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Abstract 

Background: Breast cancer is common nowadays. Many physical and mental symptoms 

may be induced due to breast cancer, and the quality of life (QoL) of women with breast 

cancer decrease. Hence, providing adequate nursing interventions to promote health and 

improve the QoL of women with breast cancer is vital. 

Aim: The aim of this literature review was to describe how nurses could support women 

with breast cancer to improve their quality of life and to describe the characteristics of 

the samples and scales in this study. 

Methods: Quantitative and mixed studies were searched in the PubMed and Cinahl. 

Included studies were processed to collect the efficient nursing interventions and their 

effects toward women with breast cancer.  

Results: Four interventions were found meaningful in improving the QoL of women with 

breast cancer. Psycho-education intervention consisted of group meeting plan. Physical 

activity included working training and telephone supervision. Cognitive behavioral 

therapy intervention performed sleep education. Social support provided information, 

support, exercise instructions and health education. Ten studies involving 776 participants 

were included. Most of the included studies had used randomized trial.  

Conclusion: Nurses implemented psycho-education intervention, physical activity, 

cognitive behavioral therapy, and social support intervention to improve the total QoL of 

women with breast cancer and other dimensions of QoL (energy level, pain, fatigue, etc.). 

Based on the specific needs of women with breast cancer, nurses applied specific 

interventions clinically to help relieving their symptoms and supporting their QoL. 

Key words: breast cancer, women, nurses, quality of life, support  
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背景：现今，乳腺癌在生活中很常见。乳腺癌可能会引起许多生理和心理症状，

并且乳腺癌妇女的生活质量会下降。因此，针对提高乳腺癌患者生活质量的护理

干预是必要的。 

目的：这个综述描述了护理人员如何支持乳腺癌妇女提高生活质量，并描述文章

中的样本特点及量表。 

方法：检索数据库（PubMed and Cinahl）中的定量及混合性科学论文，并对收录

的文献进行整理，收集有效的护理干预措施及其对乳腺癌妇女的影响。 

主要结果: 研究发现四个干预措施提高了患者的生活质量。心理教育干预包括小

组会议、认知策略和症状管理计划。身体活动包括培训和电话监督。认知行为疗

法干预包括睡眠教育。社会支持包括提供信息、锻炼指导和健康教育。十个研究

涉及 776 名参与者。抽样方法为随机实验方法。 

结论: 护士通过实施心理教育、身体活动、认知疗法和社会支持，提高了乳腺癌

女性总的生活质量及生活质量的其他方面（能量水平、应对能力，疼痛等等）。

在临床上，护士根据乳腺癌妇女的具体需求，应用具体的护理措施来帮助缓解她

们的症状和提高她们的生命质量。 

关键词：乳腺癌, 妇女, 护士，生活质量，支持。 
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1.  Introduction 

Breast cancer means that a bunch of solid malignant tumor cells develop in the tissues of 

the breast (Crawford & Alder 2017). Breast cancer is called the most common malignant 

tumor and the leading cause of cancer death among women all over the world. What’ 

more, it was also the most frequent cancer among women and about 1.67 million new 

cases women were diagnosed with breast cancer worldwide in 2012 (Khalis et al. 2016). 

The proportion is 16% among all cancer deaths (World Health Statistics, 2008). Hence, 

breast cancer is still a major health problem around the world. During the past several 

decades, the incidence of breast cancer in both developed and developing countries has 

risen (Kurian et al. 2009). However, with the advancement in treatment and early 

diagnosis, the 5-year relative survival is increasing for breast cancer (Mistry et al. 2011). 

Women with breast cancer were treated with chemotherapy, radiotherapy, or mastectomy 

or a combination of these therapies (Suwankhong & Liamputtong 2016). Though the life 

expectancy was prolonged, more women with breast cancer were likely to experience 

adverse effects due to disease diagnosis and above treatment inevitably (Pinto & 

Azambuja 2011). It is a malignant tumor so women with breast cancer usually encounter 

many psychological and physical problems which negatively impacted QoL. From 

psychological aspects, women with breast cancer felt stressed and worried about their 

family or sexual roles and felt uncertainties about their future life (Joulaee et al. 2012), 

which led to a low level of QoL (Akechi et al. 2011). Women with breast cancer 

experienced emotional Chaos and low self-confidence, additionally (Suwankhong & 

Liamputtong 2016). From physical aspects there are several commonly reported problems 

including lymphedema, fatigue, vasomotor complaints, sexual dysfunction, cognitive 

impairment, and sleep difficulties (Fallowfield & Jenkins 2015). Long-term 

chemotherapy caused strong negative effects on most women including nausea, vomiting, 

hair loss, lack of appetite, and the hardening and increasing blackness of their nails. Other 

than those symptoms, sickness, and changed daily lifestyles also happened. Problems of 

social isolation, impaired functions were experienced as well (Suwankhong & 

Liamputtong 2016). All of these aspects may influence their QoL negatively. Therefore, 

nurses should provide support to improve QoL of women with breast cancer and deal 

with their problems. Moreover, it’s of great importance to summarize the effective 

interventions in improving QoL among this group.  
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1.1 Support, QoL and coping – definition 

Nursing support entails two different dimensions including the “tangible dimension” and 

the “intangible dimension”. The “tangible dimension” has nursing service, goods, 

equipment, information and nursing education. The intangible dimension focuses on the 

relationship quality between the family carer and the support provider person. Trust, 

confidence and/or friendship are part of relationship qualities in the “intangible 

dimension”. These two dimensions are co-dependents and vital in nursing (Stoltz 2006). 

QoL refers to the general well-being of individuals and coping, social network and social 

support, physical, psychological and social function, life satisfaction (Fernández-

Ballesteros 1998). Fatigue, anxiety, pain, depression, together with the covariates of 

social support and type of treatment can affect about 66% changes of QoL among women 

with breast cancer. If these women had higher severity level of fatigue, anxiety, pain, 

depression, and inadequate social support, they would probably experience poorer level 

of QoL (Winnie et al. 2009). Coping means that people endeavor to change cognitive and 

behavioral continuously based on their perception and resources in order to meet the 

internal and/or external demands. Coping includes problem-focused coping (manages the 

problem), emotion-focused coping (regulates distress), and meaning-based coping (find 

a positive meaning) (Folkman 2010).  

1.2 Neuman’s System Model and nurses’ role 

Based on Neuman’s System Model (Raile Alligood & Marriney Tomey), people 

including women with breast cancer is an open client system. An individual, family and 

group can be considered as clients. The health of women with breast cancer is a 

continuum of wellness to be contrary to illness. The internal and external elements 

surrounding and influencing the women with breast cancer’ system form the environment 

(Raile Alligood & Marriney Tomey). Stressors are part of the environment forces which 

influence client system’s stability. Breast cancer can be seen as a stressor toward the 

women with breast cancer. Therefore, the homeostasis within the people can be broken 

and different systems’ needs are not met. Breast cancer is a malignant tumor,which can 

bring pain, fatigue, sleep disturbance, anxiety and depression for women with breast 

cancer. Thereby, intrapersonal stressors occur. Sexual dysfunction, changed daily 

lifestyles, social isolation and impaired functions may happen and cause interpersonal 

stressors. Nursing is related with the whole person, not only focused on women with 
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breast cancer’ physiological aspect, but also on other aspects including social cultural, 

spiritual, psychological and developmental aspects (Raile Alligood & Marriney Tomey). 

Nurses’ responsibility is to deal with the nursing problems and to take different needs into 

account among the women with breast cancer. Improving nurses’ level of support 

contributes to these patients’ QoL. Therefore, Neuman System Model provides a 

conceptual framework for nursing practice, study and education.  

Nurses are supposed to offer women with breast cancer with care based on four 

fundamental responsibilities. There responsibilities include promoting health, preventing 

illness, restoring health and alleviating suffering. Nurses are supposed to respect the rights 

of women with breast cancer which are rights to life and choice, and dignity. Women with 

breast cancer deserve to be treated with respected. According to the code of nurse and 

people, nurses are supposed to promote a respectful environment for women with breast 

cancer. As for the code of nurses and practice, nurses should maintain and improve their 

competence by continual learning to help improving the patients’ QoL. Besides, nurses 

should promise patients’ safety, dignity and rights when doing nursing practice and using 

scientific advances. Nurse should be active in developing their study-based professional 

knowledge and offer evidence-based nursing which is built on experience and study in 

profession element (International Council of Nurse (ICN), 2017). 

1.3 Previous study 

Two studies used beauty care and yoga to improve QoL (Amiel et al. 2009, Andrews et 

al. 2010). Their study provided women with breast cancer with suggestions about how to 

use make-up and enhance personal image. Four types of activity about beauty care were 

mentioned. They were simple beauty care services, socio-aesthetician services, personal 

image advice and consultation and socio-aesthetics. The simple beauty care services 

consisted of the facial skin cleansing and make-up, and body’s other parts’ massage or 

manicure. The secondary socio-aesthetician services were provided an aesthetician. This 

beauty care was different compared with the traditional beauty care by other aestheticians. 

However, the approach had moral support. The third personal image advice included the 

color of clothing’s suggestions and make-up. It was valuable to provide beauty care 

experience for cancer clients. It was efficient on QoL (Amiel et al. 2009). 
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Andrews et al (2010) found Iyengar Yoga can improve QoL and psycho-social 

functioning for breast cancer survivors. Participants in the study were encouraged to 

direct their attention into mind and body and study different body positions change 

awareness and breath. These ways can create more body confidence, and serves as a tool 

for self-study and self-regulation, even in a situation of illness (Andrews et al. 2010).  

1.4 Problem statement 

The mortality and prevalence of breast cancer is high and has been increasing 

continuously. Recently, the breast cancer surgeries include partial mastectomy,  

modified radical mastectomy, and total mastectomy. The treatment of breast cancer 

includes chemotherapy, radiotherapy, etc. Side effects are brought due to treatment and 

surgery. Hence, women with breast cancer experience plenty of symptoms both mentally 

and physically. Moreover, breast cancer have shown to serves as a stressor and decrease 

the QoL among this group. Effective support has been studied and provided from different 

perspectives. Iyengor Yoga is suggested as a way to manage attention, study body 

positions, build self confidence and improve self-regulation. Besides, beauty services 

including making up, dressing up is provided by aestheticians. Support from nurses’ 

perspective is also vital in improving the QoL of women with breast cancer. However, 

there are few studies combining different aspects of nursing supports together to improve 

their QoL. Therefore, in this study, after summarizing nursing interventions which can 

increase QoL among women with breast cancer, nurses can get an understanding how 

they could support this group of patients.  

1.5 Aim and study questions 

The aim of this review was to describe how nurses can support women with breast 

cancer to improve their quality of life and to describe the characteristics of the samples 

and scales in the selected studies. 

 

-How can nurses support women with breast cancer to improve their quality of life? 

-What are the characteristics of the samples in the scientific studies?  

-What scales were used in the selected studies?  
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2.  Method 

2.1 Design 

A descriptive quantitative literature review was carried out (Polit & Beck 2012).  

2.2 Search strategy 

Databases of PubMed and Cinahl were used in the review and the searching strategy was 

listed in Table 1. Breast cancer women, nurse perspective, support and QoL were the 

search terms that was used. These search terms  were linked with each other one by one 

through combining search terms which was the Boolean term AND. Indexed search terms 

fetched from MeSH were linked with Boolean operators OR. In the preliminary search 

(see Table 1) 210 studies’ titles and abstracts were skim-read and 103 potential studies 

were selected because they were related to the aim and research questions of this study.  

2.3 Selection criteria 

A detailed description of the inclusion and exclusion criteria were as followings for the 

degree project. The authors’ inclusion criteria included studies related to the aim, 

empirical scientific studies using a mixed or a quantitative approach, studies written in 

English, studies written within ten years, studies’ species was human, full text studies. 

The exclusion criteria included studies’ that the perspective was not nurses, and studies 

not relate to nurses’ support to QoL of women with breast cancer .  

2.4 Selection process and outcome regarding possible articles 

2.4.1 Selection process from the two databases 

First, the titles and abstracts of the studies was skimmed through in order to have a 

overview of studies and decide whether they should be included in this study. Later, 

studies were read carefully so as to determine whether they were relevant for the literature 

review. Every step of the selection process was carefully explained. The process of 

selecting articles from the two databases can be seen in Table 1. 

Table 1 Outcome of database searches. 
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Database 

Date of 

search 

Limits Search terms Number 

of hits 

Chosen 

sources(e

xcluding 

doubles) 

Medline 

through 

PubMed 

2017-05-10 

University of Gävle, 10 

years, English, human, 

full text 

Breast cancer women  

(Mesh) 

22254  

Medline 

through 

PubMed 

2017-05-10 

University of Gävle, 10 

years, English, human, 

full text 

Nurse’s perspective OR 

Nurse’s aspect OR Nurse’s 

perception OR Nurse’s 

experience OR Nurses (full 

text) 

48397  

Medline 

through 

Pubmed 

2017-05-10 

University of Gävle, 10 

years, English, human, 

full text 

Quality of life(Mesh) 104779  

Medline 

through 

Pubmed 

2017-05-10 

University of Gävle, 10 

years, English, human, 

full text 

Support(Mesh) 1845963  

Medline 

through 

Pubmed 

2017-05-10 

University of Gävle, 10 

years, English, human, 

full text 

Quality of life(Mesh) AND 

Nurse’s perspective(full 

text) 

2865  
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Medline 

through 

Pubmed 

2017-05-10 

University of Gävle, 10 

years, English, human, 

full text 

Breast cancer 

women(Mesh) AND 

Nurse’s perspective(full 

text) AND Quality of 

life(Mesh) 

79  

Medline 

through 

Pubmed 

2017-05-10 

University of Gävle, 10 

years, English, human, 

full text 

Breast cancer 

women(Mesh) AND 

Nurse’s perspective(full 

text) AND Quality of 

life(Mesh)AND Support 

(Mesh) 

57 Total: 5 

Cinahl  

2017-05-10 

Linked full text, 

English, human, 10 

years 

Breast cancer women 

(Mesh)  

12670  

Cinahl 

2017-05-10 

Linked full text, 

English, human, 10 

years 

Nurse’s perspective(full 

text) 

211592  

Cinahl 

2017-05-10 

Linked full text, 

English, human, 10 

years 

Quality of life(Mesh) 61324  

Cinahl 

2017-05-10 

Linked full text, 

English, human, 10 

years 

Support (Mesh) 60588  
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Cinahl 

2017-05-10 

Linked full text, 

English, human, 10 

years 

Breast cancer women 

(Mesh) AND  

Nurse’s perspective(full 

text) 

891  

Cinahl 

2017-05-10 

Linked full text, 

English, human, 10 

years 

Breast cancer 

women(Mesh) AND 

Nurse’s perspective(full 

text) AND Quality of 

life(Mesh) 

131  

Cinahl 

2017-05-10 

Linked full text, 

English, human, 10 

years 

Breast cancer women 

(Mesh) AND Nurse’s 

perspective(full text) AND 

Quality of life(Mesh) AND 

Support (Mesh) 

46 Total: 5 

 

 

2.4.2 Selection process from the primary screening 

Ten relevant studies had been selected in the result part. 70 studies out of 103 studies had 

been excluded because of the present study’s aim, title, resource less, review and object. 

20 studies out of 33 studies was excluded due to review, treatment, doubles and 

qualitative studies. Then 3 studies, matched with the inclusion criteria, were doubled in 2 

databases. Therefore, 10 studies were chosen at last. The process of selecting articles in 

detail from the preliminary screening can be seen in Figure 1. 
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Figure 1: Flow chart over the selection process  

 

2.5 Data analysis 

The selected studies’ results sections were processed which were related to study aim, the 

samples’ characteristics and scales. All studies were read separately by each author at 

first, and then studies were exchanged and read carefully again. The included studies were 

processed aim to find common themes and pattern. With the help of two templates or 

matrixes, the included studies in the degree project were processed. Using a matrix is a 

good way to organize the information found in the studies (Polit & Beck 2012). Several 

tables were used to achieve an overview of the selected studies, which contributed to the 

easier data analysis. Hence, studies’ authors, title, aim, design and approach, sample, data 

collection methods, method of data analysis, intervention, and results were summarized 

in Table 4. Additionally, authors, title, data collection instruments, sub-scales, and scores 

of each latitude were summarized in Table 5. Then, both tables were put into Appendix 

1. After that, nurses’ support to improve the QoL of women with breast cancer, sample 

characteristics and scales were found and summarized. Nursing interventions about 

supporting women with breast cancer to improve the QoL and their effects were gained. 

After carefully reading the interventions, alike nursing interventions were put together. 

Then, the effects of interventions which under the same subtitles were also put together. 

After that, the characteristics among samples including country, sample size, gender, 

33 studies remained 
20 studies found to be irrelevant 

due to review, treatment, 

doubles and qualitative studies.  

13 studies remained 
3 studies were doubles in 2 

website. 

10 studies remained 

Total of 10 studies included 

1 Study of 10 studies 

used manual retrieval 
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mean age, sampling methods, education level, marriage states, recruit area, and breast 

cancer stages were collected. In addition, different kinds of scales were gathered and 

classified. 

2.6 Ethical considerations 

The present literature review relied on published studies that had already achieved ethical 

approval. Thereby, the risk of meeting ethical dilemmas was low. Adequate referencing 

techniques were used. When reading and reviewing the studies, the authors put aside their 

own opinions and attitudes and acted objectively. The result section was presented 

without being altered according to the authors’ hope. Plagiarism won’t happen in the 

degree project. During the analysis of the studies, the discussion were performed several 

times objectively. 

3.  Results 

Four nursing interventions (psycho-education, physical activity, cognitive behavioral 

therapy intervention and social support) and their effects of each study could be seen in 

Table 2. Then, the four nursing interventions and their effects were showed specifically 

in the following text. Later, the characteristics of sample were presented both with Table 

3 and the following text. The last part of the result demonstrated many scales which were 

used to measure four interventions’ effects. 

Table 1 Overview of nursing interventions and effects 

 Authors Interventions Effects 

Psycho-

education 

Fillion et 

al. (2008) 

8 times of 90 minutes group 

meetings (psycho-

educative, fatigue 

management sessions) and 

cognitive strategies 

1. Depression and anxiety (3 month follow-up Experimental 

M=11.15, SD=3.85; Control M=13.13 SD=5.44; Experimental 

baseline M=11.83, SD=4.23; Control baseline M=12.70, 

SD=4.09) (P=0.04) 

2. QoL (Experimental M=51.38, SD=7.57, Control M=47.96, 

SD=9.30) (P=0.04)  

Heidrich et 

al. (2009) 

 

30-75 minutes of 

counseling interview 

(create a symptom 

management plan) and 

phone interview. 

1. Pain (IRIS SD=1.23; Control SD=1.12) (P< 0.01). 

2. Negative mood decreased (overall mood state: p<0.01; 

depression: p<0.05; anxiety: p<0.05) 

3. Coping (P<0.05)  
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Park et al. 

(2012) 

3 times of group meetings 

and knowledge was 

delivered by telephone.  

1. QoL improved in intervention group. (Pretest Intervention 

M=97.64, SD=3.29, follow-up Intervention M=106.4, SD=3.65) 

(P= .004). (follow-up Intervention M=106.4, SD=3.65, Control 

M=89.22, SD=3.81) (P= .002)  

2. Emotional well-being (Intervention M=20.24, SD=2.89, 

Control M=15.22, SD=5.19) (P<0.001) 

Dastan & 

Buzlu 

(2012) 

8 times of 90 minutes group 

meetings and phone 

conversations. 

1. Anxious preoccupation (Before SD=3.71. After SD=3.71) 

(P=.015). 

2. Fighting spirit improved. (Experiment Before X=50.6, 

SD=5.23; Six month after X=54.13, SD=3.93; Control Before 

X=51.36, SD=4.93; Six month after X=38.05, SD=4.73) 

(P=0.000) 

3. Hopelessness decreased obviously. (Experiment Before 

X=12.47, SD=2.53; Six month after X=10.00, SD=2.16; Control 

Before X=10.55, SD=2.69; Six month after X=12.42, SD=2.21) 

(P=0.000) 

Physical 

activity 

intervention 

Fillion et 

al. (2008) 

Walking training including 

behaviour strategies and 

telephone supervision. 

1. Energy (p=0.01) (At baseline, post-intervention and follow-up 

Experimental M=2.23, 2.41, 2.63, SD=0.76, 0.72, 0.72; Control 

M=2.17, 2.14, 2.24 SD=0.87, 0.87, 0.88) 

2. Fatigue (P=0.03) (At 3 month follow-up: Experimental 

M=2.40, SD=0.84; Control M=2.75, SD=0.93)  

Wang et al. 

(2011) 

A 6-week walking program. 1. Fatigue (P=.003) (At the end of the 6-week intervention: 

Exercise scores=45.8, Usual care scores=40.0) 

2. Sleep disturbance (P<.001) (The liner growth rate: Time 3: 

Exercise scores=7.4; Usual care group scores=12.7) 

3. QoL (The liner growth rate: Time 3: Exercise score=77.4, Usual 

care score=58.9) (P<.001) (The quadratic growth rate:Time 4: 

Exercise score=84.3, Usual care score=66.4) (P=.011) 

Cognitive 

behavioral 

intervention 

Dirksen & 

Epstein 

(2007) 

Sleep education and daily 

sleep diaries.  

1. Depression (Pre- to post-treatment: CBT-I group M= 11.6 to 

7.8) (P<.05) 

2. Anxiety (Pre- to post-treatment: CBT-I group M=36.5 to 32.9) 

(P< .05) 

3. QoL (At post-treatment: CBT-I M=118.8, SD=11.9, CC 

M=113.1, SD= 18.2) (P<0.05) 

Berger et 

al. (2009) 

Sleep education and 

develop plan. 

1. Sleep quality. (One year after treatment: BT group M=5.55; and 

HEC group M=6.39) (P< .05) 

2. Fatigue (At 1 year after first treatment: BT group M=2.16, HEC 

group M=2.31) (P=.59) 

Matthews 

et al. 

(2014) 

Education about sleep 

restriction, stimulus control, 

sleep hygiene education 

(sleep diary). 

1. Insomnia severity: SE improved (p = 0.003) and fall asleep 

time reduced (P = 0.007). 
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3.1 Interventions and effects 

3.1.1 Psycho-education intervention 

Of ten articles, four used psycho-education (Fillion et al. 2008, Heidrich et al. 2009, Park 

et al. 2012, Dastan & Buzlu 2012). In two studies, 90 minutes of group meetings were 

performed in the intervention group to educate women with breast cancer (Fillion et al. 

2008, Dastan & Buzlu 2012). During the 4 weeks, oncology nurses hold group meeting 

twice a week to educate participants with new knowledge about psycho-educative, fatigue 

management. This session made participants understand the skills of relaxation, effective 

coping strategies and techniques of self-regulation. Cognitive strategies, part of the 

walking program, was performed by nurses. Participants were aware of the benefits of 

exercise and focused on the short term results. Participants got chance to make own 

exercise and plans. Feedback about physical activity were offered from nurses at each 

session. In addiction, 20-minutes muscle-relation recordings and diary listening were 

provided by nurses (Fillion et al. 2008). As for the other study, 8-session of psycho-

educational group meeting program was performed by nurses as intervention, which 

comprised 265 slides of Microsoft Power-point about nutrition, coping with cancer, 

interpersonal relationship and problem solving, special brochures and CD of relaxation 

(Dastan & Buzlu 2012). Advanced practice nurses usually spent 30 to 75 minutes to 

perform the intervention which was also a counseling interview. However, the time of 

performing intervention was individualized and accorded to the individual’s needs. First 

of all, assessment toward the representative individualized symptoms was made by nurses. 

Next, participants were encouraged to express their thoughts about symptoms in five parts 

(identity, cause, timeline, consequence, cure). Then participants were encouraged to 

discuss the symptoms control thoughts’ forming and effects toward symptoms 

management. After that, nurse made summary about participants’ thoughts and the 

consequences of them. Finally, with the new symptom management strategies and 

information, participants and nurses discussed and created symptom management plan 

together (Heidrich et al. 2009). Psycho-educational support program, provided by nurses, 

Munir et al. 

(2011) 

Interview and 

questionnaire. 

P’s not clear. 

Social 

support 

Salonen et 

al. (2012) 

Teaching, support, and 

education. 

QoL’ s P didn’t mentioned. 
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helped women with breast cancer to prevent, identify, and solve potential problems after 

primary treatment and to develop coping and management strategies. Face to face 

education through a participant handbook which included educational information and 

the core of symptoms management was a part of the psycho-educational support program. 

Three small-group meetings, another part of psycho-educational support program were 

hold on topics of emotional stress, burden of role adjustments, diet and exercise. 

Moreover, feedback of measures was mailed from the intervention group’ participants in 

post-test and 3-month follow-up (Park et al. 2012). Three studies all used phone as a way 

to supervise the symptom management effects and find the barriers (Heidrich et al. 2009, 

Park et al. 2012, Dastan & Buzlu 2012). Four telephone reinforcement sessions was added 

by nurses biweekly for the experiment group (Heidrich et al. 2009). In one study, nurses 

used telephone to deliver health-coaching knowledge and help participants making plan. 

During the 12 weeks, 6 telephone was used as a way to deliver advice and information, 

reinforce education and counseling for the intervention group biweekly. The phone call 

usually last 10-30 minutes (Park et al. 2012). Phone was provided by nurses as a way to 

support one another, and encourage participants to share feelings and skills between the 

sessions (Dastan & Buzlu 2012). 

3.1.2 The effects of psycho-education intervention 

Being measured by different data collection instruments, psychological education was 

found meaningful in improving QoL (Fillion et al. 2008, Park et al. 2012), and the mufti-

dimensions of QoL which were pain (Heidrich et al. 2009), anxiety and depression 

(Fillion et al. 2008, Heidrich et al. 2009), cancer adjustment (Dastan & Buzlu 2012) and 

symptoms management (Heidrich et al. 2009). In this study, psycho-education and 

physical activity had both contributed to the effect of QoL which was measured by Study 

Short Form-12 (SF-12). Compared with the control group, the experimental group 

achieved a significantly higher level of physical QoL after the intervention timely and 

achieved improvement in mental QoL at 3-month follow-up (Experimental M=51.38, 

SD=7.57, Control M=47.96, SD=9.30) (P=0.04) (Fillion et al. 2008). In another study, 

Function Assessment of Cancer Therapy-Breast (FACT-B ) was also used to measure 

QoL. From the pretest to the follow-up, the intervention group had significantly different 

FACT-B total score (P= .004). At the follow-up test, the intervention group achieved 

higher FACT-B total score (Intervention M=106.4, SD=3.65, Control M=89.22, SD=3.81) 
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(P= .002) and higher emotional well-being (EWB) score (P<0.001) than the control group 

(Park et al. 2012). As for pain, Brief Pain Inventory (BPI) was used to measure symptom 

severity, which can be replaced by the word “Pain”. Comparing the IRIS (Individualized 

Representational Intervention to improve Symptom Management) group with the control 

group, it was found that the IRIS group experienced less symptom duration which was 

related with symptom severity (P< 0.01) (Heidrich et al. 2009). When it came to 

depression and anxiety, they were measured by POMS in two studies (Fillion et al. 2008, 

Heidrich et al. 2009). Comparing the two groups, the intervention group had less distress 

including less combined depression and anxiety symptoms at 3 month follow-up 

(Experimental M=11.15, SD=3.85; Control M=13.13 SD=5.44; Experimental baseline 

M=11.83, SD=4.23; Control baseline M=12.70, SD=4.09) (P=0.04) (Fillion et al. 2008). 

In pilot study 3, from baseline to 16 weeks, negative mood decreased obviously (Heidrich 

et al. 2009). Besides, cancer patients’ adjustment to the diagnosis and treatment, 

considered as one way of coping, was measured by Mental Adjustment to Cancer Scale 

(MAC). From before education to 6 months after education, the experimental group 

showed a decreasing tendency in anxious preoccupation (P=.015) and demonstrated a 

significantly increasing in the mean scores of “fighting spirit” (Experiment X=54.13, 

SD=3.93; Six month after Control X=38.05, SD=4.73) and improvement in hopelessness 

comparing with the control groups Six month after (Experiment X=10.00, SD=2.16;Six 

month after Control X=12.42, SD=2.21) (P=0.000) (Dastan & Buzlu 2012). Symptoms 

management behaviors, another way of coping, was measured by asking if they had joined 

the five self-care behaviors. At 16 weeks, women in the experiment group were more 

possibly to talk with their health-care provider actively, begin new medical treatment, 

improve with new treatment, and change self-care of symptoms (P<0.05) (Heidrich et al. 

2009). 

However, in two studies, the interventions of psycho-education was meaningless in 

improving total QoL (Heidrich et al. 2009), enhancing coping (Fillion et al. 2008). The 

outcomes of QoL, measured by SF-12, was not significantly different between the two 

groups (Heidrich et al. 2009). Coping With Health and Injury Problems (CHIP) was used 

to measure coping. During baseline to follow, the active coping score increased in 

experimental group, while decreased in control group. The control group’ passive coping 

score decreased more than the experimental group (Fillion et al. 2008). 
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3.1.3 Physical activity intervention 

Two studies mentioned that the participants joined the walking training and they were 

supervised by trained study nurses (Fillion et al. 2008, Wang et al. 2011). Nurses 

supervised and encouraged the participants’ adherence to walking program, and found 

obstacles of walking training through one short telephone Bbooster session (5-15 

minutes). The behavioral strategies, part of the walking program, included establishing 

an individualized exercise program, building and revising a written contractual, 

supervising the exercise intensity, encouraging the persistence of assignments. Their 

cardiac function were monitored while exercising (Fillion et al. 2008). Another study 

carried out a 6-week home-based walking program and built women’ s self-efficacy of 

exercise. The heart rate monitor, pedometer, weekly phone call, exercise diary, weekly 

meeting and a role model story was used to build exercise self-efficacy in the experiment 

group (Wang et al. 2011).  

3.1.4 The effects of physical activity intervention 

With the measurement of different data collection instruments, physical activity was 

found valuable in improving total QoL (Fillion et al. 2008, Wang et al. 2011), and other 

dimensions of QoL including energy level (Fillion et al. 2008), fatigue (Fillion et al. 2008, 

Wang et al. 2011), and sleep disturbance (Wang et al. 2011). Details were as followings. 

Functional Assessment of Cancer Treatment-General (FACT-G) was used to measure 

QoL. The exercise group had a slightly increasing linear growth rate (P<.001) and higher 

quadratic growth rate (P=.011), while the usual-care group had a decreased linear growth 

rate. Hence, during the intervention period, compared with the usual-care group, 

participants in the exercise group made stable improvement continuously in QoL. (Wang 

et al. 2011). Moreover, POMS was used to measure energy level. The energy level of two 

groups changed at baseline, post-intervention and follow-up separately (Experimental 

M=2.23, 2.41, 2.63, SD=0.76, 0.72, 0.72; Control M=2.17, 2.14, 2.24 SD=0.87, 0.87, 

0.88), and women in the experimental group showed higher energy level than the women 

in control group (P=0.01). As for fatigue, it was measured using the Multidemensional 

Fatigue Inventory (MFI). Compared with the control group, women in the experimental 

group reported a lower level of fatigue at 3-month follow-up (P=0.03) (Experimental 

M=2.40, SD=0.84; Control M=2.75, SD=0.93) (Fillion et al. 2008). Besides, fatigue was 

also measured by Functional Assessment of Chronic Illness Treatment-Fatigue (FACIT-
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F). At the end of the 6-week intervention, the exercise group’s participants had 

significantly less fatigue than the usual-care group’s participants (P=.003). Additionally, 

sleep disturbance was measured through PSQI. During the intervention period, less sleep 

disturbances existed in the exercise group than the usual-care group. At the linear growth 

rate, the exercise group decreased gradually and the usual-care group increased (P<.001) 

(Wang et al. 2011). However, there isn’t description about Brief Pain Inventory (BPI) 

(Fillion et al. 2008). 

3.1.5 Cognitive behavioral therapy 

There are three studies both mentioned educating or performing a sleep education and 

hygiene (SEH), sleep restriction therapy (SRT) and stimulus control instruction (SCI) 

(Dirksen & Epstein 2007, Berger et al. 2009, Matthews et al. 2014). Nurse therapist 

conducted the 6-week treatment period which included one to two hours of classes 4-

weekly and 15 minutes telephone session treatment 2-weekly. Sessions 2-6 reviewed 

daily sleep diaries, discussed progress and encouraged the insistence of treatment 

suggestions. Participants completed daily sleep diaries during the whole treatment. 

During the whole period, participants completed questionnaires on fatigue, mood, QoL 

and wore a wrist actigraph each night (Dirksen & Epstein 2007). Participants in the BT 

intervention group spent 90 minutes with research nurse developing a 12-item plan and 

30 minutes revising the BT plan in 2 days before CTX and after the last CTX. In sessions 

7 to 9 days after each revision, all BT plans were reinforced during 15 minutes. Each 

woman was provided with advice and information based to their needs. Relaxation 

therapy was included in BT plan (Berger et al. 2009). In another study, additionally, 

advanced practice nurse also encouraged women to write sleep diary weekly. All sessions 

began with reviewing the women’ data of sleep quality. Then the sleep schedule was 

determined by advanced practice nurse (Matthews et al. 2014). A main finding formed a 

report from phase 1 where participants were interviewed. Then, the report and a short 

questionnaire that outlined the types of interventions were sent to all women participated 

in the first phased in 2 to 6 months after interview. Ideas about the efficient interventions 

and the suitable performer of interventions were gathered from participants (Munir et al. 

2011).  
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3.1.6 The effects of cognitive behavioral therapy 

By carrying out the cognitive behavioral therapy above, it was found efficient by several 

data collection instruments on the specific dimensions of QoL, such as improving 

insomnia severity (Matthews et al. 2014), improving sleeping quality (Berger et al. 2009), 

decreasing depression and anxiety (Dirksen & Epstein 2007). More details were listed as 

followings. In the study of Matthews et al, (2014) the insomnia severity were recorded 

both by Insomnia Severity Index (ISI) and by sleep-wake diary outcomes. By the follow-

up period, the SE growth value of the CBTI group was 5.19 points higher than that of the 

BPT (control) group (p= 0.003). Hence, greater improvement was achieved in CBTI 

group in sleep efficiency (SE). Compared with the BPT group, the fall asleep time of the 

CBTI group was reduced by 20.73 minutes from baseline to week six (p = 0.007), which 

was maintained during the follow-up period (p = 0.0005) (Matthews et al. 2014). What’s 

more, sleep quality was measured by the Pittsburgh Sleep Quality Index (PSQI). The 

difference between two groups was obviously at 90 days (P=0.002). The BT group 

improved obviously on sleep quality compared to the HEC group (Berger et al. 2009). In 

addition, the Center for Epidemiologic Studies-Depression Scale (CES-D) was uesd to 

measure depression and the State-Trait Anxiety Inventory (STAI) was used to measure 

anxiety. From pre- to post-treatment, the CBT-I group improved on trait anxiety and 

depression. (P<.05) (Dirksen & Epstein 2007).  

Nevertheless, in some studies the effects of cognitive behavioral therapy were found 

meaningless in total QoL (Dirksen & Epstein 2007, Berger et al. 2009), as well as specific 

dimensions of QoL including depression and anxiety (Munir et al. 2011, Berger et al. 

2009), fatigue and insomnia severity (Dirksen & Epstein 2007). The specific statistic was 

listed. Functional Assessment of Cancer Therapy-Breast (FACT-B) was used to measure 

QoL. At post-treatment, both groups made progress (P<0.05). Nevertheless, the CBT-I 

group had higher quality of life-social (P=0.10) (Dirksen & Epstein 2007). Besides, “the 

Hospital Anxiety and Depression Scale” (HADS) was applied to measure depression and 

anxiety. Experimental group had lower mean scores of HADS than the control group (P> 

0.05). Moreover, fatigue was measured through Piper Fatigue Scale (PFS). At 1 year, 

moderate to severe fatigue was reported 20% in the BT group and reported 24% in the 

HEC group. At 1 year after first treatment, the BT group reported lower fatigue than the 

HEC group (P=.59) (Berger et al. 2009). Fatigue, measured by POMS, reported decreased 
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at post-treatment (P= 0.07) (Dirksen & Epstein 2007). Both depression (Munir et al. 2011) 

and insomnia severity (Dirksen & Epstein 2007) were decreased, however, the p value of 

them wasn’t recorded. 

3.1.7 Social support intervention 

According to participants’ needs, first intervention, support and information, was offered 

by nursing professionals through telephone1week after surgery and before any adjuvant 

therapy. Nursing professionals also provided the second intervention face to face 6 

months after surgery, which included (i) offering and educating information about disease, 

(ii) giving instructions to exercise at home, (iii) offering health education, (iv) counselling 

on stressed problems, (v) providing planned and systematic approach and (vi) exploring 

patients’ need (Salonen et al. 2012). 

3.1.8 The effects of social support intervention 

After intervention, QoL was measured by Ferrans and powers Quality of Life Index (QLI-

CV). However, there wasn’t p value of QoL in the result part (Salonen et al. 2012).  

3.2 Study characteristics 

The characteristics of samples including country, age, sex, education level, breast cancer 

stage, married stages, sampling methods were present as followings. Among the ten 

studies, four studies were conducted in the USA (Dirksen & Epstein 2007, Berger et al. 

2009, Matthews et al. 2014, Heidrich et al. 2009), one in Canada (Fillion et al. 2008), one 

in Korea (Park et al. 2012), one in Finland (Salonen et al. 2012), one in England (Munir 

et al. 2011), one in Turkey (Dastan & Buzlu 2012), and another one in China (Wang et 

al. 2011). Each sample sizes of included studies ranged from 31 to 164 (a total of 776), 

including 30 to 50 sample sizes (Munir et al. 2011, Park et al. 2012), 50 to 90 sample 

sizes (Fillion et al. 2008, Dirksen & Epstein 2007, Heidrich et al. 2009, Berger et al. 2009, 

Wang et al. 2011, Dastan & Buzlu 2012, Matthews et al. 2014), and 164 sample sizes 

(Salonen et al. 2012). The participants were all female in the ten included studies. Among 

nine included studies, the mean age ranged from 44.3 to 57.2 in the experiment group, 

and ranged from 46.13 to 59.2 in the control group. One study only had the age scope 

ranging from 65 to 86 (Heidrich et al. 2009). Most of the studies had used randomized 

trial (Fillion et al. 2008, Dirksen & Epstein 2007, Heidrich et al. 2009, Berger et al. 2009, 

Wang et al. 2011, Park et al. 2012, Dastan & Buzlu 2012, Salonen et al. 2012, Matthews 
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et al. 2014). When it came to the breast cancer stages, about 66% to 88% of the 

participants were at stage I and II in the experiment group, and about 67.4% to 91% of 

the participants were at stage I and II in the control group (Fillion et al. 2008, Dirksen & 

Epstein 2007, Berger et al. 2009, Wang et al. 2011, Park et al. 2012, Matthews et al. 

2014). Besides, nonmetastatic breast cancer was also diagnosed (Heidrich et al. 2009). 

Participants were recruited from clinics or/and community in five studies (Heidrich et al. 

2009, Berger et al. 2009, Munir et al. 2011, Dastan & Buzlu 2012, Matthews et al. 2014), 

hospitals in three studies (Fillion et al. 2008, Wang et al. 2011, Salonen et al. 2012), 

southwestern of USA (Dirksen & Epstein 2007), medical center (Park et al. 2012). In six 

included studies, about 60% of participants were married. (Fillion et al. 2008, Dirksen & 

Epstein 2007, Heidrich et al. 2009, Berger et al. 2009, Wang et al., Park et al. 2012). In 

one study, only about half of the participants were married in both groups (Matthews et 

al. 2014). As for the education level, more than half of the participants in five studies 

were above high school (Fillion et al. 2008, Berger et al. 2009, Wang et al. 2011, Dastan 

& Buzlu 2012, Matthews et al. 2014, Park et al. 2012). Results regarding the selected 

studies’ sample can be seen in Table 3.  

Table 3 Sample characteristics 

 Countr

y 

Sam
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size: 

total 

Gender Mean 

Age 

Samp

ling 

meth

od 
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High school 

and college 

Married Recruit area  Breast 

cancer 

stage: I and 

II: 

Fillion et 

al. 

(2008) 

Canad

a 

87 Female Experime

nt group: 

53.09 

Control:5

1.84 

rando

mize

d trial 

Experiment 

group:59% 

Control:65% 

Experiment 

group:65.9

% 

Control:65.

1% 

hospital Experiment 

group:88.6

% 

Control:67.

4% 

Dirksen 

& 

Epstein 

(2007) 

USA 72 Female Experime

nt group: 

57.2 

Control:5

9.2 

rando

mize

d trial 

\ Experiment 

group:70.6

% 

Control:65.

8% 

Southwestern 

USA 

Experiment 

group:82% 

Control:78

% 

Heidrich  

et al. 

(2009) 

USA 82 Female 65-86 rando

mize

d trial 

\ \ Oncology 

clinics from 

cancer center 

and community 
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3.3 Scales  

3.3.1 Scales on QoL 

QoL was measured by five data collection instruments including SF-12 and SF-36 (Fillion 

et al. 2008, Heidrich et al. 2009), FACT-B (Dirksen & Epstein 2007, Park et al. 2012), 

Version 4 FACT-G (Wang et al. 2011), and QLI-CV (Salonen et al. 2012). Higher score 

meant better QoL (Wang et al. 2011, Fillion et al. 2008, Heidrich et al. 2009). SF-12 

consist of physically and mentally QoL (Fillion et al. 2008).  

Berger et 
al. 

(2009) 

USA 88 Female Experime

nt group: 

51.57 

Control:5

2.86 

rando

mize

d trial 

Both 

experiment 

and 

Control:abov

e 80% 

Experiment 

group:70.5

% 

Control:74.

1% 

cancer center 

and community 

oncology 

clinics 

Experiment 

group:85% 

Control:90

% 

Wang et 

al. 

(2011) 

China 72 Female Experime

nt group: 

48.40 

Control:5

2.3 

rando

mize

d trial 

Experiment 

group:64% 

Control:72.9

% 

Experiment 

group:74.3

% 

Control:86.

5% 

hospital Experiment 

group:77.8

% 

Control:74

% 

Munir et 
al. 

(2011) 

Englan

d 

31 Female 47 rando
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d trial 

\ \ Hospital breast 

cancer clinic 

\ 

Park et 

al. 

(2012) 

Korea 48 Female Experime

nt group: 

44.3 

Control:4

7.59 
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mize

d trial 

High school: 

Experiment 

group:80% 

Control:78.3

% 

Experiment 

group:96% 

Control:87

% 

Medical center Experiment 

group:88% 

Control:91

% 

Dastan & 

Buzlu  

(2012) 

Turkey 76 Female Experime

nt group: 

50.42 

Control:4

6.13 
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\ \ Outpatient 

clinic 

\ 

Salonen 

et al. 

(2012) 

Finlan

d 

164 Female 57 rando

mize

d trial 

\ \ Hospital  \ 

Matthew

s et al. 

(2014) 

USA 56 Female 52 rando

mize

d trial 

College: 
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group:63.3% 

Control:69.2

% 

Experiment 

group:53.3

% 

Control:53.

8% 

Local clinics, 

support groups, 

community 

Experiment 

group:66% 

Control:77
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3.3.2 Scales on fatigue 

Fatigue was measured by three data collection instruments, which were MFI (Fillion et 

al. 2008), FACIT-F (Wang et al. 2011), PFS (Berger et al. 2009, Matthews et al. 2014). 

MFI was developed for the cancer clients (Fillion et al. 2008). Higher mean scores meant 

greater fatigue (Berger et al. 2009, Matthews et al. 2014).  

3.3.3 Scales on insomnia severity & sleep disturbance & sleep quality 

Insomnia severity was measured by ISI (Dirksen &Epstein 2007, Matthews et al. 2014). 

ISI acquired reliability and validity (Matthews et al. 2014). PSQI was used to measure 

sleep disturbance (Wang et al. 2011) and subjective sleep quality (Berger et al. 2009). 

Higher score refer to worse sleep disturbances or higher severity (Dirksen &Epstein 2007, 

Berger et al. 2009).  

3.3.4 Scales on pain 

BPI was used to measure pain level (Fillion et al. 2008) and symptom severity (Heidrich 

et al. 2009). The symptom could be replaced by “pain”. BPI was widely used in cancer 

study and pain study (Heidrich et al. 2009). 

3.3.5 Scales on mood disturbance & depression and anxiety 

Four validly and widely data collection instruments were used to measure mood 

disturbance, depression and anxiety separately. POMS was used in women with breast 

cancer separately to measure physically and mentally fatigue (Dirksen & Epstein, 2007), 

mood disturbance (Heidrich et al. 2009), energy level, depression and anxiety (Fillion et 

al. 2008). CES-D and STAI were used to measured depression and anxiety separately 

(Dirksen & Epstein 2007, Heidrich et al. 2009). HADS was used to assess depression and 

anxiety (Berger et al. 2009, Matthews et al. 2014, Dastan & Buzlu 2012).  

3.3.6 Scales on coping dimension 

Cancer patients’ adjustment to the diagnosis and treatment, considered as one way of 

coping, was measured by MAC (Dastan & Buzlu 2012). CHIP was used to measure 

coping (Fillion et al. 2008). 
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4. Discussion 

4.1 Main result 

Four nursing interventions were found meaningful in improving the QoL of women with 

breast cancer in the study. They are psycho-education intervention, physical activity, 

cognitive behavioral therapy and social support. Psycho-education intervention consisted 

of group meeting, cognitive strategy and symptom management plan. Physical activity 

included working training and telephone supervision. Cognitive behavioral therapy 

intervention was made up of sleep education. Social support was made up of providing 

information, support, exercise instructions and health education. Ten studies involving 

776 participants were identified. Most of the studies included had used randomized trial. 

Each sample sizes of included studies ranged from 31 to 164. Most of them were 

conducted developed counties. As for the education level, more than half of the 

participants in five studies were above high school. SF-12, SF-36, FACT-B, Version 4 

FACT-G, and QLI-CV were applied to measure the QoL. MFI,FACIT-F, PFS were used 

to measure fatigue. ISI was used to measure insomnia severity. PSQI was used to measure 

sleep quality and sleep disturbance. BPI was used to measure pain. POMS was used to 

measure fatigue mentally and physically, mood disturbance, ernergy level and anxiety. 

Depression and anxiety were measured by CES-D and STAI singly, while HADS 

measured both of them.  

4.1.1 The application of Neumen’s System Model 

Education, exercise instructions, and consultation on stressed problem, relaxation therapy 

were offered to breast cancer clients not only to improve their total QoL, but also release 

the physical dimension of QoL (pain, fatigue, insomnia etc.) and mental dimension of 

QoL (depression, anxiety etc.). These measures served both resource factors and 

secondary prevention which helped breast cancer clients better defend against stressors 

(Fillion et al. 2008, Dastan & Buzlu 2012, Park et al. 2012, Dirksen & Epstein 2007, 

Berger et al. 2009, Matthews et al. 2014, Salonen et al. 2012, Berger et al. 2009). 

Interventions made participants award of the benefits of exercise and focus on the short 

term results. Hence, the participants’ spiritual variable was influenced and influenced 

their actions. Feedback (Information), questionnaire and phone was used as primary 

prevention and tertiary prevention in case any abnormal situation happened. Thereby, the 
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human being system was changed, enhanced, or stabilized due to the future input of 

corrective action (Fillion et al. 2008, Park et al. 2012, Heidrich et al. 2009, Munir et al. 

2011). Participants and nurses created symptom management plan together (Heidrich et 

al. 2009, Berger et al. 2009). Consistent with the Neuman model, participants as an open 

system output their beliefs about symptoms control, went through the process of 

developing new ideas, input guidance and output new strategies finally. All of this was a 

dynamic interaction between clients and environment, called wholistic approach 

(Heidrich et al. 2009). Individualized walking training program was performed which 

benefited developmental variable (Fillion et al. 2008, Wang et al. 2011). Nurses reviewed 

daily sleep diaries and discussed progress offered a whole way to defining and 

understanding nursing problem (Dirksen & Epstein 2007, Matthews et al. 2014). What’s 

more, the usage of phone to support one another was considered consistent with the 

human being’s nature which is a open system. Breast cancer clients interacted with each 

other in mental processes, which were called psychological variable (Dastan & Buzlu 

2012, Heidrich et al. 2009). 

4.2 Result discussion 

4.2.1 Psycho-education intervention 

In all included studies, there are 4 studies used psycho-education (Fillion et al. 2008, 

Heidrich et al. 2009, Park et al. 2012, Dastan & Buzlu 2012). Nevertheless, the effect of 

psycho-education was not the same in different studies. Though the data collection 

instrument SF-12 was the same, the participants’ QoL were improved in one study 

(Fillion et al. 2008) and were not significant promoted in another study (Heidrich et al. 

2009). The reason toward different results could be explained as followings. Fillion et al, 

(2008) focused on education and the mean age was 52.47 totally (Fillion et al. 2008). 

While, Heidrich et al, (2009) paid attention to the creation of new symptom management 

plan. Besides, the age scope in Heidrich et al, (2009) ranged from 65 to 86, which was 

much older than the former study. Older adults’ life satisfaction and positive mood may 

be quite stable and they didn’t report their QoL after diagnosis and treatment. Furthermore, 

QoL were not only related to own health, but also linked to other factors like one’s family, 

friends and communities (Heidrich et al. 2009). In addition, FACT-B was used to measure 

QoL, and QoL was also found improved and meaningful (Park et al. 2012). Both studies 

had feedback and provided advice, information and education for the participants in the 
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intervention group. The mean age scope, breast cancer stage, married status, and 

education level were quite similar in both studies (Fillion et al. 2008, Park et al. 2012). 

Other study was found in order to further prove the effect of intervention on QoL. 

Mahendran et al, (2015) stated that Asian cancer clients in the intervention group had a 

significantly improvement on QoL compared with the control group (Mahendran et al. 

2015). Measured by the same data collection instrument BPI, this intervention released 

symptom severity (pain) in one study (Heidrich et al. 2009), but its effect on pain didn’t 

record in another study (Fillion et al. 2008). The different result may due to different 

recruited place. One was recruited in hospital (Fillion et al. 2008), while was recruited in 

clinics (Heidrich et al. 2009). Although anxiety and depression were measured with 

different data collection instruments, the anxiety and depression level were both 

decreased after the application of psycho-education. Probably it was due to the usage of 

phone supervision, the supply of new symptom management strategies and coping 

strategies in both studies (Fillion et al. 2008, Heidrich et al. 2009). Besides, the 

conclusion was consistent with the results in other studies found. Ram et al, (2013) found 

that the majority of the breast cancer participants had got over depression after the 

psycho-education (Ram et al. 2013). Mahendran et al, (2015) discovered that Asian 

cancer clients in the intervention group had significantly reduced anxiety, and depression 

scores compared with the control group (Mahendran et al. 2015). The breast cancer clients’ 

cancer adjustment ability and symptoms management behaviors were enhanced (Heidrich 

et al. 2009, Dastan & Buzlu 2012). This phenomenon may be explained by these reasons. 

Relaxation and cancer coping support was offered and phone was used to support one 

another (Dastan & Buzlu 2012). Participants were encouraged to open themselves about 

thoughts, discussion of symptoms control and new symptom management strategies with 

nurses, which was individualized and patient-centered (Heidrich et al. 2009). However, 

the effect of psycho-education on coping can’t be proved with strong evidence. Perhaps, 

it was as a result of the limitation on participation rate and the population’s representation. 

Besides, more time may be demanded (Fillion et al. 2008). Besides, psycho-education 

intervention were applied on the treatment of psychogenic non-epileptic seizures. After 

completion of the intervention, 48% clients had fewer seizures (Wiseman et al. 2016). 
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4.2.2 Physical activity  

Physical activity was applied in two studies, and it was found valuable and meaningful 

due to improved energy level (Fillion et al. 2008), decreased fatigue, enhanced QoL 

(Wang et al. 2011, Fillion et al. 2008), and released sleep disturbance (Wang et al. 2011). 

This may happen as a result of the following reasons. Both of the studies had spent time 

and devices to monitor the participant’s exercise self-efficacy, update and supervise their 

compliance, such as the HR ring monitor, pedometer, weekly phone call, weekly exercise 

diary, etc. With the help of Cognitive strategies or BEST, the participants in the two 

studies would realize the benefits of exercise and build exercise self-efficacy to achieve 

their goal (Fillion et al. 2008, Wang et al. 2011).  

4.2.3 Cognitive behavioral therapy 

With the applying of cognitive behavioral therapy, however, different influences were 

found in different studies. ISI was used in both studies to measure insomnia severity, 

Matthews et al (2014) found it meaningful, but Dirksen & Epstein (2007) couldn’t find 

strong evidence to prove it making sense. This may be accounted through the listed 

reasons below. The generalizability were limited (Dirksen & Epstein 2007). While, in 

another study, women wrote sleep diary, which was reviewed and considered a basis of 

determining sleep schedules. Besides, sleep education was offered by nurses (Matthews 

et al. 2014). The other study was found to testify the effect of cognitive behavioral therapy 

on insomnia severity. It was found that breast cancer survivors in the experiment group 

had fewer sleep disturbance compared with those in the control group (Becker et al. 2017). 

When it came to depression and anxiety, Dirksen & Epstein, (2007) stated cognitive 

behavioral therapy lowered the level of depression and anxiety, while Berger et al (2009) 

and Munir et al (2011) couldn’t prove their results meaningful. This may due to the usage 

of different data collection instruments in three studies. In Dirksen & Epstein (2007), 

classes and telephone session treatment was conducted by nurses. Daily sleep diaries were 

reviewed and progress was discussed. Besides, participants were encouraged to stick to 

the treatment. The measurement was reliable and validates (Dirksen & Epstein 2007). 

Further study was explored by comparing them with another study. Mann et al (2012) 

found women in the CBT group had less depressed mood and less anxiety compared with 

those in the usual care group after implement cognitive behavioral therapy by clinicians 

and nurses (Mann et al. 2012). Berger et al (2009) didn’t take ethnic diversity and 
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measurement of participants’ expectations into account (Berger et al. 2009). In Munir et 

al (2011), whether the subject’s cognitive problems reflect emotion distress was not clear. 

The sample were narrow. There was not control group (Munir et al. 2011). Sleep quality 

was found meaningful measured by PSQI. Developing and revising plan, providing 

advice and information individually by nurse were contributed to the improvement of 

sleep quality. Moreover, the sample size is large (Berger et al. 2009). Another study got 

the same conclusion that women in the intervention group had fewer sleep problems 

compared with those in the usual care group (Mann et al. 2012). Measured by PFS and 

POMS regarding the effect of cognitive behavioral therapy on fatigue, both of them didn’t 

achieve expected effect (Dirksen & Epstein 2007, Berger et al. 2009). This may happen 

as a result of the following causes. The generalizability were limited in one study (Dirksen 

& Epstein 2007). While another study’s aim (designed to reduce fatigue) had influence 

the perceptions of fatigue modification in the HEC group (Berger et al. 2009). As for the 

cognitive behavioral therapy on QoL, the expected effect wasn’t attained either. This may 

be explained by lacking of a no-treatment control group and limiting of generalizability 

(Dirksen & Epstein 2007).  

4.2.4 Social support 

Social support didn’t achieve the expected goal in improving total QoL. Here were the 

reasons. Social support needed more time. Besides, women with early breast cancer may 

refuse any social support. Longer follow-up was suggested. Other diagnoses women had 

and coping strategies women used were unknown (Salonen et al. 2012). However, other 

study found that social support and fear was firmly related among breast cancer clients. 

Moreover, increasing the social support of female clients with breast cancer might reduce 

their fear, which meant other dimension of QoL was improved for breast cancer clients 

(Kissal et al. 2017). 

4.3 Sample discussion 

Most of the studies’ sample size were 50 to 90 women. Almost all of the studies were 

performed in the developed countries. The result in the developing country may be 

different. Almost all of the participants’ mean age ranged from 44.3 to 57.2, which was 

consist with the general morbidity of breast cancer. More than half of the participants in 

five studies were above high school. Hence, language or education level may affect the 
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data collection. For breast cancer stages, most of the studies were at stage I and II. Early 

breast cancer stage may have different psychological states compared with late stage 

breast cancer. Therefore, it would affect result. On the whole the women were recruited 

from clinics or community, which may influence therapeutic effect. For marital status, 

more than half of participants were married. They would get more support from family. 

Hence, the result may different from not married.  

4.4 Method discussion 

Literature reviews could be employed for study report and dissertations. According to 

Polit and Beck (2012), a literature review is a good way to survey and summarize previous 

studies critically. One of the selected inclusion criteria was that the studies must be written 

in English, which served as both a strength and a limitation. English written studies had 

advantages in receiving broader and more believable result. The limitation of English 

were that not only misunderstandings may happen because English was not the authors’ 

first language, but also relevant studies written in other languages may be missed. 

Dictionaries, served as a strength, was used whenever necessary in order to decrease 

misunderstandings. The time was limited between 2007-05-10 and 2017-05-10, which 

can be seen as both limitation and strength. Although earlier published studies were likely 

to be miss, up-to-date and newer results were ensured by excluding studies more than ten 

years (Polit & Beck 2012). In addition, studies must come from the University of Gävle 

and two databases might miss other articles or limit resources. Moreover, MeSH terms 

and free text were used and combined using the Boolean search operator AND. According 

to Polit and Beck (2012), this can help narrowing the retrieval range, finding studies 

relevant to the study aim and questions, and providing higher credibility for the result. 

What’s more, a systematic way and clear collection criteria were applied and each step of 

the study process was recorded. These ways were recommended by Polit and Beck (2012) 

to make sure the searches’ efficient and study’s reproducibility. The authors chose a 

quantitative design, as the aim of this study was how can nurses support women with 

breast cancer to improve their QoL. The results were based on quantitative and mixed 

studies. Recommended by Polit and Beck (2012), reading the selected studies separately 

was the first step, which ensured all significant information were included. Excluding 

studies by reading the title and abstract would miss relevant studies, which might be a 

limitation. For ethical considerations, studies with ethical committee’s permission were 
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selected. However, there were different requests due to different ethical committees and 

different countries. Therefore, the authors didn’t search further because of short of time. 

4.5 Clinical implications 

Nurses can treat specific cases with specific intervention. The studies of nursing 

interventions suggested that women with breast cancer may benefit their QoL from 

nursing interventions, specifically in the pain, anxiety and depression, coping, energy 

level, fatigue, sleep disturbance/quality, and insomnia severity. Nurses can guide clients 

that high QoL can be achieved. 

4.6 Suggestions for future study 

When the authors found, analyzed and wrote this degree project, several challenges 

should be taken into account. The selected studies might be few. In the further studies, 

finding more relevant studies is important and necessary. It is interesting to find several 

combined nursing support for women with breast cancer and it may have profound and 

lasting effect. In order to improve effect of nurses’ interventions, patients’ thoughts and 

nurses’ support are supposed to be combined. Moreover, patients’ thoughts are dominant. 

Treatment of breast cancer usually requires significant economic and human consumption. 

Hence, optimal wellness can’t be gotten. Reasonable nursing interventions which 

combine with their real economic and human consumption are emergent required to be 

research and applied under this circumstances. 

4.7 Conclusions 

Nurses implemented psycho-education, physical activity, cognitive behavioral therapy 

intervention, and social support. These interventions had positive influence on improving 

total QoL of women with breast cancer and other dimensions of QoL such as energy level, 

pain, fatigue, insomnia severity, sleep quality, depression, anxiety, and coping. Nurses 

could apply these interventions clinically. When nurses meet women with breast cancer 

who demand help, they could help relieving symptoms and supporting the QoL of the 

women with breast cancer. 
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APPENDIX 1 

Table 4 Overview of selected studies 

Authors Title Aim Design and 

approach 

Sample 

 

Data collection 

method 

 

 

Method of 

data analysis 

Intervention Results 

1. Fillion L., 

Gagnon P., 

Leblond F., 

Ge ´linas C., 

Savard J., 

Dupuis R., 

Duval K., 

Larochelle 

M.  

(2008) 

Canada 

A Brief 

Intervention 

for Fatigue 

Managemen

t in Breast 

Cancer 

Survivors 

To verify the 

effectiveness of a 

brief group 

intervention that 

combines stress 

management 

psycho-education 

and physical activity 

intervention in 

reducing fatigue and 

improving energy 

level, quality of life 

(mental and 

physical), fitness, 

and emotional 

distress (ie, 

dependent variables) 

in breast cancer 

survivors. 

Quantitative 

study. 

A 

randomized 

controlled 

trial 

Number: 

Experimental 

Group (n = 44) 

Control Group 

(n = 43) 

Mean 

Age:Experimental 

Group:53.09 

Control Group: 

51.84 

Diagnose: 

Nonmetastatic 

breast cancer. 

Collected using:  

1.MFI 

2.POMS 

3.SF-12 

4.Brief Pain 

Inventory 

5.CHIP 

 

Stepwise 

multiple 

regression 

analyses, t 

tests, chi-

square tests, 

Mixed-

model 

analyses of 

covariance 

(ANCOVA)  

Psycho-education: 

The intervention was 

composed of 4 weekly 

group meetings of 2.5 

hours and 1 short 

telephone Bbooster 

session (5-15 

minutes). One hour 

was devoted to the 

supervision of 

walking training 

which includes 

behavioral strategies 

and cognitive 

strategies and 1.5 

hours to the psycho-

educative, fatigue 

management sessions, 

which were codirected 

by 2 oncology nurses.  

Women in the 

experimental group 

showed higher 

energy level (P 

=0.01), higher level 

of physical and 

mental QoL (P=.04), 

lower level of fatigue 

(P=0.03), and less 

depression and 

anxiety symptoms at 

3 month follow-up 

(P=0.04) compared 

with women in the 

control group.  

2. Dirksen 

S.R., & 

Epstein 

D.R., 

(2007) 

Efficacy of 

an insomnia 

intervention 

on fatigue, 

To describe the 

efficacy of cognitive 

behavioural therapy 

for insomnia on 

fatigue, mood and 

A 

randomized 

experimental 

design and 

Number: 72 

women. 

Mean Age:57.2 in 

the CBT-I group; 

59.2 in CC group.    

1.Fatigue/Vigor 

was measured by 

POMSF/I. 

T-tests were 

used for 

interval or 

ratio data 

and chi-

Cognitive behavioral 

therapy: 

10 weeks was spent to 

finish the intervention 

which consists of a 2-

Women in the 

experimental group 

decreased depression 

(P<.05) and 

anxiety(P<.05). 



 

 

 

 

USA 

 

 

mood and 

quality of 

life in breast 

cancer 

survivors 

 

quality of life in 

breast cancer 

survivors. 

 

quantitative 

study. 

 2.Mood was 

assessed by STAI 

and CES-D. 

3.QoL was 

measured by 

FACT-B. 

4.Insomnia 

severity was 

measured by ISI. 

squared tests 

for nominal 

data. 

week pre-treatment 

period, a 6-week 

treatment period and a 

2-week post-treatment 

period. The 6-week 

treatment period 

included 4-weekly one 

to two hours of classes 

and 2 weeks of 

telephone session 

treatment which last 

15 minutes weekly.  

Sessions 2-6 reviewed 

daily sleep diaries, 

discussed progress 

and encouraged 

insistence of treatment 

suggestions.  

The intervention on 

insomnia didn’t 

record and on energy 

level, fatigue and 

QoL were not 

meaningful. 

3. Heidrich 

S.M.,  

Brown R.L., 

Egan J.J., 

Perez O.A., 

Phelan 

C.H.,  

Yeom H,  

Ward S.E., 

(2009) 

 

USA 

An 

Individualiz

ed 

Representat

ional 

Intervention 

to Improve 

Symptom 

Managemen

t (IRIS) in 

Older 

Breast 

Cancer 

Survivors: 

Three Pilot 

Studies 

To test the feasibility 

and acceptability of 

an individualized 

representational 

intervention to 

improve symptom 

management (IRIS) 

in older breast cancer 

survivors and test the 

short-term effects of 

an IRIS on symptom 

distress 

 

Quantitative 

study, Two 

small 

randomized 

clinical trials 

and one pre-

experimental 

study by 

telephone. 

 

41 women with 

breast cancer (aged 

65 years and older) 

in pilot study 1, 20 

in pilot study 

2, and 21 in pilot 

study 3 

Setting: Oncology 

clinic and 

community 

1.SF-36 and SF-

12 

2.CES-D 

3.STAI-State 

Anxiety Scale 

4.BPI 

5.POMS  

Descriptive 

statistics 

were used  

GLM 

Procedures,t 

test ,Chisqua

re tests, 

nonparametr

ic 

tests (Mann-

Whitney-U), 

Wilcoxin 

paired-

sample tests  

IRIS was a counseling 

interview. The length 

of the intervention 

varies (30–75 

minutes) and was 

determined by the 

number of beliefs and 

strategies raised by the 

participant.The 

intervention began 

with an assessment 

through encouraging 

participants to 

describe and discuss 

their beliefs, as well as 

the effect of their 

There were no 

significant 

differences about the 

outcomes of QoL 

between groups. 

women in the IRIS 

group were more 

active and willing to 

talk to their health-

care provider, begin 

new medical 

treatment, and 

change self-care of 

their symptom (p < 

0.05). In pilot study 

3, from baseline to 



 

 

 

 

beliefs. Nurse then 

summarizes the 

beliefs. Next, 

participants engaged 

in a discussion of 

symptom 

management 

strategies and 

information to replace 

existing beliefs.And 

the nurse outlines the 

ways. Finally, nurse 

and the participant 

created a symptom 

management plan. 

Phone was also used 

in session two to 

revise the plan as 

need.  

both eight weeks and 

16 weeks, negative 

mood decreased 

obviously. It could 

be proved from 

which the P value of 

total POMS and 

overall mood state 

were less than 0.01 

and the P value of 

anger and depression 

were less than 0.05. 

Symptom duration 

was related to 

symptom severity 

scales. Symptom 

severity can instead 

of the word “pain”. 

In pilot study 2, 

compared with the 

control group, the 

IRIS group 

experienced less 

symptom duration 

(IRIS SD=1.23; C 

SD=1.12) (p < 0.01) 

4. Berger 

A.M., Kuhn 

B.R., Farr 

L.A., Von 

Essen S.G.,, 

Chamberlai

n J., Lynch 

J.C., 

One-Year 

Outcomes 

of a 

Behavioral 

Therapy 

Intervention 

Trial on 

Sleep 

To determine 1-year 

outcomes of a four-

component 

behavioral therapy 

(BT) sleep 

intervention 

(Individualized 

Sleep Promotion 

Quantitative 

study, Ran- 

domized 

clinical trials  

Number:BT: 88; 

HEC: 85 Mean 

age: BT:51.57; 

HEC: 52.86; 

Ethnicity:BT:97.7

% non-hispanic; 

HEC: 95.3% non-

hispanic  

1. The Hospital 

Anxiety and 

Depression Scale  

2. PSQI 

3. Piper Fatigue 

Scale 

Descriptive 

and 

inferential 

statistics  

t-tests and X² 

Tests, linear 

mixed model 

analysis and 

BT intervention group 

Education: included a 

SEH information 

video and discussion, 

SRT and SCI. 

Participants in the BT 

intervention group 

spent 90 minutes with 

There were 

significant 

differences between 

two groups at 90 

days (P=0.002), and 

the score of PSQI in 

BT group kept on 

decreasing while the 



 

 

 

 

and 

Agrawal S. 

(2009) 

USA 

Quality and 

Cancer-

Related 

Fatigue 

Plan [ISPP]) versus a 

healthy eating 

control (HEC) on 

cancer related 

fatigue in women 

receiving breast 

cancer adjuvant 

chemotherapy 

treatment (CTX). 

Time ： between 

April 2003 and 

May 2006 

Place: at two 

cancer centers and 

10 community 

oncology clinics in 

the Midwestern 

United States 

the Intent to 

Treat 

paradigm 

were used to 

compared 

the two 

groups. 

nurse developing a 12-

item plan and spent 30 

minutes revising the 

BT plan 2 days before 

each later CTX and 

30, 60 and 90 days 

after the last CTX. In 

sessions 7 to 9 days 

after each revision, all 

BT plans were 

reinforced during 15 

minutes. Each woman 

was provided with 

advice and 

information. 

Relaxation therapy 

was also used.  

HEC increased 

gradually. One year 

after treatment, the 

means of sleep were 

5.55 and 6.39 in BT 

and HEC group, 

separately(P< .05).T

he BT group had 

significant 

improvement on 

sleep quality 

compared to the 

HEC group.  

5.Wang 

Y.J., 

Boehmke 

M.,Wu 

Y.W.B., 

Dickerson 

S.S., Fisher 

N. 

(2011) 

China 

 

Effects of a 

6-Week 

Walking 

Program on 

Taiwanese 

Women 

Newly 

Diagnosed 

With Early-

Stage 

Breast 

Cancer 

To test the effects of 

a walking program 

on Taiwanese 

women newly 

diagnosed with 

early-stage breast 

cancer 

 

Quantitative 

study, Ran- 

domized 

clinical trials  

 

Number:72 

participants 

Age:Exercise 

group 48.40; Usual 

Care group: 52.3. 

Stage:Exercise 

group: 74.3% in 

stage II, 25.7% in 

stage I; Usual Care 

group: 81.1% in 

stage II, 18.9% in 

stage I. 

Place: Taiwan 

1. FACT-G 
2. FACIT-F 
3. PSQI 

Descriptive 

statistics:SP

SS 17.0, t 

test, ᵪ²test, 

hierarchical 

linear model, 

repeated-

measures 

analysis of 

variance, 

and analysis 

of 

covariance  

The proposed 

intervention was a 6-

week walking 

program based on the 

BSET.The 

intervention 

comprised a 6-week 

home-based walking 

program and a plan of 

strategies to boost 

women’ exercise self-

efficacy 

The change of 

fatigue at the fourth 

time measures 

indicated that higher 

scores were achieved 

which meant less 

fatigue experienced 

in exercise group. 

After the exercise 

intervention, the 

exercise group’s 

participants had 

significantly less 

fatigue compared 

with the usual-care 

group’s participants 

(P=.003)  



 

 

 

 

During the 

intervention period, 

sleep disturbances 

was less compared 

the exercise group’s 

participants with the 

usual-care group’s 

participants. At the 

linear growth rate, 

the huge different 

between two groups 

could be got through 

the comparison of 

the gradually 

decreasing exercise 

group and the acute 

increasing usual-care 

group.(P<.001) 

6. Munir F., 

Kalawsky 

K., 

Lawrence 

C., Yarker 

M. J., 

Haslam C., 

Ahmed S. 

(2011) 

England 

Cognitive 

Intervention 

for Breast 

Cancer 

clientsUnde

rgoing 

Adjuvant 

Chemothera

py. 

The present study 

explored what 

healthcare 

information and 

support are available 

to help women 

understand the 

effects of 

chemotherapy on 

daily functioning at 

home and at work. It 

also explored what 

information and 

support they would 

find useful as 

interventions. 

Mixed-

methods 

study. 

Number: 31 

Average age: 47 

Place：these 

women came from 

hospital breast 

cancer clinic in 

England.   

1. BDI-II 

2. The Fatigue 

Severity Scale 

A 

combination 

of qualitative 

and 

quantitative 

content 

analyses. 

Cognitive behavioral 

therapy: Phase 

1participants were 

interviewed to form a 

report.Then, the report 

and a short 

questionnaire were 

sent to all participants 

in the first phased 2 to 

6 months later.Ideas 

about the efficient 

interventions and the 

suitable performer  

were gathered from 

participants. 

The p-valve of 

depression and 

fatigue were not 

mentioned. 



 

 

 

 

7.Park J.H., 

Bae S. H., 

Jung Y.S., 

Kim K.S. 

(2012) 

Korea 

Quality of 

Life and 

Symptom 

Experience 

in 

Breast 

Cancer 

Survivors 

After 

Participatin

g 

in a 

Psychoeduc

ational 

Support 

Program 

Examined 

psychoeducational 

support program 

can improve breast 

cancer women 

quality of life.  

Quantitative 

study. 

Randomized

. 

Number：48 

Age: between 18-

70. 

These women have 

a definitive 

surgical procedure 

and they can use 

telephone. 

1.FACT-B  Using 

independent 

t tests  

Psycho-education 

intervention: women 

in the intervention 

group had 6 

telephone-delivered 

sessions every other 

week during the 12 

weeks. These sessions 

helped them to 

provided advice and 

information of 

problems. Hence, 

these methods of 

intervention to QoL 

has effect. 

The FACT-B total 

score in the 

intervention group 

improved (P= .002) 

and higher score was 

got at the follow-up 

test (P= .002). 

Comparing the 

pretest with the 

follow-up, the 

FACT-B total score 

was different from 

the intervention 

group (P= .004). 

However, at posttest, 

the FACT-B total 

score was not 

different between 2 

groups (P=.095). 

Though the EWB 

score changed in 

both groups(P 

= .020), the 

intervention group’s 

EWB score was 

higher than the 

control group’s score 

at the follow-up test 

(P< .001). 

8. Dastan 

N.B., Buzlu 

S. 

(2012) 

Turkey 

Psycho-

education 

Intervention 

to Improve 

Adjustment 

To determine the 

effects of psycho-

education on levels 

of adjustment to 

cancer in stage I-II 

Quantitative 

study 

A 

randomized 

Number:interventi

on group: 38 

control group: 38 

Sex: female 

completed the final 

1. The Mental 

Adjustment to 

Cancer Scale  

Descriptive 

statistical 

methods: 

Chi square 

test, the 

Semi-structured 

psycho-educational 

program, based on 8-

session study was used 

for the intervention 

Comparing before 

education to 6 

months after 

education, the 

Anxiety 



 

 

 

 

 to Cancer 

among 

Turkish 

Stage I-II 

Breast 

Cancer 

Patients: A 

Randomize

d 

Controlled 

Trial 

breast cancer clients 

who met the study 

criteria. 

controlled 

trial 

interview at 6 

months  

The mean Age: 

experimental 

group:50.42 years; 

control group: 

46.13 years 

Health status and 

Characteristics of 

disease/treatment: 

no difference 

between the two 

groups. 
Place: at the 

outpatient clinic 7-

C of the Department 

of General Surgery 

at the Istanbul 

University School 

of 

Medicine.  

 

2. The Hospital 

Anxiety and 

Depression Scale 

 

Mann 

Whitney U 

test, repeated 

measures 

analysis of 

variance, the 

matched 

pairs t test 

and the Post 

Hoc 

Bonferroni 

test.  

group. Each session 

lasted 90 minutes once 

a week. They used 265 

slides of Microsoft 

Power point with 

images to educate 

breast cancer women. 

The special brochures 

and CD of relaxation 

were also available. 

Two group meetings 

and phone were held. 

preoccupation was 

noted decreasing 

obviously at three 

stages (P=.015). The 

mean score of  

helplessness 

decreased from 

12.47 to 10.00 

(P=.064). The 

fighting spirit 

increased and the P 

value is 0.006. By 

comparing the 

experimental and 

control groups 

before, six weeks 

and six months after 

the education on 

MAC, it 

demonstrated that 

the mean scores of 

“fighting spirit” 

improved 

significantly and 

mean scores of 

“helplessness/hopele

ssness” decreased.  

9. Salonen 

P.,Tarkka 

M.J., 

Lehtinen 

P.L.K., 

Koivisto 

A.M., Aalto 

Effect of 

social 

support on 

changes in 

quality of 

life in early 

To examine social 

support 

received from social 

network and nurses 

within 6 months 

and QoL in women 

with breast cancer. 

Quantitative 

study 

A quasi-

randomized 

Design. 

Number：164 

Age: 18 to 75 years 

old. 

Diagnosed:operate

d breast cancer  

Place: a oncology 

clinic in Finland. 

1.QLI-CV 

2.QLQ-BR23 
Descriptive 

statistics and 

nonparametr

ic tests 

Social support : 

Included (i) teaching 

and providing 

information about 

illness, (ii) giving 

instructions for home 

Higher scores of 

affect from internet 

support was related 

to higher risk of 

decreased QoL. 

Higher aid scores 

from nurses lower 



 

 

 

 

P., 

Kaunonen 

M., 

(2013) 

Finland 

breast 

cancer 

patients: a 

longitudinal 

study. 

 

 exercises, (iii) giving 

general health 

education, (iv) 

counselling 

on stress-related 

problems, (v) focusing 

on planned 

and systematic 

approach and (vi) 

exploring patients’ 
demands.  

down the risk of 

decreased sexual 

functioning. 

However, there isn’t 

QoL’ p value in the 

result part 

10. Matthe

ws E.E., 

Berger 

A.M., 

Schmiege 

S.J., Cook 

P.F., 

McCarthy 

M.S.,. 

Moore 

C.M., and 

Aloia M.S. 

(2014) 

USA 

Cognitive 

Behavioral 

Therapy for 

Insomnia 

Outcomes 

in Women 

After 

Primary 

Breast 

Cancer 

Treatment: 

A 

Randomize

d, 

Controlled 

Trial. 

To examine the 

effect of cognitive 

behavioral 

therapy for insomnia 

(CBTI) on sleep 

improvement, 

daytime symptoms, 

and quality of life 

(QoL) in breast 

cancer survivors 

(BCSs) after cancer 

treatment. 

Quantitative 

study 

A 

randomized 

study. 

Number: 56 

Age: 21 – 65 

years, having 

insomnia that 

started 

or worsened at 

diagnosis as 

determined by a 

clinical 

interview, and 

being fluent in 

English.  

1. PFS 

2. ISI 

3. HADS 

 

All analyses 

were 

performed 

using SAS®, 

version 9.3. 

Cognitive behavioural 

therapy: education 

about sleep restriction, 

stimulus control, sleep 

hygiene education and 

cognitive therapy was 

used. Women also 

wrote sleep diary. All 

sessions began by 

reviewing the women’ 

data of sleep quality 

then determined the 

sleep schedule. 

Greater 

improvement were 

achieved in CBTI 

group in sleep 

efficiency (SE), the 

score of SE in the 

CBTI group 

improved 5.19 

percentage points 

more than the 

BPT(control) group. 

(p = 0.003) 

Compared with the 

BPT group, the 

CBTI group reduced 

the time to fall asleep 

by 20.73 minutes 

from baseline to 

week 6. (p = 0.007) 

  

 

Table 5 Overview of data collection instruction 



 

 

 

 

Authors Title Data collection Instruments Subscale Scores of the each latitude 

1.Fillion L.,  

Gagnon P., 

Leblond F., Ge ´linas 

C., Savard J., Dupuis 

R., Duval K., 

Larochelle M.  

(2008), 

Canada 

A Brief Intervention for 

Fatigue Management in Breast 

Cancer Survivors 

Collected using:  

1.Multidimensional Fatigue 

Inventory(MFI) 

2.Profile of Mood 

States(POMS) 

3.Medical Outcomes 

Study Short Form 12（SF-

12） 

4.Brief Pain Inventory 

5.CHIP 

 

1.General/Physical Fatigue 

was measured by MFI 

2.Energy level measured by 

Vigor-POMS; Psychological 

Distress was measured by 

POMS anxiety + depression 

3.Quality of life-physical 

was measured by PCS-12; 

QoL-Mental is measured by 

MCS-12. 

4.Pain was measured by 

Brief Pain Inventory 

5.Psychological distress 

include Active coping and 

Passive coping measured by 

CHIP 

1. Women after the intervention (T1) showed a 

lower level of fatigue at follow-up compared with 

the control group’s women. 

2. Women after the intervention experienced higher 

energy level than participants in the control group, 

particularly at the 3-month follow-up. 

3.Compared with control group,women after the 

intervention (T1) showed a higher level of both 

physical and mental quality of life.(P> .05) The 

experimental group’s mental quality of life 

improvement at follow-up was more important than 

that of the control group.(P= 0.4) 

4.Compared with control group, the participants 

exposed to the intervention felt less distress at 3-

month follow-up. 

2.Dirksen S.R., & 

Epstein D.R., 

(2007), 

USA 

Efficacy of an insomnia 

intervention on fatigue, mood 

and quality of 

life in breast cancer survivors 

 

1.Fatigue/Vigor is measured 

by POMSF/I. 

2.Mood was assessed by 

STAI and CES-D. 

3.QoL is measured by FACT-

B. 

4. Insomnia severity are 

measured by ISI. 

1.Fatigue/Vigor was 

measured by POMSF/I. 

2.Mood was assessed by 

STAI and CES-D. 

3.QoL was measured by 

FACT-B. 

4. Insomnia severity was 

measured by ISI. 

1. depression and anxiety decreased in the 

experimental group (P<.05) . 

2. The intervention on insomnia didn’t record. 

3. On energy level, fatigue and QoL were 

meaningless. 

3.Heidrich S.M.,  

Brown R.L., Egan 

J.J., Perez O.A., 

Phelan C.H.,  Yeom 

H,  Ward S.E., 

(2009), 

USA 

An Individualized 

Representational Intervention 

to Improve Symptom 

Management (IRIS) in Older 

Breast Cancer Survivors: 

Three Pilot Studies 

 

 

1.Medical Outcomes Study 

SF-36 and Medical 

Outcomes Study Short Form-

12 (SF-12)  

2.Center for Epidemiologic 

Studies–Depression 

Scale(CES-D) 

3.STAI-State Anxiety Scale 

4..Brief Pain Inventory (BPI) 

1.QoL was measured by SF-

36 and SF-12. 

2. Depressive symptoms and 

symptoms were assessed 

with CES-D. 

3.Anxiety was measured by 

STAI-State Anxiety Scale. 

1. No significant differences about the outcomes of 

QoL between groups.  

2. 3. In pilot study 3, from baseline to both eight 

weeks and 16 weeks, negative mood decreased 

obviously. It could be proved from which the P value 

of total POMS and overall mood state were less than 

0.01 and the P value of anger and depression were 

less than 0.05. 



 

 

 

 

5.Profile of Mood States-

Short Form (POMS)  

4.Symptom severity and 

Symptom interference were 

measured with BPI. 

5.Tension, depression, 

anger,fatigue, and confusion 

were measured by POMS. 

 

4.Symptom duration was related to symptom 

severity scales. Symptom severity can instead of the 

word “pain”. In pilot study 2, compared with the 

control group, the IRIS group experienced less 

symptom duration (IRIS SD=1.23; C SD=1.12) (p < 

0.01) 

5.Women in the IRIS group were more active and 

willing to talk to their healthcare provider, begin 

new medical treatment, and change self-care of their 

symptom (p < 0.05).  

4.Berger A.M., Kuhn 

B.R., Farr L.A., Von 

Essen S.G.,, 

Chamberlain J., 

Lynch J.C., 

and Agrawal S. 

(2009), 

USA 

One-Year Outcomes of a 

Behavioral Therapy 

Intervention Trial on Sleep 

Quality and Cancer-Related 

Fatigue 

1.the Hospital Anxiety and 

Depression Scale  

2.Pittsburgh Sleep Quality 

Index (PSQI) 

3.Piper Fatigue Scale 

1.Anxiety and depression 

screened by the HADS 

2.Subjective sleep quality 

was measured using PSQI. 

3.Fatigue measured by PFS. 

1. There were significant differences between two 

groups at 90 days (P=0.002), and the score of PSQI 

in BT group kept on decreasing while the HEC 

increased gradually. One year after treatment, the 

means of sleep were 5.55 and 6.39 in BT and HEC 

group, separately(P< .05).The BT group had 

significant improvement on sleep quality compared 

to the HEC group. 

5.Wang Y.J., 

Boehmke M.,Wu 

Y.W.B., Dickerson 

S.S., Fisher N. 

(2011), 

China 

 

Effects of a 6-Week Walking 

Program on Taiwanese 

Women Newly Diagnosed 

With Early-Stage Breast 

Cancer 

1.FACT-G 

2.FACIT-F 

3.PSQI 

1.QoL was measured by 

FACT-G 

2.Fatigue was measured by 

FACIT-F 

3.Sleep quality was 

measured by PSQI. 

1.Higher scores were achieved which meant less 

fatigue experienced in exercise group. After the 

exercise intervention, the exercise group’s 

participants had significantly less fatigue compared 

with the usual-care group’s participants (P=.003)  

2.During the intervention period, sleep disturbances 

was less compared the exercise group’s participants 

with the usual-care group’s participants.  

3.At the linear growth rate, the huge different about 

QoL between two groups could be got through the 

comparison of the gradually decreasing exercise 

group and the acute increasing usual-care 

group.(P<.001) 

6. Munir F., 

Kalawsky K., 

Lawrence C., Yarker 

Cognitive Intervention for 

Breast Cancer 

1.The Beck Depression 

Inventory (BDI-II) 

2. The Fatigue Severity Scale 

1.Depression was measured 

by BDI-II 

The p-valve of depression and fatigue were not 

mentioned. 



 

 

 

 

M. J., Haslam C., 

Ahmed S. 

(2011), England 

clientsUndergoing Adjuvant 

Chemotherapy. 

 

2. Fatigue was measured 

through The Fatigue Severity 

Scale 

 

7.Park J.H., 

Bae S. H., 

Jung Y.S., 

Kim K.S. 

(2012), 

Korea 

Quality of Life and Symptom 

Experience in Breast Cancer 

Survivors After Participating 

in a Psycho-educational 

Support Program 

1.Functional Assessment of 

Cancer Therapy-Breast 

questionnaire 

(FACT-B)  

FACT-B measured QoL and 

it had 4 subscales: 

1. physical well-being 

(PWB), 2. social/family 

well-being(SWB), 

3.emotional well-being 

(EWB),  

4. functional well-

being(FWB), 

5. breast cancer-specific 

subscale (BCS) 

Comparing the pretest with the follow-up, the 

FACT-B total score was significant differences in 

the intervention group (P= .004). Though the EWB 

score changed significantly in both groups(P = .020), 

the intervention group’s EWB score was obviously 

higher than the control group’s score at the follow-

up test (P< .001) 

8.Dastan N.B., Buzlu 

S. 

(2012), 

Turkey 

Psycho-education Intervention 

to Improve Adjustment to 

Cancer among Turkish Stage 

I-II Breast Cancer Patients: A 

Randomized Controlled Trial 

1.The Hospital Anxiety and 

Depression Scale.(HADS) 

 

Depression and anxiety were 

measured by HADS. 

Comparing before education to 6 months after 

education, the Anxiety preoccupation was noted 

decreasing obviously at three stages ( P=.015). 

9.Salonen P.,Tarkka 

M.J., Lehtinen 

P.L.K., Koivisto 

A.M., Aalto P., 

Kaunonen M., 

(2013), 

Finland 

 

Effect of social support on 

changes in quality of life in 

early 

breast cancer patients: a 

longitudinal study. 

1. Ferrans and Powers 

Quality of Life Index (QLI-

CV) 

2.European Organisation for 

study and Treatment of 

Cancer Quality of Life Group 

Core Quality of life 

questionnaire the EORTC 

QLQ Breast Cancer Module 

(EORTC QLQ-BR23) 

1. QLI-CV was used to 

measured QoL. 

2. EORTC QLQ-BR23 was 

used to measure QoL. 

Higher scores of affect from internet support was 

related to higher risk of decreased QoL. Higher aid 

scores from nurses lower down the risk of decreased 

sexual functioning. However, there isn’t QoL’ p 

value in the result part 

10.Matthews E.E., 

Berger A.M., 

Schmiege S.J., Cook 

Cognitive Behavioral Therapy 

for Insomnia Outcomes 

1.PFS 

2.ISI 

3.HADS 

1. Fatigue was measured by 

PFS 

1.Greater improvement were achieved in CBTI 

group in sleep efficiency (SE), the score of SE in the 

CBTI group improved 5.19 percentage points more 



 

 

 

 

P.F., McCarthy 

M.S.,. Moore C.M., 

and Aloia 

M.S.,(2014), USA 

in Women After Primary 

Breast Cancer Treatment: A 

Randomized, Controlled Trial. 

 

 2. Insomnia was measured 

by ISI 

3. HADS measured both 

depression and anxiety.  

than the BPT(control) group. (p = 0.003) Compared 

with the BPT group, the CBTI group reduced the 

time to fall asleep by 20.73 minutes from baseline to 

week 6. (p = 0.007) 

2.Fatigue was meaningless in the study.  

 

 


