,
substance use, and venting.

The current study revealed that among the
control group, there were no statistical significant
changes in the coping styles subscale except for active
emotional coping style subscale that was significantly
increased. This could be explained as women recover
from the effects of treatment, they are generally able to
return to their previous level of emotional functioning [39].

As regarding follow-up of intervention group
means of the problem-focused, active emotional coping
style subscales significantly increased after 8 weeks of
follow-up (intervention group became more adaptive),
while there were no significant differences in avoidant
emotional coping style subscale.

A RCT, held in 2011 by Farajzadegan et al.,
showed that after the intervention, problem-focused
coping strategies in the intervention group had
significant improvement than the control group while
emotion-focused strategies between the two groups
were not significantly different [40].

This could be explained as coping strategies are
sets of skills which are influenced by person’s conditions,
environment, culture and social support, insignificant
emotion-focused strategies in Farajzadegan et al. study
may be for this reason that trainings most affected the
person and due to no change has happened in patient’s
living conditions and social support. Another reason may
be that emotion-focused strategies need to increase the
number of training sessions or have additional training.

Evidence showed that psychosocial
interventions could help patients with cancer to cope
better with stressful situations. This training leads to a
more rapid return to normal life and lower limits at work and
home [41]. Problem-focused strategies are associated
with decreased anxiety, decreased depression and less
psychological distress [42]. Belief that BC would have a
chronic timeline is strongly related to the use of cognitive
avoidance and behavioral avoidance coping strategies,
with less use of problem-solving strategies [43].

As regard the correlation between different
coping strategy and depression, our results showed
that among the intervention and control group active
coping, planning, positive reframing, self-distraction,
and self-blame were significantly negatively correlated
with depression. Elsheshtawy et al. study also found
that there was significant positive correlation between
anxiety and positive reframing (r = 0.298%), planning (r
=0.277*), and venting (r = 0.301%) [28].

Our results showed that among the intervention
group there was correlation between participants’ use of
religion (r = —0.455%), instrumental support (r = -0.351%),
emotional support (r =-0.328%), acceptance (r = —-0.389%,
substance use (r = —0.455%), behavioral disengagement
(r = 0.340%), and their HADS depression scores.
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In our study, only denial (r = 0.237*) was positively
correlated with depression among the control group, BC
patients used denial as a coping strategy, as it helped
them to be distracted from the negative mood states [28].

Limitation

° Arranging time for the procedures of the study
so as not to interfere with subjects’ schedule
(the rea)

° Facing uncooperative patients who did not
have enough time and refused to join the
study

° Limiting the study to the radiation oncology
department in the NCI so results may not be
generalized to all BC patients in Egypt.

Conclusion

Psychosocial developed health-care model
leads to significant improvement on psychological
health, mood and coping of studied BC patients, there
was statistical significant decrease of psychological
distress, social and emotional dysfunction and cognitive
disorder, depression.
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