
Page I 

 

 

 

 

MERON AMARE BEKELE  

________________________________ 

 

ASSESSING THE QUALITY OF LIFE 

AMONG PATIENTS WITH BREAST 

CANCER AT TIKUR ANBASSA 

SPECIALIZED HOSPITAL, ADDIS 

ABABA, ETHIOPIA.  

 

 

 

 

 

Oslo and Akershus University College of Applied Sciences,  

Faculty of Social Sciences 

 



Page II 
 

Abstract 

 

Background: Breast cancer is certainly the most common form of cancer among women in 

Ethiopia. For a long time the focus has been on clinical management of cancer but nowadays 

Quality of Life is emerging as an important health outcome which requires to be incorporated 

in the holistic management of patients. Breast cancer is becoming a major health problem in 

many developing countries such as Ethiopia. Even though the burden of breast cancer is 

increasing, there are no studies conducted in Ethiopia that have investigated QoL among 

breast cancer survivors.  

 

Objective: The purpose of this study was to assess the quality of life of Ethiopian women 

with breast cancer who were patients at Tikur Anbassa Specialized Hospital, Addis Ababa, 

Ethiopia.  

 

Methods: This study was an institutional based cross-sectional research conducted on 250 

breast cancer patients from June to August, 2016. The Amharic version of European 

organization for research and treatment of cancer QoL questionnaires QLQ-C30 (Quality of 

Life Questionnaire-Cancer 30) and QLQ-BR23 (Quality of Life Questionnaire- Breast Cancer 

23) were used to measure the quality of life. The data entered to EpiData 3.0 and then 

exported cleaned and analyzed using SPSS 20 version software. Multiple and binary logistic 

analysis was performed to examine the association between independent variables on QoL. 

Furthermore, analysis of variance (ANOVAs) and f-test was performed to examine the 

relationship between independent variables and functional and symptom scales of both 

questionnaires. Informed consent was obtained from the participants of the study.  

 

Results: Overall, the results of this study are based on 250 respondents. On the EORTC-

QLQ-C30, participants scored low quality of life (Mean =52.5; SD = 26.0). Functional scale 

scores ranged from a mean of 52.6 (SD=42.6) for role functioning to a mean of 74.1 

(SD=28.59) for social functioning even though the items discriminatory ability was shown to 

be poor (Ŭ =0.32).  Except for pain and appetite loss all symptoms scales received scores 

above 50 implying most of breast cancer patients were symptomatic. Like wises, among 

QLQ-BR23 scales, the best score was observed for future perspective (mean 82.1, SD 30.3) 
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which indicates that patients have had less worries about their future health. Most of the 

socio-demographic variables, except the level of income and age of participants, did not show 

significant association with QoL of the participants. 

 

Conclusion: The quality of life among Ethiopian women with breast cancer is poor and 

measures should be taken to improve this.  

 

Key words: Quality of life, breast cancer  
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1.  INTRODUCTION  

 

1.1. Background 

Breast cancer is one of the most common health problems in the world. Annually, 1.3 million 

women are diagnosed with breast cancer worldwide which makes it the second most common 

form of cancer next to lung cancer worldwide (Michelle 2012). Different studies have shown 

that the number of patients with breast cancer is rising sharply in recent years. Breast cancer 

is the primary cause of death among women globally and it represents the most common 

female malignancy in both developing and developed countries (Benson and Jatoi 2012). 

Cancer has become one of the major health problems in Africa. Similar to the 

epidemiological transition, low-income and middle-income countries now face a cancer 

transition with infection-related and preventable cancers and an increase in previously less 

common cancers, such as breast cancer (Knaul 2011). Cancer and some other communicable 

diseases may overtake some infectious diseases as a leading cause of death by the year 2030 

in the African region (WHO 2015). Currently, breast cancer is the most common cancer in 

Africa (Parkin et al. 2014). Moreover; it is reported to be the leading cause of cancer death in 

Africa (Parkin et al. 2014).  

 

Ethiopia is one of the developing countries, which is a home to a growing population of more 

than 84 million people (Woldeamanuel, Girma, and Teklu 2013). Annually, around 60,000 

new cases of breast cancer are diagnosed in Ethiopia (WHO 2015). The major obstacle in the 

country is the lack of trained health professionals such as oncologists and other health 

professionals (WHO 2015). In 2006, oncology service started in an organized way at Tikur 

Anbassa Specialized Hospital, Addis Ababa, Ethiopia. Tikur Anbassa Specialized Hospital is 

the only natioǹs cancer referral center. This study will utilize this institution as a cross-

sectional study to assess QoL of patients with breast cancer. A study which was designed to 

assess the pattern of cancer from 1998-2010 in Oncology center in Ethiopia showed that 

breast cancer was about 26% of the cases, which makes it the second most common 

malignancy in female next to gynecological malignancy (47%) (Tigeneh et al. 2015). Due to 

lack of awareness, breast cancer patients in Ethiopia often ignore lumps and usually seek 
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treatment only when symptoms such as pain and itching occur which can be a reason to poor 

prognosis (Woldeamanuel, Girma, and Teklu 2013). This, in turn, can lead to a deterioration 

of the quality of life of breast cancer patients.   

 

The quality of life is a concept that came to focus after World War II and there have been 

many attempts at the definition of the concept (Poradzisz and Florczak 2013). The quality of 

life is defined as ñindividuals' perception of their position in life in the context of the culture 

and value systems in which they live and in relation to their goals, expectations, standards 

and concernsò (WHO 2016). The general well-being of individuals and societies has being 

evaluated by the term óquality of lifeô(Heydarnejad, Hassanpour, and Solati 2011). Studies 

conducted on the quality of life in breast cancer patients made a huge contribution to 

improving breast cancer care (Montazeri 2008). Therefore, this research endeavors to bring 

insights on QoL of breast cancer patients at Tikur Anbassa Specialized Hospital, Addis 

Ababa, Ethiopia. 

 

1.2. Problem Statement 

Breast cancer is the second most prevalent cancer in African women next to cervical cancer 

(Obrist et al. 2014). Despite the rise in the prevalence of breast cancer, the survival rate of 

clients with breast cancer in most developed countries has been increasing recently which is 

believed to be due to earlier detection and improved treatment (Boehmer et al. 2012). 

However, the survival rate of clients with breast cancer in most low and middle-income 

countries are still relatively low (Omotara et al. 2012). About two-thirds of the annual cancer 

mortality and more than 50% of all new cancers worldwide happen in low income and 

middle-income countries (Knaul 2011). The incurable nature of breast cancer along with its 

reoccurrence causes psychological distress to clients than the diagnosis of primary breast 

cancer that in turn affects the quality of life of these patients (Perry, Kowalski, and Chang 

2007, Grabsch et al. 2006).  

 

During the search of literature, there is only a single published study in Ethiopia which 

encompasses QoL of cancer patients (Tadele 2015). The study used a quality of life scale 



Page 3 
 

which was not specifically designed for breast cancer survivors but for measuring the quality 

of life in all cancer patients. Even though breast cancer is among the leading causes of 

morbidity and mortality among women, no report has been published that measures QoL 

specific to breast cancer patients in Ethiopia. Therefore, this study is probably the first study 

performed to measure the QoL among Ethiopian breast cancer patients using the QLQ-BR23 

and QLQ-C30 instrument. Moreover, a better understanding of these variables may improve 

the design and evaluation of interventions and the integration of quality of life assessment 

during patient care. 

 

1.3.  Significance of the study 

 

Studies suggest that QoL assessment is important to detect and treat physical or 

psychological manifestations. A study suggests that studies that assess QoL provide  crucial 

information about the impact of a disease and its treatment on physical, functional, social and 

emotional well-being to the patients and health care providers (Lesley 2002). The quality of 

life measurements have become increasingly significant in different studies. Mainly, the 

measurements are becoming significant in various disciplines such as medicine, nursing, 

sociology and psychology (Salonen et al. 2011a). There has long been an agreement among 

clinicians and social scientists to use quality of life assessment to measure the outcome of 

medical intervention (Bowling 1995). Survival prediction, response to treatment and 

psychological morbidity screening in breast cancer clinical trials are being assessed by using 

quality of life measurement tools (Scott et al. 2008). 

 

It is evident that breast cancer patients experience physical symptoms and psychological 

distress which can negatively affect their quality of life (Perry, Kowalski, and Chang 2007). 

The main purposes of different cancer treatments are improving the quality of life of clients 

either by cure or alleviating the adverse symptoms as much as possible (ibid). QoL 

assessment tools help to identify the influence of a disease and its treatments on various 

spheres of life of affected individuals (Kulesza-Bronczyk et al. 2014). Moreover, these tools 

can be used to guide a clinician about the patient's illness, design preventive measures and to 
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identify how certain treatments may affect the clientsô QoL (Perry, Kowalski, and Chang 

2007).  

 

Since there is a scarcity of information about the quality of life and its associated factors 

among breast cancer women in Ethiopia, this study aims to assess the quality of life of 

Ethiopian women with breast cancer at Tikur Anbassa Specialized Hospital, Addis Ababa, 

Ethiopia. This study can be used by policy-makers and it can guide further research to 

improve QoL and treatment outcomes.  

 

1.4 Literature review 

1.4.1. Breast Cancer Morbidity and Mortality  

 

Breast cancer is the most common malignancy which accounts almost 0.5 million deaths 

annually in the world (Benson and Jatoi 2012). Over the past three decades, the prevalence of 

breast cancer has increased and its number has almost doubled (Benson and Jatoi 2012). The 

risk of acquiring breast cancer increases as increased age and every woman in any age range 

are at risk of breast cancer (Omotara et al. 2012).  

 

Evidence suggest that as we compare it to the previous times, the survival rates for breast 

cancer patients has improved over the decades in the developed world (Benson and Jatoi 

2012). Among women who had breast cancer only 35% would be alive after ten years in the 

1960s; however, this figure was changed to 77% by the mid-1980s (Michelle 2012). In the 

developed countries, early detection through the use of various advanced treatment options 

can be accredited for much of the recent improvement in outcome for women with breast 

cancer (Shulman et al. 2010). In comparison to other cancer types, breast cancer even with 

the presence of metastases has a long course of illness than other common cancers (Grabsch 

et al. 2006). The recognition of the incurable nature is of the disease with reoccurrence is 

associated with greater distress for many clients than the diagnosis of primary cancer (Perry, 

Kowalski, and Chang 2007).  
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Despite a higher prevalence in wealthier countries, the incidence of breast cancer is rising 

steadily in less affluent societies. The countries that had a moderate incidence rate in the past 

such as Eastern Europe, South America, southern Africa and Asia or those countries that had 

a low incidence rate in sub-Saharan Africa are now experiencing rapid increase in the 

incidence (Benson and Jatoi 2012). When we look at the rate of change of the breast cancer at 

risk population of a typical African country, Nigeria, the size of the at-risk population is 

increasing steeply than that of the developed country such as France (Ogundiran, Akarolo-

Anthony, and Adebamowo 2010). Most African countries at this time have cone-shaped 

population pyramids which reflect a high fertility rate. Therefore, the majority of citizens of 

Africa are children and young adults and there are only small aging populations. When we 

look at the prevalence of breast cancer in African clinics, breast cancer among young women 

encompasses a higher proportion of the cases than among older women since African 

population has a low median age (Ogundiran, Akarolo-Anthony, and Adebamowo 2010). In 

contrast with older women, young breast cancer patients has a tendency to have clinically and 

pathologically aggressive breast cancer with rapid progression and a higher mortality in any 

population (ibid). Therefore, since African breast cancer patients tend to be young, the pattern 

of breast cancer that presents to clinics are mostly aggressive in the clinical course which is 

considered to have a high fatality rate (Ogundiran, Akarolo-Anthony, and Adebamowo 

2010). Ethiopia is one of the developing countries with a cone-shaped population pyramid. 

Ethiopia is one of the developing countries with a high prevalence of breast carcinoma next 

to gynecological malignancy (Tigeneh et al. 2015). Moreover, the number of death due to 

breast cancer is increasing in the country (ibid).  

 

1.4.2. Quality of life of patientsô with breast cancer 

 

For this particular study QoL among breast cancer clients should be understood as the 

perception of the clients about their physical, psychological, and social functioning following 

the diagnosis and treatment of the disease. QoL of patients with breast cancer is investigated 

in different studies mainly in the developed countries; however, there is a knowledge gap 

concerning the relationship between breast cancer and QoL of patients in Africa.  

The influence of a disease and its treatments on various spheres of life of affected individuals 

can be investigated by QoL scores (Kulesza-Bronczyk et al. 2014). The EORTC QOQ-C30 is 
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a tool that is currently being used to assess the quality of life of patients with cancer. This 

tool has a possible mean range between 0-100 with the scores for global health status which 

with high score represents better QoL (Aaronson et al. 1993). This tool incorporates different 

items which investigate the different dimensions of QoL in cancer patients such as functional, 

symptom, a global health status/QoL scale and different symptoms commonly reported by 

cancer patients. Moreover, breast cancer-related symptoms are being investigated using the 

QLQ-BR23 questionnaire in addition to the core questionnaire to assess the quality of life for 

breast cancer patients.  

 

Therefore, different studies conducted to assess QoL of patients with breast cancer by using 

these tools (EORTC QOQ-C30 and QLQ-BR23) reported different scores of different scales.  

According to these tools, a study conducted in Iran showed a low global health status among 

breast cancer patients which indicates low QoL (Safaee et al. 2008). This means that those 

breast cancer patients who were investigated in the study had low QoL.  Low global health 

score is also reported among women with advanced breast cancer in a cross-sectional study 

conducted in Australia (Grabsch et al. 2006). This implied that the study participants had low 

QoL. 

 

According to EORTC QOQ-C30, a high functional scale score represents a high/healthy level 

of functioning (Aaronson et al. 1993). The best functional outcomes (high level of 

functioning) were found for the cognitive and social functioning subscales among breast 

cancer patients who were admitted and treated in chemotherapy ward of Namazi hospital, 

south of Iran (Safaee et al. 2008). However, the same study showed low emotional 

functioning among the participants of the study (Safaee et al. 2008). In addition to cancer-

related symptoms, breast cancer patients may experience an acute side effect of the treatment 

which can be emotionally distressing and debilitating which in turn may affect their QoL 

(ibid). Different studies show that clients with breast cancer can experience impaired body 

image and sexual health due to changed anatomy, loss of function and poor cosmesis related 

with breast cancer and its treatment (Kinamore 2008).  
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1.4.3. Factors associated with quality of life of patient's with breast cancer 

 

Studies show that different factors can alter the health-related quality of life (HRQoL) of 

breast cancer survivors (Moro-Valdezate et al. 2014). A study conducted in Bahrain revealed 

that breast cancer patients who had high income, were premenopausal, were not married and 

had no history of metastases tended to have better global health-related quality of life (Jassim 

and Whitford 2013). Monthly family income less than 100 USD was associated with poor 

social functioning among Nepalese breast cancer patients (Manandhar et al. 2014). Moreover, 

the level of education, occupation, household income and type of health insurance were 

significantly associated with QoL of Chinese breast cancer patients (Yan et al. 2016). Which 

imply that social support and financial aid can improve patients QoL. An association between 

level of employment and body image reported; as employed women with breast cancer in 

Finland had a smaller risk of negative changes in body image than retired women (Salonen et 

al. 2011e). Mean sexual functioning and sexual enjoyment scores were higher for women< 50 

years old when compared to women >50 years old among UK breast cancer survivors 

(Hopwood et al. 2008).  

 

Some studies showed that time after treatments has an association with QoL of breast cancer 

patients. As reported by a study done in Sweden, time since diagnosis tended to have an 

association with HRQoL thus, breast cancer patients reported improved HRQoL over time 

(Larsson, Sandelin, and Forsberg 2010). Furthermore, a study done in Poland showed that 

QoL among breast cancer patients surveyed one year after mastectomy turned out to be 

significantly higher than in those examined one month after surgery (Kulesza-Bronczyk et al. 

2014). A study conducted in Bahrain showed that breast cancer patients who were recently 

diagnosed were more worried about their future, complained of more symptoms and more 

upset by the loss of hair (Jassim and Whitford 2013).  

 

Some studies reviled that there is a significant association between type of treatments and 

QoL in breast cancer patients. For example, a study conducted in Iraq describes this 

association in which breast cancer patients who took chemotherapy had medium impairment 

of QoL regarding physical problems while those who took radiotherapy had bad effects on 

their QoL (Alzabaidey 2012). However, Chinese breast cancer patients who received 
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chemotherapy reported lower scores for QoL (Yan et al. 2016). Among Indian breast cancer 

patients, those who had mastectomy had a better sexual functioning and sexual enjoyment as 

compared to those who had breast conservation therapy (Dubashi et al. 2010). On the other 

hand, physical health was similar across mastectomy group compared to breast conservation 

group among Indian breast cancer patients (Dubashi et al. 2010). Distress due to hair loss was 

seen to be significantly associated with chemotherapy, type of surgery and age (Hopwood et 

al. 2008). More intense upset by hair loss was noted among breast cancer patients who were 

recently diagnosed, divorced as opposed to single women and those who had intermediate 

education in Bahrain (Jassim and Whitford 2013). Jassim and Whitford (2013) further 

reported that advanced staging, metastases and shorter time since diagnosis had a major effect 

on QoL of breast cancer patients. The evidence above shows that QoL of breast cancer 

patients researched in different parts of the world produced different results. Several factors 

have been identified, therefore, it would be interesting to investigate the association between 

the experience of breast cancer, socio-demographic characteristics and QoL among Ethiopian 

women with breast cancer. 
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2. OBJECTIVE  

 

2.1. General Objective 

The purpose of this study was to assess the quality of life of Ethiopian women with breast 

cancer who were patients at Tikur Anbassa Specialized Hospital, Addis Ababa, Ethiopia.  

2.2. Specific Objectives 

1. To describe the quality of life of Ethiopian women with breast cancer at Tikur Anbassa 

Specialized Hospital. 

2. To assess the association between socio-demographic characteristics and quality of life of 

Ethiopian women with breast cancer. 

3. To assess the association between type of treatment and quality of life of Ethiopian women 

with breast cancer  

4. To assess the association between duration of treatment and quality of life of Ethiopian 

women with breast cancer 

Research Questions 

The following research question will be addressed in this study. 

What is the association between the experience of breast cancer, socio-demographic 

characteristics and QoL among Ethiopian women with breast cancer?  
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3.  METHOD OF DATA ANALYSIS  

 

3.1. Questionnaires 

3.1.1. Socio-demographic and clinical Characteristics 

 

The questionnaire included socio-demographic characteristics such as age (in years), marital 

status, educational status, occupation and monthly income (in birr). Moreover, it includes the 

clinical characteristics such as time since diagnosis and type of therapy they have taken. 

 

3.1.2. Quality of life  

In addition to a questionnaire containing socio-demographic characteristics and type and 

duration of treatment, the European Organization for Research and Treatment of Cancer 

(EORTC) version 3.0 of QLQ-C30 questionnaire was used to examine the QoL. Moreover, 

QoL breast cancer specific version (EORTC QLQ-BR23) questionnaire was used to assess 

breast cancer specific predictors of QoL. Therefore, the total of 60 items were incorporated in 

the questionnaire which includes the QLQ-C30 (30 items), EORTC QLQ-BR23 (23 items) 

and socio-demographic characteristics, type and duration of treatment (7 items) questions. 

 

The data was collected using the Amharic version of EORTC QLQ-C30 and EORTC QLQ-

BR23 questionnaire in addition to the basic background socio-demographic and clinical 

characteristics questions. The EORTC is an organization that has a set of a standardized 

questioners targeted to assess the QoL of cancer patients in general and different 

supplementary modules targeted for specific cancer types such as breast cancer 

(WHOQOLGROUP 1998). The QLQ-C30 is the main questionnaire which is aimed to 

address health-related quality of life of cancer patients in general. It incorporates 30 items 

among which are nine multi-item scales: five functional scales (Physical, Role, Cognitive, 

Emotional and Social Functioning); three symptom scales (Fatigue, Pain and Nausea or 

Vomiting), a global health status / QoL scale, and a number of single items assessing 

additional symptoms commonly reported by cancer patients (dyspnoea, loss of appetite, 
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insomnia, constipation and diarrhoea) and perceived financial impact of the disease. While 

the QLQ-BR23, which assesses the quality of life for breast cancer patients, has 23 items 

assessing disease symptoms, side effects of treatment (surgery, chemotherapy, radiotherapy 

and hormonal treatment), body image, sexual functioning and future perspective to predict 

the specific breast cancer related QoL predictors (Aaronson et al. 1993). Therefore, the 53 

questions from EORTC (30 questions QLQ-C30 and 23 questions QLQ-BR23) in addition to 

the 7 socio-demographic and clinical characteristics questions were used to collect data from 

the study participants in this study.  

 

The participants of the study requested to select only one answer from (óó1- Not at all, 2- A 

little, 3- Quite a bit or 4- Very muchôô) for the first 28 questions and they were asked to select 

one between the range from 1 (which means Very poor) to 7 (Excellent) in the EORTC QLQ-

C30 items global health status questions. When it comes to EORTC QLQ-BR23 questions, 

the participants requested to select only one answer (óó1-Not at all, 2-A little, 3-Quite a bit or 

4-Very muchôô) for each question.  

3.2 Scoring procedure (Statistical analysis) 

A supplemental scoring manual is provided with the questionnaire which was followed in the 

analysis. 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 to100. Range is the difference between the maximum possible value of Raw Scores (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. 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 

(Aaronson et al. 1993) .  
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A high scale score represents a higher response level. Thus a  

ü High score for a functional scale represents a high / healthy level of functioning 

ü High  score for the global health status / QoL represents a high QoL, but  

ü 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 standardize 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.  

 

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 = {1ī (RS ī1) }*100   

             Range 

Symptom scales / items: S = {(RS ī1)/range}*100  

Global health status / QoL: S = {(RS ī 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. 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 (Aaronson et al. 1993).  
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Similar questions were analyzed together for both questionnaires as presented in the tables 1 

and 2 below. 

 

Table 1 Scoring of items in EORTC QLQ-C30 V3with their analysis categories 

Analysis Category Scale  Number 

of items 

Item range Question numbers 

analyzed together 

Global health status/QoL     

Global health status/QoL  QL 2 6 29,30 

Functional scales 

Physical functioning  PF 5 3 1 to 5 

Role functioning RF 2 3 6 and 7 

Emotional functioning EF 4 3 21 to 24 

Cognitive functioning CF 2 3 20 and 25 

Social functioning SF 3 3 26 and 27 

Symptom  scales/items     

Fatigue FA 3 3 10,12 and 18 

Nausea and Vomiting NV 2 3 14 and 15 

Pain PA 2 3 9 and 19 

Dyspnea DY 1 3 8 

Insomnia SL 1 3 11 

Appetite loss AP 1 3 13 

Constipation CO 1 3 16 

Diarrhea DI 1 3 17 

Financial difficulties FI 1 3 28 

* 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 
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Table 2: Scoring of items in EORTC QLQ-BR23 with their analysis categories 

  Scale name  Number of items  Item range* QLQ-BR23 item number 

Functional scales      

Body image BRBI 4 3 9-12 

Sexual functioningÀ BRSEF 2 3 14,15 

Sexual enjoymentÀ BRSEE 1 3 16 

Future perspective BRFU 1 3 13 

Symptom scales / items 

Systemic therapy side 

effects 

BRST 7 3 1-4,6,7,8 

Breast symptoms BRBS 4 3 20-23 

Arm symptoms BRAS 3 3 17,18,19 

Upset by hair loss BRHL 1 3 5 

Remarks  

1. Sexual enjoyment (BRSEE) is not applicable if item 15 is scored ñnot at all.ò  

2. Upset by hair loss (BRHL) is not applicable if item 4 is ñnot at all.ò 

* ñItem rangeò is the difference between the possible maximum and the minimum response to 

individual items.  

À Items for the scales marked À are scored positively (i.e. ñvery muchò 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 (Aaronson et al. 1993).  

In this study, the raw scores for both EORTC QLQ-C30 and EORTC QLQ-BR23 were 

transformed to scores ranging from 0 to 100. There are no clear threshold levels stated in the 

search of literatures and in the scoring manuals for the EORTC QLQ-C30 and EORTC QLQ-

BR23 scales to indicate the threshold scores that are likely to mean significant impairment. 

Therefore, in this study, after transformation of each domain, it was dichotomized into 

ñAffected at any degreeò and ñNot affected at allò. In which a score below 75 (above 75 

mean no problem at all) for functional and QoL scales which indicate affected domain at any 

degree are used as affected. Scores above 25 mean (below 25 indicates no symptom at all) 
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which indicate there was a problem at any degrees have been used as affected for symptom 

scales. 

3.3 Statistical analysis 

The data was entered into EpiData 3.0 and then exported to the Statistical Package for Social 

Sciences (SPSS) version 20.0 for further cleaning and analysis. Before analyzing the surveys, 

responses were reverse coded as appropriate. Simple descriptive statistics such as 

frequencies, means, and standard deviations (SD) were calculated as appropriate. The internal 

consistency of the questionnaires was assessed by estimating the Cronbachôs alpha (Ŭ) values 

of the multi-item scales based on the recommendation of Ŭ > 0.70. 

 

Missing values were treated according to the scoring manual, which allows up to 50% 

missing observations per score. This means that the patient had to answer at least half of the 

items on the scale. In addition, the single-item measures were transformed into the same 

percentile scale. The transformation from raw score to percentile scale allowed the author to 

run a more sophisticated analysis of the data. 

 

Mean scores and mean differences of EORTC- QLQ-C30 and EORTC- QLQ-BR23 were 

calculated. After QoL, symptom and functional scales have been dichotomized bivariate and 

multivariate logistic regression analyses were used to explore the association between age, 

marital status, educational status, average monthly income, type of anti-cancer treatment, 

time since diagnosis and QoL and the possible association between functional and symptom 

scales with QoL. Crude and adjusted odds ratio (COR and AOR) at 95% level of confidence 

were calculated. One way analysis of variance (ANOVA) was performed to see if there were 

a significant mean difference between the different scale groups and socio-demographic 

variables which include age, marital status, income, educational status and occupation and 

time since diagnosis and type of anti-cancer treatment was included from clinical 

characteristics. For those scales with more than one item, the internal consistency of the 

instrument was assessed by calculating the Cronbachôs alpha coefficient. A higher value of 

Cronbach's alpha (Ŭ > 0.7) generally shows reliable internal consistency. While lower values 

(Ŭ < 0.7) may indicate questionable internal consistency.  
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4. MATERIAL AND METHODOLOGY  

 4.1 Study Area and Period 

This study was conducted at Tikur Anbassa Specialized Referral Hospital (TASRH) 

oncology unit from June- August 2016.  

 

Tiruk Anbassa Specialized Referral Hospital is government owned large referral teaching 

hospital, located in Kirkos sub-city under the administration of Addis Ababa University, 

College of Health sciences. Addis Ababa is a capital city of Ethiopia. The hospital has been 

inaugurated by the title ñPrince Mokonnen the Duke of Hararò Memorial Hospital on 

3/11/1973 and merged with the princess Tsehay memorial Hospital on 24/5/1975 by the name 

of Tikur Anbassa Hospital.  

 

The oncology center at the Hospital is the only referral center in the country. The hospital has 

600 beds, of which 18 are allocated to cancer treatment. Of the 201 physicians at the hospital, 

only two are hematologists, four are medical oncologists, four are radiotherapists, two are 

surgical oncologists, and one is a pediatric oncologist. Three palliative pain specialists also 

work at the hospital. Only 26 of the Black Lionôs 627 nurses are dedicated oncology nurses. 

The hospital has one CT scanner and one MRI scanner. In 2010, more than 260 000 patients 

in total were treated in the hospital, including more than 2000 adults and more than 200 

children with cancer. Treatments offered at the Black Lion Hospital cancer center include 

anti-cancer drugs, surgery, and radiotherapy (Woldeamanuel, Girma, and Teklu 2013).  

 

The Tele Therapy (commonly known as radiotherapy) center which is located and part of 

Tikur Anbassa Hospital. The hospital is the only institution which provides radiotherapy in 

Ethiopia. The radiotherapy center is opened in 1997 and it is a joint project between the 

Ethiopian government and the International Atomic Energy Agency (IAEA). In its first four 

years, the facility has treated 1,300 patients, with the number of patients growing steadily. 

Though a complete and recent data is not available, until 2009 there is a record of treatment 

provision for 11,983 patients who came from all regions in the country.   
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4.2. Study Design 

Institution based cross-sectional research design was employed in this study.  

 

4.3. Source and Study Population 

All breast cancer patients being evaluated and treated at the outpatient in oncology units were 

considered as a source population. Those breast cancer patients visiting the hospital and being 

evaluated or treated at the units from June-August/2016 and who met the eligibility criteria 

were invited as a study population. 

 

4.4. Inclusion and Exclusion criteria 

4.4.1. Inclusion criteria  

All out-patient female breast cancer patients who visited the hospital during the data 

collection period were eligible for participation in the study. 

 

4.4.2 Exclusion criterion 

Mentally incompetent patients, male breast cancer patients and other cancer patients (other 

than breast cancer) were excluded from the study.  

 

4.5. Sampling 

4.5.1. Sample size  

The data was collected from June-August 2016 from all the breast cancer patients who 

fulfill ed the inclusion criteria. Convenience sampling method was used. Therefore, 250 breast 

cancer patients who visited the hospital during the data collection period, who fulfilled the 

criteria and were willing to participate in the study, were included.  

 

4.6 Study Variables 

4.6.1. Dependent variables 

¶ Quality of life 
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4.6.2. Independent variables 

¶ Socio-demographic characteristics such as age (in years), marital status, educational 

status, occupation and average monthly income (in birr) 

¶ Clinical characteristics such as duration of time since diagnosis and type of 

anticancer treatment 

 

4.7 Data collection 

The data were collected through an interview with participants in a private meeting room at 

TASRH oncology unit. Patients who fulfilled the criteria were interviewed in the study. Each 

participant was individually interviewed after explaining the purpose of the study and 

obtaining an informed consent for participation in the study. 

 

4.8. Data Quality Management 

The questionnaire was piloted on 38 female breast cancer patients who were illegible in the 

same hospital before the study period to identify the clarity and applicability of the tools, and 

to provide feedback about the questionnaire and standardize the data collection approach.  

 

4.9. Ethical considerations 

This study was conducted through a direct interview of breast cancer patients. Therefore, 

ethical issues were considered in collecting, analyzing and reporting of the data. Permission 

letters were obtained from EORTC research group to use questionnaire and Tikur Anbassa 

specialized referral hospital to collect the data. The nurses and doctors at the oncology 

department were informed about the objective of the study and requested to inform the 

patients about the study and ask them if they were willing to participate. All participants gave 

an informed consent before they meet the data collector for an interview. For those 

participants who could not read and write, oral consent was asked and given. Furthermore, 

the data collector read the information letter to those who could read if they wanted before 

they signed the informed consent. Ethical clearance and professional approval was obtained 

from Regionale Komiteer for Medisinskog Helsefaglig Forskningsetikk (REK) and 

Institutional review board (IRB) of the College of Health Sciences of Addis Ababa 

University.  
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4.10. Dissemination of Results 

The result of this study will be submitted to Oslo and Akershus University College of 

Applied Sciences and TASRH at Addis Ababa University, College of Health Sciences and 

the copies will be given to TASRH oncology unit. The findings will also be attempted to be 

published in local or international journals and presentations at scientific conferences. 
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5. RESULTS 

 

The results of this research were based on 250 participants of the study who successfully 

completed the interview.   

5.1. Socio-demographic Characteristics 

The participants mean age was 45.51 ± 11.18 years (Mean ± SD). Most of the participants 

were married 160 (64.4%) followed by divorced 39 (15.6%). The majority of the respondents 

173 (69.2%) had completed some level of formal education while the rest 77 (30.8%) of the 

respondents didnôt attended formal education. More than half of the respondent 142 (56.8%) 

were housewives. The remaining participant had some sort of income source. Only 37.6% of 

the respondent earned more than >701 ETB (Ethiopian Birr) (Table 3 below summarizes the 

socio demographic characteristics of respondents). 

Table 3 Socio-demographic characteristics of breast cancer patients at TASRH, June ï 

September 2016, Addis Ababa, Ethiopia 

 Variable  Frequency 

N = 250 

Percent 

Age in completed year (Mean 45.51 ± SD 11.18)  

<40 102 40.8 

40-49 53 21.2 

50-59 63 25.2 

>=60 32 12.8 

Marital Status 

Never married 22 8.8 

Married 160 64.0 

Widowed 29 11.6 

Divorced 39 15.6 

Educational level 

No formal education 77 30.8 

<=6
th
 grade 43 17.2 
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7
th
 to 9

th
 grade 33 13.2 

10
th
 to 12

th
 grade 31 12.4 

12
th
 grade and above 66 26.4 

Occupation  

Housewife 142 56.8 

Government employee 57 22.8 

Merchant 26 10.4 

Other* 25 10.0 

Average monthly income in ETB 

No income 75 30.0 

<320 41 16.4 

320-700 40 16.0 

>701 94 37.6 

*Retired, student, farming, private employee 

 

5.2 Clinical characteristics 

The study participants were diagnosed with breast cancer and were under treatment for a 

period of time ranging from less than 12 months up to more than or equal to 60 months. The 

mean length of time since the diagnosis of breast cancer was 40.7 months (3.4 years), (Mean 

40.7 ±SD 33.9; range 3 to 216 months) and 5 years elapsed since the first diagnosis of breast 

cancer among 23.6% of respondents. Most of the participants (96.8%) received treatment in 

the form of chemotherapy alone or in combination with other forms of treatment such as 

surgery, radiotherapy, or hormonally therap. The majority of the participants (52.4%) 

received combination treatment of chemotherapy with surgery (Figures 1 and 2).
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Figure 1 Duration of disease diagnosis (time since diagnosis) of breast cancer patients at 

TASRH, June ï September 2016, Addis Ababa, Ethiopia 

 

 

b   
Combination of Chemotherapy, Radiotherapy, Surgery and Hormonal therapy 

c   
Surgery only (1),Hormonal therapy only(5),Chemo and Radiotherapy (7),Radio therapy and 

surgery(1) and surgery and hormonal therapy(1) 
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Figure 2 Type of anti-cancer treatment among breast cancer patients at TASRH, June ï 

September 2016, Addis Ababa, Ethiopia 

 

5.3. Quality of life among Ethiopian breast cancer patients 

 

The participants scored a global health status/QOL scale with a (Mean =52.5; SD = 26.0). 

Functional scale scores ranged from a mean of 52.6 (SD=42.6) for role functioning to a mean 

of 74.1 (SD=28.59) for social functioning even though the items discriminatory ability was 

shown to be poor (Ŭ =0.32) (Table 4). Except for pain (mean 46.0) and appetite loss (mean 

17.9) all the other symptom scales scored above the mean of 50. 

 

On the other hand, in the QLQ-BR23 functioning scales/items, the best score was observed 

for future perspective (mean 82.1, ±SD 30.3). Patients also had a low mean score (29.0) for 

sexual functioning. When it comes to the symptom scales, the breast symptoms were fairly 

high with a mean score of 59.2 (table 4 below summarizes the mean score, SD and 

Cronbachôs alpha).  

Table 4: Means, standard deviations (SD) and Cronbachôs Alpha values of the QLQ-

C30 and QLQ-BR23 Scales Variables 

Scale  Scales  Mean +SD Cronbach's alpha 

QOL Global health status /QOL 52.5±26.0 0.81 

   
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 

E
O

R
T

C
-Q

L
Q

-

C
3

0 

Functional scales 

Physical functioning 62.3±34.2 0.91 

Role functioning 52.6±42.6 0.94 

Emotional functioning 56.2±30.9 0.78 

Cognitive functioning 61.8±33.2 0.60 

Social functioning 74.1±28.5 0.32 

Symptom scales  

Fatigue 50.0±27.6 0.51 

Nausea and vomiting 55.7±38.3 0.87 

Pain 46.0±31.9 0.40 
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Dyspnea  57.1±41.5 NA 

Insomnia 53.5±42.1 NA 

Appetite loss 17.9±30.3 NA 

Constipation 62.5±35.7 NA 

Diarrhea 62.9±35.9 NA 

Financial difficulties 80.8±30.0 NA 

  
  
  
  
   

  
  
  
  
  
  
  
  Q

L
Q

-B
R

2
3 

Functional scales 

Body image 45.3±34.2 0.82 

Sexual functioning 29.0±26.2 0.1 

Sexual enjoyment 51.3±26.4 NA 

Future perspective 82.1±30.3 NA 

Symptom scales / items 

Systemic therapy side effects 34.6±29.7 0.89 

Breast Symptoms 59.2±29.4 0.77 

Arm Symptoms 33.6±28.3 0.63 

Upset by Hair Loss 28.8±33.0 NA 

NA: Not applicable (Reliability analysis is not applicable for a single item scales) 

 

5.4 Mean differences between Socio-demographic and clinical variables with EORTC 

QLQ-C30 function scale 

 

There was no significant mean difference across the age group, marital status, educational 

status, duration of disease and type of therapy with QOL score and all functional scales when 

measured with ANOVA. However, there was significant mean difference with monthly 

income in which those who were earning 320-700 ETB scored the lowest mean (poorest 

functioning) on physical and emotional functioning (Table 5 summarizes comparison 

between Socio-demographic and clinical variable and EORTC- QLQ-C30 functional scales).  
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Table 5: Mean differences between Socio-demographic variable and EORTC- QLQ-C30 functioning scales 

Variable  

 

QOL 

(Mean±SD) 

PF 

(Mean±SD) 

RF 

(Mean±SD) 

EF 

(Mean±SD) 

CF 

(Mean±SD) 

SF 

(Mean±SD) 

Age in completed year 

<40 50.3±26.7 61.6±35.8 53.6±44.4 55.3±31.0 61.4±34.1 73.2±30.0 

40-49 53.3±23.6 68.4±29.6 58.8±42.9 52.7±32.3 61.3±33.6 70.8±29.6 

50-59 53.7±28.2 56.1±35.0 49.2±39.2 58.7±30.3 63.2±33.2 75.4±26.6 

>=60 55.7±23.1 66.3±35.0 45.8±42.8 59.6±29.9 60.9±30.7 79.7±25.7 

P 0.709 0.236 0.498 0.663 0.984 0.536 

Marital status 

Single  48.5±25.8 56.7±26.7 41.7±40.4 45.8±30.6 64.4±22.6 68.9±31.8 

Married 51.6±26.5 62.0±36.1 53.3±43.9 57.3±31.3 59.5±34.9 72.7±29.0 

Widowed 53.7±24.2 63.0±35.3 56.3±43.3 58.9±32.5 67.2±32.6 82.2±25.2 

Divorced 57.5±25.6 65.8±29.0 53.0±37.8 55.1±27.6 65.8±31.5 76.5±26.1 

P 0.533 0.796 0.634 0.398 0.522 0.295 

Educational level 

No education 52.6±23.8 60.8±33.7 50.9±41.0 54.5±31.0 59.5±32.8 76.0±27.0 

<=6
th
 grade 57.2±25.9 67.3±33.9 60.9±42.4 63.4±29.3 69.4±31.3 81.0±28.3 

7
th
 to 9

th
  48.0±32.9 63.0±34.6 51.5±44.4 49.7±32.6 59.1±35.6 67.2±29.3 

10
th
 to 12

th
  47.3±24.1 56.6±35.4 43.0±42.3 51.9±29.6 61.3±34.0 68.3±33.7 

12
th
 & above 54.0±25.5 63.0±34.6 54.3±43.9 58.6±31.1 61.1±33.5 73.5±26.8 
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P 0.428 0.741 0.490 0.290 0.585 0.189 

Occupation 

Housewife 54.3±25.5 63.4±33.7 53.1±42.6 56.4±32.3 62.8±33.1 75.8±27.8 

Govôt employee 51.5±25.2 60.6±36.0 48.5±44.0 55.6±30.8 60.8±34.9 70.2±31.0 

Merchant 52.9±29.1 63.1±34.5 67.9±41.1 62.8±27.4 66.0±31.8 80.8±23.9 

Other
a 

44.0±26.8 58.9±33.5 43.3±38.5 49.3±25.8 54.0±32. 66.0±29.8 

P 0.324 0.911 0.165 0.484 0.579 0.169 

Average monthly income in ETB 

No income 56.6±25.5 67.7±33.4 53.6±43.5 57.8±32.4 62.7±33.9 74.9±29.3 

<320 55.1±24.4 69.8±29.8 52.8±41.3 58.9±26.7 69.5±29.6 77.6±30.2 

320-700 43.5±28.8 50.3±33.7* 45.8±43.2 41.7±31.7* 50.0±33.8 70.8±26.9 

>700 52.0±25.3 59.7±35.5 54.6±42.5 59.8±29.6 62.8±33.1 73.2±28.0 

P 0.070 0.025 0.741 0.013 0.059 0.730 

Duration of disease (Time since diagnosis in months) 

<12 49.6±26.4 56.2±35.4 52.3±43.0 56.5±31.0 57.2±33.2 73.3±28.1 

13-24 53.1±27.7 63.8±34.4 54.1±41.7 53.9±31.1 63.2±30.9 78.6±27.0 

25-36 58.1±20.3 71.6±28.1 52.0±41.6 62.3±28.5 62.3±30.8 74.5±28.5 

37-59 51.5±27.4 59.3±34.2 48.7±42.1 56.0±29.0 64.1±33.2 73.9±25.9 

>=60 52.5±26.2 64.2±35.3 54.5±44.9 54.4±33.5 63.8±36.9 70.6±32.1 

P 0.654 0.273 0.972 0.774 0.780 0.690 

Type of Therapy 
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Chemotherapy  46.1±20.6 47.5±38.4 41.2±40.0 57.4±30.2 61.8±34.7 72.5±32.8 

C and S 52.4±26.8 62.9±33.8 53.8±41.6 58.4±31.4 61.5±33.2 72.4±30.1 

CSR 57.4±25.3 66.8±31.8 55.8±43.4 54.6±29.2 67.5±32.4 78.9±24.9 

CSH 49.2±14.4 65.3±36.1 61.7±43.1 50.8±35.2 55.0±29.4 80.0±21.9 

All 
b 

54.9±30.2 67.8±33.6 53.9±47.7 64.7±26.1 63.7±36.0 66.7±29.5 

Other 
c 

41.1±26.1 47.1±37.7 34.4±44.3 35.6±30.9 44.4±31.9 75.6±25.9 

P 0.276 0.168 0.434 0.101 0.273 0.576 

 

PF=Physical Functioning, Role functioning=RF, Emotional functioning=EF, Cognitive functioning = CF, Social functioning=SF,CS= Chemo 

therapy and surgery, CSR= Chemo therapy, Radio therapy and surgery, CSH= Chemo therapy, surgery and hormonal therapy  

*The mean difference is significant at the 0.05 level down the group, according to Tukey HSD Post hoc test 

a 
Farming, retired, student 

b   
Combination of Chemotherapy, Radiotherapy, Surgery and Hormonal therapy 

c   
Surgery only (1),Hormonal therapy only(5),Chemo and Radiotherapy (7),Radio therapy and surgery(1) and surgery and hormonal therapy(1) 
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5.5. Mean differences between Socio-demographic and clinical variables with EORTC- QLQ-C30 symptom scales 

During the analysis of ANOVA for the symptom scales, significant mean difference was observed only for fatigue symptom scale among the 

educational status groups, in which those breast cancer patients who were below the sixth grade were less fatigued (scored the lowest mean). 

However, none of the other clinical variables were shown to have significant mean difference with all EORTC-C30 QOL scores (Table 6 

summarizes comparison between Socio-demographic and clinical variable and EORTC- QLQ-C30 functional scales).  

 

Table 6: Mean differences between Socio-demographic and clinical variables with EORTC- QLQ-C30 symptom scales 

Variable  Fatigue NV  Pain  Dyspnea Insomnia Appetite loss Constipation Diarrhea FI  

Age in completed year  

<40 51.2±27.3 58.3±37.9 48.4±32.1 56.2±41.2 52.9±42.3 19.9±31.6 63.7±37.6 64.7±36.9 82.4±29.6 

40-49 50.9±27.9 57.2±37.3 48.1±31.5 62.9±40.6 56.0±42.3 20.1±32.3 61.0±33.8 62.3±34.0 82.4±26.6 

50-59 48.7±26.9 52.6±39.5 41.3±33.3 54.0±43.8 51.9±42.7 13.2±27.8 66.7±31.7 64.0±34.0 79.9±31.4 

>=60 46.9±30.2 50.5±39.4 44.3±29.5 56.3±40.1 54.2±42.1 16.7±28.1 53.1±39.6 56.3±40.1 75.0±33.9 

P 0.849 0.672 0.521 0.695 0.960 0.516 0.352 0.700 0.644 

Marital Status        

Single 55.6±24.2 53.0±38.0 44.7±20.8 60.6±35.1 59.1±37.0 19.7±35.1 68.2±30.0 66.7±30.9 84.8±24.6 

Married 50.3±27.5 57.4±39.9 48.8±32.7 57.3±43.1 53.3±42.5 18.3±30.6 63.3±37.2 64.4±37.2 82.9±29.0 

Widowed 46.4±31.7 52.9±33.9 41.4±31.7 54.0±41.2 57.5±43.5 17.2±30.4 52.9±36.2 55.2±37.0 65.5±31.5 

Divorced 48.1±26.9 52.1±35.5 38.9±33.6 56.4±39.1 47.9±43.1 15.4±27.4 63.2±31.3 60.7±32.3 81.2±33.2 

P 0.664 0.823 0.289 0.955 0.721 0.943 0.430 0.574 0.032 
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Educational level 

No education 51.9±27.9 57.1±35.5 49.4±31.9 61.0±39.1 56.3±40.6 21.6±31.0 63.6±34.3 61.9±34.5 79.7±32.1 

<=6
th
 grade 35.7±25.3* 46.5±43.1 35.7±36.8 45.0±44.2 39.5±43.8 11.6±24.0 55.0±39.8 54.3±41.8 78.3±29.0 

7
th
 to 9

th
  56.6±24.0 53.5±37.0 48.5±30.4 60.6±42.0 51.5±44.9 15.2±30.2 69.7±33.7 72.7±32.8 79.8±33.3 

10
th
 to 12

th
  54.5±26.8 64.5±36.2 51.1±26.9 55.9±42.5 49.5±42.1 20.4±31.8 71.0±37.3 74.2±35.2 86.0±29.5 

12
th
 & above 51.5±28.3 56.8±39.5 45.2±30.8 59.1±41.3 62.1±40.0 17.7±32.7 58.6±34.1 59.6±33.8 81.8±26.9 

P 0.004 0.357 0.172 0.310 0.084 0.480 0.211 0.069 0.834 

Occupation  

Housewife 48.9±27.6 57.4±38.5 46.7±32.0 58.7±41.4 52.8±42.8 16.2±29.1 60.1±37.3 61.7±37.9 81.0±30.3 

Govôt employee 54.0±29.4 55.0±39.3 45.0±32.6 57.9±41.6 56.7±42.7 21.6±35.4 65.5±32.7 65.5±32.7 86.0±24.4 

Merchant 43.2±26.2 42.9±38.1 39.1±30.2 42.3±42.7 47.4±41.3 20.5±29.9 61.5±36.1 57.7±30.6 71.8±34.9 

Other
a 

53.8±23.9 60.7±34.0 51.3±32.2 61.3±39.3 56.0±39.3 16.0±25.7 70.7±32.4 69.3±37.2 77.3±32.9 

P 0.324 0.309 0.568 0.285 0.804 0.661 0.500 0.618 0.223 

Average monthly income in ETB 

No income 47.1±28.2 50.7±38.6 46.9±34.0 56.4±43.8 51.6±44.6 15.6±29.2 60.9±37.3 59.6±38.1 84.9±27.6 

<320 47.4±23.4 61.4±37.9 37.8±26.4 52.0±39.5 46.3±41.4 14.6±26.9 56.1±33.7 60.2±33.5 75.6±33.4 

320-700 55.0±29.2 62.9±34.1 56.7±31.3 65.0±39.2 55.8±40.2 20.0±30.0 70.0±38.3 69.2±40.2 76.7±33.1 

>701 51.2±28.0 54.1±39.7 44.3±31.9 56.4±41.5 57.1±41.4 20.2±32.9 63.5±33.9 64.2±33.2 81.6±28.8 

P 0.448 0.286 0.057 0.552 0.544 0.648 0.348 0.529 0.329 

Duration of disease( Time since diagnosis in months) 

<12 50.1±26.9 57.2±37.4 48.5±28.8 58.5±39.5 52.3±40.0 23.1±33.3 65.1±35.6 64.1±35.5 82.6±27.7 
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13-24 50.7±26.4 55.7±38.1 49.1±32.1 59.7±41.0 58.5±42.3 11.3±26.1 61.0±36.2 61.6±36.0 76.7±32.4 

25-36 43.1±28.8 48.0±36.6 43.6±31.8 50.0±39.6 49.0±41.2 10.8±24.2 50.0±33.1 52.9±32.9 77.5±32.5 

37-59 52.1±28.1 60.3±42.0 45.3±35.0 65.0±43.2 60.7±43.8 18.8±31.3 68.4±32.4 67.5±33.8 87.2±27.2 

>=60 51.6±28.7 55.4±38.5 42.4±33.5 52.0±43.9 48.0±43.9 21.5±32.0 64.4±38.1 65.5±39.1 80.2±30.4 

P 0.634 0.736 0.768 0.468 0.510 0.129 0.211 0.448 0.493 

Type of Therapy 

Chemotherapy  49.7±23.9 71.6±34.7 43.1±33.4 43.1±43.7 47.1±45.7 15.7±26.7 68.6±34.3 74.5±34.4 84.3±26.7 

CS  49.8±27.5 52.5±37.2 46.7±29.8 59.0±40.6 55.0±41.5 19.1±31.2 59.3±36.8 59.5±35.6 76.6±32.7 

CSR 47.8±29.1 53.3±39.0 43.6±33.6 56.7±41.8 50.6±43.6 14.4±28.4 63.3±35.1 62.8±37.4 82.2±27.8 

CSH 50.0±29.7 55.0±40.1 40.0±37.0 50.0±47.8 50.0±47.8 20.0±32.2 66.7±31.4 63.3±33.1 83.3±32.4 

All 
b 

51.6±23.2 50.0±46.4 49.0±37.9 56.9±42.1 58.8±38.2 11.8±23.4 62.7±35.1 60.8±35.8 94.1±17.6 

Other 
c 

58.5±31.3 81.1±28.1 53.3±34.6 62.2±43.4 55.6±43.0 28.9±39.6 77.8±32.5 82.2±33.0 91.1±19.8 

P 0.867 0.049 0.875 0.743 0.944 0.585 0.485 0.197 0.146 

 

  

 

CS=Chemo therapy and surgery,CSR= Chemo therapy,Radio therapy and surgery,CSH= Chemo therapy, surgery and hormonal therapy 

* The mean difference is significant at the 0.05 level down the group, according to Tukey HSD Post hoc test 

a 
Farming, retired, student 

b   
Combination of Chemotherapy, Radiotherapy, Surgery and Hormonal therapy 
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c   
Surgery only (1),Hormonal therapy only (5),Chemo and Radiotherapy (7),Radio therapy and surgery(1) and surgery and hormonal therapy(1) 

NV= Nausea and vomiting, FI=Financial impact 
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5.6. Mean differences between Socio-demographic and clinical variable with EORTC- 

QLQ-BR23 function scales 

 

In the analysis of mean differences between QLQ- BR2 functional scales with socio-

demographic and clinical variables; patientsô age, marital status and educational level have 

shown significant mean differences. None of the functional scales have shown significant 

mean difference among the groupsô occupation, average monthly income, time since 

diagnosis and type of therapy the respondents took. 

  

Participantôs above 60 years old were the poorest in sexual functioning (lowest score), those 

divorced scored poorest in sexual enjoyment. Moreover, widowed respondents had low 

sexual functioning whereas those who were above 12
th
 grade had the highest score in sexual 

functioning which implies performing the best in sexual functioning (Table 7 below 

summarizes comparison between Socio-demographic and clinical variable and EORTC- 

QLQ-BR23 functional scales).  
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Table 7:  Mean differences between Socio-demographic variables with BR23 function 

scale 

 

Variable  Body 

image 

Sexual 

functioning 

Sexual 

enjoyment 

Future 

perspective 

Age 

<40 45.3±34.0 29.9±25.5 47.8±28.7 80.1±31.6 

40-49 43.7±36.0 32.4±26.4 51.9±26.7 79.9±32.3 

50-59 46.7±35.0 31.2±27.8 56.8±18.1 86.8±27.8 

>=60 45.1±31.5 16.1±21.8* 50.0±70.7 83.3±28.1 

P 0.975 0.026 0.583 0.516 

Marital Status   

Single  38.6±30.5 31.1±27.8 61.1±25.1 80.3±35.1 

Married 45.1±34.6 33.0±26.1 52.3±25.7 81.7±30.6 

Widowed 47.4±35.4 14.9±20.6* 55.6±38.5 82.8±30.4 

Divorced 48.1±34.1 21.8±25.1 20.0±18.3* 84.6±27.4 

P 0.753 0.001 0.042 0.943 

Educational level 

No education 41.2±32.8 22.3±24.4 47.0±26.5 78.4±31.0 

<=6
th
 grade 58.5±35.4 26.0±27.5 52.1±17.1 88.4±24.0 

7
th
 to 9

th
  43.9±33.9 34.3±24.6 40.7±29.3 84.8±30.2 

10
th
 to 12

th
  43.0±30.0 32.8±26.7 61.5±23.0 79.6±31.8 

12
th
 & above 43.1±35.9 34.3±26.6* 55.6±28.5 82.3±32.7 

P 0.090 0.033 0.177 0.480 

Occupation  

Housewife 44.8±33.7 26.8±25.4 50.0±27.0 83.8±29.1 

Govôt employee 43.7±36.3 35.7±27.9 49.4±26.2 78.4±35.4 

Merchant 58.3±33.7 25.0±23.2 55.6±21.7 79.5±29.9 

Other
a 

38.0±30.4 30.7±28.3 66.7±33.3 84.0±25.7 

P 0.166 0.142 0.521 0.661 

Average monthly income in ETB   

No income 46.8±36.3 27.8±27.7 52.5±23.6 84.4±29.2 
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ü PF=Physical Functioning, Role functioning=RF, Emotional functioning=EF, Cognitive 

functioning = CF, Social functioning=SF,CS= Chemo therapy and surgery, CSR= Chemo 

therapy, Radio therapy and surgery, CSH= Chemo therapy, surgery and hormonal therapy  

ü * The mean difference is significant at the 0.05 level down the group, according to Tukey 

HSD Post hoc test 

ü a 
Farming, retired, student 

ü b   
Combination of Chemotherapy, Radiotherapy, Surgery and Hormonal therapy 

ü c   
Surgery only(1),Hormonal therapy only(5),Chemo and Radiotherapy (7),Radio therapy and 

surgery(1) and surgery and hormonal therapy(1)

<320 48.0±30.7 19.9±23.0 58.3±29.5 85.4±26.9 

320-700 39.2±30.8 31.3±23.0 35.6±34.4 80.0±30.0 

>700 45.5±35.4 33.0±26.9 54.3±23.7 79.8±32.9 

P 0.644 0.055 0.084 0.648 

Time since diagnosis 

<12 45.4±33.4 24.4±25.7 47.2±32.5 76.9±33.3 

13-24 41.4±32.1 23.9±23.5 51.0±29.1 88.7±26.1 

25-36 50.5±32.0 32.8±28.0 58.3±22.8 89.2±24.2 

37-59 40.2±37.4 35.9±26.4 56.1±19.4 81.2±31.3 

>=60 49.0±36.1 31.9±27.0 47.4±25.3 78.5±32.0 

P 0.550 0.083 0.581 0.129 

Type of therapy 

Chemotherapy  49.0±32.9 24.5±24.4 46.7±29.8 84.3±26.7 

CS  44.5±33.2 26.6±26.5 48.1±31.1 80.9±31.2 

CSR 46.9±34.3 31.9±26.4 48.4±24.1 85.6±28.4 

CSH 53.3±45.5 28.3±24.9 60.0±14.9 80.0±32.2 

All 
b 

44.1±35.6 44.1±26.3 58.3±15.1 88.2±23.4 

Other 
c 

36.7±37.4 26.7±22.5 72.2±13.6 71.1±39.6 

P 0.861 0.148 0.276 0.585 
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5.7. Mean differences between Socio-demographic and clinical variable with EORTC- 

QLQ-BR23 symptom scales 

Among the BR23 symptom scales, only educational level from the socio demographic 

characteristics and type of therapy from clinical characteristics of the respondents have 

shown significant mean difference. However, there was no significant mean difference with 

the rest of socio demographic characteristics and the duration of disease. 

 

Arm symptoms have shown to occur less among those who were below sixth grade. Breast 

symptoms were significantly higher among those who were treated with surgery only, 

hormonal therapy only, chemotherapy and radiotherapy, radio therapy and surgery, and 

surgery and hormonal therapy (Other c) (Table 8 below summarizes comparison between 

Socio-demographic and clinical variable and EORTC- QLQ-BR23 symptom scales).  

 

Table 8: Mean differences between Socio-demographic and clinical variables with BR23 

symptom scales 

 

Variable  Systemic therapy 

side effects 

Breast 

Symptoms 

Arm Symptoms Upset by Hair 

Loss 

Age in completed year  

<40 35.2±31.0 61.3±29.5 34.4±27.9 33.3±37.6 

40-49 29.1±26.4 59.4±27.5 35.6±28.5 22.2±19.2 

50-59 39.4±30.3 59.0±30.1 30.5±28.4 33.3±33.3 

>=60 32.6±29.5 52.6±31.0 33.3±30.0 0.0 

P 0.306 0.549 0.776 0.612 

Marital Status   

Single 39.6±23.7 60.2±28.0 37.4±30.2   

Married 34.8±31.4 60.6±30.7 33.8±27.8 25.5±34.4 

Widowed 33.7±30.7 53.4±29.3 34.1±31.3 55.6±19.2 

Divorced 31.9±25.4 57.1±24.8 30.2±27.8 16.7±23.6 

P 0.805 0.635 0.812 0.314
d 
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Educational level 

No education 35.4±28.7 60.0±27.7 36.5±30.5 16.7±19.2 

<=6
th
 grade 29.8±29.2 50.6±34.0 20.4±20.3* 41.7±31.9 

7
th
 to 9

th
  34.8±30.4 62.4±27.2 35.4±27.8 33.3±47.1 

10
th
 to 12

th
  41.8±30.8 68.5±28.3 35.1±29.0 27.8±39.0 

12
th
 & above 33.5±30.6 58.0±28.9 37.0±28.5 25.0±31.9 

P 0.549 0.116 0.022 0.889 

Occupation  

Housewife 33.7±29.3 59.2±30.2 32.4±27.8 15.2±17.4 

Govôt employee 36.6±31.6 60.2±29.5 38.4±32.0 33.3±42.2 

Merchant 32.2±30.1 51.3±29.1 30.3±28.0 55.6±19.2 

Other
a 

38.1±28.7 65.3±23.8 32.4±22.4 50.0±70.7 

P 0.829 0.386 0.519 0.188 

Average monthly income in ETB 

No income 30.3±28.5 55.4±30.1 31.9±26.4 11.1±17.2 

<320 29.2±26.7 59.8±25.7 27.9±26.8 16.7±23.6 

320-700 44.2±29.9 66.3±30.8 37.8±30.0 44.4±50.9 

>701 36.5±31.1 59.0±29.6 35.6±29.7 36.4±34.8 

P 0.057 0.316 0.354 0.376 

Time since diagnosis 

<12 39.0±30.5 60.9±30.5 35.6±27.9 16.7±18.3 

13-24 33.0±29.2 58.5±27.0 31.7±26.5 66.7±33.3 

25-36 28.6±24.9 49.8±28.7 28.4±28.8 8.3±16.7 

37-59 36.9±30.2 64.1±28.8 36.5±28.5 50.0±23.6 

>=60 33.3±31.7 60.2±30.8 34.1±30.3 28.6±40.5 

P 0.505 0.298 0.719 0.115 

Type of therapy 

Chemotherapy  49.9±32.5 71.6±27.0 30.1±25.7 52.4±32.5 

CS  33.8±29.3 56.0±29.9 34.4±29.2 11.1±16.7 

CSR 30.6±28.1 58.2±25.7 30.7±27.7 0.0 

CSH 31.4±30.5 60.0±30.9 34.4±29.8 16.7±23.6 

All 
b 

29.7±29.6 55.9±36.2 34.6±23.9 33.3±0 
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Other 
c 

48.6±32.0 80.6±23.5 40.0±31.9 50.0±70.7 

P 0.087 0.024 0.883 0.136
d 

 

ü CS= Chemo therapy and surgery,CSR= Chemo therapy,Radio therapy and surgery,CSH= 

Chemo therapy, surgery and hormonal therapy  

ü * The mean difference is significant at the 0.05 level down the group, according to Tukey 

HSD Post hoc test 

ü a 
Farming, retired, student 

ü b   
Combination of Chemotherapy, Radiotherapy, Surgery and Hormonal therapy 

ü c   
Surgery only(1),Hormonal therapy only(5),Chemo and Radiotherapy (7),Radio therapy and 

surgery(1) and surgery and hormonal therapy(1) 

ü d
Post hoc tests are not performed for Upset by hair loss score because at least one group has 

fewer than two cases 

 

 

5.8. Bivariate and Multivariate analysis 

Bivariate and multivariate analysis was performed to assess the relative effect of associated 

factors and functional and symptom scales of EORTC- QLQ-C30 and EORTC- QLQ-BR23 

on the outcome variable QoL. The multivariate analysis was performed separately for QoL 

with socio demographic and clinical variables, EORTC- QLQ-C30 symptom and functional 

scales and EORTC- QLQ-BR23 symptom and functional scales in a total of 5 different 

models. 

 

In the bivariate analysis, only average monthly income from socio-demographic variables and 

type of therapy and duration of disease from clinical characteristics showed significant 

association. However, in the multivariate analysis clinical variables lost their association and 

only average monthly income kept its association independently. This means, in comparison 

with those who have reported that they didnôt have income, those who earn 320-700 ETB 

were about thirty percent less likely to have good (unaffected) quality of life (Table 9). The 

term affected is used for those participants who said óNot at allô and unaffected is used for 

those who said óA little, quite a little, and very muchô for functional scale but the reverse is 

true for the symptom scale.  
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In the analysis of the association between EORTC- QLQ-C30 symptom and functional 

scales, bivariate analysis showed that, except for symptoms of Insomnia, all functional and 

symptom scales have shown association with QoL. However, after adjusting for confounding 

variables with multivariate analysis emotional functioning, cognitive functioning, fatigue, 

nausea and vomiting, appetite loss and financial difficulties maintained their association. 

 

Those who were classified as having unaffected emotional and cognitive functioning were 

about 2 times more likely to have good QoL. Regarding symptom scales, those who were 

having less fatigue were less likely to have unaffected QoL. While those who have no 

problem of nausea and vomiting, appetite loss and financial difficulties were about four, one 

and half and above two times more likely to have unaffected quality of life respectively 

(Table 10). 

 

Like wises in the analysis of the association between EORTC-BR23 symptom and functional 

scales, the bivariate analysis showed significant association between QoL and all functional 

scales and systemic therapy side effects and breast symptoms  have shown significant 

associations. But in the multivariate analysis all functional scales lost their association while 

all symptom scales have shown independent association with QoL. Those who have no 

systemic therapy side effects and have no breast symptom concerns were about four and 

above two times more likely to have unaffected QoL (Table 11).  

(Tables 9-11 summarizes the association between QoL with socio demographic variables, 

clinical characteristics and EORTC-QLQ-C30 and BR23 functional and symptom scales). 
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Table 9: Binary and multivariate logistic regression analysis to observe association 

between Socio-demographic variables and Quality of life 

Variable  QOL COR (95%CI)  AOR (95%CI)  

Affected N(%) Not affected N(%) 

Age in completed year 

<40 76 (41.3) 26 (39.4) 1  

40-49 41 (22.3) 12 (18.2) 0.9 (0.4, 1.9)  

50-59 43 (23.4) 20 (30.3) 1.4 (0.7, 2.7)  

>=60 24 (13.0) 8 (12.1) 1.0 (0.4, 2.4)  

Marital status 

Single  17 (9.2) 5 (7.6) 1  

Married 117 (63.6) 43 (65.2) 1.3 (0.4, 3.6)  

Widowed 22 (12.0) 7 (10.6) 1.1 (0.3, 4.0)  

Divorced 28 (15.2) 11 (16.7) 1.3 (0.4, 4.5)  

Educational level 

No education 58 (31.5) 19 (28.8) 1  

<=6
th
 grade 30 (16.3) 13 (19.7) 1.3 (0.6, 3.0)  

7
th
 to 9

th
  22 (12.0) 11 (16.7) 1.5 (0.6, 3.7)  

10
th
 to 12

th
  25 (13.6) 6 (9.1) 0.7 (0.3, 2.1)  

12
th
 & above 49 (26.6) 17 (25.8) 1.1 (0.5, 2.3)  

Occupation 

Housewife 102 (55.4) 40 (60.6) 1  

Govôt employee 45 (24.5) 12 (18.2) 0.7 (0.3, 1.4)  

Merchant 17 (9.2) 9 (13.6) 1.4 (0.6, 3.3)  

Other
a 

20 (10.9) 5 (7.6) 0.6 (0.2, 1.8)  

Average monthly income in ETB 

No income 49 (26.6) 26 (39.4) 1 1 

<320 29 (15.8) 12 (18.2) 0.8 (0.3, 1.8) 0.8 (0.3, 2.0) 

320-700 33 (17.9) 7 (10.6) 0.4 (0.2, 1.0) 0.3 (0.1, 0.9)* 

>700 73 (39.7) 21 (31.8) 0.5 (0.3, 1.1) 0.6 (0.3, 1.2) 

Duration of disease( Time since diagnosis in months) 

<12 51 (27.7) 14 (21.2) 1 1 

13-24 36 (19.6) 17 (25.8) 1.7 (0.8, 3.9) 1.7 (0.7, 4.1) 
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25-36 24 (13.0) 10 (15.2) 1.5 (0.6, 3.9) 1.3 (0.5, 3.8) 

37-59 30 (16.3) 9 (13.6) 1.1 (0.4, 2.8) 0.9 (0.3, 2.6) 

>=60 43 (23.4) 16 (24.2) 1.4 (0.6, 3.1) 1.3 (0.5, 3.1) 

Type of Therapy 

Chemotherapy  16 (8.7) 1 (1.5) 1 1 

C and S 94 (51.1) 37 (56.1) 6.3 (0.8, 49.2) 6.1 (0.8, 48.7) 

CSR 41 (22.3) 19 (28.8) 7.4 (0.9, 60.1) 6.8 (0.8, 57.4) 

CSH 9 (4.9) 1 (1.5) 1.8 (0.1, 32.0) 1.5 (0.1, 28.1) 

All 
b 

11 (6.0) 6 (9.1) 8.7 (0.9, 83.0) 7.5 (0.7, 78.2) 

Other 
c 

13 (7.1) 2 (3.0) 2.5 (0.2, 30.3) 2.7 (0.2, 33.6) 

 

ü *Statistically significant at P<0.05 

ü a 
Farming, retired, student 

ü b   
Combination of Chemotherapy, Radiotherapy, Surgery and Hormonal therapy 

ü c   
Surgery only(1),Hormonal therapy only(5),Chemo and Radiotherapy (7),Radio therapy and 

surgery (1) and surgery and hormonal therapy(1). 

 

 

 

Table 10: Binary and multivariate logistic regression analysis to observe association 

between EORTC- QLQ-C30 functioning and symptom scales with quality of life 

Variable  QOL COR (95%CI)  AOR (95%CI)  

Affected 

N(%) 

Not affected 

N(%) 

Functional scales 

Physical 

functioning 

Affected N(%) 125 (67.9) 23 (34.8) 1 1 

Not affected N(%) 59 (32.1) 43 (65.2) 4.0 (2.2, 7.2)* 1.5 (0.6, 3.4) 

Role 

functioning 

Affected N(%) 126 (68.5) 22 (33.3) 1 1 

Not affected N(%) 58 (31.5) 44 (66.7) 4.3 (2.4, 7.9)* 1.7 (0.7, 3.9) 

Emotional 

functioning 

Affected N(%) 137 (74.5) 24 (36.4) 1 1 

Not affected N(%) 47 (25.5) 42 (63.6) 5.1 (2.8, 9.3)* 2.1 (1.0, 4.4)* 

Cognitive Affected N(%) 128 (69.6) 23 (34.8) 1 1 
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functioning Not affected N(%) 56 (30.4) 43 (65.2) 4.3 (2.4, 7.8)* 2.2 (1.1, 4.4)* 

Social 

functioning 

Affected N(%) 102 (55.4) 20 (30.3) 1 1 

Not affected N(%) 82 (44.6) 46 (69.7) 2.9 (1.6, 5.2)* 1.7 (0.9, 3.2) 

Symptom scale 

Fatigue 

 

Affected N(%) 143 (77.7) 46 (69.7) 1 1 

Not affected N(%) 41 (22.3) 20 (30.3) 1.5 (0.8, 2.8) 0.3 (0.1, 0.8)* 

Nausea and 

vomiting 

Affected N(%) 150 (81.5) 33 (50.0) 1 1 

Not affected N(%) 34 (18.5) 33 (50.0) 4.4 (2.4, 8.1)* 4.0 (2.0, 7.9)* 

Pain 

 

Affected N(%) 142 (77.2) 41 (62.1) 1 1 

Not affected N(%) 42 (22.8) 25 (37.9) 2.1 (1.1, 3.8)* 1.6 (0.7, 4.1) 

Dyspnea  

 

Affected N(%) 140 (76.1) 42 (63.6) 1 1 

Not affected N(%) 44 (23.9) 24 (36.4) 1.8 (1.0, 3.3)* 1.4 (0.5, 3.4) 

Insomnia 

 

Affected N(%) 127 (69.0) 44 (66.7) 1  

Not affected N(%) 57 (31.0) 22 (33.3) 1.1 (0.6, 2.0)  

Appetite 

loss  

Affected N(%) 62 (33.7) 13 (19.7) 1 1 

Not affected N(%) 122 (66.3) 53 (80.3) 2.1 (1.1, 4.1)* 2.3 (1.0, 5.0)* 

Constipation  Affected N(%) 161 (87.5) 45 (68.2) 1 1 

Not affected N(%) 23 (12.5) 21 (31.8) 3.3 (1.7, 6.4)* 1.5 (0.4, 5.6) 

Diarrhea  Affected N(%) 162 (88.0) 45 (68.2) 1 1 

Not affected N(%) 22 (12.0) 21 (31.8) 3.4 (1.7, 6.8)* 2.3 (0.6, 8.9) 

Financial 

difficulties
 

Affected N(%) 178 (96.7) 55 (83.3) 1 1 

Not affected N(%) 6 (3.3) 11 (16.7) 5.9 (2.1, 16.8)* 4.7 (1.5, 15.1)* 

 

ü *Statistically significant at P<0.05 

ü a 
Farming, retired, student 

ü b   
Combination of Chemotherapy, Radiotherapy, Surgery and Hormonal therapy 

ü c   
Surgery only(1),Hormonal therapy only(5),Chemo and Radiotherapy (7),Radio therapy and 

surgery (1) and surgery and hormonal therapy(1). 
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Table 11: Binary and multivariate logistic regression analysis to observe association 

between EORTC-BR23 functioning and symptom scales with quality of life 

Variable  QOL COR (95%CI)  AOR (95%CI)  

Affected 

N(%) 

Not 

affected 

N(%) 

Functional scales 

Body image 

 

Affected N(%) 130 (70.7) 36 (54.5) 1 1 

Not affected N(%) 54 (29.3) 30 (45.5) 2.0 (1.1, 3.6) 2.0 (0.8, 5.2) 

Sexual 

functioning  

Affected N(%) 174 (94.6) 65 (98.5) 1 1 

Not affected N(%) 10 (5.4) 1 (1.5) 0.3 (0.0, 2.1) 0.4 (0.0, 3.1) 

Sexual 

enjoyment  

Affected N(%) 73 (94.8) 22 (88.0) 1 1 

Not affected N(%) 4 (5.2) 3 (12.0) 2.5 (0.5, 12.0) 2.9 (0.6, 15.3) 

Future 

perspective 

Affected N(%) 62 (33.7) 13 (19.7) 1 1 

Not affected N(%) 122 (66.3) 53 (80.3) 2.1 (1.1, 4.1) 2.2 (0.6, 7.6) 

Symptom scale 

Systemic 

therapy SE 

Affected N(%) 120 (65.2) 19 (28.8) 1 1 

Not affected N(%) 64 (34.8) 47 (71.2) 4.6 (2.5, 8.6) 4.0 (2.1, 7.5)* 

Breast 

Symptoms 

Affected N(%) 170 (92.4) 50 (75.8) 1 1 

Not affected N(%) 14 (7.6) 16 (24.2) 3.9 (1.8, 8.5) 2.5 (1.1, 5.7)* 

Arm 

Symptoms 

Affected N(%) 103 (56.0) 36 (54.5) 1  

Not affected N(%) 81 (44.0) 30 (45.5) 1.1 (0.6, 1.9)  

Upset by 

Hair Loss 

Affected N(%) 10 (58.8) 2 (40.0) 1  

Not affected N(%) 7 (41.2) 3 (60.0) 2.1 (0.3, 16.4)  

 

ü *Statistically significant at P<0.05 

ü a 
Farming, retired, student 

ü b   
Combination of Chemotherapy, Radiotherapy, Surgery and Hormonal therapy 

c   
Surgery only(1),Hormonal therapy only(5),Chemo and Radiotherapy (7),Radio therapy and 

surgery(1) and surgery and hormonal therapy (1) (Heydarnejad, Hassanpour, and Solati 2011) 
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6. DISCUSSION 

 

The scores of QoL provide many useful data on the influence of a disease on various spheres 

of life of affected individuals. This study assessed QoL among female breast cancer patients 

at TASRH. The main findings of this study showed that patients with breast cancer had low 

QoL. Moreover, the role functioning and social functioning of the participants were low. The 

participants scored high symptom scales except for pain and appetite loss which implies that 

they were symptomatic. On the other hand, a high score of future perspective was observed 

compared to some other studies which might be due to social support from the community 

and family members. On the QLQ-BR23 symptom scales, only educational level from the 

socio-demographic characteristics and type of therapy from clinical characteristics of the 

respondents showed a significant mean difference. 

 

The mean score for QoL was 52.5 (SD: 26.0) which is lower than the EORTC reference value 

(61.8 ±24.6) (Scott et al. 2008). The QOL mean score was also found to be lower than studies 

done elsewhere; such as in India, Melbourne, Nepal, Bahrain and Brazil (Safaee et al. 2008, 

Dubashi et al. 2010, Grabsch et al. 2006, Manandhar et al. 2014, Jassim and Whitford 2013, 

Lôbo et al. 2014). This reveals poorer QoL among Ethiopian breast cancer patients in 

comparison with other patients elsewhere. The reported lower QoL among Ethiopian breast 

cancer patients might be due to the fact that most of the patients travel long distances to the 

hospital from different corners of the country to get appropriate cancer-related treatment. 

This might put clients in different social, economical and psychological crisis which in turn 

might lead to the reduced QoL. Most breast cancer patients should wait for longer periods of 

time to get the first treatment due to the low capacity of the hospital to treat a large number of 

patients at a time. Moreover, a study by Tigeneh et al. (2015) reiterated that most of the 

breast cancer patients in the hospital are at an advanced stage of cancer which might be a 

reason for poor prognosis and reduced QoL.  

 

Furthermore, the difference in the global health status observed can be partially due to the 

different study design employed for this particular study compared to studies given above. 

Whereby unlike some other studies referred here, this study did not compare QoL of the same 

individuals at several time intervals but rather compared different subjects with various 
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clinical backgrounds such as time elapsed since diagnosis, type of therapy they obtained and 

the stage of cancer. In addition, the differences can be attributed to the fact that enrolled 

patients in this study were undergoing different forms of treatment compared to some studies 

that focused on patients attending follow-up clinic only or appointment for chemotherapy 

only or after breast surgery and so forth. Reduced global QoL amongst Ethiopian women 

compared with other patients studied elsewhere might be related to the absence of social, 

economic and psychological support for breast cancer patients from the health care system, 

however, this aspect was beyond the scope of this study.  

 

In this study, the EORTC functional scale scores ranged from a mean of 52.6 (SD 42.6) for 

role functioning, to a mean of 74.1 (SD 28.59) for social functioning even though the items 

discriminatory ability was shown to be poor (Ŭ =0.32).  Both the role functioning and social 

functioning were lower in comparison with the reference data (Ranging a mean of 70.9 for 

role functioning to 77.0 for social functioning) (Scott et al. 2008). The findings of this study 

were lower compared to studies conducted  in India (Dubashi et al. 2010), Australia (Grabsch 

et al. 2006), Nepal (Manandhar et al. 2014), Bahrain (Jassim and Whitford 2013) and Brazil 

(Lôbo et al. 2014). On the other hand, the social and emotional functional scales were higher  

than a study done in Nepal (Manandhar et al. 2014).  Reduced physical, social and role 

functioning might be due to the fact that most of the breast cancer patients in the hospital 

have advanced breast cancer which can hinder their functioning from different social 

activities. Moreover, the role of the participants in the family might be a factor. Most of the 

women in developing countries like Ethiopia are expected to take care of the whole family 

including making money for living, taking care of the children, house works  etc. Therefore, 

the presence of advanced stage breast cancer can hold them back from doing the difficult 

roles of housewives in the family.  

 

Regarding the EORTC QLQ-C30 symptom scales, except for pain and appetite loss all 

symptoms scales received scores above the mean of 50; implying that most of the breast 

cancer patients had symptoms such as trouble doing strenuous activities, limited in doing 

daily activities or pursuing their hobbies, had trouble sleeping and had difficulty in 

concentrating on things. Higher scores of symptom scale in this research was also observed in 

comparison with another study done in India; where less severe symptoms of  diarrhea, 
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constipation, dyspnea, nausea and vomiting and appetite loss were reported (Safaee et al. 

2008). A Report in Brazil also depicted a comparatively lower scores in insomnia (37.93), 

fatigue (36.01) and loss of appetite (33.56) (Lôbo et al. 2014). These poor functioning and 

higher levels of symptomatology in Ethiopian patients might be caused by poor economical 

status. Most of the participants of the study (62.4%) had an average monthly income of lower 

than 35 USD which could make it difficult to cover the expensive costs of treatment. This, in 

turn, will reduce the amount of patients who will visit health care centers before worsening of 

the symptoms. The multifaceted burden of breast cancer in the Ethiopian women context is 

even more pronounced by the fact that there is only one radiotherapy center in the country. 

This might have implication in terms of the amount of time a patient should wait before 

getting the proper cancer-related medical treatment which in turn may contribute to 

worsening of symptoms. The findings of this research may provide support for planning 

health care institutions which can provide adequate treatment for patients with breast cancer.  

 

When it comes to the scales/items of QLQ-BR23ôs functioning scale, a high score of future 

perspective was observed as compared to some other studies such as a study done in Brazil 

(Lôbo et al. 2014). This implies that patients had less worries about their future health. Future 

perspective was found to be better in this study compared with other studies might be due to 

the fact that Ethiopian women might receive psychological and social support through 

informal ways such as family, religious institution or the wider society; as social support is 

reported to enhance better QoL among patients with breast cancer (Leung, Pachana, and 

McLaughlin 2014). The high score of future perspective, on the other hand, might signal that 

most of the participants did not know about the prognosis of breast cancer and the treatment 

outcome. Most of the participants of the study (73.6%) had an educational background less 

that grade 12. This might hinder their awareness about the prognosis of the disease and 

treatment outcomes, and they might think that they will be cured of cancer after the 

completion of the treatment; which is difficult even with the presence of most advanced 

treatment options in developed countries. In the same category, sexual satisfaction and 

enjoyment scored a lower mean; which reveals that the practice of sexual intercourse and 

satisfaction was affected for most patients compared to a study conducted in Brazil (Lôbo et 

al. 2014). In the QLQ-BR23ôs symptom scale, all symptom items except for breast 

symptoms, in which there were problems like swelling, pain and tenderness on the breast; 

scored mean scores of below 50.  
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Furthermore, findings of this study on other aspects of QLQ-BR23 functional scale were 

lower than a study conducted in India; which reported higher functional scores of sexual 

function and sexual enjoyment (Dubashi et al. 2010). The findings of this study revealed  

lower functional scale compared to a study in Brazil which revealed high score on body 

image (Lôbo et al. 2014). Comparable findings were reported in a study in Nepal in which 

lower functioning and higher symptom scores in which women scored poorly in most of the 

scales (Manandhar et al. 2014). Besides, poorer scores compared to this study were reported 

in a study among Bahraini women whereby on the symptom scale, upset due to hair loss 

scored a mean of 46.3 (Jassim and Whitford 2013). A study in Brazil showed 50.07 as a mean 

score for side effects, meaning that many women experience side effects of chemotherapy 

which is higher than our study (mean 34.6) (Lôbo et al. 2014).  

 

In this study, during the assessment of mean differences between socio-demographic 

variables and EORTC- QLQ-C30 functioning scales, there was no significant mean 

difference across the age group, marital status, educational status, duration of disease and 

type of therapy with all functional scales of EORTC questionnaire. However, there was a 

significant mean difference of monthly income in which those who were earning 320-700 

ETB scored the lowest mean (poorest functioning) on physical and emotional functioning 

than those earning lower or higher than them. Unlike in this study, among Bahraini breast 

cancer patients, there were significant differences in the global health means across 

categories of educational level, marital status and type of surgery (Jassim and Whitford 

2013). In a study done in Nepal, QoL was found to be good in patients who were literate, 

older, housewives, women who had been diagnosed for less than 6 months and patients who 

underwent breast conserving surgery or lumpectomy (Manandhar et al. 2014).   A study in 

China also demonstrated the association between QoL measures and age, level of education 

and occupation (Yan et al. 2016). Moreover,  a study done in India, among demographic 

factors, occupational status and duration of disease were significantly related to QoL score of 

patients (Safaee et al. 2008). However, similar to this study there were significant differences 

in the global health means across categories of monthly income among Bahraini (Jassim and 

Whitford 2013), Nepali (Manandhar et al. 2014)  and Chinese (Yan et al. 2016) breast cancer 

patients. Comparable results reported in India; in which no significant association was 

observed between EORTC- QLQ-C30 functioning scales and duration of disease and type of 

therapy (Safaee et al. 2008). These inconsistent mean differences between socio-demographic 
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and clinical variables might be related with the health care systems in which some countries 

might give priority for certain socio-demographic characters. For instance, there might be 

free medical services to elderly people or to those with poor economic status. Contrary to 

this, in some countries like Ethiopia, those disadvantaged groups might be forced to shoulder 

the disease symptoms in addition to medical costs. Moreover, some countries have 

psychological and social support in their health care delivery system and others might not 

have. Therefore, a country like Ethiopia needs to reinforce the health system by providing 

more resources to help the needy.  

 

During the assessment of mean differences between socio-demographic variables and 

EORTC- QLQ-C30 symptom scales, the only significant mean difference was observed for 

the educational status group. Here, fatigue had lower mean score among breast cancer 

patients who were below the sixth grade. However, none of the clinical variables were shown 

to have a significant mean difference with any of the assessed symptom scales. A study in 

Poland, however, showed significant intergroup differences with regards to the severity of 

such symptoms as fatigue, nausea and vomiting, pain, insomnia, appetite loss, constipation 

and diarrhea (Kulesza-Bronczyk et al. 2014). Pain was associated with age in Bahraini breast 

cancer patients (Jassim and Whitford 2013) and in the UK younger women reported more 

physical symptoms, social and financial difficulties whereas CT rather than age was 

associated with increased fatigue (Hopwood et al. 2008). This might indicate that, Ethiopian 

breast cancer patients might be equally affected in which whether the patient is educated or 

not, or wealthy or poor; even though there might have different access for therapy, whoever 

the patients are they were forced to wait for their turn for the only radiotherapy center which 

is currently serving for patients coming from all over the country.  

 

In the analysis of mean differences between QLQ- BR23 functional scales with socio-

demographic and clinical variables; patients age, marital status, educational level have shown 

significant differences. However, occupation, average monthly income, duration of disease 

and type of therapy did not show significant mean difference among the groups. Participantôs 

above 60 years were the poorest in sexual functioning (lowest score) as compared to those 

younger (< 60) participants. However, participants who were above 12
th
 grade had the highest 

score in sexual functioning meaning performing the best in sexual functioning. Similar with 
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the findings of this study, in Bahraini breast cancer patients, better sexual functioning was 

observed for married women (Jassim and Whitford 2013). In a longitudinal study done in a 

Finish hospital, there were no significant changes in sexual functioning with time since 

diagnosis (Salonen et al. 2011a). Another study in Nepal showed that those older, literate, 

housewives, who had been diagnosed for less than 6 months and who had been receiving 

chemotherapy treatment only were found to have statistically significant association with 

body image function (Manandhar et al. 2014). The reduced sexual functioning in elderly 

patients might be due to menopause which can reduce sexual activity. When it comes to 

marital status, those divorced scored poorest sexual enjoyment which might be due to lack of 

support from the spouse. Contrary, those married might get support from their spouses. When 

it comes to the educational status, those who were 12
th
 grade and above might freely discuss 

about sexuality and might understand the changes related with the disease and respond 

accordingly which in turn might contribute to good sexual functioning. 

 

In contrast to the findings of this study, in Poland, both sexual functioning and sexual 

enjoyment scores of patients turned out to be significantly lower in cases where time since 

diagnosis was longer (Kulesza-Bronczyk et al. 2014). In Bahraini breast cancer patients body 

image was significantly associated among categories of educational level and mastectomy; 

where participants who had undergone mastectomy and were highly educated tended to have 

poorer body image (Jassim and Whitford 2013). A study in India showed slightly less body 

image scores in those with more than six years of follow-up (Dubashi et al. 2010). Unlike the 

results of this study, a study in Finland showed that women receiving no chemotherapy and 

no hormonal therapy had a smaller risk of decreased body image scores, while employed 

women had a greater risk of negative changes in body image than retired women (Salonen et 

al. 2011a). The difference in the result of this study with other studies might be due to the 

difference in socio-demographic characteristics.  

 

Among the BR23 symptom scales, only educational level from the socio-demographic 

characteristics and type of therapy from clinical characteristics of the respondents had shown 

a significant mean difference. However, there was no significant mean difference with the 

rest of socio-demographic characteristics and duration of disease. According to the findings 

of this study, arm symptoms have shown to occur less among those who were below the sixth 
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grade which might be due to the fact that those educated patients might understand the 

disease prognosis and might feel free to express the symptoms.  Whereas, breast symptoms 

were significantly higher among those who were treated with surgery only, hormonal therapy 

only, chemotherapy and radiotherapy, radiotherapy and surgery and surgery and hormonal 

therapy. This might be related with the fact that combination of therapy is better than single 

therapy for a better outcome including reduced pain and other symptoms. Moreover, the 

experience of breast symptoms might be due to the toxic nature of cancer therapy which is 

related with different side effects. For instance, anti-cancer medications are known to cause 

vomiting and breast surgery might be related with body image disturbance. In contrast to 

these findings, Bahraini breast cancer patients who were recently diagnosed were more 

worried about their future, complained of more breast symptoms and were more upset by the 

loss of their hair (Jassim and Whitford 2013). In Iran, except for future perspective; there 

were significant deteriorations in all other patients' functioning scores over time compared to 

the baseline assessment (Montazeri et al. 2008). As shown by a longitudinal study done in 

Finish hospital, six months after surgery participants had; decreased body image, negative 

changes in systematic side-effects, decreased arm symptoms and breast symptoms and 

improved future outlook significantly (Salonen et al. 2011a) 

 

Furthermore, as shown by the multivariate analysis, participants who were classified as 

having unaffected emotional and cognitive functioning were about 2 times more likely to 

have good QOL. Regarding symptom scales, those who were having less fatigue were less 

likely to have unaffected QoL. On the other hand, those who have no problem with nausea 

and vomiting, appetite loss and financial difficulties were more likely to have unaffected 

QoL.  
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STUDY LIMI TATION  

 

This is quantitative study done using a structured questionnaire; hence it may be difficult to 

elaborate the explanation for the responses of study participants. Furthermore, since the 

nature of this study was a cross sectional one, it hinders the possibilities of assessing for 

cause and effect relationships. Moreover, a cross sectional study design may limit the 

progressive investigation of quality of life improvements following a series of intervention 

strategies.  
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7. CONCLUSION AND RECOMMENDATIO NS 

7.1. Conclusion  

Ethiopian breast cancer patients reported poor quality of life as it is compared to many 

international findings and attention should be given to improve their QoL. Participants had 

low role functioning and social functioning. Moreover, most participants of the study were 

symptomatic. On the other hand, a high score of future perspective was observed. During the 

analysis of the mean differences between socio-demographic variables and participants QoL 

functioning scale, most of the socio-demographic variables, except the level of income of 

participants, did not show significant association with QoL. Furthermore, analysis of the 

mean differences between socio-demographic variables and participants QoL symptom scale 

showed that the only significant mean difference was observed for the educational status. 

Moreover, no significant association was identified between type and duration of treatment 

and QoL of participants.  
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7.2 Recommendations 

ü It is important that QoL assessments should be included in patient treatment protocols in 

which addressing those functional and symptom scales helps to improve the quality of 

life of breast cancer patients. 

ü Healthcare providers need to focus on addressing side effects of therapy, psychosocial 

and economic support to minimize systemic therapy side effects and symptoms which 

intern will help improve quality of life of women with breast cancer. 

ü Since there is a single radio therapy centre in Ethiopia, breast cancer patients have to 

shoulder double burden of disease related problems and waiting for service which can be 

a reason for reduced QoL of patients. Hence, the government should consider expansion 

of oncology centre. 

ü Lastly it is recommended that further research including qualitative data and control 

groups of women without breast cancer might help to explore the effect of breast cancer 

on quality of life. 
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ANNEX I - Informaion sheet for the doctor/nurse in the Oncology unit 

 

Request to invite women with breast cancer who are patients at Tikur Anbassa 

Specialized Hospital, Addis Ababa, Ethiopia 2015 to participate in the project 

ñAssessing quality of life among Ethiopian women with breast cancerò 

 

The purpose of this study is to assess the quality of life of patients with breast cancer at Tikur 

Anbassa Specialized Hospital, Addis Ababa, Ethiopia. The research is a master thesis in 

International Social Welfare and Health Policy at Oslo and Akershus University College of 

applied science, Oslo, Norway. The researcher and interviewer is an Ethiopian woman, who 

can speak Amharic, while her supervisor is Amy Østertun Geirdal, a Norwegian professor. 

The study is approved both from the Tikur Anbassa specialized hospital as well as the 

Regionale Komiteer for Medisinskog Helsefaglig Forskningsetikk (REK) in Norway, which 

are founded on the Norwegian law on research ethics and medical research.  

The data will be collected at the Oncology Unit and it will be collected through direct face to 

face interview of the participants with the data collector. You are kindly asked to ask the 

female breast cancer patients if they are willing to participate in the study, and direct those 

patients who are willing to the researcher who will be waiting in another room at the Unit 

after the consultation with you. Kindly inform that the data collection may take 

approximately 40 minutes. 

If convenient with you, it is appreciated if an informed consent, written or oral will be 

obtained from the clients before they meet the researcher. Those of the patients who can read 

and write will sign the consent themselves after reading the invitation letter, while those who 

are illiterate it will be necessary to read for them and that the nurse/ doctor/ researcher sign 

on their behalf when they have orally approved participation. If they are willing to participate 

or hear more about the study, but due to spare time when meeting you it is not possible to 

read the information/ invitation and obtain the informed consent, the researcher will take care 

of this when they are willing to meet her. 

Please keep in mind that the client has the right to refuse to participate in the study, and the 

patients needs to be informed that they can withdraw from the study without any 

consequences for treatments. The data is confidential, will be stored in personal computer 



Page 57 
 

protected with password and will not be exposed to any third part. Hard copy (paper) 

documents such as signed consents will be kept in a secured locked cabinet. 

 

In addition to this information/invitation letter, there is an information letter to the patient and 

an informed consent letter is attached. 

Thank you in advance 

Meron Amare Bekele 

International Social Welfare and Health Policy at Oslo and Akershus University College of 

applied science, Oslo, Norway 

Mob: +251912493454 

Email: meri2024@yahoo.com 
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ANNEX- II: Information sheet to the participants of the study 

 

Request to participate in the project ñAssessing quality of life among Ethiopian women 

with breast cancer who are patients at Tikur Anbassa Specialized Hospital, Addis 

Ababa, Ethiopia 2015ò 

 

The purpose of this study is to assess the quality of life of patients with breast cancer at Tikur 

Anbassa Specialized Hospital, Addis Ababa, Ethiopia. The research is a master thesis in 

International Social Welfare and Health Policy at Oslo and Akershus University College of 

Applied Science, Oslo. Norway. The researcher and interviewer is an Ethiopian woman, who 

can speak Amharic, while her supervisor is a Norwegian professor. The study is approved 

both from the Tikur Anbassa specialized hospital Institutional Board as well as REK 

(Regionale Komiteer for Medisinskog Helsefaglig Forskningsetikk)  in Norway, which is 

founded on the Norwegian law on research ethics and medical research.  

You are invited to the study because you are a patient at Tikur Anbassa Specialized Hospital, 

Addis Ababa, Ethiopia. 

Duration: 40 Minutes (the same day as you are at the hospital for treatment) 

Procedure to be carried out: We will only interview you and there will not be any invasive 

procedure.  

Risks associated with the study: Apart from the time you are going to use during the 

interview filling in the questionnaire together with the interviewer, there will not be any risk 

acquired by participating in the study.  

Benefits of the study: Taking part in the study helps; 

To improve the knowledge about quality of life of patients with breast cancer in Ethiopia  

To provide basic information for health policy makers, administrators, researchers and for 

patients who are suffering from breast cancer.  

Compensation- There will be no compensation 
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Confidentiality of the information: Personal information you are going to give during the data 

collection will be confidential. Your name will not be written in the questionnaire and once 

the data is entered into a computer, it will be coded and becomes unidentifiable. Information 

in the computer will be password protected. Hard copy (paper) documents such as consent 

and information forms will be kept in a secured locked cabinet. 

Termination of the study: You will be recruited based on your willingness and without 

obligation to participate in the study. You have the right to withdraw from participating in the 

study whenever you want to (before completing the study). Participation in the study will 

have no implications for your relation and treatment at the hospital. 

If you want to participate in the study you either sign the attached informed consent or you 

tell the nurse/ doctor or researcher that you are willing to participate (oral consent), and this 

person sign on your behalf. 

 

Thank you in advance. 

 

With kind regards 

Meron Amare Bekele 

Master thesis student 

Tel: +251912493454 

Email: meri2024@yahoo.com 
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ANNEX III Consent form  

 

I am willing to participate in the study ñQuality of life in Ethiopian women with breast cancer 

who are patients at Tikur Anbassa Specialized Hospital, Addis Ababa, Ethiopiaò. (Circle 

either yes or no) 

Yes 

No 

Tikur Anbassa Specialized Hospital oncology unit, Addis Ababa, Ethiopia 

Date.......................................................................... 

Signature ééééééééééééééééé 

Signature of the person who recruited the respondentééééééééééé.. 

                                                Title-------------------------------------------------- 
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ANNEX IV: English versi on Questionnaire  

 

The objective of this study is to assess the quality of life of patients with breast cancer at 

Tikur Anbassa Specialized Hospital, Addis Ababa, Ethiopia.  

Instruction: -  

Dear clients,  

First I would like to thank you for your voluntary participation in this study. I politely 

requested that you respond to the interview accurately and I assure you that your response 

and identifying data will be kept confidential. The result of this survey will be useful for 

future planning of health service for breast cancer patients. Therefore; you are politely 

requested to give accurate information. Still you are free not to answer some of the questions 

if you are not interested. 

 

PART ONE-SOCIO-DEMOGRAPHIC DATA  

1. Age________________ 

2. Marital status 

A. Never married 

B. Married 

C. Widowed 

D. Divorced 

E. Others (specify)--------------------- 

3. Educationallevel 

A. No formal education 

B. 6
th
 grade and below 

C. 7-9 grade 

D. 10-12 grade 

E. 12 grade and above 

4. Occupational status 

A. House wife 

B. Government Employee 

C. Merchant  

D. Student 

E. Dailylabor 
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F. Others (specify) ---------------- 

5. Average monthly income ( in Birr) 

A. <320 

B. 320-500 

C. 501-700 

D. >701 

6. When did you receive your first diagnosis of cancer? (Please specify years and months) 

7. What type of treatment have you received? 

A. Chemotherapy 

B. Radiotherapy 

C. Surgery 

D. Chemotherapy, radiotherapy and surgery 

E. Others( specify)---------------- 

 

PART TWO- THE QLQ-C30 VERSION 1.0 WITH FUNCTIONAL / SYMPTOM SCALES 

INDICATED  

Please indicate the extent to which you have experienced these symptoms or problems during 

the past week.  

  Not at A Quite Very 

  All  Little  a Bit Much 

1. Do you have any trouble doing strenuous activities,     

 like carrying a heavy shopping bag or a suitcase?      1 2 3 4 

2. Do you have any trouble taking a long walk?      1 2 3 4 

3 Do you have any trouble taking a short walk outside of the house?      1 2 3 4 

4. Do you need to stay in bed or a chair during the day?      1 2 3 4 

5.Do you need help with eating, dressing, washing  

yourself or using the toilet?                                   1   2   3 4 
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Dur ing the past week: 

6.Were you limited in doing either your work  

or other daily activities?                                                                                                 1 2 3 4 

7. Were you limited in pursuing your hobbies or other 

 leisure time activities?                                                       1 2 3 4 

8. Were you short of breath?                                                       1 2 3 4 

9. Have you had pain?                                                       1  2 3 4 

10. Did you need to rest?                                                       1  2 3 4 

11. Have you had trouble sleeping?                                                       1 2 3 4 

12. Have you felt weak?                                                       1 2 3 4 

13. Have you lacked appetite?                                                       1 2 3 4 

14. Have you felt nauseated?                                                       1 2 3 4 

15. Have you vomited?                                                       1 2 3 4 

16. Have you been constipated?                                                       1 2 3 4 

During the past week: 

17. Have you had diarrhea?                         1 2 3 4 

18. Were you tired?                         1 2 3 4 

19. Did pain interfere with your daily activities?                         1 2 3 4 

20. Have you had difficulty in concentrating on things,     

 like reading a newspaper or watching television?                         1 2 3 4 

21. Did you feel tense?                         1 2 3 4 

22. Did you worry?                         1 2 3 4 

23. Did you feel irritable?                         1 2 3 4 

24. Did you feel depressed?                         1 2 3 4 

25. Have you had difficulty remembering things?                         1 2 3 4 

26. Has your physical condition or medical treatment     

 interfered with your family life?                         1 2 3 4 

27. Has your physical condition or medical treatment     
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 interfered with your social activities?                          1 2 3 4 

28. Has your physical condition or medical treatment     

 caused you financial difficulties?                          1 2 3 4 

 

For the following questions please choose the number between 1 and 7 that best applies 

to you  

29. How would you rate your overall health during the past week?  

 

1 2 3 4 5 6 7 

Very poor      Excellent 

30. How would you rate your overall quality of life during the past week?  

1 2 3 4 5 6 7 

Very poor      Excellent 

 

Part Three- EORTC  QLQ - BR23 

Please indicate the extent to which you have experienced these symptoms or problems during 

the past week. 

 

During the past week    

31. Did you have a dry mouth?       1 2 3 4 

32. Did food and drink taste different than usual?       1 2 3 4 

33. Were your eyes painful, irritated or watery?       1 2 3 4 

34. Have you lost any hair?       1 2 3 4 

 

35. Answer this question only if you had any hair loss: 

 Were you upset by the loss of your hair?           1 2 3 4 

36. Did you feel ill or unwell?           1 2 3 4 

37. Did you have hot flushes?           1 2 3 4 

38. Did you have headaches?           1 2 3 4 

  Not at A Quite 

    

Very 
All  Little  a Bit Much 
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39. Have you felt physically less attractive     

 as a result of your disease or treatment?           1  2 3 4 

40. Have you been feeling less feminine as a  

 result of your disease or treatment?     1 2 3 4 

41. Did you find it difficult to look at yourself naked?     1 2 3 4 

42. Have you been dissatisfied with your body?     1 2 3 4 

43. Were you worried about your health in the future?     1 2 3 4 

During the past four  weeks: 

44. To what extent were you interested in sex?          1 2 3 4 

45. To what extent were you sexually active?  

(with or without intercourse)                    1 2 3 4 

46. Answer this question only if you have been sexually  

active: To what extent was sex enjoyable for you?      1 2 3 4 

During the past week: 

47. Did you have any pain in your arm or shoulder?        1 2 3 4 

48. Did you have a swollen arm or hand?        1 2 3 4 

49. Was it difficult to raise your arm or to move  

it sideways?                                 1  2 3 4 

 

50. Have you had any pain in the area of your  

 affected breast?      1 2 3 4 

   

51. Was the area of your affected breast swollen?        1 2 3 4 

52. Was the area of your affected breast oversensitive?      1 2 3 4 

53. Have you had skin problems on or in the area of  

your affected breast (e.g., itchy, dry, flaky)?           1 2 3 4 
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ANNEX V- Information sheet to participants (Amhar ic version) 

 

ṵḻḉ 1Ἰ ẸṈḒṋἡẞṕ ᷄ḇồ Ḥἐ 

ẸẪ ɵỲṨṍ Ấᶷ  ᷇ḸỲḠḌ ṵṪḸḒ ḔἫḚᶷẽậễ ᶲḔἩṋᶹ ẸỮṍ ẀṪḏḌ ᶷᶴḻṐẛ ᶱ᷄᷉Ṉṳṕ 

ḑᶲṪἸ ẽᶱ  ᷉ỲṨṍ Ẹ᷆ẻṈṾḇẛ ẸỮṍ ẀṪḏḌ ᶷᶴḻṐẛ ᶱ᷄᷉Ṉṳṕ ẸṦḍ ᶭṩṋ ỲḊṍ ᶷẽ  

ṥẛἶἶ ẽ  ɵỲṨṍ Ẹ᷇ḔṈḌḔ ἬḍờḊ ᷉Ḹ `` International Social Welfare and Health Policy at 

Oslo and Akershus University College of Applied Science, Oslo. Norway `` ᷄ ᷄ḇḡẻ Ἒᶭἤ 

ṥẛἶἶ ẸỲṨṉ ḻᶴḼṍ ṵ᷇ḌṰ ṈṨớḉ ṷṍẹἈẻẘ ḔṍᶲṪ ṈḥỰỰḉẙ ẸṫḌẚẽ ἬḍἣḏḌ ṥṕἶἶ ỲṨṉ 

ḸἤḢễ ḏỷ ṵẀᶷṍ ẖẽ᷉ (Tikur Anbassa specialized hospital Institutional Board ṺṨ REK 

(Regionale Komiteer for Medisinskog Helsefaglig Forskningsetikk)   ṈḇớờỴἶʋἶ 

ḸẪ ɵ ỲṨṍ ᶷẽ  ṺṪỂḒṈἠ ẸṈớḸẩṍ ḸỲḠḌ ṵṪḸḒ ḔἫḚᶷẽậễ ᶲḔἩṋᶹ, ṵỂḔ ṵḸḻ, 

ṷṍẾọẻ ṋẀ  ᷆ḔᶴᶲṦ ṥẗἶἶ  

Ẹ᷆ἝỐẛ ỚẬ: 40 ỀḡḢ ṥẛ (ᶲḔἩṋᶹ Ḹ᷄ỮḸṍ Ḹẫẗ ḟṪ) 

1. ṵᶭṪ Ẹ᷉ṨỀḌỘẛ Ḣ  ʃ᷉ᶹᶹḔ ḑᶲṪ ḸṵẀᶹẞṍ ᶷẽ Ẹ᷆Ềḇờ ᷉Ṫ  ᷉Ấẽṥṍ ṥỘḌ ṵẽṫḌ᷉ἶἶ 

2. ḸẪ ɵỲṨṍ Ḹ᷄ḒṈἤẞ ỚẬẞṍṪ ṽ᷄Ḛ᷇ṍ ẛỷ  ᷉Ṫ  ᷉Ấẽṥṍ ộểṍ ṵẽỀḌḔḽẞṍ᷉ἶἶ 

3. ẸỲṨṉ ửḟ᷈ ṋ 

3.1 ẸỮṍ ẀṪḏḌ ḔᶷᶴḻṐẛ ᶱ᷅᷇Ṫ  ẸṦḍ ᶭṩṋ ỲḊṍ Ṻẗḟṍ ᷄ỵ᷄Ḍ 

3.2 ẸẪᶱṪ ỲṨṍ ẛựṍ  ᷉ ᶸᶺṕ ựṨṪ ḸṈ᷄ᶴṽṈ ᷄ṈểỀḉẻ ỀṪḽ ᶴ᷆ẻẖỮ ờᶴḏḾṕἸ 

ṵḔṈểỀḉẞṕἸ ỲṨṍṪ ᶴ᷆ẻṽṨẛṦ ờᶴḏḾṕṨ ḸṈᶴẽ᷉ ḸỮṍ ẀṪḏḌ ᶴ᷆ḏḢẹ ᶱ᷅᷇Ṫ 

᷿᷄ḇṋẘ Ẹᶲṥ ᷄ḇồ ẽḏỰᶹἶἶ  

4. ẽ  ɵỲṨṍ ᷉Ṫ  ᷉Ấẽṥṍ ẸṈḒṋἡṥṍ ẀḂ ṵẽḏỲ᷉ἶἶ 

5. Ẹ᷄ḇồẛ ᷉ḔữḌ ṵửḻḸḤ 

ẽ  ɵẸ᷆ḏỮṪ ờᶴḏḻẘ ᷄ḇồ ᷉ḔữḊẘṥṉ ẸṈửḸḟ ṥẛἶἶ ẽᶱ  ᷉᷄ḇồ Ḹẃ᷉ἩẹṈḌ Ḹ᷉ḔữḌ 

ṽṈ᷄ẨỘḸ ḸṢ ʊḔ᷉ẞṍ ṵẽửḟḔἶ᷉ἶ  ṺṨ ᷉ Ḹ᷉Ṫ  ᷉Ấẽṥṍ ᷄ṪỘễ ᶶṋẖḤ ṵẽṕᶹ᷉ἶἶ 

Ḹẃ᷉ἩẹṈḌ ẗḔỲ ẻᶴẗ ᷄ḇồ᷉ Ḹ᷉ḔữḌ ẃễ ṋḔḍ ẽḟ᷄Ựἶʋἶ ẖḇḟṎṑ᷉ Ḹ᷉ḔữḌ 

ẽḟ᷄Ựƫ ἶἶ  
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6. ṽṈḒṋἡṥṍ Ḕᶴ᷄ḩḇỲ 

ẽᶱṪ ᷄ḇồ Ẹ᷆ḏỮṍ ẻᶴ᷉Ṫ ᷉ ờỄṋ Ḹ᷅  ƫ ἝḢỀṲṥṍẞ ṥẗἶἶ ỲṨṉ ṽṈỐ᷄ḇ ḸṢ ʊ

Ḹ᷇ṪṰẛ ᷉ỚẬ ṈḒṍἥẞṪ Ẹ᷇ḩḇỲ ᷅ᶵ ᷄ḽṍ ẽṫḌẞṋᶹἶἶ ḸỲṨṉ ᶷẽ ᷄ḒṈἤ ḸᶲḔἩṋᶵ 

Ẁᶴẞṍ ờṪṮṥṍ ớḌ ṈἚṺṫ Ẹᶴẗ ᷉

ḸỲṨṉ ᶷẽ ᶴ᷄ḒṈἤ Ẹ᷆Ἕᶹộ ṽᶲṥ ẖẽ ẸṈẻẻẨẛṪ ᷄ḇồ Ḕ᷉᷉ṥṍ ᷄Ἕḇ  ᷉ẖẽ  ᷉Ềờ  ᷊

᷄Ḕ᷇᷇ṍẞṪ  ᶴṥḌḔ / ᶼṿ  ᷉  ẖẽ  ᷉ỲṨṉṪ ᶴ᷆ḏḸḔḸẗ ᷿ẗ ẽṪỘḈ ṺṥḐ ᷉ḸḌḔẞ Ḕ  ᷉

ẽἝḌ᷇ᶵἶἶ 

 

ṽ᷉ḔớṨ ớḌ 

᷈ḍṪ ṵ᷇ḇ  

ẸḔᶹẂ ḠỲḌ ạ912493454                                      

ṷ.᷈ẽ  ʋmeri2024@yahoo.com 
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Page 68 
 

 

ANNEX VI Consent form (Amharic version)  

 

ṵḻḉ 2Ἰ ἝḢỀṲṥṍṪ Ẹ᷆ẻḇớờỲ Ḥἐ 

Ṻṩ  ḸỲḠḌ ṵṪḸḒ ᶲḔἩṋᶹ Ẹ᷆ṋṽ  ᷅ẸỮṍ ẀṪḏḌ ẻᶴḻṐẛ ᶱ᷄᷉Ṉṳṕ ẸṦḍ ᶭṩṋ ỲḊṍ 

ỲṨṍ ᶷẽ  ʃ ᷄ḒṈἤ ἤḢỀṰ ṥṲ (ṵẞ ẖẽ  ᷉Ẹᶴ ᷉Ẹ᷆ᶴẗṪ ẻẂḽḹ) 

1. ṵẞ 

2. Ẹᶴ ᷉

ḸỲḠḌ ṵṪḸḒ ḔἫḚᶷẽậễ ᶲḔἩṋᶹ ẀṪḏḌ ẹṧṍ,  ṵỂḔ ṵḸḻ, ṷṍẾọẻ 

ḟṪ ............................................................... 

ἡḌ  ᷇.................................................................. 

Ẹ᷉ᶷḜ ḏỷ ἡḌ᷇  ................................. Ẹửẻḡẗ ḏẛ ἡḌ᷇  ˲˲˲˲˲˲˲˲˲˲˲˲˲˲˲˲˲˱ 

                                                ᷇ Ầḇờ  -------------------------------------------------  - 
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ANNEX V II : Amharic version Questionnaire 

 

ṵḻḉ 3Ἰ Ẹ᷄ửẽḤ Ḥἐ 

᷄᷄ḉẻἸ 

ẸẪ ɵỲṨṍ Ấᶷ  ᷇ḸỲḠḌ ṵṪḸḒ ḔἫḚᶷẽậễ ᶲḔἩṋᶹ ẸỮṍ ẀṪḏḌ ᶷᶴḻṐẛ ᶱ᷄᷉ Ṉṳṕ 

ḑᶲṪἸ ẽᶱ  ᷉ỲṨṍ Ẹ᷆ẻṈṾḇẛ ẸỮṍ ẀṪḏḌ ᶷᶴḻṐẛ ᶱ᷄᷉Ṉṳṕ ẸṦḍ ᶭṩṋ ỲḊṍ ᶷẽ  

ṥẛἶἶ  ẸṈṽḸḊṕᶭ ẸỮṍ ẀṪḏḌ ẻᶴḻṕᶭ ᶱ᷄᷉Ṉṳṕ ᶴḢ ʃ᷄ửẽḠ ἝḢỀṰ Ḹ᷄ᶲṨṕᶭ 

ḸḤễ᷆ẻ ṵ᷄ḏờṨᶴᶭἶἶ Ḹ᷄ḟử ʋ ẽᶱṪṪ Ḣ  ʃ᷄ửẽḤ ḸṍẂẂᶹ ṺṪễṍ᷄ᶹḐᶹṲ ḔửẽḤ 

Ẹ᷉ṍ᷄ᶹḐṍ ᷄ᶹḔ  ᷉ᶲṥ ẸṺṨṪṈ ᷇Ṫṥṍ Ḹ᷉Ṫ  ᷉Ấẽṥṍ ᶭṩṋ ᶴẸṍṰẛ᷉ ẖỘṪ ṺṪỀ᷇ẽỘᶴἐ 

Ḣ  ʋṺỘḻᶷṕṢᶴᶭἶἶ ẸẪ ɵḢ  ʃ᷄ửẽḤ ẛựṍ ᶴẖỀἡ ẸỮṍ ẀṪḏḌ ᶷᶴḻṐẛ ᶱ᷄᷉Ṉṳṕ 

ửḢ  ᷆ ṥẛἶἶ  Ḕᶴᶲṥ ṍẂẂᶴṰẛṪ ᷄ᶹḔ Ḹ᷄Ḕửṍ ṺṪễṍṈḻḸḈṪ ḸṍṍṨ ṺửẽḢᶴᶭἶἶ 

ỲẻḣẞṑṪ ẻᶴ᷄᷄ᶴḄ ᷄ḽṍẞ ẸṈửḸḟ ṥẛἶἶ  

 

Ẃἤ  ʋ1Ἰ ờᶴḏḻẘ ᷄ḇồẞṕ 

1. Ầễ  ᷈    

2. Ẹớḽṓ ᶭṩṋ 

/ɱ ẻᶷỘḻṕ 

/ʃ ẻỘḻṕ 

/ʐ Ḹ᷊ṍ ẸṈᶴẻẸṕ 

᷄/ Ḹἤṕ ẸṈᶴẻẸṕ  

/᷿ ᶸᶺṕééé.. 

3. Ẹṍ᷉ᶱḌṍ Ềḇồ 

/ɱ ᷄ỀḸṰ ṍ᷉ᶱḌṍ ẻᶹỘḻṕ 

/ʃ 6Ṱ ẂἤᶹṨ ṽẪẻ Ḹṋṕ 

/ʐ ṽ7Ṱ-9Ṱ Ẃἤ ʋ

᷄/ 10-12 Ẃἤ ʋ
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/᷿ 12Ṱ ẂἤᶹṨ Ḹᶷẽ 

4. ẸḄḊ ᶭṩṋ 

/ɱ ẸḼṍ Ṻ᷄Ḽṍ  /ʃ Ẹ᷄ṪờḄṍ ᷿ḊṈṰ  /ʐ ṥớỄ 

᷄/ Ṉ᷇ḉ   /᷿ ẸḟṪ ᷿ḊṈṰ   ḇ/ ᶸ  ʊ   

 

5. ṵ᷇Ẁẽ ẸẖḌ ỘḺ 

/ɱ ṽ32ạ Ḹṋṕ   /ʐ ṽ5ạ1 - 7ạạ    

/ʃ ṽ320 - 5ạạ   ᷄/ ṽ7ạ1 Ḹᶷẽ                  ᷿ / ᷉Ṫ  ᷉ỘḺ ẸᶸᶷṐẛ 

 

6. ᶴ᷄Ố᷄ḉẻ ỚẬ ẸỮṍ ẀṪḏḌ ṺṪểᶴḽẞ ẸṈṥỘḇẞ ᷄Ṕ ṥẛ? /ṺḻẂẞ ḸẤ᷄ṍṨ ḸẖḌ ẽờᶴἌ/ 

7. ᶴỮṍ ẀṪḏḌẞ ᷉Ṫ Ấẽṥṍ ᶱẂ᷉Ṩ ṺẸẖḏề ṥẛ? 

/ɱ ẁ  ᷊ṌḊἩ 

/ʃ ẸỵḇḌ ᶱẂ᷉Ṩ 

/ʐ ḟỆ ỲỘṨ 

᷄/ ᶸᶺṕ     

 

 

EORTC QOL C-30 Amharic version  

 ḸἀḊḜ ḸṍṪḘ Ḹ ử᷄Ṧ ḸỰ᷉  

Ḹḽẫṍ 
1. ṺṪỀ ṽḻễ ẨṪḺᶹ ẖẽ  ᷉ḚṪỰ ḗ᷄ṽ  ᷉Ẹ Ḓ᷄ḏᶵ 

ộᶹḸṍ Ẹ ử᷆ẽḠ ṺṪḤḔḢḓẞṕṪ ᶴ ễ᷇ḇờ ṕờḌ 

ṵᶴḽẞṍ? 

 
1 

 
2 

 
3 

 
4 

2. ḇẵ  ᷉ẸṺờḌ ộẮ ᶴ ễ᷇ḇờ ṕờḌ ṵᶴḽẞ? 1 2 3 4 

3. ṽḼṍẞ ẛἀ ṵἀḌ ẸṺờḌ ỞẮ ᶴ ễ᷇ḇờ ṕờḌ ṵᶴḽẞ? 1 2 3 4 

4. Ḹᶱ᷄᷉ ẞ ẸṈṥ Ḓ ḸḟṪ ṵᶹớ ʊ ẽ ẖẽ  ᷉ẖṪḸḌ ʊ ẽ ɸ ṥ ẛ ḇẨ  ᷉ʊ  ʃ      

ḏẤṍ ẻḒᶹἢᶵ? 

 

1 2 3 4 

5. ḑ Ộ᷄ ḹἸ ḑᶴḽḐἸ ḑṋửḹ ẖẽ  ᷉ḜṪṍ Ḽṍ ḑửḟ  ᷅ṺỘẫ 
ẻḔἝᶹờẞṋᶹ? 

1 2 3 4 
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 17.   ṈḤ Ỳ᷇ ṥ Ḹḇḽẞ? 1 2 3 4 

18.   ẸễẀ᷉ Ḕ ṍ᷈ ṥ Ḹḇẞ? 1 2 3 4 

19.  ɵ ᷄᷅  ẸẦᶴṍ ṈẦᶴṍ ṺṪḤḔḢḓẞṍṪ ẻẛẂḽẞ ṥ ḸḌ? 1 2 3 4 

20. ṵṪễ ṵṪễ ṥ ỘḍṕṪ ṍṾḇṍ ḏỲṈẛ ʃ Ḕ᷄Ḋṍ ẻẛẂẞṍ 

ṥ ḸḌ (ᶴ Ḓ᷉ᶸἹ ớẬỰ ᶴ Ṫ᷇ḸḽἸ ḊỂẾ ʃ ể᷇ Ỳ᷄)? 

 

1 

 

2 

 

3 

 

4 

21.   ẸẛỲḇṍ Ḕ ṍ᷈ ṥ Ḹḇḽẞ? 1 2 3 4 

22.   Ẹ ỵ᷄ṥ Ḥ Ḕ ṍ᷈ ṥ Ḹḇḽẞ? 1 2 3 4 

23.   Ẹ ṥ᷄ Ỹṥ ἀ Ḕ ṍ᷈ ṥ Ḹḇḽẞ? 1 2 3 4 

24.   Ẹ Ề᷄ḸḌ Ḕ ṍ᷈ ṥ Ḹḇḽẞ? 1 2 3 4 

25.   ṥ ỘḍṕṪ Ẹ Ḕ᷇ṋẖḔ ṕờḌ ṥ Ḹḇḽẞ? 1 2 3 4 

26. ṵẀᶷẘ ᶭṩṋẞ ẖẽ  ᷉Ẹ ṽ᷆ṋṈᶵṍ ᶱẂ Ṩ᷉ ḸḼṈḏḻẘ  ɵ ẽẖṍẞ  ʊ ẽ 

ẻḒỀḇẛ ṈἐẦṫ ṥ ḸḌ? 

 

1 

 

2 

 

3 

 

4 

 

ḻᶴἝẛ Ḓ Ṫ᷉ṍ ẛḔỲἻ  
 
ḸἀḊḜ 

 
ḸṍṪḘ 

 
Ḹ ử᷄Ṧ 

 
ḸỰ᷉  

Ḹḽẫṍ 

6. ḔḊẞṍṪ ẖẽṪ ᷉ẸẦᶴṍ Ṉᶴṍ ṺṪḤḔḢḓẞṍṪ ᶴ ṽ᷇ṨẖṪ ṈỘễḸẛ 
ṥ ḸḌ? 

1 2 3 4 

7. ḸṍḌἤ ỚẬ Ẹ ṽ᷆ṨẖṦ ḔḊẞṕṪ ẖẽṪ ᷉ᶸᶺṕ Ẹ ậ᷄ṨṰ 

ỚẬẞṕṪ ʃ Ḓ᷇ᶴἤ ỘễḾẞṍ ṥ ḸḌ? 

 

1 

 

2 

 

3 

 

4 

8. ḑṈṥ ἤḐ  ẸṍṪἢḜ  ᷇ ửḌ  ṵớỲ ṍ᷊ ṥ ḸḌ? 1 2 3 4 

9. Ẹᶱ᷄᷉ Ḕ ṍ᷈ ṥ Ḹḇḽẞ? 1 2 3 4 

10.   ṽẖṍḍẛ ẸṈᶴẸ Ầḇἤṍ ṵḔἝʋỞẞṍ ṥ ḸḌ? 1 2 3 4 

11.   ẸẦṪḤᶹἤ ṕờḌ ṥ Ḹḇḽẞ? 1 2 3 4 

12.   ṵḤ  ᷉ẻṪḔẞṍ ṥ ḸḌ? 1 2 3 4 

13.   Ẹ ờ᷉ḽ ἤᶷỞṍẞ ḟṪḖ?ʋ 1 2 3 4 

14.   Ẹ Ḥ᷇ᶴḜᶴḜ Ḕ ṍ᷈ ṥ Ḹḇḽẞ? 1 2 3 4 

15.   ṵḔ᷄ʋ ḕẞṍ ṥ ḸḌ? 1 2 3 4 

16.   ẸḏỘḊ ễḌḟṍ ṥ Ḹḇḽẞ? 1 2 3 4 
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27. ẸựṨẞ ᶭṩṋ ẖẽ  ᷉Ẹ ṽ᷆ṋṈᶵṍ ᶱẂ Ṩ᷉ Ḹ᷇ɵ ḸḊẘ ᷁ẽẖṍẞ 

Ḹ Ề᷆Ḍộṍ ṺṪḤḔḢḓẞ ᶷẽ ẻḒỀḇẛ ṈἐẦṫ ṥ ḸḌ? 

 

1 

 

2 

 

3 

 

4 

28.   ẸựṨẞ ᶭṩṋ ẖẽ  ᷉Ẹ ṽ᷆ṋṈᶵṍ ᶱẂ᷉Ṩ ỘṪẨḽ ṺṪỂẻỲḌẞ 
/ṺṪỂṐờḌẞ/  ṵễḌỢᶹ? 

1 2 3 4 

 

ᶴ ṽ᷆Ṉᶵṍ Ỳẻḣẞṕ ṽ 1-7 Ẁᶵṍ ḠỲḍṕ ẛḔỲ ṺḌḔẞṪ ḸỀṪḽ Ẹ Ộ᷆ᶹἐẞṪ 

ṵṪềṪ ḠỲḌ ẻẂḽḹ 

 

29. ḸṵửḢᶷẽ ḻᶴἝẛ Ḓ Ṫ᷉ṍ Ẹṥ ḸḇẞṪ ẸựṪṥ ṍ ᶭṩṋ ṺṪỄṍ ẽ ậ᷄Ṧṋ?ʋ 
 

1 2 3 4 5 6 7 

 

ḸỰ᷉  ᷄ Ỳἥ Ṻổờ ḸỰ᷉   ỲḈ 
 

 

30. ḸṵửḢᶷẽ ḻᶴἝẛ Ḓ Ṫ᷉ṍ Ẹṥ ḸḇẞṪ ẸṦḍ ᶭṩṋ ỲḊṍ ṺṪỄṍ ẽ ậ᷄Ṧṋ?ʋ 
 

1 2 3 4 5 6  7 

 

ḸỰ᷉  ᷄ Ỳἥ                                                                                                 Ṻổờ ḸỰ᷉   ỲḈ
 
  

 

EORTC  QLQ - BR23 

 

ḻᶴἝẛ Ḓ Ṫ᷉ṍ ẛḔỲἻ                                              ḸἀḊḜ ḸṍṪḘ   Ḹ ử᷄Ṧ ḸỰ
 ᷉

Ḹḽẫ
ṍ 

31.  ṵἤẞ ẽỀḌḤḾṍ ṥ ḸḌ? 1 2 3 4 

32.  Ẹ ờ᷉ḽṨ Ẹ ử᷄Ỳ ỰẦ  ᷉ṽẖṍḍ Ṉᶴẛỳḽẞṍ ṥ ḸḌ? 1 2 3 4 

33.  ṵẽṪẞṍṪ Ẹ ᷇᷄ Ἰ᷉ Ẹ ḥ᷄ỲḥỲ ẖẽ  ᷉ṺṪḻ Ẹ Ḥ᷇ḇḌ 
Ḕ ṍ᷈ ṥ Ḹḇḽẞ? 

1 2 3 4 

34.  ἓộḌẞ ḒḔṎ ẖẽ  ᷉Ṉ᷄ʋ ỳ ṥ ḸḌ? 1 2 3 4 

35.  ẽᶱṪṪ Ỳẻḣ ἓộḌẞ ḒḔṎ ẖẽ  ᷉Ṉ᷄ʋ ỳ ṽṥ Ḹḇ ḽṓ 
ẽ᷄ʋ ḐἻ 

    

ἓộḌẞ Ḹ Ḓ᷄Ḓṉ ẖẽ  ᷉Ḹ᷄᷄ ᶴỮ ṈḸḒἀṈẛ ṥ ḸḌ? 1 2 3 4 

36.  Ẹᶱ᷄᷉ ẖẽ  ᷉ựṥ Ṱ ẻᶴ᷄ɸ Ṫ Ḕ ṍ᷈ ṥ Ḹḇḽẞṍ? 1 2 3 4 
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37.  ἡṍẞ ṵẀḻḺ ễṪỘṈṰ ḟ᷅ṍ ᷇ʊ ḽ ṺṨ Ḣ᷇ửʋ  
Ṉḏ Ṏ᷉ẞṍ ṥ ḸḌ? 

1 2 3 4 

38.  ḊḔ ṋ᷉ṍ ṥ Ḹḇḽẞ? 1 2 3 4 

39.  Ḹ᷁᷄᷉ ẞ ẖẽ  ᷉Ḹ᷁Ẃ Ṩ᷉ẛ Ẃ᷉Ṫẻṍ ẤẽṪ Ẹ ẽ᷇Ḕḹ ḏẛ     

ṺṪỀᶲṦ Ấẽṥ ṍ Ḕ ṍ᷈ Ṉḏ Ṏ᷉ẞṍ ṥ ḸḌ? 1 2 3 4 

40.  Ḹᶱ᷄᷉ ẞ ẖẽ  ᷉ḸᶱẂ Ṩ᷉ẛ Ẃ᷉Ṫẻṍ ḓṍṥ ṍẞ 
ṺṪỀḟṥ ḏḽẞṍ 

    

Ṉḏ Ṏ᷉ẞṍ ṥ ḸḌ? 1 2 3 4 

41.  ḊḠṍ ḏẛṥ ṍẞṪ Ẹ᷇ ṍ ẽṐờḌẞ ṥ ḸḌ? 1 2 3 4 

42.  Ḹḏẛṥ ṍẞ ṵḩ  ᷉ẻᶹḇṾḸṍ ỚẬ ṥ ḸḌ? 1 2 3 4 

43.  ʃ ẖỀἡṍ ựṪṥ ṍẞ ẽỵṥ Ḡ ṥ ḸḌ? 1 2 3 4 

ḻᶴἠṍ ṵḊṍ Ḓ Ṫ᷉ṋṍ ẛḔỲἻ 
 
Ḹἀ
ḊḜ 

 
ḸṍṪḘ 

 
Ḹ ử᷄Ṧ 

 
ḸỰ

 ᷉

Ḹḽẫ
ṍ 

44.  ʃ Ἓṋẘ ờṪṮṥ ṍ ἤᶷỠṍẞ Ṫ᷉ ẻᶱ  ʋṥ ḸḌ? 1 2 3 4 

45.  Ἓṋẘ ờṪṮṥ ṍ ᶷẽ Ṫ᷉ ẻẂ  ʋṈḒṋἡ ṥḸḈ? (ṽờḽḇ Ḕớ 
ờṪṮṥ ṍ ớḌ 

    

ẖẽ  ᷉Ẁ  ʃờḽḇ Ḕớ ờṪṮṥ ṍ) 1 2 3 4 

46.  ẽᶱṪṪ Ỳẻḣ Ἓṋẘ ờṪṮṥ ṍ ᶷẽ ṈḒṋἡ ṽṥ ḸḈ ḽṓ     

ẽ᷄ʋ ḐἻ Ἓṋẘ ờṪṮṥ ṉ ᶴṺḌḔẞ Ṫ᷉ ẻᶱ  ʋṵḔỀḒṕ 
ṥ ḸḌ? 

 1 2 3 4 

 

47.  ẂṪễẞṍṪ ẖẽ  ᷉ṍṽḚẞṍṪ ᶱ᷄᷉  Ṉḏ Ṏ᷉ẞṍ ṥ ḸḌ? 1 2 3 4 

48.  ẂṪễẞ ẖẽ  ᷉Ṻổẞṍ ṵḽỳ ṥ ḸḌ? 1 2 3 4 

49.  ẂṪễẞṍṪ ᶴ Ṫ᷇Ḓṍ ẖẽ  ᷉ẖỀ ỠṪ ᶴ Ṫ᷇ḟḒḟḔ 
ẽṐờḍṍ ṥ ḸḌ? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 2 3 4 

 

 

 

 

 

 

 

 

50.  ḸḸḜṋ ḸṈửḢẛ Ữṍẞ ṵẀḻḺ ᶱ᷄᷉  ẽḏ ẞ᷇ṍ ṥ ḸḌ? 1 2 3 4 

51.  ḸḸḜṋ ẸṈửḢẛ Ữṍẞ ṵẀḻḺ ṵḽỳ ṥ ḸḌ? 1 2 3 4 

52.  ḸḸḜṋ ẸṈửḢẛ Ữṍẞ ṵẀḸḺ ḸṍṪḘ ḑṥ Ẁ ṽḻễ Ḕ ṍ᷈ 
ṥ Ḹḇẛ? 

1 2 3 4 

53. ḸḸḜṋ ḸṈửḢẛ Ữṍẞ ṵẀḻḺ Ẹḥể ṕờḌ ṥ ḸḌ 

( Ḓ᷉ᶸἸ Ḓ᷇ṽẂἸ Ẹ ễ᷄ḇḤἸ Ẹ ᷄ʊ ᶷỲ)? 

 

1 

 

2 

 

3 

 

4 
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Ethical clearance from Regionale Komiteer for Medisinskog Helsefaglig 

Forskningsetikk 
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Ethical clearance from Addis Ababa University, College of Health Sciences Institutional 

Review Board  

 


