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Abstract The present study was
performed to assess the difference
in acceptance of psychosocial coun-
seling and resulting benefits
between patients with breast
cancer with early or late onset. In
a prospective randomized
controlled study conducted over
6 months, 41 women with a new
diagnosis of early breast cancer
(group 1) and 43 patients with
advanced breast cancer (group 2)
received individually tailored
psychosocial support and were
compared against controls. This
therapy was free of charge, and the
duration of support was deter-
mined by the patients’ wishes and
needs. Among the patients with
new onset of disease acceptance of
the psychosocial counseling was
high, and these patients experi-
enced significant improvements in
their quality of life. In contrast,

acceptance of psychosocial coun-
seling was low in the advanced
breast cancer group and the
therapy did not improve quality of
life over the observation period of
6 months. Early psychosocial
support in patients with breast
cancer meets with a high accept-
ance rate and improves quality of
life.
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Introduction

A diagnosis of breast cancer has a profound effect on
patients. Significant psychological distress exists in
women with early-stage breast cancer and is exacer-
bated with disease progression [21]. Common disorders
encompass depression, loss of energy, sexual dysfunc-
tion, problems with employment [26] and social isola-
tion [24].

While there is only weak evidence for a cancer-
prone personality, the psychological reaction to the
diagnosis seems to influence the medical outcome [29].
In considering the possibility of relieving psychological

distress, public and scientific interest has turned to the
awareness that psychosocial counseling should be
offered to patients with cancer in addition to medical
therapies [10, 13, 18, 22, 25, 27]. Whereas it is well
established that conventional adjuvant breast cancer
therapy reduces recurrence and mortality [6, 7, 8] and
acceptance of it among patients is high, little is known
about patients’ acceptance and expectations of psycho-
logical counseling in various stages of cancer.

We offered individually tailored psychosocial coun-
seling to patients with a new diagnosis of early breast
cancer and also to patients with advanced disease in a
randomized controlled way. Our objective was to deter-
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Table 1 Baseline characteristics in group 1

Patients
(np18)

Controls
(np23)

Age (years) 53.1B9.7 51.9B9
Adjuvant radiotherapy 18 23
Neoadjuvant chemotherapy 2 0
Adjuvant chemotherapy 14 20
Endocrine therapy 16 19

Table 2 Baseline characteristics in group 2

Patients
(np20)

Controls
(np23)

Age (years) 61.6B8.7 62.2B8.1
Visceral metastases 7 10
Bone metastases 10 7
Visceral and bone metastases 3 6
Disease-free interval 4.2B2.4 4.2B1.8
Chemotherapy 8 10
Radiotherapy 6 4
Endocrine therapy 15 14

mine the acceptance and impact on quality of life of
psychosocial support in different stages of disease.

The aim of psychosocial support was to diminish
distress and other adverse effects of medical treatment,
to reduce psychosocial discomfort, to preserve the
patients’ social support systems, and to improve
communication within these systems. The outcome
measurement in our investigation was subjective self-
assessed quality of life, and patients were required to
distinguish between health status and nonmedical
aspects of their quality of life [9, 11].

Patients and methods

Patients

The patients were divided into two groups according to the stage
of their breast cancer:
– Group 1 (Table 1): In all, 45 consecutive patients for whom

breast biopsy was planned were enrolled in the study for the
event of a malignant result. As in 4 cases benign disease was
found, 41 of these patients finally entered the study. They all
had operable breast cancer stage I or II and were informed
about their disease. Patients were offered psychosocial support
at the point when a decision had to be taken with regard to
treatment. This therapeutic tool was introduced by a psycho-
logist who was not involved in the study. Patients were then
randomized to a group consisting of 18 patients (mean age
53.1B9.7 years) who were to receive psychosocial support and
another group of 23 patients (mean age 51.9B9 years) who
were to serve as a waiting list control group who did not receive
psychosocial support during the observation time. All patients
underwent adjuvant radiotherapy; 2 patients had neoadjuvant
chemotherapy; 14 (20) patients had adjuvant chemotherapy;
and 16 (19) patients had endocrine therapy. Patients and
controls were matched for age, disease stage and medical
therapy. Patients with metastatic disease were excluded from
this arm of the study.

– Group 2 (Table 2): In all, 43 consecutive patients with meta-
static breast cancer were enrolled in this arm of the study at the
time of diagnosis of disease recurrence. All patients were
informed of their diagnosis, stage of disease and available treat-
ments, and received an introduction to the potential benefits of
psychosocial counseling from a psychologist who was not
involved in the study. The 43 patients were then randomized
into one group of 20 patients (61.6B8.7 years) who were to
receive psychosocial support, and another group of 23 patients
(mean age 62.2B8.1 years) who were to be the waiting list
control group and who received no psychosocial support during
the observation period. Patients and controls did not differ in
terms of age, disease-free interval and medical therapy: 7 (10)

patients had visceral metastases; 10 (7) patients had bone
metastases; and 3 (6) patients had visceral and bone metastases.
The disease-free interval was 4.2B2.4 years (4.2B1.8). Onco-
logical treatment encompassed chemotherapy in 8 (10)
patients, radiotherapy in 6 (4) patients, and endocrine therapy
in 15 (14) patients. One woman in the study group and 2 in the
control group had psychosocial support when breast cancer was
first diagnosed, and all patients denied receiving current
therapy from other sources. Patients with metastases to the
central nervous system were excluded.

Psychosocial counseling

Patients had to choose and to contact 1 out of 20 psychologists
and psychotherapists. Patients with operable breast cancer
arranged the first appointment before surgery, either in the ther-
apist’s office or in the hospital. The second contact for this group
of patients was on days 2–5 after surgery in the hospital. Further
sessions took place in the therapist’s office.

For patients with advanced-stage disease, the sessions were
held in the therapist’s office. The patients in the two waiting list
control groups were offered the same psychosocial support after
the 6-month observation period. Psychosocial counseling was free
of charge to all patients and with no limit on its duration.

Interventions

Psychotherapeutic interventions – modeled upon the concept of
crisis intervention [1] in the setting of an individually tailored
counseling – used cognitive and behavioral approaches [19, 20].
Interventions included such strategies as problem solving,
regaining control, setting new goals for the future, and (optional)
spouses’ support. Therapy focused on the patients’ coping strate-
gies, self-esteem and femininity, overcoming feelings of helpless-
ness, negative thoughts and depression, and promotion of a
fighting spirit. Efforts were made to encourage early return to
habitual familial and social roles and functions. For sexually
active patients, a sexual rehabilitation component was added to
the counseling [4]. For symptom control, behavioral techniques
and hypnosis were employed to overcome anxiety, pain and
vomiting attributable to medical procedures [2]. Exercises in self-
hypnosis and progressive muscle relaxation techniques were
given.

Evaluation

Quality of life and coping abilities were evaluated in patients with
early and advanced disease. Quality of life was the main outcome
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measurement in our studies. Quality of life is each patient’s
uniquely personal perception of her health status or of nonme-
dical aspects of her life. Coping abilities were evaluated in semi-
structured interviews. Evaluation in the two studies was the
following:

Evaluation of patients and controls was performed by means
of a semi-structured interview at study entry and after 3 months,
and also by means of visual analogue scales at four time points: at
study entry, after the psychological interview, after 3 months and
6 months. Time point 2 (after the interview) was chosen to assess
the possible therapeutic value of the psychological interview.

Visual analogue scale

To distinguish health status versus nonmedical phenomena of
their quality of life, two different global scales for self-rating were
provided, one concerning the patients’ own judgement about
their health status and the other one for the rating of their
perception of their nonmedical quality of life [23]. Each item was
represented in the self-assessment instrument by a title and a 10-
cm linear analogue scale on which the patient placed a quasi-
dimensional mark. The patients were asked to consider the
previous 24 h. The left-hand end of each scale was anchored by
the term “poor” at the 0 mark, describing the most negative
impact on quality of life, and the right-hand end was anchored by
the term “excellent” at the 10 mark, describing the opposite
extreme of the state. To score patients’ responses, the two
analogue scales were measured in millimeters from 0. Higher
scores thus indicated better health or better quality of life.

Semi-structured interview

Patients’ coping abilities were assessed in semi-structured inter-
views conducted by medical psychologists not involved in the
study. This investigator-rated evaluation was based on the cogni-
tive, emotional and behavioral coping skills evaluating scales
containing 10 items for each subgroup [14, 15, 16). The interviews
were tape recorded, and for each patient a descriptive rating was
performed independently by the interviewer and by another
experienced psychologist. The coping ability was then assessed on
a scale containing four steps, as proposed in an overview of 15
prospective studies of efficiency of coping with illness [14].

Statistical analysis

Continuous data are presented as meanBSD. Differences
between time points within groups in both studies were compared
by Friedman analysis of variance. A P-value ~0.05 was regarded
as statistically significant. Calculations were performed by statis-
tics software packages (SPSS for Windows 7.5 and GraphPad
Prism.

Results

Acceptance of psychosocial counseling
in study group 1

Out of 18 patients randomized to receive psychosocial
support, 1 (6%) refused to take up this psychosocial
support without giving a specific reason.

Fifteen (83%) patients had two to four contacts with
the chosen therapist, and the remaining 2 (11%)
patients attended for more than four sessions. The
reason for discontinuing therapy was improved
problem-solving abilities after the first sessions in 14
(78%) patients and sufficient family support in 3
(17%). All 17 (94%) patients who accepted psychoso-
cial support perceived it as an efficacious therapy. The
drop-out rate in this study group was thus 1 out of 18
(6%).

Acceptance of psychosocial counseling
in study group 2

Out of 20 patients with advanced breast cancer who
were randomized to receive psychological counseling, 3
(15%) rejected the offer at study entry. After the first
session, 5 (25%) further patients discontinued support,
with the argument that they had already had to learn to
deal with their disease and that they did not wish to be
reminded about it too frequently. A further 6 (30%)
discontinued therapy after three to five sessions, 4 of
these patients reporting sufficient support from family
and/or friends during the past course of their illness.
Two out of these 4 patients did not see any advantage
in continuing psychosocial support. The remaining 4
patients who discontinued therapy after only a few
interventions were satisfied and did not need further
sessions. More than six meetings were attended by 6
(30%) patients. In conclusion, 8 (40%) patients with
advanced disease accepted psychosocial support as a
helpful adjunct to conventional therapies, thus leading
to an overall drop-out rate of 60%.

Acceptance of medical treatment

All patients showed close adherence to their medical
oncological treatment without dropping out from
radio-, chemo- and/or hormone therapy.

Quality of life as assessed by visual analogue scales

I Group 1. Results are given in Table 3. Patients’
health-related and nonmedical quality of life
improved significantly during the 6-month observa-
tion period. Patients showed a deterioration in their
health-related quality of life at the third interview
performed at 3 months, followed by a significant
improvement at the 6-month evaluation (Pp0.02).
In contrast, the worsening in health-related quality of
life of controls at 3 months was still significant at the
6-month evaluation (P~0.0001). Nonmedical aspects
of quality of life improved significantly after
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Table 3 Results (mean
BSD) in the early-stage group
(18 patients, 23 controls) at
baseline, after the first inter-
view, after 3 months and after
6 months

Baseline After
the 1st
interview

After
3 months

After
6 months

P-value

Nonmedical aspects of quality of life [0 (worst) to 10 (best value)]
Patients 5.8B2.0 5.9B2.0 7.9B2.0 8.3B1.8 ~0.0001
Controls 6.0B1.9 6.0B1.8 5.9B1.9 6.5B1.7 n.s.

Health-related quality of life [0 (worst) to 10 (best value)]
Patients 8.6B0.9 8.6B0.9 7.1B1.4 8.2B1.2 0.02
Controls 8.4B1.0 8.4B1.0 6.3B1.1 6.7B1.0 ~0.0001

Table 4 Results (mean
BSD) in the advanced-stage
group (20 patients, 23
controls) at baseline, after the
first interview, after 3 months
and after 6 months

Baseline After
the 1st
interview

After
3 months

After
6 months

P-value

Nonmedical aspects of quality of life [0 (worst) to 10 (best value)]
Patients 6.3B1.8 6.8B1.5 7.0B1.6 6.7B1.8 n.s.
Controls 6.9B2.1 6.9B2.1 6.8B1.8 6.5B2.0 n.s.

Health-related quality of life [0 (worst) to 10 (best value)]
Patients 6.7B2.0 6.9B2.1 7.0B2.3 6.8B2.5 n.s.
Controls 6.5B2.2 6.7B2.0 6.9B2.0 7.0B2.1 n.s.

3 months in the patient group receiving psychosocial
support (P~0.0001), whereas controls reported no
changes of this aspect.

I Group 2. Results are shown in Table 4. Evaluation of
patients’ and controls’ judgement of quality of life by
two visual analogue scales (health-related quality of
life and nonmedical aspects of quality of life) did not
show any significant difference at any of the four
assessment points.

Semi-structured interview

Semi-structured interviews were first evaluated for
differences in coping abilities between patients and
controls for both groups and did not show any signifi-
cant difference (P10.5). As the interview was rated
independently by two psychologists it was necessary for
the correlation between the two ratings to be analyzed;
it turned out to be high (rp0.86).

Survival

Differences in survival were evaluated for patients with
advanced disease only. Survival did not differ between
patients and controls and was 11.4B4.6 months for
patients receiving psychosocial support and
10.5B2.7 months for controls (Pp0.43).

Discussion

This study primarily reveals a difference in the accept-
ance and benefits of psychosocial support according to
whether it was offered early or late in the course, and it
also confirms results of previous studies showing
quality of life improved by psychosocial counseling [13,
18, 22]. Early onset of psychosocial counseling at the
time of diagnosis in the setting of an individually
tailored therapy led to a high level of acceptance and a
significant improvement in the patients’ quality of life.
Conversely, acceptance of psychosocial support and its
impact on quality of life were low among patients with
advanced disease. It should be noted that beneficial
effects were obtained with a relatively short course of
counseling, as described previously [13, 17].

The reason for better acceptance of psychosocial
support by patients with early stage disease might be
the younger age when psychosocial counseling was
offered. Younger breast cancer patients show greater
distress over a potentially life-threatening diagnosis
and the loss or altered appearance of a valued body
part [28]. Women’s distress in the perioperative period
has various sources, ranging from fear of dying while
under anesthesia through difficulties in imagining the
postoperative result to the extremely stressful period of
waiting for the pathology report [24]. Further concerns
related to adjuvant therapy with possible hair loss,
vomiting and toxic side effects may lead women to seek
support. Greater distress and a decline in the quality of
life may be further reasons for the better acceptance of
psychotherapeutic interventions [3].
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In our study, most of the patients with advanced
disease who discontinued psychosocial support did not
perceive this approach as a valuable tool to improve
their quality of life. The goal for most patients in this
group was to forget their illness. Some women were
content with their family support and glad that the
disease was not a subject of concern for family and
friends.

Social context and social support from partner,
family, friends, relatives and the medical profession are
important for survival [5]. The amount of help received
from social networks is usually high at the beginning of
the disease and during adjuvant therapy, which may
reveal the patients’ need for support. As time passes
and the illness persists, social support from family and
friends decreases. The drop in social support may
reflect a withdrawal of support by others once the
obvious emotional distress is reduced as patients
become accustomed to their diagnosis of cancer.
Support may also become less available to cancer
patients as a result of fears and discomfort that network
members may feel toward an ill friend. Conversely,
cancer patients often have to curtail their social activi-

ties owing to the effects of physical illness and treat-
ment, resulting in limited opportunities to maintain
supportive interactions and to receive support.

Psychological reactions to a diagnosis of recurrence
of the disease are described as “being back at square
one,” with additional worry and hopelessness because
of the lack of curative treatment possibilities [24].
Hopelessness may be responsible for denial and for
unwillingness to face the inevitable, which may be asso-
ciated with pain and other disease-related discomfort.

Psychosocial interventions are efficacious in helping
patients and their families to cope with cancer and its
concomitant disorders. Our findings highlight the
importance of an early onset of psychosocial support in
patients with breast cancer, as it led to a significant
improvement in quality of life. This small study
provides a rational basis for further and larger investi-
gations to confirm our results. Efforts should be made
to incorporate psychosocial support into the treatment
cascade offered to cancer patients. Acceptance of
psychotherapeutic interventions may rise if this useful
therapeutic adjunct is offered to patients routinely.

References

1. Aguillera DC, Messick LM (1974)
Crisis intervention: theory and meth-
odology, 2nd edn. Mosby, St Louis

2. Burish TG, Redd WH (1994)
Symptom control in psychosocial
oncology. Cancer 74 :1438–1444

3. Burstein HJ, Gelber S, Guadagnoli E,
Weeks JC (1999) Use of alternative
medicine by women with early-stage
breast cancer. N Engl J Med
340 :1733–1739

4. Capone MA, Westie DS, Good RS
(1979) Sexual rehabilitation of the
gynecologic cancer patient: an effec-
tive counseling model. (Frontiers of
radiation therapy and oncology, vol
14) Karger, Basel

5. Carlsson M, Hamrin E (1994) Psycho-
logical and psychosocial aspects of
breast cancer and breast cancer treat-
ment. A literature review. Cancer
Nurs 17 :418–428

6. Early Breast Cancer Trialists Colla-
borative Group (1998) Tamoxifen for
early breast cancer: an overview of
the randomised trials. Lancet
351 :1451–1467

7. Early Breast Cancer Trialists Colla-
borative Group (1998) Polychemo-
therapy for early breast cancer: an
overview of the randomised trials.
Lancet 352 :930–942

8. Fossati R, Confalonieri C, Torri V, et
al (1998) Cytotoxic and hormonal
treatment for metastatic breast
cancer: a systematic review of
published randomized trials involving
31,510 women. J Clin Oncol 16 :3439–
3460

9. Ganz PA (1994) Quality of life and
the patient with cancer. Cancer
74 :1445–1452

10. Gellert GA, Maxwell RM, Siegel BS
(1993) Survival of breast cancer
patients receiving adjunctive psycho-
social support therapy: a 10-year
follow-up study. J Clin Oncol 11 :66–
69

11. Gill TM, Feinstein AR (1994) A crit-
ical appraisal of the quality of
quality-of-life measurements. JAMA
272:619–626

12. Greer S, Moorey S, Baruch J (1991)
Evaluation of adjuvant psychological
therapy for clinically referred cancer
patients. Br J Cancer 63 :257–260

13. Greer S, Moorey S, Baruch J, et al
(1992) Adjuvant psychological
therapy for patients with cancer: a
prospective randomised trial. BMJ
304 :675–680

14. Heim E (1988) Coping und Adaptivi-
tät: Gibt es geeignetes und ungeeig-
netes Coping? Psychother Med
Psychol 38 :8–18

15. Heim E, Valach L (1983) Berner
Bewältigungsformen BEFO – ein
Instrument zur Selbst- und Fremdbe-
wertung der Krankheitsverarbeitung.
Rehabilitation 35 :34–42

16. Heim E, Augustiny K, Blaser A,
Schaffner L (1991) Berner Bewälti-
gungsformen (BEFO). (Handbuch)
Huber, Berne

17. Lovestone, S, Fahy T (1991) Psycho-
logical factors in breast cancer. BMJ
302 :1219–1220

18. Marcus AC, Garrett KM, Cella D, et
al (1998) Telephone counseling of
breast cancer patients after treatment:
a description of a randomised trial.
Psychooncology 7 :470–482

19. Moorey S, Greer S (1989) Psycholog-
ical therapy for patients with cancer:
a new approach. Heinemann Medical,
Oxford

20. Moorey S, Greer S (1994) Adjuvant
psychological therapy for patients
with cancer: outcome at one year.
Psychooncology 3 :39–46

21. Payne DK, Sullivan MD, Massie MJ
(1996) Women’s psychological reac-
tions to breast cancer. Semin Oncol
23 :89–97

463



22. Ruckdeschel JC, Blanchard CG,
Albrecht T (1994) Psychosocial onco-
logy research. Cancer 74 :1458–1463

23. Selby PJ, Chapman JAW, Etazadi-
Amoli J, Dalley D, Boyd NF (1984)
The development of a method for
assessing the quality of life of cancer
patients. Br J Cancer 50 :13–22

24. Spiegel D (1990) Facilitating
emotional coping during treatment.
Cancer 66 :1422–1426

25. Spiegel D, Bloom J, Kraemer H,
Gottheil E (1989) Psychological
support for cancer patients. Lancet
II :1447

26. Tross S, Holland JC (1989) Psycho-
logical sequelae in cancer survivors.
In: Holland JC, Rowland JH (eds)
Handbook of psychooncology.
Oxford University Press, New York,
pp 101–116

27. Tucker JB (1999) Modification of
attitudes to influence survival from
breast cancer. Lancet 354 :1320

28. Vinokur AD, Threatt BA, Vinokur-
Kaplan D, Satariano WA (1990) The
process of recovery from breast
cancer for younger and older
patients. Changes during the first
year. Cancer 65 :1242–1254

29. Watson M, Haviland JS, Greer S,
Davidson J, Bliss JM (1999) Influence
of psychological response on survival
in breast cancer: a population-based
cohort study. Lancet 354 :1331–1336

464


