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Abstract

:

Background: Breast cancer (BC) is the most common malignancy affecting women globally, significantly impacting their quality of life (QoL). This study aimed to assess the prevalence and severity of symptoms in newly diagnosed BC patients undergoing chemotherapy in Oman using the Edmonton Symptom Assessment System (ESAS-A); Materials and Methods: A cross-sectional study was conducted between December 2022 and February 2024 at the Sultan Qaboos Comprehensive Cancer Care and Research Centre (SQCCCRC), University Medical City, Oman. The study included 105 Omani women, aged 18 to 60, diagnosed with stage I to III BC and undergoing chemotherapy. Symptom evaluation was performed using ESAS-A. Descriptive statistics were employed to summarize socio-demographic characteristics and clinical outcomes, while the Mann–Whitney U test and multiple linear regression analysis were used to examine associations between independent variables and symptom scores; Results: Out of 127 invited participants, 105 (82.6%) agreed to participate. The average age was 43.6 years (SD = 7.2). Fatigue (37.1%), poor well-being (30.5%), and drowsiness (27.6%) were the most commonly reported symptoms. Anxiety and depression affected 21.9% and 17.1% of participants, respectively. Linear regression analysis showed that having children was linked to higher fatigue and shortness of breath, while inversely associated with pain. A family history of chronic disease was significantly correlated with higher depression scores; Conclusions: This study is the first in Oman to utilize ESAS-A for assessing symptom burden in newly diagnosed BC patients undergoing chemotherapy. The findings highlight the importance of personalized symptom management and enhanced supportive care to improve patient well-being.
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1. Introduction


Breast cancer (BC) remains the most common cancer affecting women globally, making up 19.4% of all cancer cases and 34.7% of cancers in women [1]. While BC rates differ between populations, the number of cases has steadily grown over the last forty years, with a yearly increase of 0.5% between 2010 and 2019 [2]. Women facing a BC diagnosis often experience a wide range of symptoms, not only from the disease itself but also from the treatments. These symptoms can profoundly impact their quality of life (QoL), sometimes resulting in treatment delays or even discontinuation [3,4].



Physical symptoms such as pain, fatigue, nausea, and swelling of the lymph nodes can lead to significant discomfort and impair daily functioning [5]. Psychological challenges, including anxiety, depression, and emotional distress, further increase the burden, negatively affecting mental health and overall well-being [6]. Social and functional difficulties may also emerge, such as changes in body image, sexual dysfunction, and social isolation, all of which strain personal relationships and diminish social support networks [7]. Additionally, cognitive impairments, including memory problems and difficulties with concentration, further degrade QoL [8]. These combined effects underscore the critical need for comprehensive symptom management and supportive care to improve the overall QoL for women with BC.



Women diagnosed with BC in Oman experience significant psychosocial distress, including anxiety, depression, and a diminished sense of identity, all of which deeply impact their QoL [7]. Many turn to various coping strategies to accept their diagnosis and find new meaning, often viewing their illness as part of God’s will [9,10]. Additionally, they face physical side effects from BC treatment, such as fatigue, pain, and changes in appearance, which adversely affect their physical functioning, daily activities, and overall QoL [9]. These challenges frequently require substantial adjustments in both their personal and professional lives.



The ESAS is a widely used clinical tool designed to assess the symptoms experienced by patients with chronic diseases and cancers, including BC [11]. It evaluates QoL by measuring key symptoms such as pain, fatigue, drowsiness, appetite loss, shortness of breath, nausea, anxiety, depression, and overall well-being [12]. Originally developed and validated for palliative care settings, the ESAS is essential in managing symptoms for patients with advanced cancer, particularly in monitoring and addressing chemotherapy-related symptoms during treatment [13,14].



Several studies have explored the use of ESAS in BC care, consistently demonstrating its effectiveness in predicting patient outcomes and enhancing both symptom management and overall care quality [15,16]. For instance, research has demonstrated that ESAS can reliably predict patient outcomes, such as time to death, by evaluating symptoms like loss of appetite, which has been linked to reduced survival in BC patients [15]. In 2006, ESAS was integrated into Cancer Care Ontario’s Provincial Palliative Care Integration Project to enhance cancer care for palliative patients through the regular use of symptom assessments [16]. This assessment tool has been extensively discussed in the literature and translated into more than 20 languages globally, including Arabic [14,17,18]. The English version of ESAS demonstrated a Cronbach’s alpha coefficient of 0.79, indicating strong internal consistency [19]. This study aims to evaluate the prevalence and severity of symptoms—such as pain, fatigue, drowsiness, nausea, appetite loss, shortness of breath, depression, anxiety, poor well-being, and other health issues—among newly diagnosed BC patients undergoing chemotherapy, utilizing the Arabic version of the ESAS-A.




2. Materials and Methods


2.1. Tool Used for Data Collection


The Arabic version of the ESAS-A is a culturally tailored instrument specifically developed for Arabic-speaking patients [14]. The ESAS-A demonstrates high reliability and validity in assessing symptom severity among cancer patients, with an average Cronbach’s alpha of 0.84, reflecting strong internal consistency [14]. Research conducted in Arabic-speaking countries, including Jordan, has confirmed the effectiveness and accuracy of the ESAS-A in evaluating symptoms in patients with advanced cancer [20]. The ESAS-A evaluates ten symptoms: pain, fatigue, drowsiness, nausea, appetite loss, depression, anxiety, feelings of poor well-being, and other health problems. Each symptom is rated on a scale from 0 to 10, where 0 indicates the absence of the symptom and 10 represents the highest severity [14].




2.2. Study Design, Setting, and Patient Recruitment


The Sultan Qaboos Comprehensive Cancer Care and Research Centre (SQCCCRC), University Medical City, is a newly established, government-operated institution in Muscat, the capital of Oman. This facility offers a comprehensive range of treatment options for cancer patients across the country, including surgical procedures, radiotherapy, chemotherapy, hormonal therapies, and palliative and psychological care. SQCCCRC, University Medical City, provides extensive support for individuals diagnosed with various types of cancer, including BC.



A cross-sectional study was conducted at the Sultan Qaboos Comprehensive Cancer Care and Research Centre (SQCCCRC), University Medical City, from December 2022 to February 2024. The study cohort comprised Omani women aged 18 to 60 diagnosed with BC who were receiving chemotherapy in the daycare units. All patients were assessed uniformly during their first chemotherapy session, ensuring consistency in timing and reducing variation in the data collection process. Patients included in the study were diagnosed with cancer stages ranging from stage one to stage three. Women with stage four BC were excluded to avoid potential biases arising from differences in symptoms and treatment experiences compared to earlier stages. Hormonal receptor (ER/PR) and HER2 status information were not available for this study, and this limitation has been acknowledged.



Participants were given a comprehensive information sheet detailing the study’s objectives and a consent form for those who chose to participate. They were assured that their involvement was entirely voluntary and would not affect their medical care at the SQCCCRC, University Medical City. Participants were assured that all collected data would remain confidential and be utilized solely for research purposes. Non-Omani women and those with substantial psychiatric disorders or cognitive impairments were identified through medical records and excluded from the study. While data on specific logistical challenges for rural patients were not collected, the inclusion of participants from rural areas highlights the broader context of healthcare access within Oman. The first author administered the questionnaires, clarifying the study’s objectives and the scaling process. For participants unable to read or write, the first author verbally administered the questions and documented their responses accordingly.




2.3. Sample Size Calculation


The sample size required for this study was calculated based on the data regarding depressive symptoms obtained from the ESAS, utilizing a cross-sectional study design. A previous study conducted in Jordan reported a depression prevalence rate of 30.2% among patients diagnosed with BC [21]. Assuming a variation of ±9% from this expected prevalence, it was determined that a sample size of 97 participants would be necessary to achieve a significance level of 5%. These calculations were carried out using the online EPITOOLS 2025 software [22].




2.4. Statistical Analysis


Data analysis was conducted with the Statistical Package for the Social Sciences (SPSS), version 23.0 (IBM Corp., Armonk, New York, NY, USA). A significance level of 5% was established for all analyses. Descriptive statistics, including percentages and means, were employed to summarize the participants’ socio-demographic characteristics and clinical outcomes. The ESAS scale was utilized to assess various symptoms, where a score of 0 indicated the absence of the symptom and a score of 10 represented the most severe manifestation of the symptom. The Mann–Whitney test was employed to explore the association between independent variables and ESAS scores. All statistical tests were two-sided, with p values less than 0.05 considered statistically significant. A multiple linear regression model was implemented to identify the most significant variables associated with each dimension of the ESAS. The study received approval from the local medical research ethics committee of the SQCCCRC, University Medical City (IRB & EC Project ID: CCCRC-20-2022) approved on 15 August 2022.





3. Results


3.1. Demographic and Clinical Characteristics


A total of 127 women with BC were invited to participate in the study, and 105 agreed, with a response rate of 82.6%. The women’s mean age was 43.6 years (SD = 7.2), where the majority (73.3%) were within the age range from 40 to 60 years. Most women were married (84.8%), educated and could read and write (76.2%), had children (89.5%), and were unemployed or retired (63.8%), and a large proportion had a family history of cancer (44.8%) or chronic diseases (41.9%). Additionally, 70.5% were diagnosed at an early stage (I and II) and lived in rural/village areas (61.9%), with 86.7% having sufficient financial support and 93.3% expressing satisfaction with family relationships (Table 1).




3.2. Symptom Prevalence and Severity


The most prevalent reported symptom was tiredness (37.1%), with a mean score of 2.50 (SD = 2.6), followed by poor well-being (30.5%) with a mean score of 2.2 (SD = 2.8), and other health problems (27.6%) with a mean score of 2.0 (SD = 2.4). Other symptoms included drowsiness (27.6%, mean score 1.9, SD = 2.2), anxiety (21.9%, mean score 1.7, SD = 2.5), pain (19.0%, mean score 1.7, SD = 2.1), depression (17.1%, mean score 1.1, SD = 1.9), loss of appetite (13.3%, mean score 1.3, SD = 2.3), nausea (7.6%, mean score 0.9, SD = 1.8), and shortness of breath (7.6%, mean score 0.82, SD = 1.6) (Table 2).




3.3. Analysis of ESAS-A Scores


The analysis of the total score dimension of ESAS-A concerning various demographic and clinical variables showed that having children was associated with significantly lower total ESAS-A scores (p = 0.012), with those without children reporting a higher median score (28.50) compared to those with children (11.00) (Table 3).




3.4. Linear Regression Analysis


Linear regression analysis was conducted to examine the relationship between demographic and clinical variables and symptoms, as evaluated by the ESAS-A. The analysis revealed that having children showed a significant negative association with the symptoms of pain (B = −1.686, p = 0.035). Conversely, having children was significantly associated with higher levels of tiredness (B = −2.662, p = 0.005), increased shortness of breath (B = −1.255, p = 0.037), and an increase in other health problems (B = −1.793, p = 0.043). Additionally, the analysis showed that having a family history of chronic disease was significantly and positively associated with depression (B = 0.817, p = 0.035). For other health problems, employment status showed a marginally significant negative association (B = −0.853, p = 0.089), indicating that unemployed or retired patients tended to report higher levels of these issues (Table 4).





4. Discussion


To the best of our knowledge, this is the first study conducted in Oman that used the ESAS-A specifically with newly diagnosed BC women undergoing chemotherapy treatments. The average age of the participants, ranging between 40 and 60 years, is consistent with previous studies suggesting that this age group commonly bears family responsibilities [23]. However, no significant associations were found between marital status or education level and the overall symptom burden assessed by the ESAS-A, which aligns with findings from similar studies [24].



In our study, 35.2% of patients were employed, while 63.8% were unemployed or retired. Employment status and the presence of children were both identified as significant predictors of other health problem scores. Specifically, unemployment or retirement) and having children were associated with higher scores in this dimension [25]. The psychological impact of unemployment or financial insecurity can be substantial. Financial difficulties can lead to higher levels of psychological distress and impact adherence to treatment regimens [26]. Research indicates that individuals facing financial difficulties often experience elevated levels of psychological distress, which can hinder their ability to cope with the disease and adhere to treatment regimens [27]. Nonetheless, a significant number of patients in the study (93.3%) reported satisfaction with their family relationships, underscoring the crucial role of familial support in managing chronic diseases such as cancer. Previous studies have consistently shown that strong family support is associated with better psychological outcomes and improved treatment adherence in cancer patients [28,29].



Nearly half of our patients (44.8%) had a family history of cancer, while a considerable portion (41.9%) reported a family history of chronic disease. This finding underscores well-established evidence highlighting the increased risk associated with a family history of cancer [30]. The presence of a family history of BC can influence mental well-being, affecting coping mechanisms, emotional distress, and overall psychological adaptation within the family unit [31]. Individuals with a family history of BC, compared to those without, often perceive themselves to be at a higher risk of developing the disease, which can lead to anxiety, stress, and a constant fear of diagnosis, negatively impacting their mental health [32].



Indeed, a family history of other chronic diseases in our study emerged as a significant predictor of depression scores, as participants may feel more vulnerable to health issues in general and experience uncertainty about their future health, which increases psychological distress [33]. In line with the findings of prior studies, individuals with chronic diseases face an elevated risk of poor mental health outcomes. For instance, a recent study analyzing the Behavioral Risk Factor Surveillance System (BRFSS) found that individuals with chronic diseases such as kidney disease, coronary heart disease, asthma, and cholesterol disorders experienced significantly longer durations of poor mental health. These results underscore the importance of addressing the psychological impact of chronic illnesses to enhance overall well-being and treatment outcomes [34]. Consistent with prior studies, individuals with chronic diseases are at an increased risk of experiencing poor mental health outcomes. For example, a recent analysis of the Behavioral Risk Factor Surveillance System (BRFSS) revealed that people with chronic conditions, including kidney disease, coronary heart disease, asthma, and cholesterol disorders, reported significantly longer periods of poor mental health. These findings highlight the necessity of addressing the psychological effects of chronic illnesses to improve overall well-being and treatment results. In contrast, factors such as family history of cancer and time since diagnosis were not significant predictors of depressive symptoms in our study, even though they were identified as relevant in the previous literature [35,36].



The lack of significance associated with diagnosis time may suggest that psychological distress is more closely tied to the overall experience of breast cancer and the treatment burden rather than the timing of the diagnosis itself. While earlier research indicates that delayed diagnosis can worsen anxiety and depression, our study included only patients at stages I to III. This may explain the lack of significance for diagnosis time, as women in these earlier stages might perceive their disease as more manageable, leading to lower psychological impacts compared to those with more advanced cancer stages.



Similarly, although a family history of cancer has been correlated with increased anxiety and depression in some studies, it did not prove significant in our analysis. This might be attributable to other unmeasured factors, such as familial coping strategies, cultural attitudes towards illness, or the availability of social support. Moreover, a strong family support system, reported by 93.3% of participants in this study, may have mitigated the psychological effects associated with a family history of cancer.



It is important to note that cancer stage, which has been linked to heightened psychological distress in earlier research, was not examined in our study beyond stage III. We intentionally excluded stage IV patients to minimize symptom variability and maintain homogeneity among our cohort. However, this may limit our findings’ comparability to studies that include patients with advanced cancer stages. Future research should encompass a wider range of cancer stages and investigate additional clinical and psychosocial factors that may influence depression and other symptoms. Despite these limitations, our findings emphasize the importance of addressing the psychological impact of chronic diseases and other factors affecting mental health outcomes in breast cancer patients. Implementing targeted mental health interventions, such as counseling and psychosocial support, into standard cancer care is crucial for enhancing patients’ overall quality of life.



Most of our patients (61.9%) resided in villages, while 38.1% lived in the capital city. This distribution suggests potential geographic disparities in access to cancer healthcare services, with a concentration of services in the capital city. This underscores the need for outreach and support programs in rural areas to ensure equitable cancer care. Although our study did not find significant differences between the geographic location of patients and their ESAS-A scores, other studies have highlighted that patients living in rural areas often encounter several barriers, including limited access to specialized cancer care, longer travel times, and fewer healthcare resources [26,37]. Moreover, the availability of psychosocial support services, such as counseling and support groups, is often limited to rural areas, and continuity of care may be compromised due to the scarcity of healthcare providers [38]. These barriers can lead to delays in cancer diagnosis and treatment, ultimately affecting survival rates and quality of life [39].



The most commonly reported symptom by participants in the ESAS-A was tiredness (37.1%), while the least reported was nausea (7.6%). Tiredness in cancer patients can be attributed to various factors, including pain, anemia, tumor cachexia, and the side effects of cancer-related treatments [40,41]. Additionally, the psychological burden of cancer, such as fear of recurrence, treatment stress, uncertainty about outcomes, body image issues, sexual problems, and social difficulties, can lead to exhaustion and persistent tiredness [40]. On the other hand, the finding of a low level of nausea in our study contrasts with the widely recognized prevalence of chemotherapy-induced nausea, a significant and distressing symptom in cancer patients, with reported prevalence rates ranging from 20% to 50%, and needs further investigation [42].



Participants with children experienced significantly lower scores on the ESAS-A compared to those without children, suggesting a lower overall symptom burden. This finding may reflect the emotional and psychological support provided by familial bonds, which could serve as a protective factor against worsening symptoms. Previous research has suggested that strong familial connections and caregiving roles may enhance resilience and provide a sense of purpose, potentially mitigating psychological distress and improving symptom management [43]. However, it is important to note that parenting responsibilities may still pose challenges in balancing caregiving with personal health needs, which could warrant further exploration in future studies.



The balance between treatment, recovery, and parenting can be overwhelming, affecting not only their physical health but also their emotional and psychological well-being [44]. Additionally, they may feel guilty or anxious about not being able to fulfill their parental duties to the desired extent. [43]. On the other hand, the presence of children in our study showed a negative association with pain scores. However, a previous study reported that women with children diagnosed with cancer experienced greater pain compared to women without children [33]. It has been found that having children might provide emotional support, which can alleviate some psychological burdens and potentially reduce feelings of pain and tiredness [45].



While specific studies directly linking parenthood to reduced shortness of breath in cancer patients are limited, it is well-established that social support and psychological well-being can significantly influence physical symptoms. Emotional support and a sense of purpose—often derived from parenting—have been shown to improve overall quality of life and enhance symptom management in cancer patients [46]. The observed associations between parenthood and lower fatigue and reduced shortness of breath scores in our study suggest several possible explanations. Parenthood may contribute to improved psychosocial support and coping mechanisms, thereby alleviating symptoms such as fatigue and respiratory distress [47]. Additionally, lifestyle factors associated with caregiving responsibilities, including structured routines and increased physical activity, could positively impact symptom management [47].



Our study has several limitations. First, Although the study was conducted at a single oncology center (SQCCCRC), University Medical City, we believe this should not affect the generalizability of the findings to broader populations across Oman, as patients treated at the center come from various regions of the country. Second, the cross-sectional design of our study restricts our ability to establish causal relationships between variables. Future research should prioritize the evaluation of tailored symptom management interventions, such as psychological support programs. Finally, comparative studies examining different cancer types or stages within Oman could further elucidate specific symptom profiles and inform targeted interventions based on disease characteristics.




5. Conclusions


This study marks the first use of the ESAS-A in Oman to evaluate symptom prevalence and severity among newly diagnosed BC patients undergoing chemotherapy. The findings indicate that tiredness was the most frequently reported symptom, followed by poor well-being, other health problems, drowsiness, anxiety, pain, depression, loss of appetite, nausea, and shortness of breath. Analyzing symptoms in relation to demographic and clinical factors revealed that participants with children reported fewer overall symptoms but experienced higher levels of tiredness, shortness of breath, and other health problems. Conversely, patients without children reported a greater overall symptom burden. Additionally, a family history of chronic disease was associated with increased depression, while unemployment or retirement correlated with a higher incidence of other health problems. These results highlight the need for comprehensive symptom management and the development of tailored supportive care strategies to improve the overall well-being of BC patients in Oman.







Author Contributions


Conceptualization, M.A.-A.; methodology, M.A.-A. and K.A.A.; formal analysis, M.F.C. and K.A.A.; data collection, K.A.A. and A.A.F.; writing—original draft preparation, K.A.A. and M.A.-A.; writing—review and editing, K.A.A., M.A.-A., M.F.C. and H.A.S. All authors have read and agreed to the published version of the manuscript.




Funding


This research received no external funding.




Institutional Review Board Statement


The study was approved by the Research Committee of Sultan Qaboos Comprehensive Cancer Care and Research Centre, University Medical City, (protocol code CCCRC-15-2022) approved on 15 August 2022.




Informed Consent Statement


Informed consent was obtained from all subjects involved in the study.




Data Availability Statement


The data supporting the findings of this study are available from the corresponding author upon reasonable request. However, due to privacy/ethical restrictions, the data are not publicly available.




Acknowledgments


The authors would like to express their sincere gratitude to all the patients who participated in this study.




Conflicts of Interest


The authors declare no conflicts of interest.




References


	



Salman, R.A. Prevalence of women breast cancer. Cell. Mol. Biomed. Rep. 2023, 3, 185–196. [Google Scholar] [CrossRef]

	



Giaquinto, A.N.; Sung, H.; Miller, K.D.; Kramer, J.L.; Newman, L.A.; Minihan, A.; Jemal, A.; Siegel, R.L. Breast Cancer Statistics, 2022. CA Cancer J. Clin. 2022, 72, 524–541. [Google Scholar] [CrossRef] [PubMed]

	



Deshields, T.L.; Potter, P.; Olsen, S.; Liu, J. The persistence of symptom burden: Symptom experience and quality of life of cancer patients across one year. Support Care Cancer 2014, 22, 1089–1096. [Google Scholar] [CrossRef] [PubMed]

	



Cleeland, C.S. Symptom burden: Multiple symptoms and their impact as patient-reported outcomes. J. Natl. Cancer Inst. Monogr. 2007, 2007, 16–21. [Google Scholar] [CrossRef]

	



Mokhatri-Hesari, P.; Montazeri, A. Health-related quality of life in breast cancer patients: Review of reviews from 2008 to 2018. Health Qual. Life Outcomes 2020, 18, 338. [Google Scholar] [CrossRef]

	



Izci, F.; Ilgun, A.S.; Findikli, E.; Ozmen, V. Psychiatric Symptoms and Psychosocial Problems in Patients with Breast Cancer. J. Breast Health 2016, 12, 94–101. [Google Scholar] [CrossRef]

	



Al-Azri, M.; Al-Awisi, H.; Al-Rasbi, S.; El-Shafie, K.; Al-Hinai, M.; Al-Habsi, H.; Al-Moundhri, M. Psychosocial Impact of Breast Cancer Diagnosis Among Omani Women. Oman Med. J. 2014, 29, 437–444. [Google Scholar] [CrossRef]

	



Rodrigues, P.F.S.; Bártolo, A.; Albuquerque, P.B. Memory Impairments and Wellbeing in Breast Cancer Patients: A Systematic Review. J. Clin. Med. 2023, 12, 6968. [Google Scholar] [CrossRef]

	



Al-Riyami, A.; Abdulhadi, N.N.; Al-Azri, M. Understanding the perceptions of Omani women regarding life after a breast cancer diagnosis. Sultan Qaboos Univ. Med. J. 2020, 20, e360–e367. [Google Scholar] [CrossRef]

	



Al-Azri, M.H.; Al-Awisi, H.; Al-Rasbi, S.; Al-Moundhri, M. Coping with a diagnosis of breast cancer among Omani women. J. Health Psychol. 2014, 19, 836–846. [Google Scholar] [CrossRef]

	



Watanabe, S.M.; Nekolaichuk, C.L.; Beaumont, C. The Edmonton Symptom Assessment System, a proposed tool for distress screening in cancer patients: Development and refinement. Psycho-Oncol. 2012, 21, 977–985. [Google Scholar] [CrossRef] [PubMed]

	



Chow, S.; Wan, B.A.; Pidduck, W.; Zhang, L.; DeAngelis, C.; Chan, S.; Yee, C.; Drost, L.; Leung, E.; Sousa, P.; et al. Symptoms Predictive of Overall Quality of Life Using the Edmonton Symptom Assessment Scale in Breast Cancer Patients Receiving Radiotherapy. Clin. Breast Cancer 2019, 19, 405–410. [Google Scholar] [CrossRef] [PubMed]

	



Philip, J.; Smith, W.B.; Craft, P.; Lickiss, N. Concurrent validity of the modified Edmonton Symptom Assessment System with the Rotterdam Symptom Checklist and the Brief Pain Inventory. Support. Care Cancer 1998, 6, 539–541. [Google Scholar] [CrossRef] [PubMed]

	



Shamieh, O.; Alarjeh, G.; Al Qadire, M.; Amin, Z.; AlHawamdeh, A.; Al-Omari, M.; Mohtadi, O.; Illeyyan, A.; Ayaad, O.; Al-Ajarmeh, S.; et al. Validation of the Arabic Version of the Edmonton Symptom Assessment System. Int. J. Environ. Res. Public Health 2023, 20, 2571. [Google Scholar] [CrossRef] [PubMed]

	



Sanna, V.; Fedele, P.; Deiana, G.; eAlicicco, M.G.; Ninniri, C.; Santoro, A.N.; Pazzola, A.; Fancellu, A. Edmonton Symptom Assessment Scale may reduce medical visits in patients undergoing chemotherapy for breast cancer. World J. Clin. Oncol. 2022, 13, 577–586. [Google Scholar] [CrossRef]

	



Hui, D.; Bruera, E. The Edmonton Symptom Assessment System 25 Years Later: Past, Present, and Future Developments. J. Pain Symptom Manag. 2017, 53, 630–643. [Google Scholar] [CrossRef]

	



Carvajal, A.; Hribernik, N.; Duarte, E.; Sanz-Rubiales, A.; Centeno, C. The Spanish Version of the Edmonton Symptom Assessment System-Revised (ESAS-r): First Psychometric Analysis Involving Patients with Advanced Cancer. J. Pain Symptom Manag. 2013, 45, 129–136. [Google Scholar] [CrossRef]

	



Kwon, J.H.; Nam, S.-H.; Koh, S.; Hong, Y.S.; Lee, K.H.; Shin, S.-W.; Hui, D.; Park, K.W.; Yoon, S.Y.; Won, J.Y.; et al. Validation of the Edmonton symptom assessment system in Korean patients with cancer. J. Pain Symptom Manag. 2013, 46, 947–956. [Google Scholar] [CrossRef]

	



Chang, V.T.; Hwang, S.S.; Feuerman, M. Validation of the Edmonton Symptom Assessment Scale. Cancer 2000, 88, 2164–2171. [Google Scholar] [CrossRef]

	



Shamieh, O.; Alarjeh, G.; Li, H.; Abu Naser, M.; Abu Farsakh, F.; Abdel-Razeq, R.; Edilbi, A.; Al-Ani, R.; Harding, R.; Guo, P. Care Needs and Symptoms Burden of Breast Cancer Patients in Jordan: A Cross-Sectional Study. Int. J. Environ. Res. Public Health 2022, 19, 10787. [Google Scholar] [CrossRef]

	



Alquraan, L.; Alzoubi, K.H.; Rababa’h, S.; Karasneh, R.; Al-Azzam, S.; Al-Azayzih, A. Prevalence of depression and the quality-of-life of breast cancer patients in Jordan. J. Multidiscip. Healthc. 2020, 13, 1455–1462. [Google Scholar] [CrossRef] [PubMed]

	



Sergeant, E.S.G. Epitools-Epidemiological Calculators; Ausvet: Fremantle, Australia, 2018. [Google Scholar]

	



Borkar, M.M.; Quraishi, A.M.; Jannawar, G. Study of carcinoma breast in women under 40 years of age. Int. Surg. J. 2018, 5, 3273. [Google Scholar] [CrossRef]

	



Hammersen, F.; Pursche, T.; Fischer, D.; Katalinic, A.; Waldmann, A. Psychosocial and family-centered support among breast cancer patients with dependent children. Psycho-Oncol. 2021, 30, 361–368. [Google Scholar] [CrossRef] [PubMed]

	



Ikhile, D.; Ford, E.; Glass, D.; Gremesty, G.; van Marwijk, H. A systematic review of risk factors associated with depression and anxiety in cancer patients. PLoS ONE 2024, 19, e0296892. [Google Scholar] [CrossRef]

	



Lee, E.M.; Jiménez-Fonseca, P.; Hernández, R.; Cruz-Castellanos, P.; Fernández-Montes, A.; Rogado, J.; Gil-Raga, M.; Antoñanzas, M.; López-Ceballos, H.; Calderon, C. The Role of Financial Difficulties as a Mediator between Physical Symptoms and Depression in Advanced Cancer Patients. Curr. Oncol. 2023, 30, 5719–5726. [Google Scholar] [CrossRef]

	



Ramsey, S.D.; Bansal, A.; Fedorenko, C.R.; Blough, D.K.; Overstreet, K.A.; Shankaran, V.; Newcomb, P. Financial insolvency as a risk factor for early mortality among patients with cancer. J. Clin. Oncol. 2016, 34, 980–986. [Google Scholar] [CrossRef]

	



Ruiz-Rodríguez, I.; Hombrados-Mendieta, I.; Melguizo-Garín, A.; Martos-Méndez, M.J. The Importance of Social Support, Optimism and Resilience on the Quality of Life of Cancer Patients. Front. Psychol. 2022, 13, 833176. [Google Scholar] [CrossRef]

	



Ozkan, S.; Ogce, F. Importance of social support for functional status in breast cancer patients. Asian Pac. J. Cancer Prev 2008, 9, 601–604. [Google Scholar]

	



Delaloge, S.; Rossi, P.G.; Guindy, M.; Gilbert, F.; Burrion, J.-B.; Balleyguier, C.; Exposito, M.R.; Giordano, L.; De Koning, H.; de Montgolfier, S.; et al. Abstract OT2-10-02: Mypebs: An international randomized study comparing personalized, risk-stratified to standard breast cancer screening in women aged 40–70. Cancer Res. 2022, 82, OT2-10-02. [Google Scholar] [CrossRef]

	



Devarakonda, S.K.; Timman, R.; Bouvy, P.F.; Oemrawsingh, A.; Apon, I.; Mureau, M.A.M.; Koppert, L.B.; Kranenburg, L.W. Trends in emotional functioning and psychosocial wellbeing in breast cancer survivors: A prospective cohort study using patient-reported outcome measures. BMC Womens Health 2023, 23, 153. [Google Scholar] [CrossRef]

	



Alagizy, H.A.; Soltan, M.R.; Soliman, S.S.; Hegazy, N.N.; Gohar, S.F. Anxiety, depression and perceived stress among breast cancer patients: Single institute experience. Middle East Curr. Psychiatry 2020, 27, 29. [Google Scholar] [CrossRef]

	



Feng, M.Y.; Bi, Y.H.; Wang, H.X.; Pei, J.J. Influence of chronic diseases on the occurrence of depression: A 13-year follow-up study from the Survey of Health, Ageing and Retirement in Europe. Psychiatry Res. 2023, 326, 115268. [Google Scholar] [CrossRef] [PubMed]

	



Huang, Y.; Loux, T.; Huang, X.; Feng, X. The relationship between chronic diseases and mental health: A cross-sectional study. Ment. Health Prev. 2023, 32, 200307. [Google Scholar] [CrossRef]

	



Waheed, U.; Hussain, S.; Khalid, N.; Salman, A.; Ali, U.; Iqtidar, M.F. The association among cancer in family history and psychosocial stress. BioMed Res. Int. 2022, 1, 8104397. [Google Scholar] [CrossRef]

	



Postolica, R.; Iorga, M.; Petrariu, F.D.; Azoicai, D. Cognitive-behavioral coping, illness perception, and family adaptability in oncological patients with a family history of cancer. BioMed Res. Int. 2017, 2017, 8104397. [Google Scholar] [CrossRef]

	



Curtis, M.L.; Eschiti, V.S. Geographic health disparities: Satellite clinics for cancer care in rural communities. Clin. J. Oncol. Nurs. 2018, 22, 500–506. [Google Scholar] [CrossRef]

	



van der Kruk, S.R.; Butow, P.; Mesters, I.; Boyle, T.; Olver, I.; White, K.; Sabesan, S.; Zielinski, R.; Chan, B.A.; Spronk, K.; et al. Psychosocial well-being and supportive care needs of cancer patients and survivors living in rural or regional areas: A systematic review from 2010 to 2021. Support. Care Cancer 2022, 30, 1021–1064. [Google Scholar] [CrossRef]

	



Charlton, M.; Schlichting, J.; Chioreso, C.; Ward, M.; Vikas, P. Challenges of Rural Cancer Care in the United States. Oncology 2015, 29, 633–640. [Google Scholar]

	



Bower, J.E. Cancer-related fatigue—Mechanisms, risk factors, and treatments. Nat. Rev. Clin. Oncol. 2014, 11, 597–609. [Google Scholar] [CrossRef]

	



Chow, R.; Yin, L.B.; Baqri, W.; Huang, R.; Boldt, G.; Younus, J.; Lock, M.; Prsic, E.; Zimmermann, C.; Herrstedt, J. Prevalence and predictors of long-delayed (>120 h) chemotherapy-induced nausea and vomiting (CINV)—A systematic review and individual patient data meta-analysis. Support. Care Cancer 2023, 31, 505. [Google Scholar] [CrossRef]

	



Schellekens, M.P.J.; Wolvers, M.D.J.; Schroevers, M.J.; Bootsma, T.I.; Cramer, A.O.J.; van der Lee, M.L. Exploring the interconnectedness of fatigue, depression, anxiety and potential risk and protective factors in cancer patients: A network approach. J. Behav. Med. 2020, 43, 553–563. [Google Scholar] [CrossRef] [PubMed]

	



Peleg, O.; Peleg, M. Is resilience the bridge connecting social and family factors to mental well-being and life satisfaction? Contemp. Fam. Ther. 2024, 47, 87–101. [Google Scholar] [CrossRef]

	



Shin, Y.; Kim, H.; Lee, T.; Kim, S.; Lee, S.B.; Kim, J.; Chung, I.Y.; Ko, B.S.; Lee, J.W.; Son, B.H.; et al. Factors in Parenting Stress in Young Patients With Breast Cancer and Implications for Children’s Emotional Development The PSYCHE Study. JAMA Netw. Open 2023, 6, e2344835. [Google Scholar] [CrossRef] [PubMed]

	



Bauer, A.; Stevens, M.; Purtscheller, D.; Knapp, M.; Fonagy, P.; Evans-Lacko, S.; Paul, J. Mobilising social support to improve mental health for children and adolescents: A systematic review using principles of realist synthesis. PLoS ONE 2021, 16, e0251750. [Google Scholar] [CrossRef]

	



Corovic, S.; Vucic, V.; Mihaljevic, O.; Djordjevic, J.; Colovic, S.; Radovanovic, S.; Radevic, S.; Vukomanovic, I.S.; Janicijevic, K.; Sekulic, M.; et al. Social support score in patients with malignant diseases—With sociodemographic and medical characteristics. Front. Psychol. 2023, 14, 1160020. [Google Scholar] [CrossRef]

	



Northouse, L.; Williams, A.-L.; Given, B.; McCorkle, R. Psychosocial care for family caregivers of patients with cancer. J. Clin. Oncol. 2012, 30, 1227–1234. [Google Scholar] [CrossRef]








 





Table 1. Demographic and clinical characteristics of patients with BC (n = 105).






Table 1. Demographic and clinical characteristics of patients with BC (n = 105).









	Characteristic/Outcome
	n (%)





	Age ^
	



	18–39
	27 (25.7)



	40–60
	77 (73.3)



	Marital status
	



	Single
	16 (15.2)



	Married
	89 (84.8)



	Education level ^
	



	Illiterate
	24 (22.9)



	Educated
	80 (76.2)



	Employment ^
	



	Employed
	37 (35.2)



	Unemployed/retired
	67 (63.8)



	Have children †
	



	Yes
	94 (89.5)



	No
	8 (7.8)



	Family history of cancer
	



	Yes
	47 (44.8)



	No
	58 (55.2)



	Family history of chronic disease
	



	Yes
	44 (41.9)



	No
	61 (58.1)



	Relationships with family members
	



	Satisfied
	98 (93.3)



	Unsatisfied
	7 (6.7)



	Diagnosis time
	



	Early
	74 (70.5)



	Late
	31 (29.5)



	Financial Support †
	



	Yes
	91 (86.7)



	No
	11 (10.5)



	Location
	



	Capital city
	40 (38.1)



	Village
	65 (61.9)







^ 1 missing; † 3 missing.













 





Table 2. Description of ESAS symptoms (n = 105).
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	Symptoms on ESAS
	Mean (SD)
	Median [Q1–Q3]
	n (%) of Moderate to Severe Symptoms





	Pain
	1.70 (2.153)
	1.0 [0.0–3.0]
	20 (19.0)



	Tiredness
	2.50 (2.606)
	2.0 [0.0–5.0]
	39 (37.1)



	Drowsiness *
	1.95 (2.209)
	1.0 [0.0–4.0]
	29 (27.6)



	Nausea
	0.94 (1.860)
	0.0 [0.0–1.5]
	8 (7.6)



	loss of appetite
	1.37 (2.394)
	0.0 [0.0–2.0]
	14 (13.3)



	Shortness of Breath
	0.82 (1.616)
	0.0 [0.0–1.0]
	8 (7.6)



	Depression
	1.16 (1.967)
	0.0 [0.0–1.0]
	18 (17.1)



	Anxiety *
	1.76 (2.506)
	1.0 [0.0–3.0]
	23 (21.9)



	Poor Well-being *
	2.29 (2.888)
	1.0 [0.0–5.0]
	32 (30.5)



	Other Health Problems
	2.03 (2.455)
	1.0 [0.0–4.0]
	29 (27.6)







* 1 missing.













 





Table 3. Total score dimension (ESAS) (n = 105).
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	Variable
	n (%)
	Total Score

Median [Q1–Q3]
	p-Value





	Age ^
	
	
	0.577



	18–39
	27 (25.7)
	13.00 [6.00–27.00]
	



	40–60
	77 (73.3)
	12.00 [2.50–29.00]
	



	Marital status
	
	
	0.369



	Single
	16 (15.2)
	20.50 [2.50–30.50]
	



	Married
	89 (84.8)
	12.00 [3.00–28.00]
	



	Education level ^
	
	
	0.728



	Illiterate
	24 (22.9)
	9.00 [2.25–31.00]
	



	Educated
	80 (76.2)
	13.00 [4.00–28.00]
	



	Employment ^
	
	
	0.582



	Employed
	37 (35.2)
	14.00 [3.50–28.00]
	



	Unemployed/retired
	67 (63.8)
	11.50 [2.25–28.25]
	



	Have children †
	
	
	0.012 *



	Yes
	94 (89.5)
	28.50 [24.50–34.75]
	



	No
	8 (7.8)
	11.00 [3.00–27.25]
	



	Family history of cancer
	
	
	



	Yes
	47 (44.8)
	13.50 [4.50–30.25]
	0.696



	No
	58 (55.2)
	11.00 [3.00–28.00]
	



	Family history of chronic disease
	
	
	



	Yes
	44 (41.9)
	17.00 [5.00–31.00]
	0.188



	No
	61 (58.1)
	10.00 [3.00–27.00]
	



	Relationship with family
	
	
	



	Satisfied
	98 (93.3)
	12.00 [3.00–28.00]
	0.363



	Unsatisfied
	7 (6.7)
	24.00 [11.00–28.00]
	



	Diagnosis time
	
	
	



	Early
	74 (70.5)
	11.00 [5.00–29.00]
	0.617



	Late
	31 (29.5)
	12.50 [1.75–24.50]
	



	Financial support †
	
	
	



	Yes
	91 (86.7)
	11.00 [3.00–28.00]
	0.170



	No
	11 (10.5)
	25.00 [6.00–33.00]
	



	Location
	
	
	



	Capital
	40 (38.1)
	14.00 [3.00–28.00]
	0.825



	Village
	65 (61.9)
	11.00 [3.00–27.00]
	







* Significant at p < 0.05; ^ 1 missing; † 3 missing; Mann–Whitney test was used to assess the association.













