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Abstract

Breast cancer is one of the most common cancers worldwide. Statistics reveal that the number of women diagnosed with
breast cancer is increasing in South Africa. In particular, there appears to be a growing incidence in younger, black women
in urban areas. Family practitioners and oncology healthcare professionals are going to be treating an increasing population
of patients with breast cancer. Research has shown that in many instances, the psychological needs of patients with
breast cancer are not adequately addressed, and that often the physical crisis is seen as more immediate. Also, healthcare
professionals and oncologists may not be aware of the prevalence of co-morbid psychological distress, and thus do not
focus on this aspect of the diagnosis. As a result, women who experience psychological distress during and after treatment
may not be referred for psychological management. This may have a significant impact on their quality of life during this
period and may even affect their compliance with treatment. This ultimately has implications for their ongoing health and
survival. This review of the available literature aims to heighten awareness of healthcare professionals to the current situation,

with a view of improving the mental health care of South African patients with breast cancer.

© Medpharm

Introduction

Breast cancer is the most common cancer affecting
women.! Patients with cancer are psychologically
vulnerable for many reasons, including the stress of the
diagnosis, debilitating treatments and chronic pain. Distress
can compromise compliance with treatment and negatively
affect prognosis and survival rates,'? so the significance of
patients’ psychological status forms an essential element of
oncological treatment.®+”

Newer treatments make this increasingly important because
the disease is now often viewed as curable or chronic.?
Distress is often undertreated because of time constraints,
the physical crisis taking precedence or patients not
volunteering information about their distress.?®

Psycho-oncology deals with the psychological reactions of
patients and families to cancer and treatment, as well as the
needs of oncology healthcare professionals. Considerable
research documents the psychological problems that
patients with breast cancer face. However, it is difficult for
busy family practitioners to review the extensive literature.

This article provides a brief, but comprehensive review on
the prevalence and management of anxiety in patients with
breast cancer in clinical practice.

S Afr Fam Pract 2013;55(6):525-529

Cancer in South Africa

According to the National Cancer Registry network,™ one in
31 South African women will get breast cancer during her
lifetime.

Black South African women in rural areas have a low
incidence of breast cancer, but figures for the urban
population are rising. The suggestion is that protective
factors against carcinogenesis, such as late menarche,
the early birth of a first child, prolonged lactation and high
levels of physical activity, are decreasing in black urban
populations.™

Psychological distress and breast cancer

The most prevalent co-morbid psychological conditions
are depression and anxiety. Between 62.5% and 85% of
patients with cancer meet the criteria for depression and
anxiety disorders.”"?A study of Oshwambo Namibian
and Sesotho South African patients with breast cancer
found high levels of hopelessness following diagnosis
that correlated positively with psychological morbidity.™
Research into Indian South African patients with breast
cancer highlighted depressive symptomatology.™ A South
African cross-cultural analysis of patients with breast cancer
showed depression to be a significant variable."
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Studies confirm the prevalence of these conditionsin patients
with breast cancer,'®'® but identify anxiety as the more
common.?2! Prolonged anxiety has immunosuppressive
effects, compromises the patient, and may impair her level
of cognitive functioning when important health decisions
must be made.?

Rising figures of breast cancer diagnoses, increasing
survival rates, and the well documented negative effects of
distress on survivors, render it important to raise awareness
in healthcare professionals in family practice and oncology
with regard to the psychological experiences of these
patients, and thereby improve diagnostic and treatment
rates.'®

In South Africa, a review of the available literature reveals
little research on how black patients with breast cancer
experience their disease and treatment, and how this might
inform their psychological status.

Differentiating between anxiety and
depression

Anxiety and depression are often conflated as psychological
distress, but there is a dearth of literature on the
differentiation between them. The diagnosis of anxiety or
depression in isolation of each another is difficult because
symptoms frequently overlap.? Studies have found a high
percentage of anxiety in oncology populations compared
to that of depression, yet the literature on anxiety as a co-
morbid feature is relatively limited.?* One study found that
the prevalence of depression in patients with breast cancer
was 19.1%, whereas that of anxiety was 24.1%.?5 Patients
often experience anxiety prior to treatment, whereas
depression only emerges post-treatment,®?® suggesting
that anxiety characterises diagnosis, whereas depression is
more common after treatment. Anxiety also correlates more
with future concerns, such as treatment outcomes.?”

Anxiety is defined as an unpleasant subjective response
to threat,?® and a diagnosis of cancer is potentially life-
threatening.?® Pathological anxiety is more common in
women who are diagnosed with breast cancer than in those
without disease.®*'

Symptoms

Anxiety is characterised by physiological and psychological
symptoms.®2 Autonomic overactivity (palpitation and
sweating) and anxious behaviour (restlessness and
reassurance seeking) feature. Apprehension and poor
concentration, as well as muscle tension and fatigue may
be present.®

Anxiety after a cancer diagnosis is not necessarily abnormal,
but may become maladaptive. The Diagnostic and Statistical
Manual of Mental Disorders diagnostic classification®

requires the presence of core anxiety symptoms to identify
pathological anxiety:

¢ That is disproportionate to the level of threat.

e That is persistent or deteriorating without treatment.

¢ Makes normal functioning difficult.?®

It is problematic to gauge when anxiety is disproportionate
to the threat of cancer as this disease is associated with
some degree of real threat. The duration of symptoms,
usually decisive in diagnosis, is also difficult to apply as
anxiety may be labile and situational, making the onset of
an episode difficult to define.*

Anxiety disorders

Standardised diagnostic systems classify anxiety disorder

as four types:

e Anxious adjustment disorder: Anxious adjustment
disorder is a quantitatively excessive response that
starts within one month of a stressful event.

e Generalised anxiety disorder: Generalised anxiety
disorder requires more symptoms and persistence for
over six months.

* Panic disorder: Panic disorder is when anxiety builds up
rapidly to a crescendo.

* Phobic anxiety: Phobic anxiety arises from a provoking
stimulus.

In addition, organic anxiety is abnormal anxiety that is linked
to an organic cause,? and implies a feature of anxiety that
is specific to oncology: the difficulty of making a differential
diagnosis while the symptomatology presented by cancer
therapies is similar. This presents the clinician with
symptoms such as fearfulness, restlessness and an inability
to concentrate, and associated somatic symptoms such
as tremors, palpitations and dyspnoea resulting from the
disease or treatment, making definitive diagnosis difficult.®

Somatic processes can cause organic anxiety. Pain,
asthenia, nausea and shortness of breath, as well as
drug treatments, such as interferon, corticosteroids
and morphine, are associated with anxiety. Akathisia is
commonly misdiagnosed as anxiety.®

Causes

Disease

Cancer can be construed as life-threatening, and can result
in a crisis reaction. Anxiety levels fluctuate over the course
of treatment and tend to be highest during diagnostic
work-up and towards the end of treatment.®% Extensive
disease and pain are associated with a higher prevalence
of anxiety.%%32
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Treatment

Principal treatment modalities are surgery, chemotherapy
and radiotherapy. These involve conflicting psychological
elements: the unpleasantness of the process experienced
simultaneously with the hope of relief from the disease.
Differences in anxiety levels that relate to treatment
modalities have been observed.®”

Surgery

Generally, anxiety levels heighten before surgery and
abate thereafter, implying that patients view surgery as a
short-term threat.*® One study found higher anxiety levels
in mastectomy patients, compared to those having breast
conservation therapy.®” Anxiety appears to be the most
common response to mastectomy, probably in relation to
pain, disfigurement and body image.*®3®

Chemotherapy and radiotherapy

Chemotherapy has unpleasant side-effects, such as alopecia
and nausea. After long periods of treatment, these side-
effects are significant and lead to psychological distress.
Distress ranges from normal feelings of vulnerability and
fear, to disabling panic and anxiety. Of these, anxiety is the
most common,?' and the clinician must distinguish between
nonpathological and psychopathological symptoms.®
Chemotherapy and radiotherapy are both associated
with anxiety. The toxicity of chemotherapy co-varies with
anxiety, so can present a threat for its duration.®® The
highest levels of anxiety in the case of inoperable tumours
are observed in patients not receiving therapy, probably
because of the perception that no treatment implies that
decline is inevitable. There is a marked rise in anxiety in
patients ending radiotherapy, possibly because of the
perception of losing the protective effect of treatment.®
Anxiety appears in all modalities, but is significantly higher
in patients undergoing chemotherapy,®#' and is highest
before the first infusion.?®

Procedures

Magnetic resonance imaging and computed tomography
scans are associated with panic attacks and acute
anxiety, exacerbated by immobilisation, the duration of the
examination and the noise of the machine.*? The nature of
the anxiety may be variable. Some patients are anxious
about being in the scanner, while others focus on the test
results.®23542

Risk factors

Physically impaired and younger women are more likely to
meet the criteria for anxiety disorder®®4 as are patients
from lower socio-economic groups.?® Highly educated
women are more likely to become anxious.®!

Patients who lack social support and good family
relationships which moderate the impact of stress caused
by the breast cancer are also at risk.'

Pain, fatigue and extensive or advanced disease are
predictors of anxiety in patients with breast cancer.%'7:?

Management

The effective management of anxiety in patients with cancer
aims to improve quality of life, which can strengthen the
patient’s resolve and may improve prognosis.?

Four instruments for anxiety assessment that were used
in the reviewed research were the Hospital Anxiety and
Depression Scale,* designed to screen mood disorders
in medically ill patients; the State-Trait Anxiety Inventory;*
the Hamilton Anxiety Rating Scale,® which provides an
overall measure of global anxiety; and the Beck Anxiety
Inventory,® developed to discriminate between anxiety
and depression.* Although psychometrically sound, these
measures are not intended for patients from different
cultures, and require more research on the cognitive,
somatic and behavioural components of anxiety cross-
culturally in South Africa.

Pharmacotherapy

Anxiety levels appear to be highest early in diagnosis and
treatment when the short-term use of benzodiazepine
anxiolytics has been successful.? Benzodiazepines, low
doses of neuroleptics and certain antidepressants are
frequently used for the symptomatic treatment of anxiety in
patients with cancer.%°

Psychosocial interventions

Communication with the patient remains the main diagnostic
approach to assessing anxiety. A discussion on the reasons
for the patient’s anxiety can lead to an understanding
of how the patient perceives the disease, how she is
coping and to identify symptoms for diagnosis. Cognitive
behaviour therapy (CBT) is a useful approach, although any
intervention should account for socio-cultural differences
within various African oncology settings.3'

Coping style can mediate positive adaptation to breast
cancer. Coping refers to cognitive and behavioural efforts
which the patient makes to tolerate external and internal
demands.?! Coping may be active or passive. Active coping
refers to confronting problems and deciding on solutions,
while passive coping refers to escaping the source of
the distress.*® A positive behavioural pattern can assist
with adaptive function, as opposed to a hopelessness or
helplessness style which contributes to poor treatment
outcome.®

527



Psychosocial interventions are beneficial for those with
a lower quality of life who derive greater benefit from
enhanced coping.%? CBT has proved to be useful in helping
patients to identify cognitive schemata that trigger negative
emotions and behaviour, and to analyse and restructure
dysfunctional thoughts.%

Suggestions for future research

Little research on South African black patients with breast
cancerhasbeen published, and adearth ofinstruments exists
for the assessment of psychological distress in patients for
whom English is not their first language. The identification of
distressed patients can never be comprehensive or effective
with such difficulties in diagnostics.

Conclusion

Recent research has reiterated the prevalence of anxiety in
breast cancer populations and identified subpopulations
who warrant closer scrutiny. Because of the documented
psychological impact of the disease and the increase in
diagnoses of breast cancer in South Africa, further research
is essential, as well as the education of oncology healthcare
professionals and family practitioners with regard to at-risk
patients, and the importance of a psychological work-up
within an overall diagnosis. In this way, the shortcomings of
the “disease first” approach can be counteracted.

References

1. Carayol M, Bernard P, Boiche J, et al. Psychological effect of exercise in women
with breast cancer receiving adjuvant therapy: what is the optimal dose needed?
Ann Oncol. 2013;24(2):291-300.

2. Ballenger JC, Davidson JRT, Lecrubier Y, et al
ment on depression, anxiety and oncology. J
2001;62(8):64-67.

Consensus  state-
Clin  Psychiatry.

3. Lo Castro AM, Schlebusch L. The measurement of stress in breast cancer pa-
tients. S Afr J Psychol. 2006;36:102-119.

4. Schlebusch L. Psycho-oncology and behavioural medicine. A programme for
priority research in South Africa. Johannesburg: Cancer Association of South
Africa; 1998.

5. Schlebusch L. Research in psycho-oncology. Past, present and future. Specialist
Medicine: Oncology. 1998;20(3):38-45.

6.  Schlebusch L. Suicidal behaviour in the chronic medically ill. Suicide from a
global perspective: vulnerable populations and controversies. In: Shrivastava
A, Kimbrell M, Lester D, editors. New York: Nova Science Publishers, 2012; p.
65-71.

7. Schlebusch L, Van Oers HM. Psychological stress, adjustment and cross-cultural
considerations in breast cancer patients. S Afr J Psychol. 1999;29:30-35.

8. Schlebusch L. Suicide risk and cancer. Medical conditions associated with sui-
cide risk. In: Berman L, Pompili M, editors. Washington: American Association of
Suicidology, 2011; p. 59-74.

9. Spencer R, Nilsson M, Wright A, et al. Anxiety disorders in advanced cancer
patients. Cancer. 2010;116(7):1810-1819.

10. National Cancer Registry; 2011.

11 Matatiele PR, Van den Heever WMJ. Evaluation of breast cancer awareness

among women presenting with newly diagnosed breast disease at Universitas
Hospital (Bloemfontein, South Africa). S Afr Fam Pract. 2008;50(6):48-490.

Anxiety and the patient with breast cancer: a review of current research and practice

12.

13

14,

15.

16.

18.

19.

20.

21.

22.

28.

24.

25.

26.

21.

28.

29.

30.

31.

32.

38.

34.

35.

De Leo D, Meneghel G. The elderly and suicide. In: Wasserman D, editor. Suicide.
An unnecessary death. London: Martin Dunitz, 2001; p. 195-207.

Shino EN. Psychological distress, quality of life, coping adjustment: a comparison
of Oshiwanbo speaking Namibian and Sesotho-speaking South African patients
with breast and/or cervical cancer. [Unpublished PhD thesis]. Bloemfontein:
Department of Psychiatry, University of the Free State; 2009.

Selmer C. An investigation of psychological stress, coping styles and strategies
and psychological adjustment in a sample of Indian South African women with
breast cancer in different developmental stages of the life-cycle. [Unpublished
PhD thesis]. Durban: Department of Behavioural Medicine, University of
KwaZulu-Natal; 2013.

Lo Castro AM. A comparative cross-cultural analysis of the effects of cancer on
loneliness, stress and body-image changes in terms of psychoneuroimmunol-
ogy and relative to quality of life and coping behaviour. [Unpublished PhD the-
sis]. Durban: Department of Behavioural Medicine, University of KwaZulu-Natal;
2003.

Burgess C, Cornelius V, Love S, et al. Depression and anxiety in women with early
breast cancer: five year observational cohort study. BMJ. 2005;330(7493):702.

. Lueboonthavatchai P. Prevalence and psychosocial factors of anxiety and de-

pression in breast cancer patients. J Med Assoc Thai. 2007;90(10):2164-2172.

Takahashi T, Hondo M, Nishimura K, et al. Evaluation of quality of life and psy-
chological response in cancer patients treated with radiotherapy. Radiat Med.
2008;26(7):396-401.

So WK, Marsh G. Ling WM, et al. Anxiety, depression and quality of life among
Chinese breast cancer patients during adjuvant therapy. Eur J Oncol Nurs.
2010;14(1):17-22.

Ahlberg K, Ekman T, Johanssen GF. Fatigue, psychological distress, coping and
quality of life in patients with uterine cancer. J Adv Nurs. 2004;45(2):205-213.

Pandey M, Sarita GP, Devi N, et al. Distress, anxiety and depression in patients
undergoing chemotherapy. World J Surg Oncol. 2006;4:68.

Linde CD, Stuart AD. A cognitive-relaxation-visualisation intervention for anxiety
in women with breast cancer. Health SA Gesondheid. 2002;7(3):68-78.

Wetzler S, Katz MM. Problems with the differentiation of anxiety and depression.
J Psychiatr Res. 1989;23(1):1-12.

Lin LP, Yee WS. Anxiety and depressive symptoms and health-related qual-
ity of life status among patients with cancer in Terengganu, Malaysia. Asean J
Psychiatr. 2011;12:(1).

Sariah AR, Zainal NZ. Anxiety, depression and coping strategies in breast cancer
patients on chemotherapy. Malays J Psychiatr. 2010;19(2).

Gil F, Costa G, Hilker |, Benito L. First anxiety, afterwards depression: psychologi-
cal distress in cancer patients at diagnosis and after treatment. Stress Health.
2012;28(5):362-367.

Vera N. The relationship between uncertainty in illness and anxiety in patients
with cancer. [Unpublished Master’s thesis]. Tampa: University of South Florida
College of Nursing, USA; 2009.

Baqutayan SMS. The effect of anxiety on breast cancer patients. Indian J Psychol
Med. 2012;34(2):119-123.

Stark D, Kiely M, Smith A, et al. Anxiety disorders in cancer patients: their nature,
associations and relation to quality of life. J Clin Oncol. 2002;20(14):3137-3148.
Stark DPH, House A. Anxiety
2000;83(10):1261-1267.

Fafouti M, Paparrigopoulos T, Zervas Y, et al. Depression, anxiety and general
psychopathology in breast cancer patients: a cross-sectional control study. In
Vivo. 2010;24(5):803-810.

in cancer patients. Br J Cancer.

Baqutayan SMS. Managing anxiety among breast cancer’s patients. Advances
Psychol Study. 2012;1(1): 4-7.

Schlebusch L. The development of a stress symptom checklist. S Afr J Psychol.
2004;34(3):327-349.

American Psychiatric Association. Diagnostic and statistical manual of mental
disorders (DSM-IV-TR). 4t ed. Washington: American Psychiatric Association;
2000.

Stiefel F, Razavi D. Common psychiatric disorders in cancer patients. Support
Care Cancer. 1994;2(4):233-237.

S Afr Fam Pract 2013

528

Vol 55 No 4



. Review Article: Anxiety and the patient with breast cancer: a review of current research and practice

36.

37.

38.

39.

40.

41,

42.

43.

44,

Fallowfield LJ, Hall A, Maguire P, et al. Psychological effects of being offered a
choice of surgery for breast cancer. BMJ. 1994;309(6952):448.

Lim CC, Devi MK, Ang E. Anxiety in women with breast cancer undergoing treat-
ment: a systematic review. Int J Evid Based Healthc. 2011;9(3):215-235.

Faroogqi YN, Chaudhry M. Depression and anxiety reported by patients with can-
cer of the breast and uterus. Int J Humanit Soc Sci. 2012;2(8):188-193.

Madondolo N, De Villiers L, Ehlers V. Cultural factors associated with man-
agement of a breast lump amongst Xhosa women. Health SA Gesondheid.
2003;8(3):86-97.

Del Mastro L, Costantini M, Morasso G, et al. Impact of two different dose-in-
tensity regimens on psychological distress in early breast cancer patients. Eur J
Cancer. 2002;38(3):359-366.

Schreier AM, Williams SA. Anxiety and quality of life of women who receive radia-
tion or chemotherapy for breast cancer. Oncol Nurs Forum. 2004;31(1):127-130.

Caruso A, Bongiorno L, Vallini |, et al. Breast cancer and distress resulting from
magnetic resonance imaging (MRI): the impact of a psychological intervention of
emotional and informative support. J Exp Clin Cancer Res. 2006;25(4):499-505.

Salvo N, Zeng L, Zhang L, et al. Frequency of reporting and predictive fac-
tors for anxiety and depression in patients with advanced cancer. Clin Oncol.
2012;24(2):139-148.

Danhauer SC, Crawford SL, Farmer DF, Avis NE. A longitudinal investigation of
coping strategies and quality of life among younger women with breast cancer. J
Behav Med. 2009;32(4):371-379.

46.

47.

48.

49.

50.

51.

52.

53.

Kim J, Han JY, Shaw B, et al. The roles of social support and coping strate-
gies in predicting breast cancer patients’ emotional well-being. J Health Psychol.
2010;15(4):543-552.

Zigmond AS, Snaith RP. The Hospital Anxiety and Depression Scale. Acta
Psychiatr Scand. 1983;67(6):361-370.

Spielberger CD. The manual for the state-trait anxiety inventory. Palo Alto:
Consulting Psychological Press; 1983.

Hamilton M. The assessment of anxiety states by rating. Br J Med Psychol.
1959;32(1):50-55.

Beck AT, Epstein N, Brown G, et al. An inventory for measuring clinical anxiety:
psychometric properties. J Consult Clin Psychol. 1988;56(6):893-897.

Vaidya R, Sood R, Karlin N, Jatoi A. Benzodiazepine use in breast cancer
survivors: findings from a consecutive series of 1 000 patients. Oncology.
2011;81(1):9-11.

Folkman S, Lazarus RS. An analysis of coping in a middle-aged community
sample. J Health Soc Behav. 1980;21(3):219-239.

Scheier MF, Helgeson VS, Schultz R, et al. Moderators of interventions designed

to enhance physical and psychological functioning among younger women with
early stage breast cancer. J Clin Oncol. 2007;25(36):5710-5714.

Schlebusch L. Psychological recovery from cancer. Cape Town: Maskew Miller
Longman; 1999.

S Afr Fam Pract 2013 Vol 55 No 4



