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Abstract

Objective Breast cancer is frequently associated with psycho-oncological burden for the affected patients. Severity and
temporal dimension are often not readily assessable, as many patients do not express their need for professional counseling.
Monitoring usually ends together with the patients’ intensive medical cancer therapy. Thus, information on the longitudinal
need for psycho-oncological support is limited. The aim of this questionnaire- based observational study was to identify
breast cancer patients in need of psycho-oncological support and to monitor these patients in the long-term.

Methods A total of 94 patients treated in two oncological practices in Germany between May 2011 and July 2015 were
included. 61 patients had primary breast cancer and 33 presented with recurrent/metastatic disease. To assess the patients’
burden, the standardized self-rating Questionnaire on Stress in Cancer Patients — short form (QSC-R10) was to be answered
by each patient at different time points.

Results Of 41% (n=39) initially burdened patients treated either in a curative or in a palliative setting, 67% (n=26)
still required psycho-oncological support at the time of the second survey.

Conclusions Psycho-oncological burden is common in breast cancer patients and the need for support persists over a long
period of time. In the future, this temporal dimension has to be adequately addressed after the completion of their intensive
medical cancer therapy. Thus, the long-term monitoring of cancer patients with the QSC-R10 is strongly recommended.

Keywords: breast cancer; curative/palliative treatment; psycho-oncological burden; psycho-oncological screening; QSC-R10

Intfroduction

In Germany, breast cancer is by far the most common cancer disease in
women with about 70,000 new cases per year [1]. In a large proportion of
the affected patients, the diagnosis is accompanied by fear of death, loss of
control, isolation, hopelessness, and depression [2]. Secondary to cancer

personal, self-assessment questionnaires may more realistically reflect the
validated instruments such as the Hospital Anxiety and Depression Scale
(HADS), the National Comprehensive Cancer Network
Distress-Thermometer (NCCN DT), and the Questionnaire on Stress in

diagnosis and treatment, around 30% of all cancer patients suffer from
significant psycho-social distress or require psycho-oncological support
[3, 4, 5]. However, the identification of burdened patients is generally very
difficult without implementing validated screening instruments, as many
of the affected patients do not express their need for professional
counselling and objective characteristics of the disease often do not
correlate with the subjective perception and reactions of the patients[4].

Since the psychological condition has a major impact on the individual
patient’s quality of life and may well affect the course of the disease [6], it
is of particular importance to detect psycho-oncological burden at an
early stage and thus to ensure psychological support in all phases of the
cancer experience. According to German national and international
guidelines, screening for psycho-oncological burden is recommended for
all breast cancer patients [7]. In this context, appropriate screening
procedures should be used in addition to clinical observations [5].
However, as many patients are incapable or unwilling to verbalize their
feelings and emotions to their physicians, family and medical care

Auctores Publishing — Volume1-001 www.auctoresonline.org Page - 01

Cancer Patients (QSC-R23) have been developed in the past [19] .

In the year 2008, the self-rating questionnaire QSC-R10 - which is the
short form of the QSC- R23 - was developed [4]. Compared to the
QSC-23, it is much shorter, which means less effort both for patients and
evaluating persons[4].

Since its implementation, the QSC-R10 is highly accepted among
professionals and patients within the distress-screening procedures in
comprehensive cancer centers in Germany [4]. Due to the high acceptance
and the minimal effort for answering the questionnaire, the QSC- R10
seems to be suitable for the long-term monitoring of cancer patients.
However, to our knowledge, concise information on the longitudinal need
for psychological intervention in breast cancer patients treated on an
outpatient basis is rare. Therefore, the present prospective observational
study was conducted to identify patients in need of psycho-oncological
support at an early stage, and to monitor these patients over a longer
period of time by using the QSC- R10.
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Methods

The present study was conducted from May 2011 until July 2015 in two
German oncological practices, in order to assess the psycho-oncological
burden of breast cancer patients. In this context, a total number of 94 adult
breast cancer patients treated in a curative (N=61) or palliative intent
(N=33) were asked to answer the self-assessment Questionnaire on Stress
in Cancer Patients — short form (Table 1) at least twice throughout the
observation period. The patients’ burden was classified according to
Herschbach & Weis, 2010 [5]: patients were considered as burdened/in
need of psycho-oncological support if >1 item was rated with a score of 5,
or 3 items were rated with a score of 4. A multidimensional burden was
diagnosed at a total score of >14. Throughout the observation period,
patients could receive psycho- oncological support.

Prior to study entry, informed consent into the data collection had been
obtained from each participating patient. This study was conducted
according to the Declaration of Helsinki and in regard to both national and
regional ethical guidelines. It was approved by the regional ethics
committee (Ethics Committee of the North Rhine Medical Council, study
number 2010310).

Here is a list of potentially stressful situations which might apply in your daily life. For each situ-
ation, please decide whether the situation applies to you. If so, please indicate how serious the
problem is for you by checking the box on the five-point scale “a slight problem” to “a very serious
problem”, If not, then check the box “not applicable”.
Mot Applies to me and is
asc - R10 APORCARA | oo e i
L2 v
1. I feel tired and weak. I Y Y A
2. 1am in pain. |_| r| |—] —| ] ]—|
3. | feel physically imperfect. [l Oo00n0oamn
4. | have too few opportunities to speak with a professional
about my psychological distress. [l OO00OO0OamOo
5. 1 am afraid that my disease will spread/recur. [ O000amno
6. It is difficult for my partner to empathize with my situation. ] OO0 00O
7. My sleep is disturbed. D D |:| :] D D
8. It is harder for me to take part in recreation activities o
(e.g. sports) now than it was before | became ll. O 0 o I
9. I do not feel well informed about my disease/treatment. [l 0 0 Ay g
10. | feel tense and/or nervous. [l O0O00O0 O 2

Table 1 .Questionnaire on Stress in Cancer Patients — short form (QSC-R10,
according to Book et al., 2011 [4]).

All statistical analyses were conducted with SPSS, version 19 (SPSS, Inc.,
Chicago, IL, USA). For the sample characteristics and items of the
QSC-R10, descriptive statistics were conducted. Fisher’s exact test was
used to verify the differences in need for psycho- oncological support
between 1st and 2nd survey. For all quantitative analyses, p<0.05 was
considered to indicate statisticalsignificance.

Results

Baseline patient characteristics

The median age in the entire study group was 59 years (range: 30-82
years). Patients intended for curative treatment (N=61) had a median age
of 55.0 years (range: 35-79 years) and were significantly younger (p=
0,013) than those subjected to palliative treatment (N=33) with a median
age of 66.0 years (range: 30-82 years).

The vast majority of patients (n=59; 98%) with curative treatment intention

exhibited a Karnofsky Performance Status (KPS) between 80 and 100
percent, meaning that they were able to work and carry on normal
activities. Among patients receiving palliative treatment, 29 (88%)
exhibited a high KPS of 80-100 percent (p=0,052).
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Consistent to the younger age of patients with curative treatment intention,
a significantly higher proportion out of this group were still working
(n=32; 53%) compared to those in the palliative setting (n=6; 18%)
(p=0,000). With 25 out of 32 individuals (78%), the majority of patients
with recurrent/metastatic disease were retired, versus 19 out of 61 the
patients (31%) in the curative cohort.

In general, the majority of the analyzed patients were living together with
a partner and/or with their children -instead of living alone. This number
was similar among patients with curative treatment intention (n=48; 79%)
compared to patients receiving palliative therapy (n=27; 82%)(p=0,718).

Psycho-oncological burden in breast cancer patients

Among all breast cancer patients included, a total number of 39 (41,5%)
suffered from psycho-oncological distress at the time of the first survey
(Figure 1). According to this, no signs of stress were reflected in the initial
evaluation of the QSC-R10 in 55 patients (58,5%). There was no
difference in median age between burdened and not-burdened patients
(p=0,172).

The average lead time time between the first and the second survey was
40,6 weeks (median:

30 weeks, range: 2-138 weeks). During the second survey, 26 (66,6%) of
the initially burdened patients were still identified to require
psycho-oncological support (Figure 1). Thirteen (33,3%) patients no
longer showed symptoms of psycho-oncological impairment. Among the
55 (58,5%) initially burden-free patients, 41 (74,5%) still showed no hints
of psycho-oncological distress at the time of the second survey. However,
fourteen individuals out of this group (25,5%) exhibited significant signs
of psycho-oncological impairment according to the results of the second
survey (Figurel).

Breastcancer patients
g

Burdened

| Notburdened
eSS {38,5%)

=39 (01,5%) | l

Burdened
=26 (66,6%)

Notburdened Burdened
Aetd (33,3%) 14 (25,5%)

Notburdened
nsdl (74,5%)

A p . . - / S

Figure 1 .Psycho-oncological burden in breast cancer patients throughout the
observation period.

Psycho-oncological burden by treatment intention

According to the evaluation of the QSC-R10 by treatment intention, no
significant differences were observed in the proportion of patients with or
without signs of psycho-oncological burden at the time of the first survey.
As shown in Figure 3, 26 out of 61 patients in the curative setting (42,6%)
and 13 out of 33 patients intended for palliative therapy (39,4%) were
burdened (p=0.828). Although a significant improvement was observed in
the curative setting (p=0.001) the majority of initially burdened patients
still required psycho-oncological support at the time of the second survey
(15/26). In total, fifteen of 61 patients in the curative and eleven of 33
patients in the palliative cohort exhibited symptoms of psycho-oncological
distress when completing the second QSC-R10 questionnaire. This means
that in two thirds of all initially burdened patients (i. e. 26/39; 67%) the
psycho-oncological distress was not resolved after a median lead time of
30 weeks (range: 2-138 weeks): 15/26 patients (57,7%) in the curative
and 11/13 patients (84,6%) in the palliative setting (Figure 2). Moreover,
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fourteen of 55 patients (25,4%), who initially showed no signs of
psycho-oncological burden, were in need of support at the time of the
second survey: five out of 35 patients (14,3%) who were receiving curative
therapy and nine out of twenty patients (45,0%) who were subjected to
palliative treatment, resulting in a significant worsening in this subgroup
during the observed period of time(p=0.032).
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Figure 2 .Psycho-oncological burden in breast cancer patients by treatment
intention
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Discussion

The present prospective questionnaire-based study is one of the first that
monitored breast cancer patients in the long-term regarding their need for
psycho-oncological support. In addition to the main objectives of medical
cancer treatment, psycho-oncological aspects have recently come more and
more into the clinical focus [8]. Many patients successfully repress their
disease throughout the intensive primary cancer treatment. However,
following the completion of this treatment phase, patients may feel
particularly vulnerable and face threats to their identity [9]. To its full
extend, psycho-oncological burden often occurs for the first time when
patients are no longer in contact with their physician as frequently as
throughout the intensive primary treatment. As shown in the present study,
psycho-oncological burden was already observed in >40% of the breast
cancer patients at an early stage during the course of the disease. Diagnosis
at this stage can diminish the risk of potential escalation of distress in the
future [10]. To ensure adequate support in all phases of the cancer
experience, psycho- oncological assessment is thus required from the time
of diagnosis and in the long-term following the completion of the
primarytreatment.

It is important that psycho-oncological burden in cancer patients is
diagnosed, as distress and psychiatric morbidity are known to be associated
with poorer outcomes including mortality [6]. In this context, Chan et al.
(2014) observed a survival benefit of 2.24 months, or 67 days in cancer
patients without psychiatric morbidity [6]. Various studies have shown a
direct correlation between the course of treatment and the patients’ quality
of life (QoL) [11, 12, 13]. QoL is an important measure of treatment
success because the treatment can affect the patient’s everyday life and can
cause serious harm, which can outweigh the advantages it is supposed to
achieve [14]. Therefore, the awareness among clinicians concerning the
relevance of maintaining and improving the QoL of patients undergoing
cancer treatment is increasing [15].

In consideration of the limited financial and human resources in the health
care system, it is necessary to use adequate instruments for the
identification of patients in need of psycho- oncological support [8]. In this
context, the QSC-R10 has shown good results specifically in cancer
patients [4]. This short form of the standard version QSC-R23 was
developed

especially for the purpose of distress screening. It can be completed by
cancer patients themselves within a few minutes. An electronic version of
the questionnaire, the QSC-R10e, is also available. It is answered online
on a computer and the result can be seen immediately [16]. Due to its
brevity and the minimal effort for answering and evaluating the results of
the questionnaire, the QSC-R10 is well suitable for repeated and long-term
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use in cancer patients. Generally, various types of therapy have proven to
be effective in the patients’ psychological condition. Alternative
non-verbal forms of therapy are increasingly used because cancer disease
is often accompanied by demanding experiences that are not always easily
captured in words [12]. In this context, Svensk et al. (2009) demonstrated
in a randomized controlled trial that art therapy improved the experienced
QoL among women undergoing treatment for breast cancer|[12].

Finally, the choice of therapy used to offer psychological support seems to
be less significant. In contrast, it is of primary importance to diagnose
burden and to subsequently create possibilities for the affected patients to
express their emotions, and in particular to process their concerns and
fears with perspectives for the future [12]. Even if the patient is cared by
family and friends, professional external support is necessary because the
affected ones are often worried that family and friends will be too
emotionally involved in their concerns and fears [17]. All in all, continued
assessment of the patients’ needs and symptoms provide the basis for
purposeful counselling [18]. In summary, the fundamental importance of
the long- term monitoring should be emphasized once more because, as
shown by the results of the present study, psycho-oncological burden is
present in a large proportion of the affected patients’ even long time after
the primary diagnosis. In this context, it seems to be of particular interest
that psychological distress was recorded during the second survey in
approximately one quarter of all patients who initially did not show any
signs of psychological impairment. This argues in favor that
psycho-oncological burden may well occur in a small but significant
subset of initially unaffected breast cancer patients after a prolonged
period of time. Thus, psycho-oncological support should be perpetuated in
order to prevent patients at risk to develop a late-onset form of
psycho-oncological distress from experiencing this clinically demanding
and QoL-deterioratingcondition.

Even though the present study is one of the very first that monitored breast
cancer patients over a prolonged period of time with regard to their need
of psycho-oncological support in an outpatient setting, it clearly owns
limitations such as the small sample size and the fact that this research was
conducted in two oncological practices only. Nonetheless, to all our best
knowledge our longitudinal study represents the first of its kind performed
in a real-world population of breast cancer patients treated for both
primary and metastatic disease thus underlining its potential value for the
clinical routine. Moreover, our results indicate the importance of long-term
monitoring the psycho-oncological burden of cancer patients and give
reason for further, comparable studies investigating an enlarged population
of patients for an equal or even longer observationtime.

In summary, psycho-oncological burden is very common in breast cancer
patients, independent of whether the patients are treated with a curative or
palliative intention. The need for psycho-oncological support not only
exists at the time of the first confrontation with the disease, but also after
the completion of the intensive primary cancer treatment. In the future, this
temporal dimension has to be addressed more sufficiently, in order to be
able to support patients in particular after the completion of the
irintensivetherapy.Thus, the long-term monitoring of cancer patients
with the QSC-R10 is strongly recommended, because the
questionnaire adequately reflects the psycho-oncological condition of the
affected patients, and it requires only minimal effort to be answered
Furthermore, the QSC-R10 is very well accepted among healthcare
professionals andpatients.

Conclusion

The psychooncological burden is common in breast cancer patients and is
influenced by various factors, including treatment intention. The QSC-R10
has proven to be an appropriate instrument to identify these factors, and to
reveal the need for psychooncological support. Timely initiation of
adequate measures as well as long-term monitoring beyond the completion
of the intensive primary cancer treatment are necessary to meet the
individual need of breast cancerpatients.
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