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ABSTRACT
Objective: Breast cancer is an important disease and one where healthcare services have the potential to
improve the quality of life. The aim of this study was to assess the relationship between unmet needs and
the quality of life (QoL) of breast cancer patients.
Subjects and Methods: This study comprised one hundred breast cancer patients who attended the
Oncology Outpatient Clinic in Cukurova University between April and June 2001. Three questionnaires
were used: questionnaires for demographic details, unmet needs and Functional Assessment of Cancer
Therapy-General Questionnaire QoL.
Results: There was significant correlation between QoL score and unmet needs score (r = 0.263, p =
0.008) and between QoL score and Napier logarithm (monthly income) (r = 0.257, p = 0.011). There was
a significant difference in QoL score by occupation (p = 0.007).
Conclusion: It is important to assess patients psychologically so as to make interventions about their psychosocial needs which affect QoL. This will require the re-evaluation of doctor-patient communication
and interventions for improvement of this relationship.

¿Afectan las Necesidades no Satisfechas la Calidad de Vida de las Pacientes con
Cáncer de Mama?
E Saatci, S Akin, E Akpinar
RESUMEN
Objetivo: El cáncer de mama es una enfermedad importante en la que los servicios de atención a la salud
tienen la posibilidad de mejorar la calidad de vida, El objetivo de este estudio es evaluar la relación entre
las necesidades no satisfechas y la calidad de vida (CdV) de los pacientes con cáncer de mama.
Sujetos y Métodos: Este estudio comprende cien pacientes con cáncer de mama, quienes asistían a la
Clínica Externa de Oncología en la Universidad de Cukurova entre abril y junio de 2001. Se utilizaron
tres tipos de cuestionarios: un formulario para los detalles demográficos, uno para las necesidades no satisfechas, y finalmente el Cuestionario General de CdV para la Evaluación Funcional de Terapia del
Cáncer.
Resultados: Hubo una correlación significativa entre la puntuación de la CdV y la puntuación de las necesidades no satisfechas (r = 0.263, p = 0.008), y entre la puntuación de la CdV y el logaritmo de Napier
(ingreso mensual) (r = 0.257, p = 0.011). Hubo una diferencia significativa en la puntuación de CdV por
ocupación (p = 0.007).
Conclusión: Es importante evaluar a los pacientes psicológicamente a fin de realizar intervenciones en
torno a las necesidades psicosociales que afectan su CdV. Esto requerirá la re-evaluación de la comunicación doctor-paciente y las intervenciones para el mejoramiento de esta relación.
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INTRODUCTION
Breast cancer is the most commonly diagnosed invasive cancer among women and is the second leading cause of cancer
deaths. It has an incidence rate of 135 women per 100 000
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per year in the United States of America (USA) (1–3). Given
the sizeable number of women who are now living with
breast cancer (2), it is critical that efforts be directed towards
reducing cancer-related morbidity and improving the quality
of patient care. It is well known that breast cancer patients
report a temporary decline in their quality of life following
diagnosis. There is evidence that psychosocial care of
women with breast cancer is lacking (4–6). General quality
of life (QoL) concerns of breast cancer patients include pain,
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fatigue, sexual dysfunction and disruption of daily activities.
Psychosocial concerns including anxiety, depression and fear
of recurrence may also be present (7). Quality of life (QoL)
can be assessed in an accurate, valid and reliable way by
means of standardized QoL questionnaires and is an important endpoint in clinical trials today (8). Optimal care
involves not only the technical or disease management
aspects but also meeting the needs of the patient in the psychosocial, supportive care and informational domains (9–11).
In an Australian study, by far the highest unmet need was in
the domain of health information, with over 60% of ambulatory patients with cancer expressing this need (12). Needs
and quality of life issues tend to vary substantially according
to the characteristics of the person such as personality, cognitive function and psychological adaptation to illness (13, 14).
Research has shown that women express higher levels of
unmet needs than men (15, 16). Needs also show change
over the course of the disease (17–19). In comparison with
others, people with advanced disease report higher levels of
unmet needs in most domains but especially in the psychological and physical and daily living domains (16, 20, 21).
Persons with advanced cancer experience unrelieved physical symptoms, especially pain, fatigue, dyspnoea and reduced
appetite (22–24) and high levels of psychological distress,
particularly for people who also reported pain (22, 23). Selfcare, mobility, physical activity, appetite and sleep were the
quality of life issues ranked as highly important by women
with advanced breast cancer (25). Previous research on the
unmet needs of people with cancer has revealed that in general, persons with cancer experience the highest levels of
unmet needs in the areas of health information, especially in
relation to the disease investigatory tests and treatments, psychological/social support concerns and physical and daily
living needs (15, 16, 20, 26–30).
Not much is known in Turkey about QoL of patients
with breast cancer and its relationship with unmet needs. The
hypothesis in this study was that as identifying level of needs
improves, the level of QoL of cancer patients improves. The
aim of this study were to identify the relationship between
unmet needs of urban breast cancer patients and their demographic and disease characteristics with QoL.
SUBJECTS AND METHODS
Patients
Eligibility criteria for inclusion in the trial included women
with breast cancer with no recurrence and/or metastasis, not
in the terminal stages of disease and having cancer for at least
one month and at most ten years. Data on unmet needs and
QoL were obtained for 100 patients with breast cancer
attending the Oncology Outpatient Clinic in Cukurova University Faculty of Medicine between April and June 2001.
They were recruited to complete questionnaires on Demographic Data Collection, the Functional Assessment of Cancer Therapy-General (FACT-G) and a questionnaire for
unmet needs. Informed consent was obtained from each sub-

ject, after approval of the study protocol by the Ethics
Committee of Cukurova University Faculty of Medicine.
Demographic and medical information
Demographic and medical information was collected from
participants by their self-report at the time of enrolment in the
study. Medical information related to a woman’s cancer
diagnosis and treatment was confirmed by reviewing her
medical record. Medical records were accessed with the participant’s signed permission. Demographic Data Questionnaire was used to collect demographic information such as
age, occupation, marital, educational and mean monthly income.
Health-related quality of life
The Functional Assessment of Cancer Therapy-General
Questionnaire (FACT-G) was used to assess the QoL. FACTG is a QoL instrument developed by Cella et al (31) in 1993.
It comprises 27 questions that assess four primary dimensions of QoL: physical well-being (PWB; 7 items), social and
family well-being (SFWB; 7 items), emotional well-being
(EWB; 6 items) and functional well-being (FWB; 7 items). It
uses 5-point Likert-type response categories ranging from 0
= ‘not at all’ to 4 = ‘very much’. The total FACT-G score is
the summation of the four subscale scores and ranges from 0
to 108. It has high internal reliability (α = 0.90) and evidence
supports its convergent, divergent and known groups’ validity (32, 33). Higher FACT-G scores reflect greater wellbeing. The Turkish version 4 of the questionnaire was used
(34).
Unmet needs were assessed using the questionnaire
developed by Haddad et al (35). It comprises 22 items under
three subscales consisting of doctor’s interpersonal aspects of
care, technical aspects of care and outcomes of care. A 5point Likert scale was used for the response format, with the
possibility of expressing the following opinions: “negative”,
“somewhat negative”, “neither negative nor positive”,
“somewhat positive” or “positive”.
Analyses
Statistical Package for the Social Sciences (SPSS) 14 for
Windows was used to perform statistical analyses. The associations between quality of life scores, unmet needs scores
and demographic details were analyzed by correlation analysis and multivariate regression analysis as appropriate. Data
collected on occupation was dichotomized into housewife
and working-out categories. Differences in QoL score and
unmet needs score by occupation were determined by independent t-test. The distribution of monthly income was normalized by Napier logarithm transformation. This transformed variable was used in subsequent analysis.
RESULTS
Baseline demographic and medical details are presented in
Table 1. The mean age was 48.64 (SD 10.6) years (range:
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Table 1:

Demographic and medical details of the patients in the study (n =
100)
%

Demographic and medical details
26–35
36–45
46–55
Age groups (years)
56–65
66–69
Married
Marital status
Widowed
Single
Illiterate
Primary school
Educational status
Secondary school
High school – university
Occupation

Monthly income

Time since diagnosis

Stage of cancer

7
27
30
25
11
78
13
9
22
32
28
18

Housewife
Working out

70
30

High (more than US$550)
Intermediate (US$251–550)
Low (less than $US250)
1–6 months
7–12 months
1–5 years
6–10 years
I
II

11
66
23
35
20
38
7
49
51

26–69), most were married; 60% had eight years of education
and 70% were housewives. All women had health insurance.
Most women assessed their monthly income as “intermediate”. Thirty-five per cent had had cancer for 1–6 months and
38% for 1–5 years. The mean time since primary diagnosis
was 22.6 ± 24.3 months (range 1 month – 10 years), 49% of
patients were stage I and 51% were stage II. The pathology
reports of all patients revealed infiltrative ductal cancer.
After having modified radical mastectomy, 59% of the sample were receiving chemotherapy; 10% were receiving radiotherapy and 31% both. For the FACT-G scales, the mean ±
standard deviation values were as follows: physical wellbeing, 22.86 ± 4.58; social and family well-being, 19.78 ±
4.40; emotional well-being, 16.88 ± 4.89; functional wellbeing, 16.99 ± 4.89 and for the total score: 76.12 ± 14.85.
There was significant correlation between QoL score by
unmet needs score (r = 0.263, p = 0.008) and between QoL
score and monthly income (r = 0.257, p = 0.011). There was
a significant difference for QoL score by occupation (p =
0.009). The mean score for housewives was 73.33 ± 14.10
whereas it was 81.75 ± 15.20 for the patients working out.
The difference between unmet needs score and occupation
was not significant (p > 0.05) (Table 2). There were no sigTable 2:

*t-test

nificant relationships between QoL score by age, educational
status, marital status, time since diagnosis and stage (p >
0.05). Similarly, there were no significant relationships between unmet needs score and age, educational status, marital
status, ln (time since diagnosis), ln (monthly income), occupation and stage of cancer (p > 0.05).
Multivariate regression analysis results for QoL score
by age, marital status, educational status, ln (time since diagnosis), ln (monthly income) and occupation showed that
there were only two significant variables for prediction of
QoL score which were, unmet needs and occupation (p =
0.005, p = 0.007, respectively). This prediction model can be
formulated as QoL = 35.5 + 2.40 x Unmet Needs + 8.6 x
Occupation. These two variables explain 14% of the variability in QoL score. The scatter-plot for quality of life score
and unmet needs score by occupation is given in Figure 1.

Fig. 1:

Scatter-plot for quality of life score and unmet needs score by
occupation.

The box-plot for quality of life score and occupation is presented in Figure 2.

Mean scores for quality of life (QoL) and unmet needs by
occupation

Quality of life
Unmet needs

Housewife
73.33 ± 14.10
12.20 ± 1.56

Working out
81.75 ± 15.20
12.14 ± 2.03

P*
0.009
0.900
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Fig. 2:

Box-plot for quality of life score by occupation.
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DISCUSSION
This paper reports a descriptive study of the QoL and unmet
needs in breast cancer patients in a southern urban city of
Turkey. It was found that being diagnosed with breast cancer
had a significant impact on most dimensions of QoL and
unmet needs. Consistent with other reports, changes to physical components of QoL appeared to be more pronounced
than changes to emotional aspects of QoL in this sample of
women (36). The data in the present study suggest that being
diagnosed with breast cancer is associated with significant
worsening in some domains of QoL. Although there is information about the significant relationship between age and
QoL and marital status and QoL in breast cancer patients, we
could not find such a relationship (37). The study found that
QoL of patients who were working out was better than that of
patients who were housewives. The possible reasons may be
better economic and psychological conditions of women who
were working out than women who were housewives.
However, not all full-time workers had a better QoL. Quality
of life for teachers and nurses was worse than that of other
professionals. This may be due to several possible reasons
such as higher levels of expectations, awareness and disappointment. Some women in this sample reported difficulties
with their emotional and physical functioning. Interestingly,
there were almost no differences detected in unmet needs in
terms of demographic and disease characteristics of the
women. Women relied heavily on their physicians for support and so enhanced doctor-patient communication may
improve emotional health outcomes in these women (38).
With intense support, women generally report better wellbeing and lower distress (39), although some studies have not
been able to demonstrate this effect (40). Use of open-ended
questions, active listening, responding with empathy and
clarifying perceptions of woman’s concerns, agenda-setting,
empathic statements, summarizing, checking, understanding,
endorsing question-asking and warmth are all strategies that
have been shown to increase the identification of patients’
concerns (41) and successful negotiation with an active
patient to share control of the consultation (42–44). Psychooncologically trained teams of physicians would best relate
to the patients’ unmet needs and contribute significantly to
adaptation of patients to their cancer diagnosis leading to better QoL (45–50).
The study adds knowledge to the quality of life of
breast cancer patients in Adana, southern Turkey. It emphasizes the importance of physician-patient communication. It
gives the opportunity to use an international scale in Turkey.
The limitations of this study include a small sample size, the
cross-sectional study design, the absence of a control group
and absence of the psychiatric details. There may be both
demographic and disease-related confounding factors. Individual reactions to the diagnosis may vary considerably, and
some women may be more psychologically devastated than
others by the change in their health status. The sample was
drawn from a large urban Turkish university hospital. The

needs of rural women are not represented in these findings
and may well be different from those of urban women. It
would be better if the validity and reliability of subscales
were assessed in Turkey prior to their use in this descriptive
study as socio-cultural factors may affect the results.
It is important to assess patients psychologically so as
to make interventions about their psychosocial needs which
impact on their level of QoL. This will require the re-evaluation of doctor-patient communication and interventions for
improvement of this relationship. Healthcare professionals
must recognize and take into consideration the importance of
psychosocial variables and share this understanding with
their patients. Future research aimed at uncovering medical,
de-mographic and psychosocial predictors of QoL may
improve the ability to identify patients at highest risk for poor
outcome and develop interventions to meet their needs.
ACKNOWLEDGEMENT
The authors thank all patients in the study: Professor Dr
Semra Paydas, Dr Sinan Yavuz (Cukurova University (CU)
Department of Oncology), Assistant Professor Dr Sukru
Uguz (CU Department of Psychiatry), Professor Dr Nafiz
Bozdemir (CU Department of Family Medicine), Professor
Dr Refik Burgut and Yasar Sertdemir (CU Department of
Biostatistics), Professor Dr Banu Inanc (CU Faculty of Education, Department of Psychological Consulting and
Guidance), Associate Professor Dr Hayriye Elbi (Ege
University Department of Psychiatry), Jimmie Holland
(Department of Psychiatry and Behavioral Sciences, SloanKettering Memorial Cancer Center, New York, USA) for critical reading of the manuscript and literature support, Sonya
Eremenco (Center on Outcomes, Research and Education
(CORE), Illinois, USA) for helping us to get the permission
from FACIT to use the Turkish version of FACT-G Quality of
Life questionnaire and for critical reading of the manuscript.
This study was made possible by a research grant from
Cukurova University Research Foundation (Project number:
TF.2002.LTP.25).
REFERENCES
1.
2.
3.

4.

5.

6.

American Cancer Society. Cancer Facts and Figures-2004. Atlanta,
Author; 2004.
Stewart BW, Kleihues P. World cancer report. Lyon, International
Agency for Research on Cancer; 2003.
Ries LAG, Eisner MP, Kosary CL, Hankey BF, Miller BA, Clegg L et
al, eds: SEER Cancer Statistics Review, 1973-1999. National Cancer
Institute. Bethesda, MD: Accessed 26 December 2002. Available from:
URL: http://seer.cancer.gov/csr/1973_1999.
Parle M, Gallagher J, Gray C, Akers G, Liebert B. From evidence to
practice: factors affecting the specialist breast nurse’s detection of psychological morbidity in women with breast cancer. Psychooncology
2001; 10: 503–10.
Scholten C, Weinlander G, Krainer M, Frischenschlager O, Zielinski C.
Difference in patient’s acceptance of early versus late initiation of psychosocial support in breast cancer. Support Care Cancer 2001; 9:
459–64.
Coristine M, Crooks D, Grunfeld E, Stonebridge C, Christie S. Caregiving for women with advanced breast cancer. Psychooncology 2003;
12: 709–19.

Quality of Life in Breast Cancer Patients
7.

8.

9.

10.
11.
12.

13.
14.

15.

16.

17.

18.

19.
20.
21.

22.

23.

24.

25.

26.

27.

28.

29.

Eton DT, Cella D, Yosta KJ, Yount SE, Peterman AH, Neuberg DS et al.
A combination of distribution- and anchor-based approaches determined minimally important differences (MIDs) for four endpoints in a
breast cancer scale. J Clin Epidemiol 2004; 57: 898–910.
Albert US, Koller M, Lorenz W, Kopp I, Heitmann C, Stinner B et al.
Quality of life profile: from measurement to clinical application.
Quality Circle. Breast 2002; 11: 324–34.
Sackett DL, Rosenberg WMC, Gray JA, Haynes RB, Richardson WS.
Evidence based medicine: what it is and what it isn’t. BMJ 1996; 312:
71–2.
American Federation of Clinical Oncologic Societies. Access to quality
cancer care: consensus statement. J Clin Oncol 1998; 16: 1628–30.
Donabedian A. The quality of care: how can it be assessed? JAMA
1988; 260: 1743–8.
McLachlan S, Allenby A, Matthews J, Wirth A, Kissane D, Bishop M et
al. Randomized trial of co-ordinated psychosocial interventions based
on patient self-assessments versus standard care to improve the psychosocial functioning of patients with cancer. J Clin Oncol 2001; 19:
4117–25.
Muldoon MF, Barger SD, Flory JD, Manuck SB. What are quality of
life measurements measuring? BMJ 1998; 316: 542–5.
Slevin ML, Plant H, Lynch D, Drinkwater J, Gregory WM. Who should
measure quality of life, the doctor or the patient? Br J Cancer 1988; 57:
109–12.
Meredith C, Symonds P, Webster L, Lamont D, Pyper E, Gillis C,
Fallowfield L. Information needs of cancer patients in west Scotland:
cross sectional survey of patients’ views. BMJ 1996; 313: 724–6.
Sanson-Fisher R, Girgis A, Boyes A, Bonevski B, Burton L, Cook P.
The unmet supportive care needs of patients with cancer. Cancer 2000;
88: 226–37.
Luker KA, Beaver K, Leinster SJ, Owens R. Information needs and
sources of information for women with breast cancer: a follow-up study.
J Adv Nurs 1996; 23: 487–95.
Degner LF, Kristjanson LJ, Bowman D, Sloan J, Carriere K, O’Neil J et
al. Information needs and decisional preferences in women with breast
cancer. JAMA 1997; 277: 1485–92.
DeVita VT, Hellman S, Rosenberg SA. Cancer Principles and Practice
of Oncology. 6th ed, Philadelphia, Lippincott Williams Wilkins; 2001.
Foot G, Sanson-Fisher R. Measuring the unmet needs of people living
with cancer. Cancer Forum 1995; 19: 131–5.
Cossich T, Schofield PE, MacLachlan SA. Validation of the Cancer
Needs Questionnaire (CNQ) short form version in an ambulatory cancer setting. Qual Life Res 2004; 13: 1225–33.
Vachon ML, Kristjanson L, Higginson I. Psychosocial issues in palliative care: the patient, the family, and the process and outcome of care.
J Pain Symptom Manage 1995; 10: 142–50.
Stromgren AS, Groenvold M, Sorensen A, Andersen L. Symptom recognition in advanced cancer. A comparison of nursing records against
patient self-rating. Acta Anaesthesiol Scand 2001; 45: 1080–5.
Wong RK, Franssen E, Szumacher E, Connolly R, Evans M, Page B et
al. What do patients living with advanced cancer and their carers want
to know? – a needs assessment. Support Care Cancer 2002; 10: 408–15.
Sutherland HJ, Lockwood GA, Boyd NF. Ratings of the importance of
quality of life variables: therapeutic implications for patients with
metastatic breast cancer. J Clin Epidemiol 1990; 43: 661–6.
Luker KA, Beaver K, Leinster SJ, Owens R, Degner L, Sloan J. The
information needs of women newly diagnosed with breast cancer. J
Adv Nurs 1995; 22: 134–41.
Bilodeau BA, Degner LF. Information needs, sources of information,
and decisional roles in women with breast cancer. Oncol Nurs Forum
1996; 23: 691–6.
Graydon J, Galloway S, Palmer-Wickham S, Harrison D, Richvan der
Bij L, West P et al. Information needs of women during early treatment
for breast cancer. J Adv Nurs 1997; 26: 59–64.
Newell S, Sanson-Fisher RW, Girgis A, Ackland S. The physical and
psycho-social experience of patients an outpatient medical oncology
department: a cross-sectional study. Eur J Cancer Care 1999; 8: 73–82.

257

30. Soothill K, Morris SM, Thomas C, Harman J, Francis B, McIIImurray
M. The universal, situational, and personal needs of cancer patients and
their main carers. Eur J Oncol Nurs 2003; 7: 5–13.
31. Cella DF, Tulsky DS, Gray G, Sarafian B, Linn E, Bonomi A et al. The
functional assessment of cancer therapy scale: development and validation of the general measure. J Clin Oncol 1993; 11: 570–9.
32. Cella DF. FACT Manual, version 3. Chicago, Rush-Presbyterian-St
Luke’s Medical Center; 1996.
33. Brady MJ, Cella CF, Mo F, Bonomi AE, Tulsky DS, Lloyd SR et al.
Reliability and validity of the Functional Assessment of Cancer
Therapy-Breast quality of life instrument. J Clin Oncol 1997; 15:
974–86.
34. FACT-G Turkish version 4. (hard copy sent by Sonya Eremenco, M.A.,
Coordinator, FACIT Multilingual Translations Project, Evanston Northwestern HealthCare, Center on Outcomes, Research and Education
(CORE), 1000 Central Street, Suite 101, Evanston, Illinois 60201.
35. Haddad S, Potvin L, Roberge D, Pineault R, Remondin M. Patient perception of quality following a visit to a doctor in a primary care unit.
Fam Pract 2000; 17: 21–7.
36. Bernabei R, Gambassi G, Lapane K, Landi F, Gatsonis C, Dunlop R et
al. Management of pain in elderly patients with cancer. SAGE Study
Group. Systematic Assessment of Geriatric Drug Use via Epide-miology. JAMA 1998; 279: 1877–82.
37. Kenny P, King MT, Shiell A, Seymour J, Hall J, Langlands A, Boyages
J. Early stage breast cancer: costs and quality of life one year after treatment by mastectomy or conservative surgery and radiation therapy.
Breast 2000; 9: 37–44.
38. Silliman RA, Guadagnoli E, Weitberg AB, Mor V. Age as a predictor of
diagnostic and initial treatment intensity in newly diagnosed breast cancer patients. J Gerontol 1989; 44: 46–50.
39. Kornblith AB, Herndon JE, Zuckerman E, Viscoli CM, Horwitz RI,
Cooper MR et al. Social support as a buffer to the psychological impact
of stressful life events in women with breast cancer. Cancer 2001; 91:
443–54.
40. Sandgren AK, McCaul KD, King B, O’Donnell S, Foreman G:
Telephone therapy for patients with breast cancer. Oncol Nurs Forum
2000; 27: 683–8.
41. Ryan H, Schofield PE, Cockburn J, Butow P, Tattersall M, Turner J et
al. How to recognise psychological distress in cancer patients. Eur J
Cancer Care 2005; 14: 7–15.
42. Brown R, Dunn S, Butow P. Meeting patient expectations in the cancer
consultation. Ann Oncol 1997; 8: 877–82.
43. Maguire P, Faulkner A, Booth K, Elliott C, Hillier V. Helping cancer
patients disclose their concerns. Eur J Cancer 1996; 32: 78–81.
44. Brown RF, Butow PN, Henman M, Dunn SM, Boyle F, Tattersall MH.
Responding to the active and passive patient: flexibility is the key.
Health Expect 2002; 5: 236–45.
45. Sehlen S, Song R, Fahmuller H, Herschbach P, Lenk M, Hollenhorst H
et al. Coping of cancer patients during and after radiotherapy - a followup of two years. Onkologie 2003; 26: 557–63.
46. Aranda S, Schofield P, Weih L, Yates P, Milne D, Faulkner R et al.
Mapping the quality of life and unmet needs of urban women with
metastatic breast cancer. Eur J Cancer Care 2005; 14: 211–22.
47. Shapiro SL, Lopez AM, Schwartz GE, Bootzin R, Figueredo AJ, Braden
CJ et al. Quality of life and breast cancer: relationship to psychosocial
variables. J Clin Psychol 2001; 57: 501–19.
48. Mandelblatt J, Figueiredo M, Cullen J. Outcomes and quality of life
following breast cancer treatment in older women: When, why, how
much, and what do women want? Health Qual Life Outcomes 2003; 17:
45.
49. Thornton AA, Madlensky L, Flatt SW, Kaplan RM, Pierce JP, for the
Women’s Healthy Eating and Living (WHEL) Study Group. The impact
of a second breast cancer diagnosis on health related quality of life.
Breast Cancer Res Treat 2005; 92: 25–33.
50. Mandelblatt JS, Edge SB, Meropol NJ, Senie R, Tsangaris T, Grey L et
al. Predictors of long-term outcomes in older breast cancer survivors:
perceptions versus patterns of care. J Clin Oncol 2003; 21: 855–63.

