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ABSTRACT
IRMA MARIE CORONA

COVID-19: A PANDEMIC’S IMPACT ON PSYCHOSOCIAL FACTORS AND
HEALTH-RELATED QUALITY OF LIFE OF BREAST CANCER PATIENTS

MAY 2023

In January of 2020, the coronavirus, or SARS-COV2, quickly became a pandemic with
its exponential transmission. It caused an astounding loss of life and shut down multiple nations.
The purpose of this explanatory sequential research study was to examine the psychosocial
impact of the COVID-19 on the breast cancer community in terms of disruption of life,
resiliency, medical care decision making, and health-related quality of life based on their
personal and familial COVID-19 status. A total of 33 participants, all of whom were female
breast cancer patients who were or had recently completed radiation therapy at a medical center
in Texas, were recruited. All 33 participants completed the COVID-19: Impact of the Pandemic
and HRQOL in Cancer Patients and Survivors quantitative survey. From the 33 participants, 15
also participated in a qualitative follow-up interview to provide a more in-depth understanding of
the psychosocial impacts of the pandemic. Based on the findings of descriptive statistics and
independent #-tests, the researcher concluded that there were no statistically significant
disruptions in patients daily lives, health care, or resilience based on individual or familial
COVID-109 status (i.e., testing positive or negative for COVID-19). However, a moderate effect
size (d = -.69) was determined for resilience for individuals whose personal status remained
negative. Regarding health-related quality of life, the researcher concluded COVID-19 status
had no statistically significant impact on a breast cancer patients’ quality of life, though a
medium effect size (d = -.61) was found based on personal COVID-19 status. A Fisher’s Exact

Test determined that breast cancer patients attended general medical appointment similarly
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regardless of COVID-19 status; however, breast cancer patients who were COVID-19 negative
were statistically more likely to attend cancer-related appointments in person. From Chi-Square
analyses, it was concluded that breast cancer patients’ decisions to attend general medical
appointments were impacted if a family member tested positive for COVID-19, though no
statistically significant differences were found for attendance of cancer-related appointments and
a family member’s status. Qualitative evidence shared by the breast cancer patients, which
offered greater insights on disruption, resilience, quality of life, and medical decision making,

supported these findings.
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CHAPTER I
INTRODUCTION
Rationale

A substantive increase in the number of pneumonia cases of unknown origin in China
was observed in late December 2019. A lengthy investigation linked the sudden surge in
pneumonia cases to a zoonotic virus whose reservoir was a bat; however, the intermediate host
remains unknown. Despite the lack of information on the host itself, the epicenter of the
outbreak was established and confirmed to be the Huanan wholesale food market in Wuhan,
China (World Health Organization [WHO], 2020). In January 2020, the WHO designated this
pathogen as severe acute respiratory syndrome coronavirus 2 (SARS-COV2), more commonly
known as COVID-19. In addition, the WHO (2020) discovered the virus possessed the ability to
spread easily from human to human via droplets or fomites during close and unprotected contact.

Despite efforts to contain the virus by China, the United States confirmed its first case in
Washington State on January 21%, 2020 with countries including Germany, Japan, Vietnam, and
Taiwan soon following suit (American Journal of Managed Care Staff [AJMCS], 2021). Asa
result, the United States restricted global air travel on February 2, 2020 and announced a public
health emergency the following day. The WHO went one step further on March 11, 2020 and
declared COVID-19 to be a pandemic (AJMCS, 2021).

As of March 13, 2021, there were over 111.7 million cases reported worldwide, which
resulted in more than 2.6 million deaths worldwide (WHO, 2021). On that same day, the United
States’ case count reached over 29.1 million, accounting for over 26% of the total number of
global infections, with 52.2% of those ill being female and 47.8% being male. As result of the

surmounting number of cases, the national death count exceeded 530,000 as of mid-March 2021



(Centers for Disease Control and Prevention [CDC], 2021). Furthermore, during the same time
frame California led in the number of coronavirus cases reported with Texas following in a close
second with over 2.3 million cases identified and 45,000 deaths reported (CDC, 2021; Texas
Department of Health and Human Services [TXDSHS], 2021).

The high case counts may be partially attributed to the fact that some individuals who
carry the virus can be asymptomatic during the incubation period of 5 to 6 days and not display
the more obvious symptoms of COVID-19 virus such as a high-grade fever, dry cough, fatigue,
as well as loss of smell and taste; in addition, the prolonged incubation period has led to an
increased transmissibility and exponential spread of the virus (WHO, 2020). To further
compound the issue, it is reported that certain populations were more at risk of severe disease
and death should they acquire the COVID-19 virus. The individuals deemed most vulnerable
include those over the age of 60 as well as persons with underlying health conditions such as
hypertension, cardiovascular disease, chronic respiratory disease, and cancer (WHO, 2020).

As mentioned, cancer patients are considered a higher risk subgroup when compared to
the general population. This is due to their compromised immune system as a result of their
treatment regimen. This became evident in a study conducted at the initial epicenter of the
COVID-19 pandemic, Wuhan, China, when it was found that the infection rate among cancer
patients was approximately five times higher than the general population (Mei et al., 2020). In
addition, it was noted that cancer patients who contract COVID-19 were more likely to
experience severe illness such as pneumonia and respiratory failure. In fact, Liang et al. (2020)
reported a history of cancer as a predictor of severe illness from COVID-19. Tian et al. (2020)
confirmed this reporting as the research found that in general 64% of cancer patients experience

severe COVID-19 compared to 32% of individuals who do not have cancer as a predisposition.



Additionally, cancer patients were more likely to succumb to the virus and die as a result. Mei et
al. (2020) stated a fatality rate of 46.2% among cancer patients with blood cancers and 10%
among patients with solid tissue tumor cancers such as lung, colorectal, and breast cancer.

Another important note to point out is that cancer patients were not only more at risk of
contracting the coronavirus, but they have also experienced delays in health care as a result of
the pandemic (Riera et al., 2021). This is because the pandemic has led to a disruption of not
only daily lives but the health care system as well. In the health care paradigm, there were
concerns of resource shortages ranging from medical personnel to personal protection
equipment. Of even more dire concern were the clinical decisions that had to be made by
medical professionals including oncologists. For patients with solid tissue tumors such as breast
cancer it has been suggested that if there is curative intent then adjuvant therapy, such as
radiation therapy after surgery, should be continued as planned. However, delaying
chemotherapy treatments requires more consideration due to the treatments impact on an
individual’s immune system and survivorship (Ueda et al., 2020).

These types of decisions play a vital role in the treatment regimen and follow-up care a
cancer patient will receive and that includes breast cancer patients. To that end, Dietz et al.
(2020) established a set of guidelines stratifying breast cancer patients into three degrees of
importance: Priority A, B, and C. Dietz et al. (2020) defined each group as follows:

Priority A are considered patients that have conditions that are immediately life threating,

clinically unstable, completely intolerable, and for whom even a short delay would

significantly alter the patient’s prognosis... Patient in priority B are patients who do not
have immediate life-threating conditions but for whom treatment should not be

indefinitely delayed until the end of the pandemic... Patients in Priority C, patients for



whom certain treatment or services can be indefinitely deferred until the pandemic is over

without adversely impacting outcomes. (p. 488)

Most breast cancer patient will fall into Priority B classification and a moderate delay of 6-12
weeks will not have a significant impact on the patient’s overall survival outcome (Dietz et al.,
2020). However, it is important to note that breast cancer patients can fall anywhere in this
continuum based on their specific tumor staging.

Regardless of the stage, a cancer diagnosis can be overwhelming to process and will
inherently impact a person’s quality of life. Quality of life is a broad concept that involves a
“persons’ physical health, psychological state, level of independence, social relationships,
personal beliefs and their relationships to salient features of the environment” (WHO, 2012,
p-11). As it relates specifically to an individual’s health, the CDC (2018, para. 3) defined
health-related quality of life (HRQOL) as “physical and mental health perceptions and their
correlates including health risks and conditions, functional status, social support, and
socioeconomic status.” In respect to breast cancer patients, Engel et al. (2003) found that age,
communication, and comorbidity were strong predictors of quality of life. In addition, breast
cancer patients who experience poor communication reported higher levels of depression and
future health worries. Furthermore, it has been reported that those who must manage
comorbidities express a lower quality of life as well (Engel et al., 2003). This is especially
concerning in times of a pandemic where entire states and cities have been placed on lockdown,
personal communication is sometimes limited, and there is a potential delay in treatment.

Statement of Purpose
Therefore, the purpose of this explanatory mixed methods study was to investigate breast

cancer patients, who reside in Texas and were undergoing radiation therapy, and their unique



personal and familial experiences with COVID-19 and the impact that the pandemic has had on
psychosocial factors of disruption of life, resiliency, health-related quality of life, and medical
care decision making. For the purposes of this study, disruption of life was inclusive of health
care, daily activities, social interactions, and financial hardship. When assessing disruption of
health care items such as a delay in medical care, or a medical appointment being rescheduled
were analyzed. In addition, inability to take care of family members or go to work as usual were
examples of items examined for the disruption of daily and social activities as a result of the
pandemic. Finally, regarding financial hardship due to COVID-19, areas such as the inability to
purchase necessities and a loss of financial support were analyzed.

Whereas perceived benefits, functional social support, and perceived stress management
were used to assess the resiliency factor. Perceived benefit in this research study was measured
through items specific to having a deeper appreciation of family, friends, and life. As for
functional social support, receiving and/or giving emotional support to family or friends is an
example of how this component of resilience was assessed. Perceived stress management, a
component of resilience, was addressed by analyzing items such as the ability to recognize
thoughts or situations that lead to stress because of COVID-19, as well one’s ability to practice
relaxation methods when feeling stressed due to the pandemic. In addition to resilience, medical
decision-making was also evaluated as well in terms of attendance to a general medical and
cancer related appointment. Finally, one’s HRQOL was evaluated by examining how the cancer
patients felt physically, including pain and energy level as well as how they directly rated their
quality of life.

To probe these psychosocial factors, a quantitative survey analysis of breast cancer

patients was conducted, which was followed up by a purposeful qualitative interview on the



same population sample to explore the quantitative results in more depth. In the first
(quantitative) phase of the research study, the focus was on the independent variables of
(a) personal experiences; (b) individual experiences with COVID-19 including whether a patient
tested positive; (c) familial experiences with COVID-19 to include whether a family member has
tested positive or died as a result of COVID-19; and (d) the impact these variables have on the
dependent variables of health-related quality of life, decision-making specific to cancelling or
seeking medical care, as well as the overarching concepts of disruption and resiliency. In the
second (qualitative) phase of the study, a 1-hour audio recorded conference call was conducted
to explore in more detail the results of the quantitative findings including the leading disruptor,
top resiliency factor, health-related quality factor most impacted, and medical decisions most
affected due to the COVID-19 pandemic.
Research Questions
To address these concepts within the research the following quantitative research
questions were examined:
1. Did a breast cancer patient’s personal experience with COVID-19 virus status impact
disruption of life?
2. Did a breast cancer patient’s family members COVID-19 virus status impact
disruption of life?
3. Did a breast cancer patient’s personal experience with COVID-19 and their virus
status impact their resilience ?
4. Did a breast cancer patient’s family members COVID-19 virus status impact their

resilience?



. Did a breast cancer patient’s personal experience with COVID-19 and their virus

status impact health-related quality of life?

Did a breast cancer patient’s family member COVID-19 virus status impact their
health-related quality of life?

Did a breast cancer patient’s personal experience with COVID-19 and their virus

status have a relationship with their decision to seek medical care?

. Did a breast cancer patient’s family members COVID-19 virus status have a

relationship with their decision to seek medical care?

In addition, to examine in more detail the quantitative results the following qualitative questions

were asked via a probing interview:

1.

How did COVID-19 affect the overarching idea of disruption among breast cancer
patients?

How did COVID-19 affect the resilience of breast cancer patients?

How did COVID-19 affect the health-related quality of life of breast cancer patients?
How did COVID-19 affect a breast cancer patient’s decision to seek medical care?

Hypotheses

The researcher proposed the following null (Ho) and research (Hi1) hypotheses for the

quantitative components of the study:

1.

Ho: There will be no significant difference in disruption of life scores for breast
cancer patients who test positive for COVID-19 and those who test negative for

COVID-19.

Hi: Breast cancer patients who test positive for COVID-19 will have increased disruption

of life scores compared to those who test negative for COVID-19.



2. Ho: There will be no significant difference in disruption of life scores for breast
cancer patients whose family members test positive for COVID-19 and those whose
family members test negative for COVID-19.

Hi: Breast cancer patients who have a family member test positive for COVID-19 will

have increased disruption of life scores compared to those whose family members all test

negative for COVID-19.

3. Ho: There will be no significant difference in resilience scores for breast cancer
patients who test positive for COVID-19 and those who test negative for COVID-19.

Hi: Breast cancer patients who test positive for COVID-19 will have decreased resilience

scores compared to those who test negative for COVID-19.

4. Ho: There will be no significant difference in resilience scores for breast cancer
patients whose family members test positive for COVID-19 and those whose family
members test negative for COVID-19.

Hi: Breast cancer patients who have a family member test positive for COVID-19 will

have decreased resilience scores compared to those whose family members all test

negative for COVID-19.

5. Ho: There will be no significant difference in health-related quality of life scores for
breast cancer patients who test positive for COVID-19 and those who test negative
for COVID-19.

Hi: Breast cancer patients who test positive for COVID-19 will have decreased

health-related quality of life scores compared to those who test negative for COVID-19.

6. Ho: There will be no significant difference in health-related quality of life scores for

breast cancer patients whose family members test positive for COVID-19 and those



whose family members test negative for COVID-19.
Hi: Breast cancer patients who have a family member test positive for COVID-19 will
have decreased health-related quality of life scores compared to those whose family
members all test negative for COVID-19.
7. Ho: There will be no relationship between breast cancer patients’ COVID-19 status
(positive or negative) and their decision to seek medical care.
Hi: Breast cancer patients who test positive for COVID-19 will not seek medical care
while those who test COVID-19 negative will seek medical care.
8. Ho: There will be no relationship between breast cancer patients’ family members’
COVID-19 status (positive or negative) and their decision to seek medical care.
Hi: Breast cancer patients who have a family member test positive for COVID-19 will
not seek medical care while those whose family members test COVID-19 negative will
seek medical care.
Delimitations
The research topic and design display the innate delimitations of the study. First, this
research study was based on the emergence of a new public health pandemic, the COVID-19
virus. Initially, no preexisting survey instrument assessing COVID-19 and its psychological
impact was available for use. However, a novel survey, created in 2020, that drew from
published measures addressing issues including the impact of pandemics and natural disasters
such as 9/11 was developed by Penedo et al. (2021) was made available for use. Secondly, the
research study was exclusive to breast cancer patients and did not include other cancers. In
addition, the sample population focused solely on female breast cancer patients who were

currently undergoing or had just completed radiation therapy alone or in conjunction with



surgery and/or chemotherapy. Furthermore, the sample population was small in nature as the
pool of participants was drawn from only one cancer center, UT Health San Antonio MD
Anderson Mays Cancer Center located in San Antonio, Texas. Contributing to the sample size
was the eligibility requirement of receiving a confirmed breast cancer diagnosis between March
1, 2020, and August 31, 2021. These predefined dates for participation eligibility were based on
the month in which the state of Texas was placed under quarantine lockdown and the subsequent
17 months.

Addtionally, potential limitations existed due to the specificity of the study population.
First, a convenience sample of cancer patients and survivors was used. The study population
consisted of only female breast cancer patients who had undergone or were commencing
radiation therapy at the Mays Cancer Center in San Antonio, Texas between March 1, 2020, to
August 31, 2021. The predefined date range for participant accrual was designed specifically to
garner data both quickly and while the pandemic remains prolific within the community. As a
result, the sample size was small, drawn from only one cancer center, and limited to only one
form of cancer. Therefore, the results may lack generalizability to the overall cancer population
as the target population was strictly breast cancer patients.

Finally, while COVID-19 may impact many psychosocial and/or aspects of quality of life
may, the qualitative personal interview component of the research study focused exclusively on
the leading cause of disruption, factor precipitating most resilience, the top health-related quality
of life aspect COVID-19 impacted, and the principal reason for seeking or revoking medical care
during the pandemic.

Limitations
The following were limitations to the current research study. The research area was

based entirely on the impact of the emergence of the novel COVID-19 virus and its impact on

10



cancer patients and survivors. An innovative survey specifically targeting COVID-19 personal

experiences, psychosocial ideals of disruption and resiliency, and quality of life, and the impact

pandemic has on a cancer patient and survivors developed by Penedo et al. (2021), which has yet

to be published, was utilized to conduct the research study. As a result, the reliability of the

study may come under scrutiny as only preliminary data (N = 14183) of the consistency of the

survey were available at the time of its use with a reported Cronbach’s alpha of 0.9 (Penedo et

al., 2021).

terms:

Definition of Terms

For a better understanding of the research study the following is a list of definition of

Adjuvant therapy: a treatment that occurs after initial care (i.e., radiation therapy after
surgery).

Breast cancer: cancer that manifests itself via abnormal and out of control cell
growth within the breast tissue.

Chemotherapy: a drug treatment delivered orally or intravenously to kill cancer cells
or stop them from proliferating.

COVID-19: formal name according to the World Health Organization severe acute
respiratory syndrome coronavirus 2, SARS-CoV-2

Disruption: the overarching notion of causing a delay and/or stoppage in health care,
daily activities, social interactions, in addition to incurring financial hardship.

EPIC: the epic system corporation software that houses medical information.
Familial experience: in the context of COVID-19 familial experience involves

whether a family member tested positive for COVID-19 or dies as a result of the

11



virus.

Fomite: an object or material that can carry infection.

Health-related quality of life: “Physical and mental health perceptions and their
correlates including health risks and conditions, functional status, social support, and
socioeconomic status” (CDC, 2018, para. 3).

HIPAA: the health insurance and portability and accountability act of 1996 that
protects the disclosure of an individual’s medical information.

ICD-10: international classification of diseases, 10" revision.

Immunocompromised: one’s immune defense system working in a lower than normal
capacity; thus, affecting their ability to fight off illnesses and infections

Incubation period: the timeframe from exposure to a virus to when signs and
symptoms present themselves.

Intermediate host: the species that serves as the harbor for transmission of a virus
MERS-CoV: Middle East respiratory syndrome caused by a coronavirus that
originated in Saudi Arabia in 2012

Pandemic: an epidemic occurring worldwide crossing international boundaries and
affecting a large number of people

Personal experience: COVID-19 personal experience is defined as being infected with
the virus, having a family member be infected with the virus, and/or having a family
member die as a result of the virus.

Radiation therapy: a form of cancer treatment that utilizes high doses of radiation to

kill cancer cells.
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e REDCap: the research electronic data capture software system designed to store
research databases developed by Vanderbilt University.

e Reservoir: a habitat in which an infectious microorganism lives.

e Resilience: the ideal that encompasses an individual’s perceived benefit of having
experienced something, in addition to having social support, and the ability to manage
stress.

e SARS-CoV-2: a severe acute respiratory syndrome, coronavirus 2.

e Solid tumor: an abnormal mass of tissue such as lung, breast, or colorectal cancer.

Importance of Study

COVID-19 continues to impact the United States more than 2 years into the pandemic.
By 2020, the United States had over 29.1 million cases of the virus with 52.2% of them being
women (CDC, 2020). Given this statistic, the 33% of American women who are at risk of
developing cancer in their lifetime had also to contend with the possibility of being diagnosed
with COVID-19 (American Cancer Society [ACS], 2020). Thus, it is evident that during the
pandemic, a substantial proportion of women in the United States dealt with the inherent risk of
contracting the virus while also being diagnosed with breast cancer, which is the most prevalent
form of female cancer. As a result, many women were dealing with managing multiple health
concerns at once, which could have not only diminished their quality of life but their
survivorship as well.

The physical and mental wellbeing of an individual, otherwise known as quality of life,

can significantly impact on how an individual copes/ with their cancer diagnosis and the
treatment that follows. Breast cancer patients specifically, have been reported to display a wide

array of emotions including distress, anxiety, and depression; all of which impact one’s quality
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of life (Guimond et al. 2020). Additionally, comorbidity has been shown to decrease a breast
cancer patient’s quality of life (Engel et al., 2003). Hence, the importance of exploring the
impact of a comorbidity, such as COVID-19, on a cancer patients and survivors’ psychosocial

constructs and HRQOL is critical.
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CHAPTER 11
LITERATURE REVIEW
COVID-19
The purpose of this research study was to analyze the impact of the SARS-CoV-2:
COVID-19 pandemic on a breast cancer patient regarding their medical decision making and
HRQOL in addition to the psychosocial impact the pandemic has imposed on disruption of life
and resilience. Therefore, the review of the literature begins with an analysis of the arrival of the
SARS-CoV-2 virus to the United States and the nature of the novel COVID-19 virus, including
how the virus has affected general public health and cancer patients. The literature review also
addresses breast cancer (a) statistics, (b) detection, (c) treatment, (d) prognosis and survival, and
(e) COVID-19-related impacts. The chapter concludes with discussions of HRQOL, notions of
disruption and resilience impacted by a breast cancer diagnosis, and how the COVID-19
pandemic has impacted the breast cancer community.
SARS
The first case of the SARS coronavirus presented itself in February of 2003 in Asia,
specifically in Guangdong a province of Southern China (CDC, 2013). It is believed that food
handlers were the source of the epidemic. The most favorable route of transmission of the virus
is direct contact with the mucous membrane of the eyes, nose, and mouth as well as contact with
respiratory droplets and/or fomites (WHO, 2003). Those individuals who have contracted the
virus display an onset of symptoms anywhere from 14 to 22 days post infection. The most
commonly reported ailment among those who contract the virus is a fever (94%) followed by
51-72% people reporting symptoms like that of influenza such as chills, malaise, loss of appetite,

and myalgia (Donnelly et al., 2003). By the end of the epidemic in July of 2003, the viral
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outbreak had been accounted for in 29 different countries, resulting in 8,096 infections and 774
deaths worldwide, but notably only 27 cases in the United States with no reported fatalities
(CDC, 2013; WHO, 2003).

A second emergence of a SARS zoonotic coronavirus occurred in 2012 in Saudi Arabia
and became known as the MERS-COV2. This strain of the virus became an epidemic after it
was transferred from a camel to a human subject and caused 858 deaths in 27 different countries.
Fortunately, the United States reported no fatalities and only 2 cases of MERS -COV2 in the
nation (CDC, 2019; WHO, 2019). Fortuitously, this form of the coronavirus virus did not
transfer from one human subject to another easily; nevertheless, transmission did occur when an
individual who was infected was in close contact with another person which mostly occurred in a
hospital setting. Of the patients who contracted MERS, pneumonia was the most common
symptom followed by fever, cough, and shortness of breath; however, it was found that some
infected individuals were asymptomatic, and detection only occurred as a result of aggressive
contact tracing (WHO, 2019).

SARS-COV2: COVID-19

Unfortunately, a zoonotic form of the coronavirus would present itself again to the world
in December 2019; however, this time it reeked much more havoc. The first case of what is now
known as SARS-COV2, otherwise referred to as COVID-19, was reported in Wuhan, China in
December 2019. In January 2020, the United States along with Germany, Japan, Vietnam, and
Taiwan would soon follow in reporting of COVID-19 cases (AJMCS, 2021). This resulted in an
upward of 111.7 million COVID-19 cases and 2.6 million deaths worldwide as of March 13,

2021 (WHO, 2021).
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While COVID-19 is like the SARS-COV (21%) and MERS-COV (50%) viruses, as
reported by Lu et al. (2020), it is much more contagious. In fact, Zhao et al. (2020) stated, that
the average number of people who will contract the virus from a single infected individual is
between 2.25 to 3.58. The transmission occurs as a result of the virus being released via
respiratory droplets or fomites between individuals who are in close contact. Further
complicating the issue of transmission is the fact that a person infected with the virus may not
even display symptoms until 5-6 days after contracting it (Drosten et al., 2003; WHO, 2020).
However, those that do display symptoms most commonly reported a fever (98%), cough (76%),
and myalgia or fatigue (44%) followed by less common ailments of a headache, hemoptysis, and
diarrhea (Huang et al., 2020).

Reportedly, 63-81% of those who acquired COVID-19 displayed mild to moderate
symptoms; however, hospitalization and severe illness were not out of the question (Garibaldi et
al., 2021; Wu & McGoogan, 2020). Individuals who develop severe illness as a result of
COVID-19 often develop complications including respiratory distress with a blood oxygen
saturation of less than 93%, a partial pressure of arterial oxygen to fraction inspired oxygen ratio
of less than 300, lung infiltrates of more than 50%, respiratory failure, acute cardiac injury,
myocarditis, acute kidney failure, disseminated intravascular coagulation, pneumothorax, sepsis,
decreased mental and cognitive status, and olfactory dysfunction (Huang et al., 2020; Murk et
al., 2021; Van Kessel et al., 2022, Wu & McGoogan, 2020). In addition, Garibaldi et al. (2021)
reported that 38% of individuals admitted to the hospital often progress to severe illness or death

with 60% meeting one of these fates by Day 2 and 79% by Day 4.
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Implication on Public Health in the United States

Despite the knowledge of the dire consequences of contracting COVID-19, the United
States reported over 97.6 million cases that resulted in approximately 1.07 million deaths from
December 2019 to November 2022 (CDC, 2022a). This was an unexpected result given that the
United States is considered to have the most advanced public health system in the world (CDC,
2022b). In fact, the Global Health Index (n.d.) ranks the United States first in global health with
an overall index score of 83.5 out of 100. The ranking is founded upon dimensions of
prevention, detection, response, health, norms, and risk. The Global Health Index (n.d.)
compartmentalizes each element as follows:

1) Preventing the emergence or release of pathogens to include antimicrobial resistance,
zoonotic disease, biosecurity, biosafety, dual use of research, a cultural of responsible
science, and immunization.

2) Early detection and reporting of epidemics of potential international concern thru
laboratory systems, real time surveillance and reporting, procuring a sound
epidemiologic workforce, as well as having data integration between human, animal,
and health sectors.

3) A rapid response to and the mitigation of the spread of an epidemic as a result of
emergency preparedness and response, exercising a response plan, having an
emergency response operation, linking both public health and security authorities,
communicating risk, having access to a communication infrastructure, as well as
travel and trade restrictions.

4) Having a sufficient and robust health sector to treat the sick and protect health

workers by having health capacity in clinic, hospital care centers, medical counter
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5)

6)

measures with the ability of deployment of personnel, communication with healthcare
workers during a public health emergency, formidable infection control practices and
availability of equipment, in addition to the capacity to test and approve new counter
measures.

A commitment to improving national capacity, financing, and adherence to norms
thru international health reporting compliance and disaster risk reduction, cross
border agreements on public health emergency response, joint external evaluation and
performance veterinary services, financing, a commitment to the sharing of genetics,
biological data, and specimens.

Finally, risk environment and vulnerability to biological threats by assessing political
and security risks, socioeconomic resilience, infrastructure adequacy, environmental

risks, and public health vulnerabilities.

Despite its efforts, the United States still fell short in abating the impact the COVID-19

virus would have on the country. The first case in the U.S. was reported in Washington State on
January 21, 2020. After ascertaining that the COVID-19 virus had made it to the United States
the federal government acted swiftly by restricting global air travel on February 2, 2020 and
declared a public health emergency the following day in a feverish attempt to prevent and

minimize the viral spread (AJMC,2021).

Even with these drastic measures in place the virus continues to spread and as of March

13, 2021, the United States has confirmed over 29.1 million cases and exceeded 530,000 deaths
(CDC, 2021). Nationally, White, Non-Hispanics account for most cases at 55.7%, followed by
Hispanics/Latinos (21.1%), Black-Non-Hispanics (12.2%), and the remaining ethnic groups of

Multiple/other, Non-Hispanic, Asian, Native Hawaiian/Other Pacific Islander, and American
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Indian/Alaska Native reporting less than 6%, respectively (CDC, 2021). Furthermore, those
between the ages of 18-29 account for most COVID-19 cases at 22.3%, followed closely by
those between the ages of 50-64 at 20.5%, the 30-39 age group comes in third at 14.9%, and
finally the remaining age groups reported no more than 14.9%, individually (CDC, 2021).
Conversely, those over the age of 85 account for a majority of virus-related deaths at 31.9%,
followed by those 75-84 years of age (27.7%), 65-74 next at 21.3%, those 50-64 represent 14.6%
of overall deaths, and the remaining age groups reporting less than 2.8% of deaths, respectively.
Furthermore, White-Non-Hispanic persons lead the death count with 63.3%; however, Black-
Non-Hispanics have a slightly higher disparity in deaths over Hispanic/Latinos with 14.6% and
12.3%, respectively (CDC, 2021).

Not only has the United States been unsuccessful in protecting the general public but it
has failed the health care community as well. Over 454,000 of the reported cases and more than
1,500 deaths in the United States involve a health care worker (CDC, 2021). According to
Cohen and Van Der Meulen Rodgers (2020), the lack of action by the federal government to
maintain and distribute personal protection equipment including N95 masks, eye protection, and
medical gloves exacerbated the ongoing pandemic by putting the health care workforce at an
increased risk of exposure. With a continuous rise and fall in COVID-19 related hospital
admissions as was seen between April (69.2%) and June (90%) of 2020 the strain on health care
workers and the hospital system itself will continue (Heist et al., 2021). In fact, the health care
system has been overrun for an entire year and as of March 2021 has seen over 1.9 million
hospital admissions which has led to the limited availability of intensive care beds and

ventilators (CDC, 2021; Nicola et al., 2020).
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Impact on Cancer Patients

High infection rates and hospital admissions has led to many unforeseen health care
circumstances, including a lack of access to care. A lack of access to care is detrimental to the
public in general but it is especially harmful to more vulnerable populations such as cancer
patients. Unfortunately, the COVID-19 pandemic has led to many obstacles and changes to
cancer care. Jazieh et al. (2020) found that 88.2% of cancer facilities reported challenges in
delivering care during the pandemic. In addition, a substantial decline in cancer screenings,
visits, therapies, and surgeries has been observed. During the first COVID-19 spike in April
2020 cancer screenings decreased at the following rates: breast (85%), colon cancer (75%),
prostate cancer (74%), and lung cancer by 56% (Patt et al., 2020).

In addition, to lessen the burden on an already overwhelmed health care system with
limited supplies of personal protection equipment (PPE; 55.3% lacked adequate supplies of
PPE), cancer centers reported reducing services as a preemptive strategy in resource
conservation (Jazieh et al., 2020). Another tactic utilized to minimize the strain on the health
care system and its lack of available resources was a ban on elective surgeries including cancer
procedures (Ueda et al., 2020). While cancer surgery in general is not elective there were
instances in which it was delayed without causing an increased health burden to the patient. For
example, a cancer patient diagnosed with early-stage hormone receptor positive breast cancer
may be considered for a delay in surgery following several months of endocrine therapy (Ueda et
al., 2020).

Lack of access to care and a potential change in treatment course are not the only barriers
cancer patients faced during the pandemic. It has been reported that cancer patients can have

abnormal lymphocyte and Y cell counts for up to 10-11 years post treatment leaving them
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immunocompromised for just as long (Rotstein et al., 1985). Therefore, not contracting the
COVID-19 virus is of great concern due to their compromised immune system as a result of their
prior or current cancer treatment regimen. Lee et al. (2021) reported that patients with cancer
had a 60% risk of becoming COVID-19 positive. Mei et al. (2020) substantiated this claim by
noting the infection rate among cancer patients to be approximately five times greater than that
of the general public. Moreover, it has been determined that cancer patients who have undergone
chemotherapy or immunotherapy are at a 2.2 -fold increased risk of becoming COVID-19
positive (Lee et al., 2021).

Furthermore, Liang et al. (2020) stated that cancer patients who contracted COVID-19
were more likely to experience severe illnesses such as pneumonia and respiratory distress. Tian
et al. (2020) confirmed this finding as their research found that 64% of cancer patients
experience severe COVID-19 symptoms. In comparison, only 32% of individuals who did not
have cancer as a predisposition developed serious COVID ailments. Unfortunately, cancer
patients were also more likely to succumb to the virus and die as a result. More specifically,
Erdal et al. (2021) identified a mortality rate of 23.9% among those with cancer compared to
1.5% for those without cancer.

Breast Cancer

At the start of the COVID-19 pandemic, there were approximately 17 million Americans
living with a medical history of cancer who were at increased risk of developing COVID-19
related complications. Of these reported cancer survivors, 3.86 million were women who had
been diagnosed with breast cancer at some point in their life. It is anticipated that during the

pandemic, new cases of breast cancer were added to the national count including 271,270 new
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cases in 2019, 276,480 new cases in 2020, 284,200 new cases in 2022, and 339,250 in 2022
(ACS, 2019; 2020; 2021; 2022).
Risk Factors for Breast Cancer

There are various factors that put a woman at a potential risk of developing breast cancer
in her lifetime among them are personal traits, family history, and genetics. When assessing
personal traits and breast cancer risk factors the following is taken into account: onset of
menarche before the age of 11, obesity, high endogenous estrogen or testosterone levels before
menopause, first full term pregnancy after the age of 30, menopause at age 55 or later, never
bearing a child, abstinence from breast feeding a child, postmenopausal obesity, lack of physical
activity, personal history of ovarian or endometrial cancer, hormonal contraceptive use, and
recent or long-term use of menopausal hormone therapy containing estrogen and progestin
(ACS, 2019). It is important to look at all of these aspects of a person because it is estimated that
one-third of breast cancer cases can potentially be averted as they arise from factors that were
preventable such as weight gain, alcohol consumption, lack of physical activity, and hormonal
therapy (Tamimi et al., 2016). However, there are some personal characteristics that are out of
one’s personal control and put a woman at a higher risk of getting the disease such as early onset
of menarche (Dall & Britt, 2017).

Another risk factor that is important to consider when it comes to breast cancer is family
history. An individual whose family history includes a first degree relative having breast cancer
puts a woman at a greater risk of developing the disease. In fact, it is reported that women with a
first-degree family history of breast cancer have a 60% higher risk of getting breast cancer in

their lifetime than their counter parts who have no known family history of the disease
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(Shiyanbola et al., 2017). Furthermore, family history plays an important role in the detailing the
possible genetic disposition one may have in developing the disease in the future.

When one speaks of genetics and breast cancer BRCA1 and BRCA2 are the genes most
commonly considered. These two genomes account for approximately 5-10% of breast cancers
overall and 15-20% of breast cancers that can be traced back to family history (Tung et al., 2016;
Turnbull & Rahman, 2008). Moreover, those who have the BRAC1 and BRCA2 gene mutations
are at a much higher risk of developing breast cancer by the age of 80 at 70% compared to the
10% risk the general population has of getting breast cancer by the same age (Kuchenbaecker et
al., 2017).

Detection of Breast Cancer

While the risk of developing breast cancer depends upon various factors no one person is
immune to the risk; therefore, breast cancer detection methods are critical. The recommended
form of breast cancer detection can vary from a mammogram, or an ultrasound, to magnetic
resonance imaging depending on the individual’s age and risk level. Mammography which is a
2-dimensional low dose x-ray image of the breast tissue is the most commonly used technique to
evaluate the composition of an individual’s breast tissue. Women who are at an average risk of
breast cancer should commence mammogram screenings between the ages of 40-44, with annual
screenings for those between 45-54, and either annual or biannual imaging for those 55 and older
(Oeffinger et al., 2015). Moreover, 3-dimensional digital mammogram, which allows for a 3D
image of the breast tissue to be constructed for analysis, can be conducted alongside a routine
mammogram. In fact, digital mammography has been found to have greater specificity and

detection for breast cancer (Conant et al., 2019).
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Additionally, should an abnormal finding during a routine mammogram or physical exam
an ultrasound may be recommended. Ultrasound imaging uses sound waves to capture images of
the breast tissue. It is often used in conjunction with a mammogram for individuals with dense
breast tissue to increase the sensitivity of detection in potential areas of concern within the breast
tissue. In fact, when compared to mammography, ultrasound has been found to increase breast
cancer detection by 40% (Rebolj et al., 2018).

Finally, for an individual with a lifetime risk of breast cancer between 20-25% it is
recommended that an MRI (magnetic resonance imaging) be performed in addition to an annual
mammogram beginning at the age of 30 years (Saslow et al., 2007). According to Saslow et al.
(2007) an individual may be placed in this high-risk category based on any of the following:
suspicion for the BRCA1 or BRAC2 gene, a first-degree family member with a confirmed
BRCA1 or BRCA2 genetic mutation, a family history of breast or ovarian cancer, prior radiation
therapy to the chest, or a diagnosis of Li-Fraumeni, Cowden, and/or Bannayan-Riley-Ruvalcaba
syndrome. Furthermore, an MRI may be considered if a woman is deemed to be within a
15-20% lifetime risk of developing breast cancer, including those with dense breast tissue
(Saslow et al., 2007).

Types of Breast Cancer

The two most common forms of breast cancer are ductal carcinoma in situ (DCIS) and
lobular carcinoma in situ (LCIS). While LCIS is considered a benign form of breast cancer that
does not progress into an invasive form of the disease, it has been found to be associated with an
increased risk of breast cancer (ACS, 2019). Coversely, according to the ACS (2019), DCIS is

considered an invasive form of breast cancer that does present with the potential to progress. In
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fact, 81% of breast cancers become invasive meaning they have broken through the glandular or
ductal portions of the breast and have grown into other portions of the breast (ACS, 2019).

As a result, breast cancer is no longer viewed as a singular disease rather a group of
diseases that consists of several subtypes. The histologic subtype of the disease is based on the
size, shape, and arrangement of the abnormal cells within the breast tissue. The ductal
carcinoma subtype accounts for more than 75% of invasive breast cancers; meanwhile, lobular
carcinomas are responsible for 15% of invasive breast cancers with the remaining breast cancer
diagnoses being of the tubular, mucinous, cirriform, papillary, and inflammatory histological
subtypes (ACS, 2019).

Then there are the molecular subtypes, which are defined by their biological markers, to
consider when assessing breast cancer. There four main molecular subtypes of note and which
include Lumina A, Luminal B, Basal-like, and HER-2 enriched. Lumina A, which is an HR
(hormone receptor) positive and HER2 (human epidermal growth factor 2) negative breast
cancer is the most common molecular subtype accounting for 73% of cases. Fortunately, it is
known to be both slow growing and less aggressive compared to its counterparts; thus, allowing
for a better outcome (ACS, 2019). Conversely, Luminal B cancer lends itself to a poorer health
prognosis than that of Luminal A since it tends to be a higher grade of cancer as well as HR and
HER?2 positive. Fortunately, this form of breast cancer only accounts for 11% of the subtypes
(ACS, 2019). Then there is the Basal-like subtype, commonly referred to as triple negative
breast cancer, which is ER (estrogen receptor), PR (progesterone receptor), and HER2 negative.
While this subtype accounts for only 11% of breast cancer cases, it tends to result in a grimmer
outcome for the patient, partially due to the lack of advanced treatment for this breast cancer

subgroup (ACS, 2019; Plevritis et al., 2018). The final subgroup is HER2-enriched, which
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accounts for the remaining 4% and is thought to produce the worst prognosis of them all until
recently with the advent of new targeted immunotherapies (ACS, 2019).
Prognosis and Survival

Breast cancer subtypes do have a direct impact on the prognosis of a patient diagnosed
with breast cancer. The 5-year survival rate of women diagnosed with Luminal A breast cancer
1s 92%, 89% for Luminal B, 83% for HER2-enriched, and 77% for the Basal-like subtype (ACS,
2019). However, the cancer subtype is not the only factor that determines a patient’s prognosis
after a breast cancer diagnosis.

The stage at which the breast cancer was detected is more instrumental in determining a
patient’s individualized survival rate. Stage I is invasive breast cancer that has spread to a small
area of normal breast tissue with little to no spread to the sentinel lymph node. Stage II involves
a larger volume of the breast containing cancer cells in addition to spread to a few nearby lymph
nodes. Stage III involves more lymph node involvement along with tumors invading tissue
below the muscles and/or above the skin. Finally, Stage IV involves breast cancer that has
spread beyond the breast and lymph nodes into other parts of the body. For an individual
diagnosed with either Stage I or II breast cancer the 5-year survival rate is deemed to be
approximately 99%; whereas, individuals diagnosed with Stage III disease or regional disease
have a lower yet relatively high predictive 5-year survival rate of 86%; however, the same cannot
be said of Stage IV or metastatic breast cancer patients who only have a 27% 5-year survival rate
(Howard et al., 2011).

Treatment of Breast Cancer
The stage of breast cancer at the time of diagnosis will determine the type of treatment

recommended. Early-stage breast cancers will often be treated with surgery followed by one or a

27



combination of the following: radiation therapy, chemotherapy, hormone therapy, and/or
targeted immunotherapy. Surgery is the mainstay in the treatment of Stage I breast cancers. The
type of surgery can range from breast conservation surgery (BCS) where a lumpectomy or partial
mastectomy is performed to full removal of the breast, mastectomy. In addition, a sentinel
biopsy and/or axillary node dissection is performed to further assess disease involvement in
Stage I breast cancers. Furthermore, patients who opt for BCS will also receive radiation therapy
to decrease the chance of recurrent disease (ACS, 2019).

However, there are caveats when radiation may be omitted due to the lack of evidence
supporting an increase in the time of survival. One stipulation for not recommending radiation,
according to the ACS (2019), is for a patient over the age of 70 whose tumor measures less than
2 cm in dimension and is completely removed during surgery, none of the lymph nodes removed
during the surgical procedure showed evidence of cancer, and they have either ER positive or PR
positive cancer that was treated with hormone therapy. Another scenario in which radiation may
be foregone is when a total mastectomy is performed; however, the details of the specific cancer
detected must be considered before coming to this conclusion (ACS, 2019).

Furthermore, women with Stage I breast cancer may also be recommended a 5-year
course of adjuvant hormone therapy such as tamoxifen or aromatase inhibitor if they display
either ER or PR positive breast cancer; on the other hand, if the cancer subtype is HER2 positive
trastuzumab for 1 year is the recommendation. In addition, chemotherapy may be discussed to
be delivered in an adjuvant setting if the cancer is larger than 1 cm across in dimension, displays
unfavorable features along with rapid progression, is HR negative, HER2 positive, or scores high

on a genetic panel such as Oncotype DX (ACS, 2019).
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Conversely, women diagnosed with Stage II breast cancer will start their treatment
regimen with chemotherapy or hormone therapy based on their cancer specifics (i.e., HR positive
and HER2 negative status). The treatment continues with either BCS or a total mastectomy in
addition to a sentinel node biopsy or axillary dissection. This is the extent of the treatment if no
cancer cells are detected during the biopsy or dissection; however, should either the biopsy or
dissection show positive signs of cancer cells radiation therapy following the surgery is endorsed
(ACS, 2019).

Stage III breast cancers display relatively large tumors that are at least 5 cm in dimension
and have grown into nearby tissues such as the skin surface, muscles, and/or lymph nodes. The
most common treatment regimen for this stage of breast cancer is to start with chemotherapy;
however, surgery from the onset is also an option. For those who start their treatment with
chemotherapy and are HER2 positive the drug of choice is trastuzumab, which may help shrink
the tumor prior to surgery and allow for BCS. If the cancer does not shrink enough then a total
mastectomy is performed. The surgery will then be followed by radiation therapy. However,
some cases will require an additional year of chemotherapy should the tumor come back to be
HER?2 positive or hormone therapy if the cancer was deemed to be either ER or PR positive
(ACS, 2019).

Finally, for Stage IV or metastatic breast cancer that has spread to other parts of the body,
systemic therapies including chemotherapy, hormonal therapy, immunotherapy, or combination
of the above is the treatment regimen of choice. Chemotherapy is the first line of treatment for
Stage IV breast cancer patients because hormone treatments often take months to produce a
response (ACS, 2020). Those individuals with either ER or PR positive tumors will be treated

with tamoxifen or an aromatase inhibitor; whereas, those displaying HER2 positive cancers will
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be prescribed one of the following: trastuzumab, pertuzumab, lapatinib, or ado-trastuzumab
emtansine. Furthermore, women with HER2 negative cancer and a BRCA gene mutation will be
given the option to take a hormone therapy consisting of either olaparib or talazoparib after
chemotherapy; moreover, HER2 negative breast cancer patients who display a genetic mutation
of the P13K inhibitor and are postmenopausal will be prescribed a regimen of hormone therapy
of alpelisib along with fulvestrant (ACS, 2020). Finally, for the triple negative subgroup, the
immunotherapy drug atezolizumab along with a regimen of paclitaxel chemotherapy will be the
treatment of choice, according to the ACS (2020).

While the systemic treatments just described are the mainstay for Stage IV breast cancer,
other treatments including surgery and radiation therapy may be utilized as well. These
treatments will be specific and be utilized to treat certain parts of the body to either inhibit more
spread of the disease or to treat symptoms resulting from the cancer. For example, radiation
therapy may be introduced to treat a portion of the spinal cord that is being invaded by cancer to
avoid paralysis or a small area of the brain that has acquired a tumor may be treated if it is
causing neurological symptoms (ACS, 2020). Additionally, surgery may be considered when a
critical health situation arises such as a cancer protruding from the breast or a blood vessel
blockage is occurring within the liver due to metastatic disease (ACS, 2020).

Impact of Coronavirus on Breast Cancer Patients

As has been noted, these treatment regimens are important and have a direct impact on
the prognosis for a breast cancer patient. Unfortunately, the COVID-19 pandemic has impacted
the health care systems ability to deliver care even to the most vulnerable of populations
including the cancer community. Papautsky and Hamlish (2020) exposed this fact with their

report that 44% of cancer patients have experienced a delay in care as a result of the pandemic.
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A pause in cancer care as a result of the pandemic will likely lead to dire consequences
for breast cancer patients. In fact, Bleicher et al. (2016) stated that increased time to surgery
after a breast cancer diagnosis is associated with lower overall and disease specific survival.
Furthermore, when it comes to breast cancer Gagliato et al. (2020) reported that a delay in the
start of neoadjuvant chemotherapy of more than 61 days will also lead to decreased survival
rates. Furthermore, a delay in chemotherapy treatment of more than 120 days post-surgery will
lead to even poorer and more grim outcomes for breast cancer patients (Kupstas et al., 2019).
Finally, research has shown that a delay in radiotherapy also has an impact on local control of

breast cancer and the cancers propensity to reoccur within 5 years (Huang et al., 2003).

Medical Decision Making

While the pandemic has put cancer screenings and treatments on pause, the decision on
how to proceed with treatment after a cancer diagnosis remains. A breast cancer diagnosis can
be rather daunting without all the complexities of treatment options. It is important that a
physician present a comprehensive treatment plan to his or her patient; however, many breast
cancer patients report that the information being delivered is much too detailed and is not given
at a level in which the person wishes to receive; thus, inhibiting their ability to fully understand
what exactly the treatment plan entails (Tamirisa et al., 2017). Josfeld et al. (2021) validated
cancer patients’ high need for information on their treatment plan; however, along with that
requisite came a feeling of information overload (O’Brien et al., 2013). In her 2013 study,
O’Brien et al. (2013) reported cancer patients often express a feeling of being overwhelmed with
the complexity and amount of information provided.

Despite the gravity of the decision most breast cancer patients want to directly partake in

the decision-making process for their respective course of treatment (Brown et al., 2012;
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Tamirisa et al., 2017; Josfeld et al., 2021). In making these crucial decisions in addition to
information provided by their personal physician individuals rely on various factors including
health literacy, access to health information, fluctuating emotional states. In fact, health literacy
(ability to access, read, and comprehend health information) has been found to have a profound
impact on one’s decision-making capacity. Yadollahi et al. (2018) reported a statistically
significant inverse correlation between health literacy and decisional conflict among breast
cancer patients resulting in those with lower levels of health literacy to be less confident in their
final decision. Later in 2021, Josfeld et al. reported similar findings and stated that cancer
patients preferred shared decision making with their physician (91.4%) to ensure a clear
informed decision was made. As a result, shared patient-physician decision making increased
patient satisfaction and treatment compliance (Josfeld et al., 2021).

To further combat this uncertainty and increase their self-reliance and efficacy people
often seek information from sources other than their physician such as the internet (Chen et al.,
2018; Hall et al., 2015). Lee et al. (2010) reported that 37.1% of cancer patients scoured the
internet within the past 30 days prior to study participation to gather information on their
diagnosis. Nearly 10 years later, Bender et al. (2021) reported that utilization of the internet by
patients to acquire information on cancer treatment and support had increased to 73%. The
online health information garnered assisted with a patient’s decision making by aiding in the
formulation of questions to ask their physicians, increased compliance to attend appointments,
and self-care (Thapa et al., 2021). An individual’s emotions, both current and future, also play a
pivotal role in the decision-making process (Power et al., 2011). Breast cancer patients have
reported wanting to know about their prognosis but avoided discussing the details due to the

emotional discomfort and distress it might precipitate (Niranjan et al., 2020). Breast cancer
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patients also acknowledged that the emotion of regret played an important role in the decision-
making process. More specifically, Tyner and Freysteinson (2021) reported that breast cancer
patients identified three distinct areas of regret: outcome regret (poor and/or anticipated surgical,
physical, psychological outcome), process regret (lack of information, poor communication), and
regret of their chosen treatment option.
Familial Impact on Decision Making

People often see a medical decision as an autonomous decison. In fact, most of breast
cancer patients (93%) believe that they play a key role in their own medical decision (Gilbar &
Gilbar, 2009). However, there are instances in which family members play a vital role in the
final treatment decision as well. For example, Gilbar and Gilbar (2009) found that breast cancer
patients believe the participation of their spouses in the decision process along with their support
of the final choice is just as important at 84% and 89%, respectively. In addition, breast cancer
patients often seek information from family when deciding whether to undergo chemotherapy
(O’Brien et al., 2013). Breast cancer patients also display a higher level of self-esteem and
compliance during chemotherapy treatments when family social support exists (Aprillianto et al.,
2021). Moreover, nearly half (49%) of less acculturated Latina breast cancers patients are more
likely to leave the final decision to a family member; although, it is important to note that this is
not the case for African American and Caucasian women with only 4% reporting a family
member as the final decision maker (Maly et al., 2006). Further, it has been reported that a vast
majority (90.8%) of caregivers, who are often family members, have reported some involvement

in a cancer patients’ medical decision making (Longacre et al., 2018).
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Health-Related Quality of Life

Decision making along with the ensuing course of treatment will have an inherent impact
on an individual’s quality of life. Quality of life is multidimensional in nature as it is an
evaluation of a “persons’ physical health, psychological state, level of independence, social
relationships, personal beliefs, and their salient features of the environment” (WHO, 2012).
HRQOL goes slightly further and assesses how an individual’s health is impacted by his or her
“physical and mental health perceptions (e.g., energy level, mood) and their correlates including
health risks and conditions, functional status, social support, and socioeconomic status” (CDC,
2018). HRQOL is important to track and asses because it gives insight into a patient’s reported
outcome, which in turn provides invaluable discernment into precipitating risk factors and areas
that may need to be addressed in order to minimize the effects of a health burden (CDC, 2018).
HRQOL: Breast Cancer Women

HRQOL of breast cancer patients is most often affected by psychological factors
including anxiety, distress, depression, and post-traumatic stress disorder (Dinapoli et al., 2021).
Furthermore, 10-20% of breast cancer patients report feeling nervous, sad, or worried about
dying as a result of their cancer diagnosis. In addition, only 30% of breast cancer patients stated
that they were content with their quality of life at the time of their diagnosis (Colombo et al.,
2018). Moreover, patients who undergo whole breast radiotherapy see higher levels of fatigue
that lingers as opposed to their counterparts who opt for partial breast radiation therapy who see
less fatigue that lessens with the passage of time (Albuquerque et al., 2012). This phenomenon
has a direct impact on quality of life. As Albuquerque et al. (2012) reported women who chose
partial breast radiation therapy exhibited a gradual increase in quality of life as time passes;

whereas, the induction of whole breast radiation therapy as a treatment regimen denotes a
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decrease in quality of life. Furthermore, women who underwent chemotherapy as a part of their
treatment regimen tended to see higher rates of depression, less satisfaction with life, as well as
poorer levels of physical and emotional well-being (Hwang et al., 2013). Physical symptoms
reported for breast cancer patients that caused distress included hair loss, fatigue, insomnia, and
pain; while emotional impacts included increased anxiety, depression, fear, and sadness (Liu et
al., 2021).

HRQOL is not indicative to only the course of time involving treatment—some health
treatments, such as those for cancer, have the propensity to cause health issues long past the
completion of treatment. Gotze et al. (2015) reported that 1 year post cancer treatment patients
continue to see chronic fatigue and sleep disturbances in addition to financial difficulties. These
symptoms of sleeping difficulty and lack of energy continue to persist 1.5 years after cancer
treatment for many breast patients and have even been reported by 5 year breast cancer survivors
(Colombo et al., 2018; Engel et al., 2003).

Disruption of Life

A breast cancer diagnosis often upends a person’s daily life as they know it. Cancer
treatment can lead to disruptions including health concerns, changes in social interactions and
normal daily activities, and financial hardships. A common side effect of treatment that breast
cancer patients often experience is a diminished ability to perform daily activities due to fatigue
and lymphedema as a result of surgery, radiotherapy, and/or chemotherapy (Hayes et al., 2005;
Kim et al., 2019). In addition, breast cancer patients often meet their diagnosis with an array of
feelings and concerns including disbelief, shock, anger, fear, numbness, denial, confusion, and a
sense of a loss of control (Fisher & O’Connor, 2012). It is important to note that if any of these

feelings lead to a lack of social interaction, the breast cancer patient will likely experience a
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higher mortality rate (Kroenke et al., 2013). However, when breast cancer patients displayed
self-compassion, corresponding lower levels of stress and increased self-care were reported
(Abdollahi et al., 2020).

Another livelihood disturbance that breast cancer patients often incur is a lack of
flexibility of appointment times irrespective of their personal obligations (Fisher & O’Connor,
2012). This can have a direct impact on an individual’s employment status and finances. In fact,
over one-fourth (27.3%) of women report a disruption in their employment due to their breast
cancer diagnosis (Meernik et al., 2021). Furthermore, one in five breast cancer patients report
having experienced financial hardship and as a result had difficulty paying for their care and
have had to borrow money and/or incur debt (Meernik et al., 2021). Financial stress and strain
were reported by Sharp and Timmons (2016) to be even more burdensome among breast cancer
patients who have dependents, mortgage loans, higher out-of-pocket medical costs, and
household expenses.

Resilience

When analyzing an individual’s resilience in terms of HRQOL concepts such as
perceived benefits, functional support, and stress management are typically assessed by research
teams. While a breast cancer diagnosis has the potential of creating or fostering a negative
mindset many breast cancer patients opt to think more positively and see their diagnosis as a
perceived benefit. Patients report that the diagnosis gives them a second chance at life in which
they can reevaluate what is truly important in their life (Fisher & O’Connor, 2012). In addition,
many women become more self-reliant, optimistic, and goal oriented, and resilient as a result of

their breast cancer diagnosis (Pieters, 2016; Tu et al., 2020). Another important factor in a breast

36



cancer patients’ resilience is their foundational social support. Drageset et al. (2012) found that
breast cancer patients often rely upon a myriad of social supports forms including:
(a) medical guidance from healthcare professionals thru explanation and counseling;
(b) care in the form of respect, comfort, prayer, empathy, and love; (c) confidants with
whom they can speak to freely about intimate facts regarding their health; (d) a social
network that allows for both closeness and distance, as needed; and (e) available support
that can be called upon at a moment’s notice. (p. 39)
This is important because breast cancer patients who have significant social support report less
depression, increased emotional well-being and resilience (Fong et al., 2017; Zhou et al., 2022).
Additionally, Dooley et al. (2017) reported that breast cancer survivors who have experienced
acute to moderate stress during their lifetime tend to have higher rates of resilience despite their
diagnosis.
Impact of COVID-19 Psychosocial and Quality of Life of Breast Cancer Patients
The COVID pandemic had undoubtedly tested an individual’s resilience, caused a fair
amount of disturbance, and impacted their overall HRQOL. Most breast cancer patients (90%)
that contracted the COVID-19 virus reported a delay in treatment, with Black, Non-Hispanic
being disproportionately (62%) affected (Islam et al., 2022). However, cancer patients (80%)
resoundingly reported the need to continue with their healthcare and appointments despite the
COVID-19 pandemic (Koinig et al., 2021). A vast majority of cancer patients (83%) reported
being well-informed about their treatment throughout the pandemic (Koinig et al., 2021); though
female cancer patients did report that the pandemic disrupted their lives and their ability to

conduct their daily activities, such as seeing family and the ability to work (Koinging et al.
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2021). Additionally, younger cancer patients ( < 60 years of age) reported distress as a result of
the pandemic (Koinig et al., 2021).

It has also been documented that the pandemic has caused breast cancer patients
specifically, to feel lonely, experience a deterioration in emotional well-being, and be less likely
to seek follow-up care from their physicians, with only 40% of those at high risk of breast cancer
getting a mammogram 10 months into the pandemic (Bargon et al., 2021; Conley et al., 2022).
In addition, the pandemic has caused breast cancer patients to feel a heightened sense of
uncertainty and vulnerability to the COVID virus (Supriati et al., 2022). However, they continue
to strive for normalcy and keep hope alive (Chia et al., 2021). Furthermore, breast cancer
patients have exhibited an increase in resilience despite the pandemic thru virtues of optimism,
mindfulness, self-efficacy, and hope (Chiesi et al., 2022). This research study strives to keep that
hope alive as well and help with the road to normalcy by investigating exactly how the
COVID-19 pandemic has continued to impact a breast cancer patient psychosocially in terms of

resiliency and disruption of life, as well as their HRQOL and medical decision-making.
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CHAPTER III
METHOD
Mixed Method Design

This chapter describes the explanatory sequential mixed method design utilized in this
research study. Additional details are provided specific to the participant sample, and methods
employed to protect human participants. Finally, data collection procedures, including
instrumentation, and data analysis are detailed.

Participant Population and Sample

The research population for this study included a convenience and criterion sample. A
convenience sample was utilized as this form of population sampling is expedient; though, it is
important to note that convenience sampling at times lacks an underlying purpose, which results
in an absence of critical information to lend to the research (Grembowski, 2001, p. 178). Given
this limitation, specific criterion sampling, which allows for specified cases to be selected for in
depth analysis, was also implemented in this study (Grembowski, 2001, p. 178).

The convenience sample was recruited derived from the Mays Cancer Center at UT
Health San Antonio-MD Anderson Cancer Center located in San Antonio, Texas. The criterion
for acceptance into the target population included: being a female of age 20 or above, have an
affirmed ICD-10 diagnosis of breast cancer, and either undergoing or have received cancer
treatment at the Mays Cancer Center between March 1, 2020 and August 31, 2021. The outlined
dates of diagnosis were imposed to correlate with the lockdown in Texas as a result of the
COVID-19 pandemic. Governor Greg Abbott instituted an executive order, GA-08, for the State
of Texas effective March 20, 2020. The executive order GA-08 limited social gatherings to no

more than 10 people, ordered people to avoid eating or drinking at bars and restaurants, abstain
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from visiting gyms or massage parlors, limited nursing homes and retirement home visits to
personnel providing direct care, and closure of all schools (Tex. Exec. Order GA-08). The
Mayor of San Antonio, Texas declared a Public Health Emergency with a city ordinance on
March 24, 2020. The San Antonio city ordinance aligned with the guidelines set forth by
Governor Abbott’s executive order; however, the ordinance extended the restrictions and put the
city of San Antonio on lockdown. The ordinance required that all individual’s residing in the
city of San Antonio stay at home and only go outside of the home to either seek health care or
necessary supplies such as food or sanitary items (S.A. City Ord., Declaration 8).

An a priori power analysis was conducted using G*Power 3.1.9 to determine the
minimum sample size required to find statistical significance using #-test analysis. With a desired
level of power set at .80, an alpha (a) level at .05, and a moderate effect size of .45 (p), the
researcher determined that a minimum of 33 participants would be required to ensure adequate
power (Cohen, 1988). For the qualitative component of the research study, it was estimated that
at least 15 individuals who completed the quantitative survey would be asked to partake in the
follow-up interview to reach data saturation with the caveat that should a consistent thematic
construct present itself prior to the completion of 15 interviews, the research investigator would

cease the qualitative data collection.

Protection of Human Participants

Prior to the commencement of the research study, approval was granted from the
Institutional Review Boards of the University of Texas Health San Antonio Mays Cancer Center
and Texas Woman’s University. Upon review by the Institutional Review Board at the
University of Texas Health San Antonio it was determined that the current research study

presented low risk and would only require for a participant to give verbal consent to participate.
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However, the researcher provided an information sheet detailing the research study and
procedures to each consenting participant to ensure informed consent (see Appendix A). In
addition, to ensure the integrity of the research, the survey responses were administered
electronically via REDCap and retained in REDCap for enhanced data security. Furthermore, to
minimize the risk of compromising the medical information and maintaining HIPAA
compliance, each research participant received a unique identifier within REDCap with their
medical record concealed (but not removed) to ensure the correct association between the
individual’s responses and the pertinent clinical data.

Data Collection Procedures

The current study design employed an explanatory sequential mixed method. The
research design for the current study contained a quantitative phase followed by a qualitative
phase. The quantitative phase of this research design was comprised of data collection of
specified variables such as gender, socioeconomic status, disease state, in addition to close-ended
Likert stylized questions. Upon the completion of quantitative data collection, an analysis was
conducted to further develop the next qualitative phase of the study. The qualitative phase
attempted to explain, in more detail, the quantitative findings (Creswell, 2014, p. 224).

To address this design, a thorough sampling was conducted in the quantitative phase of
the study utilizing the COVID-19: Impact of the Pandemic and HRQOL in Cancer Patients and
Survivors survey, which was followed by a purposeful audio-recorded interview of participants
in the qualitative phase to enrich the findings (i.e., further investigate the mechanisms of
interaction, extended data collection from the same participants in both phases). This
methodology allowed for analysis of items such as significant predictors, results of relating

variables, and/or insights on insignificant results (Creswell, 2014, p. 224).
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In order to achieve all the components of this research design, a detailed data collection
procedure was implemented. First, individuals who presented at the Mays Cancer Center
Radiation Oncology Department either for a new patient consult, weekly check-up, or follow-up
consult were offered information on the COVID-19 pandemic and this breast cancer research
study and asked if they were interested in enrolling. Individuals who decided to partake in the
study were provided with a participant information sheet. Upon consent, the research participant
was provided the opportunity to complete the COVID-19: Impact of the Pandemic and HRQOL
in Cancer Patient and Survivors survey (see Appendix B) electronically via REDCap and using a
patient education computer or iPad at the Mays Cancer Center. The Electronic Medical Record
System (EPIC) was utilized to garner descriptive variables including: age, gender, race, ethnicity,
education level, marital status, employment status, insurance status, cancer diagnosis, stage of
cancer, date of first radiation oncology consult, and date of first treatment. One week after
completing the survey, the principal investigator (PI) contacted each research participant to
invite them to participate in a 1-hour phone call interview. Though each research participant was
consulted about the opportunity to partake in a qualitative follow-up interview, the final number
of qualitative interviews was data driven and ended at the point of saturation and the
identification of a thematic construct. The interview detailed the individual’s experience and
rationale for declining medical care or seeking emergency care during the pandemic, the
psychosocial disruptions and resilience factors impacted by the COVID-19 health crisis, and the
ways each patient’s HRQOL was directly affected.

Instrumentation
The survey instrument utilized in this research study was the COVID-19: Impact of the

Pandemic and HRQOL in Cancer Patients and Survivors developed in 2020 by Dr. Frank
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Penedo and his team at the University of Miami Health Systems Sylvester Comprehensive
Cancer Center in collaboration with investigators from MD Anderson Cancer Center and the
University of California Los Angeles. Dr. Penedo and his team developed a new questionnaire,
drawing from published measures that have addressed the impact of previous pandemics as well
as disasters such as 9/11, in order to address the new need created by the COVID-19 pandemic
(Penedo et al., 2021). The overarching purpose of the survey questionnaire was to assess the
impact of the COVID-19 pandemic on cancer patients and survivors with the following concepts
in mind: COVID-19 exposure, risk factors, testing, isolation, seropositivity, hospitalization, loss
of significant others, financial loss, psychological distress brought on by the pandemic,
disruptions in healthcare and daily activities, valuation functional social support, perceived
benefits, stress management, as well overall health-related quality of life

(Penedo et al., 2021).

The survey contained 43 questions addressing: COVID experiences, psychological and
practical experiences to include COVID-19 specific distress both emotional and physical, health
care disruption and concerns, disruption to daily activities and social interactions, financial
hardship, perceived benefits, functional social support, perceived stress management, and
health-related quality of life. As reported by Penedo et al. (2021), these questions were based on
the functional assessment of cancer therapy-general (FACT-G) questionnaire. Item response
options for the COVID-19 experiences component of the questionnaire include nominal response
options (e.g., simply denoting a yes, no, do not know, or not applicable response) and Likert
scale responses of very dissatisfied, somewhat dissatisfied, neutral, somewhat satisfied, and very
satisfied. Whereas, the psychological and practical experiences component of the survey used

Likert scale responses only, which included strongly disagree, disagree, neither agree or
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disagree, agree, and strongly agree. The HRQOL section of the survey posed questions with
Likert style responses ranging from not at all, a little bit, somewhat, quite a bit, to very much
(see Appendix B). Finally, the various sections were compartmentalized to address the specific
notions of disruption and resiliency. Disruption-related questions addressed health care
disruptions and concerns, disruptions to daily activities and social interactions, and financial
hardship. Resiliency questions addressed perceived benefits, functional social support, and
perceived stress management (Penedo et al., 2021).

While the survey had the propensity to provide generous information on the impact of the
COVID-19 pandemic on cancer patients and survivors, it was vetted for reliability and validity
before it was included in this study. The validity of as instrument indicates that it measures what
it intends to; meanwhile, the reliability aspect signifies the consistency and stability of the
questionnaire (Creswell, 2014, p. 201). The HRQOL component of the survey, FACT-G, is a
widely used metric that is utilized often in cancer treatment and survivorship settings. Yanez et
al. (2013) verified the internal consistency reliability of the FACT-G with an alpha of 0.74.
Furthermore, the moderate to strong relationships shown thru statistical analysis of the variables
substantiate the validity of the questionnaire (Yanez et al., 2013). The remaining portion of the
survey was new and based on a specific COVID-19 subject matter that had just arose—the
COVID-19 pandemic and the psychosocial and practical experiences it can precipitate. To
address the validity and reliability of COVID-19 specific portion of the survey, Dr. Penedo was
contacted and he agreed to share preliminary evidence (see Appendix C). In their unpublished
study that utilized a convenience sample of 14,183 cancer survivors, strong reliability
(alpha = 0.90) and validity were found providing evidence of the strong relationships among the

investigative criteria (Penedo et al., 2021). While the survey was shown to be reliable,

44



participants’ completion of each question on the survey significantly impacts the study

conclusions. Therefore, to address any potential for missing data in the current study, submission

of the survey would only occur when all questions were answered.

Additional measures were employed to address reliability and validity in the qualitative

phase of the research. First, to ensure consistency in administration of the interview guide, only

the principal investigator conducted the follow up interviews. Second, the interviewer asked the

same open-ended probing questions to each participant:

1.

According to your survey responses, the psychosocial experience that caused the most
disruption to you during the COVID-19 pandemicis . Would you say that is
correct?

Can you please tell me a little more about this experience?

So, what I am hearing fromyouis . Do you feel that is an accurate statement?
According to your survey responses, the psychosocial experience that presented you
the most resilience during the COVID-19 pandemicis . Would you say that is
correct?

Can you please tell me a little more about this experience?

So, what [ am hearing fromyouis . Do you feel that is an accurate statement?
In regard to your quality of life, seems to have been affected the most
during the COVID-19. Would you say that is correct?

Can you please tell me a little more about this?

So, what [ am hearing from you is . Do you feel that is an accurate statement?
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10. Finally, during the COVID-19 pandemic you decidedto  a general medical
appointment, _ a cancer appointment or treatment and __ seek emergency
care at an urgent care facility or emergency room. Is that correct?

11. Can you please tell me a little more about why you made these decisions?

12. So, what I am hearing from youis . Do you feel that is an accurate statement?
Finally, triangulation of data and member checking were utilized during the qualitative data
collection process. Triangulation was done by examining the evidence found in the quantitative
analysis to build a coherent justification of themes that present themselves via the perspectives of
the research participants. Meanwhile, member checking occurred as quantitative findings and
themes were presented to the study participants themselves during the interview process to
ensure their accuracy.

Data Analysis

Statistical analyses were conducted using SPSS (Version 25 Package). Descriptive
statistics were completed for all variables to identify measures of central tendency and measures
of dispersion. In addition, independent z-test analyses were conducted to ascertain if any
difference existed between the groups, based on the nominal independent dependent variable of
COVID-19 virus status (positive or negative COVID-19 status), both personal and familial
status, for the ordinal dependent variables of disruption of life, resiliency, and HRQOL. To
identify the concepts of disruption and resiliency the following computation was performed
(Penedo et al., 2021):

e Disruption Composite Score was calculated by summing the Healthcare Disruption and

Concerns Subscale, Disruption to Daily Activities and Social Interactions Subscale,
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and Financial Hardship Subscale and dividing the sum by 15. The Disruption
Composite Score was presented as a mean score.

e Resiliency Composite Score was calculated by summing the Perceived Benefits
Subscale, Functional Social Support Subscale, Perceived Stress Management Subscale
and dividing the sum by 15. The Resiliency Composite Score was presented as a mean
score.

Furthermore, to assess statistical significance of the relationship between the nominal
independent variable of COVID-19 status (positive or negative), both personal and familial, and
the nominal dependent variable of attendance to a general medical appointment and cancer-
related appointment, a Chi-squared test was conducted. Additionally, because the assumption of
the Chi square test was violated, due an expected case count of less than five case of COVID-19
positive status, a Fishers exact test was performed. The effect size was also calculated by
subtracting the mean of the positive test group from the mean of the negative test group, and then
dividing that number by the pooled standard deviation (Green & Salkind, 2014). As a result, a
negative effect size was possible and would indicate more of an effect on the group that tested
positive for COVID-19.

Finally, qualitative analysis was conducted using thematic analysis. The participants
interviews were audio recorded and imported into NVivo software for transcription and analysis.
Thematic coding was used to determine prominent themes from the data specific to personal
experiences, the COVID-19 pandemic, disruption, resilience, HRQOL, and their decisions to

seek or decline medical care.
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Summary
The explanatory sequential mixed method research employed is a multifaceted approach.
The strength of this approach, while complex, is that it allowed for gathering data and enriching
the analysis by first examining quantitative data and then following up with probing qualitative
questioning. Conducting the qualitative interviews with knowledge of the quantitative findings
allowed the researcher to probe more specifically during the interviews and produce richer, more

detailed findings.
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CHAPTER 1V
RESULTS
Mixed Methods Results
The purpose of this mixed method research study was to explore the impact of the
COVID-19 pandemic on women in active treatment for breast cancer. The study investigated for
main topics: (a) disruption, (b) resilience, (c) the propensity to attend medical appointments in
person, and (d) HRQOL. This chapter presents, in order, the findings of the quantitative and
qualitative phases of the research.
Participants
In the spring of 2022, a total of 33 females, who were about to commence, currently
receiving, or had just completed radiation therapy at the Mays Cancer Center at the University of
Texas Health-San Antonio, were recruited to participate in the quantitative component of the
psychosocial impact of COVID-19 and breast cancer research study. Of the 33 participants, all
33 completed the quantitative survey and 15 participants completed the follow-up qualitative
interview. Most of the participants identified as White (81%) with the remaining (19%)
classifying as either Black, American Indian, or other. Regarding ethnicity, a majority of the
participants identified as Non-Spanish (57.6%) with the remaining reporting their ethnic
background as either Spanish/Hispanic/Latino/Not otherwise specified (39.4%), or unknown
(3%). Finally, most of the study participants reported that they were married (66.7%), while
others reporting being single (21.2%), divorced/separated (6.1%), living as married (3%), or
widowed (3%). The reported education of the participants varied, with associate degree/some

college being the most prevalent response at 27.3%. The varying responses for educational status
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are presented in Table 1, though many of the participants (66%) reported completing some type

of post-secondary education.

Table 1

Participants’ Education Level

Education Level Number Percent
Associate Degree/Some College 9 27.3%
High School Graduate/GED 8 24.2%
Advanced Degree 6 18.2%
Vocational/Technical School 2 6.1%
9-11th Grade 2 6.1%
Other 1 3.0%
Bachelor's Degree 5 15.2%
Total 33 100.0%

Employment status among study participants also varied with the greatest number of

participants reporting being employed full time (36.4%) or retired (27.3%). The full spectrum of

employment statuses of study participants is displayed in Table 2. Regarding health insurance

status and coverage, all the participants report having some form of health insurance and

coverage with 15.2% (n = 5) reporting insurance coverage through multiple health insurance

plans. The frequencies of insurance plan types as reported by the participants are depicted in

Figure 1.



Table 2

Participants” Employment Status

Employment Number Percent
Unemployed 3 9.1%
Retired 9 27.3%
Employed Full-Time 12 36.4%
Employed Part-Time 2 6.1%
Don't Know 1 3.0%
Not Able to Work Due to Illness 3 9.1%
Other 3 9.1%
Figure 1

Frequencies of Insurance Plan Types Reported by Participants

Frequencies of Insurance Plan Types Reported by Participants

Other NN 3
Individual Health Services Wl 1
Champus W |
Medicare I 1]
Medicaid I 7
Individual Plan I 13
Carelink | 2

Note. All 33 participants reported having medical insurance; 5 reported multiple insurers.
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Clinical Diagnosis
For all breast cancer patients, the stage of breast cancer diagnosis varies based on the
clinical identification of the tumor and the size of the tumor within the breast tissue (clinical
stage; see Figure 2). Breast cancer staging also includes consideration of the possible spread of
disease to other parts of one’s body (clinical metastatic stage; see Figure 3). For all participants,
this information was retrieved from their electronic medical record by the PI with the clinical and

metastatic breast cancer stages noted for the participants.

Figure 2

Frequency of Participants’ Breast Cancer by Clinical Stage

12 12
5
. m
- | | [ |
Unknown Tis T1 T2 T3 T4

Note. “TX: Primary tumor cannot be assessed; TO: No evidence of primary tumor; Tis: DCIS, or
Paget disease of the breast; T1 Tumor is 2 cm or less across.; T2: Tumor is more than 2 cm but
not more than 5 cm across.; T3: Tumor is more than 5 cm across; T4 Tumor of any size growing

into the chest wall or skin” (ACS, 2021).
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Figure 3

Percentage of Participants’ Breast Cancer by Metastatic Stage

6.1%

® Unknown = MO = MX

Note. MO: No distant spread is found on imaging or by physical exam; MX: Cannot be measured

(ACS, 2021).

Impact of COVID-19
Psychosocial Impact of COVID-19

This study aimed to investigate the impact, if any, of COVID-19 pandemic had on the
breast cancer patient’s sense of disruption and resilience. Within the following section, each of
these areas of psychosocial impact is addressed with support from quantitative and qualitative
evidence.
Disruption

Through survey responses, participants reported how, if at all, the COVID-19 pandemic
disrupted their life based on whether they or a family member tested positive for the COVID-19

virus. The researcher reported a composite disruption score of M = 1.8, SD = 0.7
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a=0.9. Descriptive statistics were computed, and the researcher concluded more strongly
agreed that factors limited disruption during the COVID-19; they were healthcare providers
taking necessary measures to address COVID-19 (M = 3.4, SD = .7) and having received
adequate information on prevention, protection, and care for COVID-19 from cancer care
workers (M = 3.0, SD = 1.1). The descriptive statistics for all the psychosocial questions specific
to disruption are displayed in Table 3.

Specific to disruption and a breast cancer patient’s personal and familial COVID-19
status, the following null (Ho) and research (H1) hypotheses were declared.

1. Ho: There will be no significant difference in disruption of life scores for breast cancer
patients who test positive for COVID-19 and those who test negative for COVID-19.

Hi: Breast cancer patients who test positive for COVID-19 will have increased disruption
of life scores compared those who test negative for COVID-19.

2. Ho: There will be no significant difference in disruption of life scores for breast cancer
patients whose family members test positive for COVID-19 and those whose family
members test negative for COVID-19.

Hi: Breast cancer patients who have a family member test positive for COVID-19 will
have increased disruption of life scores compared to those whose family members all test

negative for COVID-19.

Table 3

Descriptive Statistics of Psychosocial Questions on Disruption

Psychosocial Questions on Disruption M SD
My general medical care has been disrupted or delayed. 1.5 1.3
My cancer care or follow-up has been disrupted or delayed. 1.2 1.2
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Psychosocial Questions on Disruption M SD
I have experienced disruptions in day-to-day social interactions with

family and/or friends. 2.6 1.1
I have not been able to adequately take care of family members or friends

I provide for. 1.5 1.0
I have been unable to perform my typical daily routines (e.g., work,

physical activity, leisure activity). 2.1 1.2
I have experienced conflict with household members (e.g., spouse/partner,

children, parents, others). 1.1 1.0
I have had difficulty or been unable to perform my work as usual. 1.7 1.4
I have had difficulty taking care of my children's needs and/or balancing

their needs with other responsibilities. 1.5 1.0
I have experienced financial difficulties. 1.8 1.3
I have not been able to purchase or obtain basic necessities (e.g., food,

personal care products). 1.0 1.0
I have been anxious about losing or having lost my job, or my primary

source of income. 1.7 1.4
I have not been able to adequately provide for others I financially support. 1.1 1.0
I feel anxious about being able to maintain or not having adequate health

care insurance. 1.4 1.3

Note. Scale: 0 = Strongly Disagree, 1 = Disagree, 2 = Neither Agree or Disagree, 3 = Agree, and

4 = Strongly Agree

Two independent #-tests were conducted to ascertain whether an individual felt as though

their life was disrupted due to the COVID-19 pandemic based on their own or a family member’s

COVID-19 positive status. Results of the first analysis, which assessed whether a participant

(i.e., a female breast cancer patient) testing positive or negative for COVID-19 caused disruption

in their life, indicated no statistically significant difference. More specifically, there was no

statistically significant difference in disruption scores between the participants who tested
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positive for COVID-19 (M = 4.2, SD = 1.3) and those who did not test positive for COVID-19
(M=2.2,58D=0.8); #26) = 0.007, p = .99, d = .004. Therefore, the null hypothesis was
accepted.

The quantitative findings for disruption were affirmed by the participants’ responses to
the interview questions addressing their experience with the COVD-19 pandemic and how, if at
all, it caused disruption. Through the content analysis, two themes were identified that further
explained the limited disruption: timing of diagnosis and COVID-19 mitigation efforts. Some
participants perceived little disruption due to COVID-19 because of when they were diagnosed
during the pandemic. This is reflected in Susie’s remarks, “My breast cancer diagnosis came
after the peak of the pandemic so I had no disruption to my life or the care I have received.”
Similarly, Cecilia stated, “I did not start treatment until last summer, so it was post pandemic in
my view so I didn’t feel as though my life or care was disrupted.” Other participants shared how
COVID-19 prevention measures mitigated disruption impacts. For example, Kristina shared,
“Even though I knew I was immunocompromised, I felt safe because everyone was wearing
masks.” Similarly, Laura said, “The information and protection I was given made me feel safe in
coming to receive my treatments,” and Chelsea shared, “I was more worried about dying from
my cancer than COVID.”

A second independent #-test was conducted to compare disruption scores based on a
breast cancer patient’s familial COVID-19 status. There were no statistically significant
differences in the scores for disruption between the two groups: breast cancer patients whose
family member(s) had tested positive for COVID-19 (M = 1.9, SD = 1.3) and breast cancer
patients whose family members did not test positive for COVID-19 (M = 1.7, SD = 1.3);

t(31)=-0.67, p = .51, d = -.24. Therefore, the null hypothesis was accepted.
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Participants’ responses to disruption questions in the follow-up interview affirm and
further explain the statistically insignificant results of the quantitative analyses. The participants
shared that their lives were not disrupted by a family member’s COVID-19 status because of
COVID-19 mitigation behaviors of self-isolation and vaccinations. For example, Marilyn stated,
“I practiced isolation once we went on lock down so I was not concerned about getting COVID
from a family member.” Similarly, Eva commented, “We did not go see grandma or grandpa to
avoid getting COVID so I was not scared of getting the virus.” Others noted vaccinations as a
source of reassurance that likely contributed to low scores for disruption. Kaitlyn said, “I was
vaccinated, and life must go on,” while Kristin stated, “All of those around me including my

doctors were vaccinated so [ felt safe.”

Resilience

Another psychosocial impact that a breast cancer patient can face, based on whether they
or a family member has tested positive for the COVID-19 virus, is one’s sense of resiliency. The
researcher calculated a composite resilience score for each participant and for the total sample
(M =3.0,SD =0.5, o =0.9). The participants’ responses to psychosocial questions specific to
resilience were analyzed and descriptive statistics were calculated. From these descriptive
results, the researcher concluded that the participants agreed most strongly that they were more
grateful for each day (M = .3, SD = .1), gained a greater appreciation for family and close friends
(M=3.3,8D =0.9), received support from family and friends when needed (M = 3.3, SD = 1.0),
and were able to listen to others’ problems when needed (M = 3.3, SD = 0.9). Descriptive

statistics for each of the psychosocial questions specific to resilience are displayed in Table 4.
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Table 4

Descriptive Statistics of Psychosocial Questions on Resilience

Psychosocial Questions on Resilience M SD
I have greater appreciation for my family and close friends. 33 0.9
I have a deeper appreciation for life. 3.2 0.9
I have been more grateful for each day. 33 0.9
I have been more accepting of things I cannot change. 3.0 0.9
I have found new ways of connecting with family and friends. 29 09
I have used my experience in coping with cancer to deal with COVID-19. 29 038
I have received emotional support from family or friends when needed. 33 1.0
I have received tangible support (e.g., financial, practical) from family and

friends when needed. 2.5 1.2
I am or have been there to listen to other’s problem’s when needed. 33 0.9
I have helped others with financial and practical support. 2.8 0.8
I am to recognize thoughts and situations that make me stressed or upset about

COVID-19. 3.1 0.8
I am able to practice relaxation (e.g., deep breathing, meditation) when feeling

stressed about COVID-19. 2.8 0.9
I am able to seek information and plan accordingly to address concerns over

the COVID-19 pandemic. 30 0.8
I can re-examine negative thoughts and gain a new perspective when

concerned about COVID-19. 2.9 0.7

Note. Scale: 0 = Strongly Disagree, 1 = Disagree, 2 = Neither Agree or Disagree, 3 = Agree,

and 4 = Strongly Agree

As it relates to resilience and a breast cancer patient’s personal and familial COVID-19

status, the following null (Ho) and research (Hi1) hypotheses were declared:
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1. Ho: There will be no significant difference in resilience scores for breast cancer
patients who test positive for COVID-19 and those who test negative for COVID-19.
Hi: Breast cancer patients who test positive for COVID-19 will have decreased
resilience scores compared to those who test negative for COVID-19.

2. Ho: There will be no significant difference in resilience scores for breast cancer
patients whose family members test positive for COVID-19 and those whose family
members test negative for COVID-19.

Hi: Breast cancer patients who have a family member test positive for COVID-19

will have decreased resilience scores compared to those whose family members all

test negative for COVID-19.
Based on the results of the independent #-test, there were no statistically significant differences in
the scores for resilience between the two groups: breast cancer patients who had a negative
COVID-19 status report (M = 2.9, SD = 0.5) and those who tested positive for COVID
(M=3.3,8D=0.5), 1(26) =-1.40, p = .18, d = -0.69. Though this result signifies a moderate
effect size, the threshold of statistical significance p < .05 was not met. Therefore, the null
hypothesis was accepted.

A second independent #-test was conducted on resilience scores based on the participant’s

(i.e., breast cancer patient’s) familial COVID-19 status. The #-test for resilience for participants
who did not have a family member test positive for COVID-19 (M = 3.0, SD = 0.5) and for
participants who did have a family member test positive for COVID-19 (M = 3.0, SD = 0.5) did
not research statistical significance [#(31) =-0.22, p = .83, d =-0.08]. Therefore, the null

hypotheses must be accepted.
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A greater understanding of the participants’ ability to remain resilient during the
pandemic despite their own or a family member’s COVID-19 diagnosis, as well as their own
breast cancer diagnosis was identified from the interview responses. When the participants were
asked to detail what they felt made them resilient during the COVID-19 pandemic two common
themes emerged: appreciation and stress management. Specific to resilience and appreciation,
participants report gaining more appreciation for life, family, and friends. Sarah stated, “I gained
a better appreciation of family and friends since we could not see them.” In addition, Sue stated,
“I gained a greater appreciation for family and friends due to their support.” Other participants
shared sentiments of appreciation such as Cecilia, who commented, “I began to appreciate life
more and not take things for granted,” and Lucia, who stated, “I became more appreciate of
family and friends and those around you because you don’t know how much time you have.”

Stress management also contributed to the participants’ resilience. The participants noted
being cognizant of their stress as well as strategies for managing the stress. Betty stated, “I was
able to able to recognize my stress and managed it by reasoning everything out.” Sue also noted
her recognition of stress adding, “I was able to identify my stress and exercise helped me thru
[sic].” Juanita noted how her faith helped her manage her stress sharing, “I was able to
recognize my stress and thru faith [ knew everything would be okay.” Finally, Lucy and Esther
shared their strategy of having a positive outlook to manage stress. Lucy commented, “I had
more self-awareness and was able to manage my stress by having a good outlook on life;” while
Esther shared, “I managed my stress by family and friends reminding me that there is something

better around the corner.”
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COVID-19 Impact on Health-Related Quality of Life

The unexpected emergence of the COVID-19 pandemic had the potential to impact the
health-related quality of life of cancer patients, including the breast cancer patients participating
in this study. Within this study, impacts to HRQOL were measured specific to lack of energy,
physical pain, nausea, condition getting worse, sleep, ability to enjoy life, and being content with
the quality of one’s life. Descriptive statistics were computed for each of these variables, and the
researcher determined that participants were somewhat able to enjoy life (M = 2.9) and somewhat
content with the quality of their life (M = 2.8) during the time of the study participation. The

means and standard deviations for items measuring HRQOL are presented in Table 5.

Table 5

Descriptive Statistics on Health-Related Quality of Life

Health Related Quality of Life Questions M SD
I have lack of energy. 2.0 1.4
I have pain. 1.1 1.1
I have nausea. 0.5 0.9
I worry my condition will get worse. 1.8 1.4
I am sleeping well. 2.0 1.1
I am able to enjoy life. 2.9 1.0
I am content with quality of life right now. 2.8 1.1

Note. Scale: 1= Not at All, 2 = A Little Bit, 3 = Somewhat, 4 = Quite a Bit, and 5 = Very Much
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As related to health-related quality of life, the following null (Ho) and research (Hi)
hypotheses were formulated:

1. Ho: There will be no significant difference in HRQOL scores for breast cancer

patients who test positive for COVID-19 and those who test negative for COVID-19.
Hi: Breast cancer patients who test positive for COVID-19 will have decreased
HRQOL scores compared to those who test negative for COVID-19.

2. Ho: There will be no significant difference in HRQOL scores for breast cancer
patients whose family members test positive for COVID-19 and those whose family
members test negative for COVID-19.

Hi: Breast cancer patients who have a family member test positive for COVID-19
will have decreased HRQOL scores compared to those whose family members all test
negative for COVID-19.
An independent #-test was conducted to determine whether the individual’s COVID-19 status
affected their reported health-related quality of life. The #-test results, based on the individual’s
COVID-19 status and health related quality of life, were statistically non-significant #(26) = -
1.23, p =.23,d =-0.61, with a small to moderate effect on an individual’s quality of life based on
Cohen’s d effect size.

A second independent #-test was conducted if health-related quality of life was impacted
by a participant’s family members COVID-19 status (i.e., negative and positive COVID-19
status). The results of the 7-test did not reach statistical significance [#(31) =-0.93, p =.36,

d =-0.33]. Without statistically significant results, the null hypothesis must be accepted.
In follow-up interviews, the participants shared details suggesting that while they may

have issues or concerns, they were content with their lives and able to enjoy it. For example,
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Susie stated, “I am able to enjoy my life and am content,” and Betty shared, “I was able to enjoy
my life even with COVID.” Other participants shared that, despite specific concerns or issues,
they enjoyed their lives. For example, Kaitlyn commented, “Despite having a slight lack of
energy, I am able to enjoy my life,” and Juanita shared, “I worry about my condition getting
worse but am content and enjoy my life right now.” Similarly, when asked about the quality of
her life, Lucia shared, “Even though, I have had some trouble sleeping, I am still able to enjoy
my life and am content right now.”
COVID-19 Impact on Attendance of Medical Appointments
The final potential impact of COVID-19 examined was the impact the COVID-19
pandemic on the participant’s (breast cancer patient’s) decision to seek medical care. The null
(Ho) and research (Hi) hypotheses adopted for this study specific to the participants’ propensity
to seek out general or cancer related care during the COVID-19 pandemic were:
1. Ho: There will be no relationship between breast cancer patients’ COVID-19 status
(positive or negative) and their decision to seek medical care.
Hi: Breast cancer patients who test positive for COVID-19 will not seek medical care
while those who test COVID-19 negative will seek medical care.
2. Ho: There will be no relationship between breast cancer patients’ family members’
COVID-19 status (positive or negative) and their decision to seek medical care.
Hi: Breast cancer patients who have a family member test positive for COVID-19
will not seek medical care while those whose family members test COVID-19
negative will seek medical care.
Chi-squared tests were planned to examine the impact of COVID-19 status (both personal

and familial) on attendance of medical appoints. However, a chi-squared analysis could not be
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conducted because fewer than five participants in the sample reported a positive COVID-19
diagnosis. Instead, a Fisher’s exact test was performed to assess whether there were non-random
associations between the two categorical variables (i.e., positive, or negative for COVID-19). It
was concluded from this analysis that there was no association between COVID-19 status and a
breast cancer patient going to a general medical appointment in person during the pandemic with
a designated p = .06 (see Table 6). Conversely, an association was found between an individual
going to an in-person cancer appointment during the pandemic and their COVID-19 virus status
with a Fisher’s exact test result of 0.02. The strength of this association was found to be strong
using a difference of probability calculation, which determined the likelihood of an individual
who tested negative for COVID-19 attending a cancer appointment in person to be 62.6% higher
than when an individual tested positive for COVID-19 (see Table 7).

Chi-squared tests were conducted to examine the impact of COVID-19 status of family
members on attendance of medical appoints. Participants’ decision to attend a general medical
appointment was found to be impacted by a family members’ COVID-19 status as shown by
v* (1,33)=4.54, @ =.37, which denoted a statistically significant association with a small effect
size (see Table 8). The researcher determined thru a difference of probability calculation that
36% of breast cancer patients were more likely to attend a general medical appointment even if a
family member tested positive for COVID-19. Participants’ decision to attend their cancer-
related appointments was not found to be impacted by their family members COVID-19 status

with %? (1, 33) = 1.82, @ = .23 (see Table 9).
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Table 6

Attendance to In-Person General Medical Appointment by Personal COVID-19 Status

Attendance to In-Person General Medical Appointment

Personal COVID-19 Status Did Not Attend Attended
Negative 16 7
Positive 1 4k
*x%p - 06
Table 7

Attendance to In-Person Cancer Medical Appointment by Personal COVID-19 Status

Attendance to In-Person Cancer Medical Appointment

Personal COVID-19 Status Did Not Attend Attended
Negative 19 4
Positive 1 Jrxx
*xkp _ 02
Table 8

Attendance to In-Person General Medical Appointment by Familial COVID-19 Status

Attendance to In-Person General Medical Appointment

Familial COVID-19 Status Did Not Attend Attended
Negative 15 4
Positive 6 QHH*

win? (33) = 4.54, @ =37
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Table 9

Attendance to In-Person Cancer Appointment by Familial COVID-19 Status

Attendance to In-Person Cancer Appointment

Familial COVID-19 Status Did Not Attend Attended
Negative 15 4
Positive 6 gF**

wkky2 (33) = 1.82, @ = .23

To garner more insight into the quantitative results and breast cancer patient’s propensity
to attend their medical appointments in-person, a follow-up interview was conducted. The
participants were asked about their decision-making process specific to attending medical
appointments in-person and three themes were identified: (1) protective measures in place at
medical facilities made the individual feel safe, (2) the need to truly understand the cancer
treatment that lies ahead of them, and (3) the need to understand the risk to benefit ratio of going
to the doctor in person.

Regarding feeling safe at medical facilities, Susie and Kaitlyn both shared that they
attended all of their medical appointments in-person because they knew they could do so safely
with a mask and being vaccinated. Specific to attending in-person medical appointments, Lucy
added, “I felt as though I was safe because of all the protocols in place.” Study participants also
indicated that they were keen on understanding what their medical care entailed; therefore,
attending in-person doctor’s appointments were the preferred method, regardless of COVID
status. For example, Juanita said, “I wanted to learn more about my cancer treatment, so I felt as

though I needed to be there in person.” Other participants shared sentiments that emphasized the
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exchange of information between patient and medical provider that occurs with in-person
appointments. This sentiment is reflected in Marilyn’s response, “I have experienced a
communication breakdown, so I needed to be there in person;” and Betty’s response, “I prefer to
speak to my doctors in person.”

Participants also considered the risk of getting COVID compared to the benefit of seeing
a medical professional in-person when deciding whether or not she would attend a medical
appointment. For example, Juanita shared how she compared the risks and benefits when she
stated, “I am vaccinated so receiving treatment outweighs the scare of getting COVID.”
Similarly, Eva shared, “I would have more anxiety if I did not keep my appointments... and
because I did, they caught something.” Other participants emphasized the time-sensitive nature
of cancer treatments when comparing the risks and benefits, such as Susie, who commented, “I
did not have time to be messing around with my breast cancer treatment.”

From the results of data analysis the researcher determined that the COVID-19 pandemic
had no statistically significant impact on the participants’ sense of disruption, resilience, and
HRQOL. The participant or their family member testing positive for COVID-19 did, however,
impact their attendance at in-person medical appointments. Results from qualitative data
analysis affirmed the quantitative findings and provided additional insights. Being well informed
about, engaging in, and having medical personnel adhere to COVID-19 mitigation efforts (e.g.,

masks, vaccinations) positively contributed to the disruption, resilience, and HRQOL findings.

67



CHAPTER V
DISCUSSION

This explanatory sequential mixed method design sought to explore the psychosocial
impact of COVID-19 on the experience of breast cancer patients. Eight research questions
guided the quantitative phase of this study and focused on the breast cancer patient’s personal
and familial experience with COVID-19 related to disruption of life, resilience, HRQOL, and
their decision to seek medical care. In the qualitative phase, a deeper exploration of the lived
experiences of the breast cancer patients was sought by examining how COVID-19 affected their
disruption, resilience, propensity to attend medical appointments in-person, and health-related
quality of life.

Extending the seminal work of Penedo et al. (2021), this current study contributes to the
literature on breast cancer patients experience during the COVID-19 pandemic. This study
detailed how COVID-19 impacted females in Texas that had been diagnosed with breast cancer
and who were in the midst of or had completed radiation therapy during the pandemic. More
specifically, the study explored the impact of COVID-19 on female breast cancer patients’
resilience, disruption of life, HRQOL, and medical appointment attendance. This chapter
presents a discussion of the findings with implications for practice, limitations, and suggestions
for future research.

Discussion of Research Questions

The purpose of this explanatory mixed methods study was to investigate breast cancer
patients who lived in Texas and were undergoing radiation therapy, their unique personal and
familial experience with COVID-19 virus and the impact that the pandemic has had on ideals

such as disruption of life, resiliency, HRQOL, and medical care decision making. Disruption of
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life in this research study is inclusive of healthcare, daily activities, social interactions, and
financial hardship. When assessing disruption of health care items such as a delay was medical
care, or a medical appointment being rescheduled were analyzed. In addition, inability to take
care of family members or go to work as usual were examples of items under scrutiny when
inquiring into the disruption of daily and social activities as a result of the pandemic. Finally,
regarding financial hardship due to COVID-19, areas such as the inability to purchase necessities
and a loss of financial support were analyzed.

Whereas, perceived benefits, functional social support, and perceived stress management
assessed the resiliency factor. Perceived benefits in this research study were measured in terms
of things such as having a deeper appreciation of family, friends, and life. As for functional
social support, receiving and/or giving emotional support to family or friends is an example of
how this component of resilience was assessed. The final component of resilience, perceived
stress management, was addressed by analyzing such items such as the ability to recognize
thoughts or situations that lead to stress as a result of COVID-19 and one’s ability to practice
relaxation methods when feeling stressed due to the pandemic. In addition, a valuation of
medical decision-making was based on whether a medical appointment was cancelled due to the
COVID-19 pandemic and if emergency medical care was sought. Finally, one’s HRQOL was
evaluated by looking into how they were feeling physically regarding such things as pain and
energy level as well as how they directly rated their quality of life at the moment of study
participation.

The current research study was focused on examination of the factors of: (a) disruption,
(b) resilience, (c) propensity to attend medical appointments in-person, and (d) HRQOL. Each

factor was analyzed separately across groups comparing those within the study population who
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had tested positive for COVID-19 test during the pandemic to those within the study population
who never tested positive for the COVID-19 virus. In addition, a separate analysis was
conducted for each of the respective factors to further ascertain if any effect presented itself if a
family member tested positive for COVD-19 during the study period. Once again groups were
generated based on a family member either testing positive or negative for the virus and the
impact it had on a breast cancer patient’s sense of disruption, resilience, medical decision
making, and HRQOL. While literature specific to the impacts of COVID-19 on breast cancer
patients is still emerging, the findings of the current study do appear to be supported by the
limited existing literature.
RQ1 and RQ2: Did a breast cancer patient’s personal or family experience with COVID-19
and their virus status have an impact their disruption of life?

It was hypothesized that a breast cancer patient’s personal COVID-19 status as well as
that of a family member would increase disruption with a positive COVID-19 virus test. From
the study results, the researcher concluded that that neither personal nor familial COVID-19 viral
status increased a breast cancer patient’s disruption of life. These findings, inclusive of
comments such as, “My breast cancer diagnosis came after the peak of the pandemic, so I had no
disruption to my life or the care I received,” are supported by research findings published in
2021 and 2022.

Ludwigson et al. (2022) reported only 18% of breast cancer patients had delayed care due
to the COVID-19 pandemic. Further, Bartmann et al. (2021) reported that for breast cancer
patients (receiving neoadjuvant, adjuvant, or palliative treatments), distress before and during the
COVID-19 pandemic remained virtually the same and did not show any statistically significant

change across the pandemic. In their cross-sectional study of 50 breast cancer patients whose
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surgeries were postponed due to COVID-19, Soriano et al. (2021) reported similar findings. The
authors reported that, while the COVID-19 pandemic seemingly disrupted health care in general,
the breast cancer patients unequivocally denied that the pandemic causes them any distress in
finances or resource access and reported only low to moderate levels of psychosocial distress.
Breast cancer patients who reported disruptions of life and unmet needs were single, employed
part-time, and had three or more comorbidities (MiroSevic et al., 2022).
RQ3 and RQ4: Did a breast cancer patient’s personal or family experience with COVID-19
and their virus status have an impact on their resilience factor?

The researcher hypothesized that one’s personal and familial COVID-19 viral status
would decrease resilience with a positive COVID-19 test. Upon analysis, the researcher found
that neither one’s personal nor familial COVID-19 status had any statistical significance on
resilience. While not statistically significant, a moderate effect size was found for resilience
among breast cancer patients who tested positive for COVID-19. The participants in the current
study acknowledged their sense of resilience by having a greater appreciation for those around
them as well as a having a heightened awareness of stress and strategies for managing it.

The findings of the current study are substantiated by the literature including the work of
McAndrew et al. (2022), who reported that cancer patients had unexpected positive experiences
as a result of the pandemic such as feelings that having cancer had better prepared them for the
unknown allowing for them to take everything in stride. In addition, Chia et al. (2021) reported
cancer patients’ tendency to downplay the COVID-19 pandemic and view it as out of their
control. As reflected in Lucia’s poignant statement, “I became more appreciate of family and
friends and those around you because you don’t know how much time you have,” Chia et al.’s

research supports this study’s breast cancer patients’ resilience, which was reinforced by acts of
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appreciation and stress management. Furthermore, Chiesi et al. (2022) reported breast cancer
patients who displayed traits of optimism, hope, mindfulness, self-efficacy, and courage
presented with less anxiety, depression, and stress despite the COVID-19 pandemic.
RQS and RQ6: Did a breast cancer patient’s personal or family experience with COVID-19
and their virus status have an impact on their health-related quality of life?
Specific to HRQOL, the researcher hypothesized that HRQOL would be decreased by an
individual’s and/or familial positive COVID-19 test. However, the researcher concluded from
the analysis of the data that a breast cancer patient’s COVID-19 viral status and that of their
family members did not statistically significant impact their health-related quality of life.
Instead, despite the pandemic, current participants reported enjoyment of their life and being
content with their quality of life. These findings are consistent with Petrillo et al. (2022), who
also reported no impact on HRQOL among cancer patients during the COVID-19 pandemic.
Furthermore, Aldhahi et al. (2021) reported breast cancer patients who displayed resilience
during the COVID-19 displayed higher quality of life.
RQ7 and RQ8: Did a breast cancer patient’s personal or family experience with COVID-19
and their virus status have a relationship with their decision to seek medical care?
Finally, the researcher hypothesized that a breast cancer patient’s personal experience
with COVID-19 and their viral status as well as that of a family member would impact their
decision to seek medical care with those who test COVID-19 positive not seeking medical care.
However, attendance to general medical appointment for the breast cancer patients in the current
study were not impacted by their COVID-19 status (e.g., COVID-19 status did not dissuade
participants from seeking or attending their general medical appointments). In addition, a family

member’s COVID-19 status did not affect the decision of breast cancer patients in the current
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study to attend a cancer-related medical appointment. Whether a family member tested positive
or negative for COVID-19, participants in the current study sought and attended cancer-related
medical appointments. However, the researcher found that an individual’s COVID-19 status
impacted their decision to attend cancer-related medical appointments, with individuals testing
negative for COVID-19 attending a cancer-related medical appointment at a 62.6% higher rate
than those who tested positive for COVID-19. Breast cancer patients who tested negative for
COVID-19 were more likely to maintain their schedule of cancer treatments.

Furthermore, the researcher determined that a family member’s COVID-19 status
impacted a breast cancer patient’s propensity to attend a general medical appointment, with 33%
of participants attending a general medical appointment even if a family member tested positive
for COVID-19. This finding was not surprising given the participants preference for in-person
medical appointments, as well as the possibility that the general medical appointment could have
included being seen by a medical professional about their potential COVID-19 exposure, and/or
tested for COVID-19 during the appointment. The likelihood of attending medical appointments
and preference for in-person appointments is supported by the work of Gotlib Conn et al. (2021),
who reported that cancer patients prefer in-person physician visits to virtual ones. In fact, the
authors reported that only 4.5% of their study participants even considered cancelling their in-
person treatment because the patients felt as though their physician could better assess their
health, and the chances of forgetting to ask an important question to their health care professional
was minimized if they were seen in-person (Gotlib Conn et al., 2021).

The current finding related to the protective protocols enacted by medical doctors and
institutions that allowed participants to feel safe and protected is also reflected in the literature.

The sentiments shared by Susie in her comment, “ I attended all of my medical appointments in

73



person because [ knew I could do it safely with a mask and being vaccinated,” reflects the cancer
patient’s consideration of the risk-to-benefit ratio of attending a medical appointment and the
sense of safety and trust in the COVID-19 mitigation protocols in place. The reported sense of
safety and trust observed in the present study, was also reported in the work of Chia et al. (2021)
who examined cancer patients’ care management during the COVID-19 pandemic. Participants
in the current study shared concerns and experiences similar to that of participants in the Chia et
al. (2021) study, whose “resolve was supported by a sense of safety from the actions of
authorities, hospitals and trust towards healthcare providers” (p. 1).
Implications for Practice

As documented by the quantitative and qualitative findings of this research study, and
consistent with the literature (e.g., Gotlib Conn et al., 2021), cancer patients tend to seek and
keep their medical appointments despite being amid the COVID-19 pandemic when measures
are implemented that allow the patients to feel safely while doing so. For example, study
participants attributed that being vaccinated for COVID-19 and having personal protection from
a mask was helping them feel safe to attend their medical appointments. Therefore, a direct
implication of this research to health care practice is the importance of sharing fact-based
knowledge (e.g., the availability of a vaccine for a new virus), as well as the implementation of
protocols to mitigate transmission of a virus. These efforts support the resilience of cancer
patients and lessen disruptions to their much-needed cancer treatments. Efforts to support the
cancer patient as they navigate the risk-to-benefit decision-making process may also support
their resilience and improve their HRQOL (e.g., lessening anxiety and distress). In translating
this research to practice, four of the Eight Areas of Responsibility as defined by the National

Commission of Health Education Credentialing (NCHEC, 2020) appear to be of considerable
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importance to health education specialists. They are Area of Responsibility I: Assessment of
Needs and Capacity, Area II: Planning, Area III: Implementation, and Area VI: Communication
(NCHEC, 2020). For example, as it relates to the findings of this study, competencies and sub-
competencies of Area | are critical to health education specialists being able to determine key
factors impacting the health of the breast cancer patients (i.e., priority population), the capacity
(i.e., available resources and interventions) to support their health, and ultimately the needs of
the breast cancer patients. Further, it appears critical that health education specialists
demonstrate Area Il competencies and sub-competencies of engaging with the priority
population (i.e., breast cancer patients), partners (i.e., health care providers), and other
stakeholders in identifying desired health outcomes (i.e., COVID-19 mitigation) and planning
needed health education and interventions (i.e., health education on social distancing and mask
wearing, provision of masks, implementation of social distancing practices in the office).

By demonstrating competence across the NCHEC Areas of Responsibility, health education
specialists can enhance patients’ probability of appointment compliance, resiliency, and health-
related quality of life, all while minimizing disruptions.

To increase the chance of a breast cancer patient maintaining an optimal HRQOL, a sense
of resiliency, minimal disruption to life, and a commitment to attend medical appointments,
health educators and/or promotors should use the information reported in this research study as a
call to action and assess the needs of the cancer community and the capacity to meet that need.
The first step in converting research findings into action is assessing the needs and resources
reported by the individuals. This helps identify where a lack of knowledge existed, and poor
practices hindered the community under investigation. During an unanticipated public health

emergency (i.e., COVID-19 pandemic), the breast cancer community identified their personal
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need to attend medical appointments in person, having fact-based knowledge on the COVID-19
virus, and information on possible COVID-19 mitigation efforts to ensure their safety while
undergoing their cancer treatment.

The identification of these needs for breast cancer patients helps foster a foundation for
health education and promotion practices. Acknowledging a breast cancer patient’s desire to
attend medical appointments in person can be addressed by health care institutions adhering to
the CDC (2022a) guidelines of prevention, which include avoiding crowded places, increasing
distance between yourself and others, wearing a mask at a health care practice, and by
developing and implementing a plan that details each of those necessities. The planning process
should involve forecasting the need of a mask for each patient for the duration of their radiation
treatment; and implementing an intervention that provides each patient with a supply of masks
for use when attending medical appointments that is sufficient to cover the duration of their
treatment period and having additional masks available on-site if needed. Additionally, health
care facilities can ensure physical distancing by having at least six feet between available seats
and by minimizing the number of people in a waiting room at any given point in time by
implementing a web-based form of appointment check-in. To further ensure communication
between heath educators and the cancer community, flyers displaying updated COVID-19
prevention measures as well as where vaccinations are administered can be posted throughout
the clinic. Finally, health care professionals can speak to their patients about the importance of
being vaccinated given their immunocompromised state due to cancer treatments. Collectively,
implementing such practices will aid in keeping the cancer community safe during the
COVID-19 pandemic. The cancer community itself has displayed its propensity to partake in

safety measures to help prevent contracting COVID-19. Sah et al. (2020) reported 98% of cancer
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patients complied with preventative measures including the use of face masks and social
distancing. Even with these mitigation measures, the physician-to-patient rapport must not be
overlooked as cancer patients’ acceptance of the COVID-19 vaccines rose from 61.8% to 91.2%
when it was recommended by a physician (Chun et al., 2021).

Additionally, health educators and promotors should ensure the integrity of the mitigation
measures established by the program by evaluating them quarterly. Cancer patients receiving
treatments within the facility can be surveyed with a few questions such as: 1) Was a face mask
available to you when arrived at the clinic? 2) Was a seat in the waiting room available for you
when you arrived to the clinic? 3) Did you check in at the front desk or on-line? 4) Did someone
speak to you about the COVID-19 vaccine? The information gleamed by a brief survey allows
health educators and promotors administering the program to assess utilization of the program
components as well as identify any areas that may need to be addressed. The ability to make
timely adjustments to the program, if needed, can also help minimize disruption of life as well as
aid in a cancer patient’s sense of resilience and HRQOL.

Limitations and Recommendations for Future Research

While this study’s findings are consistent with previous findings (e.g., Gotlib Conn et al.,
2021; Soriano et al., 2021) on the new topic of the COVID-19 pandemic and its impact on the
cancer population, there are some limitations to this research that should be noted.
Generalizability across the general cancer population and their caregivers does not exist because
the current study was conducted at only one cancer center in the southwestern United States and
the study’s sample population was female-only breast cancer patients, all of whom were English
speaking. In addition, despite conducting an a priori power analysis to ensure adequate power

and establishing 33 participants as an acceptable sample size, only 15.2% (n = 5) of the
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participants reported testing COVID-19 positive; therefore, the results may be skewed due to the
abnormal distribution among the COVID-19 positive and negative groups. Sample size
limitations attributed to unequal numbers of COVID-19 positive and negative participants may
have impacted the statistical power needed to find group significance and reject the null.

Larger and on-going studies are warranted as the pandemic ramifications evolve and the
COVID-19 virus mutates. Longitudinal COVID-19 research studies involving the cancer
community are critical to support current and future cancer patients as well as their caregivers.
Longitudinal studies can provide researchers, practitioners, and patients, with a more
comprehensive understanding of cancer patients psychosocial health factors against the backdrop
of an on-going pandemic. Findings from multi-faceted longitudinal studies could help inform
healthcare providers and aid their ability to address psychosocial health among cancer patients in
a timely manner, which can lead to improved outcomes for cancer survivors. In addition,
researchers can use this information to better understand what causes a cancer patient to
experience increased or decreased resilience, disruption, and HRQOL during a pandemic, which
can aid in the development of health education programs to be implemented during future
pandemics. A proactive approach to overall health care of the cancer community should be
pursued in order to be best prepared to address their needs when another epidemiologic outbreak
presents itself.

In addition to longitudinal studies of cancer patients during the COVID-19 pandemic,
studies should be conducted regarding the impacts and preferences of patients using virtual
medical care. As an unintended consequence of the COVID-19 pandemic, virtual health care
became more prevalent as insurance models changed. De et al. (2022) reported that 33% of

oncology patients utilized telemedicine services at the peak of the pandemic that then dropped to
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15% when the national lockdown concluded. Researchers can explore these shifts in
telemedicine usage and why cancer patients engaged in telemedicine. Furthermore, for the
cancer patients that attended in-person appointments, researchers should investigate whether
barriers to access played a role in their decision to attend their cancer appointment in the clinic.

Finally, the COVID-19 pandemic and its impact on cancer patient caregivers is also an
area in need of investigation. Akkus et al. (2022) reported that a vast majority (82.4%) of cancer
patient caregivers stated fear of a patient contracting COVID-19 and 42% reported difficulty
getting to a medical appointment. Furthermore, Cona et al. (2022) stated 58.8% of cancer care
givers experienced anxiety and 19.8% felt fear of not managing their patients care at home
properly during the pandemic. These findings show the need to explore methods to mitigate
barriers to health care in times of public health emergencies and the possible psychosocial impact
on caregivers on susceptible populations, such as cancer patients.

Conclusion

A cancer diagnosis of any kind has the propensity to impact the daily life of a person
substantially. Adding an unexpected viral pandemic of unknown origin that is highly
transmissible had the potential to further impact the life and cancer treatment for the individual.
Supported by qualitative and quantitative results, the current study provides insights into the
possible effects of a pandemic on a person’s resiliency and quality of life amid the unknown. As
reported, and despite the pandemic, breast cancer patients in the current study remained resilient
and reported a good quality of life. Disruptions to their cancer care were limited, and their
resilience factor manifested itself through a greater appreciation of each day as well as a greater

appreciation of family and friends. Furthermore, while receiving radiation treatments for their
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cancer during the unprecedented times of the COVID-19 pandemic, study participants reported

enjoyment and contentment with life.
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APPENDIX A
PANDEMIC’S IMPACT ON PSYCHOSOCIAL AND HEALTH-RELATED QUALITY OF
LIFE OF BREAST CANCER PATIENTS: INFORMATION SHEET

Information Sheet about participation in a research study titled: COVID-19: A Pandemic’s
Impact On Psychosocial and Health-Relathed Quality Of Life Of Breast Cancer Patients

Who is conducting the study?
Irma Corona, M.S.R.S, CMD, Senior Medical Dosimetrist, Radiation Oncology, Mays Cancer
Center, is conducting this study and is responsible for protecting your rights, safety and welfare
as a participant in the research.
What is the purpose of the research?
The purpose of the research is to evaluate the impact that the COVID-19 pandemic has had on
the psychosocial and health related quality of life of breast cancer patients.
Who is being asked to participate?
Mays Cancer Center breast cancer patients who are scheduled to receive, are currently receiving,
or have completed radiation treatment in the outpatient setting will be asked to participate in this
research study. Planned enrollment is a total of 40 patients.
Do you have to be in this study?
You do not have to participate if you don’t want to. You may also leave the study at any time. If
you decide not to take part in this study or leave the study before it is finished, there will be no
penalty to you, you will not lose any benefits to which you are entitled, and your doctor will
continue to treat and see you.
Procedures

e At one of your visits (new patient, weekly during treatment, or follow-up), you will

receive a survey consisting of 50 questions regarding: your COVID 19 experiences,
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emotional and physical reactions you may have encountered during the pandemic, health
care disruptions/concerns that may have arisen, disruption of daily activities that may
have come to light, financial hardship that you may have incurred, positives that you may
have experienced during the pandemic, support you may have received, the stress you
may have experienced and how you may have managed it, and how COVID-19 impacted
your health-related quality of life (research only).

e At the time of your visit you will have the opportunity to complete the survey via iPad or
computer in a patient education room. You may also choose another day to complete the
survey, if you prefer.

e A week later you may be contacted to complete a short follow-up audio recorded
interview (research only).

e During the study, the researcher will also review your medical records to collect
information about you and the treatment your receiving at Mays Cancer Center (research
only).

Future Use of Your Information Collected as Part of Your Participation

Identifiers may be removed from your identifiable private information and after the removal of
1dentifiers, the information could be used for future research studies or distributed to another
investigator for future research studies.

Risks and Benefits

While you may not receive any direct benefit from participating in this research, we hope the
information learned from this study will benefit other people with similar conditions in the

future.
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If you feel uncomfortable answering questions or participating in the survey let the investigator
know. You do not have to respond to any question that you do not feel comfortable answering.
Your responses will be kept confidential.

Although rare, it is possible that there may be a breach of confidentiality, which is serious.
However, the researchers have taken steps to minimize this risk such as keeping the research
materials in a secure, locked location.

Confidentiality

Information we learn about you in this study will be handled in a confidential manner, within the
limits of the law. If we publish the results of the study in a scientific journal or book, we will not
identify you. The Institutional Review Board and other groups that have the responsibility of
monitoring research may want to see study records which identify you as a subject in this study.
Research policies require that private information about you be protected and this is especially
true for your health information. However, the law sometimes allows or requires others to see
your information. The information given below describes how your privacy and the
confidentiality of your research records will be protected in this study.

What is Protected Health Information (PHI)?

Protected Health Information is information about a person’s health that includes information
that would make it possible to figure out who the individual is. According to the law, you have
the right to decide who can see your protected health information. If you choose to take part in
this study, you will be giving your permission to the investigators and the research study staff
(individuals carrying out the study) to see and use your health information for this research
study. In carrying out this research, the health information we will see and use about you will

include: your race and ethnicity, age at time of enrollment, disease site, disease stage, preferred
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language, education level, marital status, employment status, insurance status, date of 1%
radiation oncology consult, and date of 1% radiation treatment. We will get this information by
asking you or by looking at your chart at Mays Cancer Center.
How will your PHI be shared?
Because this is a research study, we will be unable keep your PHI completely confidential. We
may share your health information with people and groups involved in overseeing this research
study including:
e The committee that checks the study data on an ongoing basis, to determine if the study
should be stopped for any reason.
e The members of the local research team
e The Institutional Review Board and the Compliance Office of the University of Texas
Health Science Center at San Antonio, and other groups that oversee how research
studies are carried out.
e The Research offices at the University of Texas Health Science Center at San Antonio
If you decide to participate in this study, you will be giving your permission for the groups
named above, to collect, use and share your health information. If you choose not to let these
groups collect, use and share your health information as explained above, you will not be
able to participate in the research study.
How will your PHI be protected?
In an effort to protect your privacy, the study staff will use code numbers instead of your name,
to identify your health information. Initials and numbers will be used on any study materials
containing health information that are sent outside of the Mays Cancer Center for review. If the

results of this study are reported in medical journals or at meetings, you will not be identified.
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Do you have to allow the use of your health information?

You do not have to allow (authorize) the researchers and other groups to see and share your
health information. If you choose not to let the researchers and other groups use your health
information, there will be no penalties but you will not be allowed to participate in the study.
After you enroll in this study, you may ask the researchers to stop using your health information
at any time. However, you need to say this in writing and send your letter to Irma Corona, Mays
Cancer Center, Department of Radiation Oncology, MC7889, 7979 Wurzbach Road, San
Antonio, TX 78229. If you tell the researchers to stop using your health information, your
participation in the study will end and the study staff will stop collecting new health information
from you and about you for this study. However, the study staff will continue to use the health
information collected up to the time they receive your letter asking them to stop.

Can you ask to see the PHI that is collected about you for this study?

The federal rules say that you can see the health information that we collect about you and use in
this study. Contact the study staff if you have a need to review your PHI collected for this study.
How long will your PHI be used?

By agreeing to participate in this study, you agree to let us use and disclose your health
information for purposes of the study until the end of the study. This permission to use your
personal health information expires when the research ends, and all required study monitoring is
over.

Contact Information

Contact Irma Corona at 210-450-1040 or Coronai@uthscsa.edu for questions or comments.

The University of Texas Health Science Center committee that reviews research on human

subjects (Institutional Review Board) will answer any questions about your rights as a research
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subject and take any comments or complaints you may wish to offer. You can contact the IRB by
calling 210-567-8250, or by mail to IRB, UTHSCSA, Mail Code 7830, 7703 Floyd Curl Drive,
San Antonio, TX 78229-3900.

This form is yours to keep.
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APPENDIX B
COVID-19: IMPACT OF THE PANDEMIC AND HRQOL IN CANCER PATIENTS AND
SURVIVORS SURVEY

COVID-19: IMPACT OF THE PANDEMIC AND HRQOL IN CANCER PATIENTS
AND SURVIVORS
I. COVID-19 EXPERIENCES
Please answer the questions below to the best of your knowledge. If the item is not
applicable, please select N/A. If you do not know the answer, please select D/K.
1. To your knowledge, have you been exposed to someone with COVID-19? Yes No D/K
2. Have you been tested for COVID-19? Yes No D/K

a. How many days ago were you tested?  Days

b. If tested, was your result positive: Yes No D/K

c. If positive, are you currently experiencing COVID-19 symptoms? Yes No D/K
3. If you tested positive for COVID-19, were you hospitalized? Yes No N/A

a. If you were hospitalized, how many nights were you in the hospital?  Nights N/A
4. Did a family member or a member of your household test positive for COVID-19?

Yes No D/K

a. Ifyes, howmany?  N/A
5. Did a family member or a member of your household die of COVID-19? Yes No

a. If yes, did they have COVID-19 symptoms (e.g., fever, cough)? Yes No
6. Were any friends, co-workers or neighbors diagnosed with COVID-19? Yes No

a. Ifyes, how many?

7. Did a friend, co-worker or neighbor die of COVID-19? Yes No

109



a. If yes, how many?  N/A
8. If you practiced social isolation/stay at home/quarantine, for how many days did it last (total
number of days up to today if still practicing isolation)?  N/A
9. Do you have any of the following risk factors or experienced symptoms associated with
COVID-19:

a. 60 years of age Yes No

b. Comorbidities such as diabetes, hypertension, kidney disease, and/or respiratory

illnesses (e.g., COPD, asthma) Yes No

c. International travel or travel to COVID-19 hotspots Yes No

d. Exposure to someone who tested positive to COVID-19 Yes No

e. Visiting/working in a nursing home or hospital Yes No

f. Fever Yes No

g. Dry cough Yes No

h. Shortness of breath Yes No
10. Did you lose your job or primary source of income due to COVID-19? Yes No N/A
11. Did your spouse or partner lose their job or primary source of income? Yes No N/A
12. If employed, are you currently: ~ working from home  commuting to work N/A
13. Due to COVID-19, my household income has:  Decreased  Increased  Not changed

a. If your income decreased, what was the reason (check as many as apply):

__Lostjob  Spouse/Partner lost job  Assisting family

___Inability to work at home  Other

b. If your income increased, what was the reason (check as many as apply):

__ Started anew job _ Spouse/Partner started new job My work became busier
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__ Other
14. How often are you spending time outside your home?

__Notime onceaweek every2-3 days  normal routine
15. Are you accomplishing more or less (e.g., activities, tasks, hobbies, interests)? More Less
Same
16. Due to COVID-19, did you decide not to:

a. Attend a scheduled in-person general medical appointment not cancelled due to

COVID-19?

Yes No

b. Attend a scheduled in-person cancer appointment or treatment not cancelled due to

COVID-19?

Yes No

c. Seek emergency care in an urgent care facility or emergency room? Yes No
17. Did you participate in a Telehealth medical appointment (e.g., Zoom, Facetime) since
COVID-19 pandemic? If yes, how many?
If yes, how many were for cancer care? ~ How many were for other medical
care?
18. If you had a Telehealth appointment for cancer care, how satisfied are you with your
experience?

__Very dissatisfied  Somewhat dissatisfied  Neutral  Somewhat Satisfied

__Very Satisfied

19. If you had a Telehealth appointment for general care, how satisfied are you with your

experience?
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_ Very dissatisfied  Somewhat dissatisfied  Neutral  Somewhat Satisfied
_ Very Satisfied
I1. COVID-19 PSYCHOSOCIAL AND PRACTICAL EXPERIENCES
Please indicate the extent to which you agree or disagree with the following statements.
Please use the scale below:
0 = Strongly Disagree 1 = Disagree 2 = Neither agree or Disagree
3 =Agree 4 = Strongly Agree
Since the breakout of the COVID-19 pandemic:
COVID-19 Specific Distress (Emotional and Physical Reactions):
1. I feel anxious about getting COVID-19 (or if positive: I am anxious about becoming ill).
2. I worry about possibly infecting others.
3. I am concerned about a family member or close friend getting or dying from COVID-19.
4. I worry about the possibility of dying from COVID-19.
5. I fear how the COVID-19 pandemic will impact my cancer care or recovery.
6. I am concerned that cancer puts me at greater risk for being infected or dying from COVID-
19.
7. 1 feel I have no control over how COVID-19 will impact my life.
8. I have experienced feelings of sadness or depression.
9. I feel negative and/or anxious about the future.
10. I have experienced changes in my sleep.
11. I have experienced changes in my eating.
12. I have experienced difficulty concentrating.

13. I have experienced feelings of social isolation or loneliness.
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Health Care Disruptions and Concerns (Concerns About Medical Care):

14. My general medical care has been disrupted or delayed.

15. My cancer care or follow-up has been disrupted or delayed.

16. My healthcare providers have taken the necessary measures to address COVID-19.

17. 1 received adequate information on prevention, protection or care for COVID-19 from my
cancer care providers.

Disruption to Daily Activities and Social Interactions:

18. I have experienced disruptions in day to day social interactions with family and/or friends.
19. T have not been able to adequately take care of family members or friends I provide for.
20. I have been unable to perform my typical daily routines (e.g., work, physical activity, leisure
activity).

21. I have experienced conflict with household members (e.g., spouse/partner, children, parents,
others).

22. I have had difficulty or been unable to perform my work as usual.

23. I have had difficulty taking care of my children’s needs (e.g., providing care, supervising
schoolwork)

and/or balancing their needs with other responsibilities.

Financial Hardship:

24. I have experienced financial difficulties.

25. I have not been able to purchase or obtain basic necessities (e.g., food, personal care
products).

26. I have been anxious about losing or having lost my job, or my primary source of income.

27. I have not been able to adequately provide for others I financially support.
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28. I feel anxious about being able to maintain or not having adequate health care insurance.
Perceived Benefits:

29. I have greater appreciation for my family and close friends.

30. I have deeper appreciation for life.

31. I have been more grateful for each day.

32. I have been more accepting of things I cannot change.

33. I have found new ways of connecting with family and friends.

34. I have used my experience in coping with cancer to deal with COVID-19.

Functional Social Support:

35. I have received emotional support from family or friends when needed.

36. I have received tangible support (e.g., financial, practical) from family or friends when
needed.

37.1am (or “have been”) there to listen to other’s problems when needed.

38. I have helped others with financial or practical support.

Perceived Stress Management (Ability to Manage Stress):

39. I am able to recognize thoughts and situations that make me feel stressed or upset about
COVID-19.

40. I am able to practice relaxation (e.g., deep breathing, meditation) when feeling stress about
COVID-19.

41. I am able to seek information and plan accordingly to address concerns over the COVID-19
pandemic.

42. I can re-examine negative thoughts and gain a new perspective when concerned about

COVID-19.
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43. 1 can give myself the caring and tenderness I need.

I11. Health Related Quality of Life

Below is a list of statements that other people who receive cancer care (active treatment or
follow-up care) said are important.

Please circle or mark one number per line to indicate your response as it applies to the

past 7 days.
Not at Alittle  Somewha  Quite a Very
all bit t bit Much
1. I have a lack of energy 1 2 3 4 5
2. I have pain 1 2 3 4 5
3. I have nausea 1 2 3 4 5
4. I worry that my condition will 1 2 3 4 5
get worse
5. I am sleeping well 1 2 3 4 5
6. I am able to enjoy life 1 2 3 4 5
7.1 am content with the quality 1 2 3 4 5

of life right now
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APPENDIX C
IMPACT OF THE COVID-19 PANDEMIC IN CANCER SURVIVORS: SCORING
INSTRUCTIONS
Penedo, F.J., Cohen, L., Bower, J. & Antoni, M.H. (2021, May 4). Impact of the COVID-19
pandemic in cancer survivors. Unpublished questionnaire.
Disclaimer: Please note that these are preliminary scoring instructions and psychometrics based
on a convenience sample of 30 volunteer cancer survivors of mixed age, race/ethnicity and
cancer site. Upon a larger sample, confirmatory factor analyses will be conducted to establish the
factor structure of the measure, its internal consistency and factor invariance across key factors
such as gender, cancer site, language, etc.
Scoring Instructions:
= Scale Specific Summary Score = Sum of all item values in each scale and then
divide by the number of items in each scale (average)
1. Distress Subscale= Sum of response values / 13 items = Mean Score
2. Health Care Disruptions & Concerns Subscale = Sum of response values / 4
items = Mean Score
3. Disruption to Daily Activities & Social Interactions Subscale = Sum of
response values / 6 items = Mean Score
4. Financial Hardship Subscale = Sum of response values / 5 items = Mean
Score
5. Perceived Benefits Subscale = Sum of response values / 6 items = Mean Score
6. Functional Social Support Subscale = Sum of response values / 4 items =

Mean Score
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7. Perceived Stress Management Subscale = Sum of response values / 5 items =
Mean Score
8. Emotional Distress Subscale: Sum of items 1, 2, 3,4, 5,6,7,8,9,13/10=
Mean Score
9. Anxiety Subscale: Sum of items 1, 2, 3,4, 5/ 5 = Mean Score
10. Depression Subscale: Sum of items 8, 9 / 2 = Mean Score
Disruption Composite Score = Sum of Items in Scales 2, 3 and 4 / 15 = Mean Score
Resiliency Composite Score = Sum of Items in Scales 5, 6 & 7/ 15 = Mean Score
= Items 16, 17 and all items in Perceived Benefits (items 29 — 34), Functional Social
Support (items 35 — 38), and Perceived Stress Management (items 39 — 43) are
reverse scored.

* Total Measure Score = Sum of all item values divided by 43 (total items)
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Subscale All (N=14183)
Mean (SD) ALPHA

Distress 2.05(0.84) 0.9
Healthcare Disruptions 1.36(0.73) 0.58
Disruption to Daily Activities 2.00(0.82) 0.77
Financial Hardship 1.17(0.87) 0.84
Perceived Benefit 1.07(0.75) 0.86
Functional Social Support 1.41(0.63) 0.62
Perceived Stress Management 1.34(0.61) 0.8
Emotional Distress 2.18(0.85) 0.88
Anxiety 2.34(0.97) 0.85
Depression 1.73(1.10) 0.79
Disruption Composite Score 1.51(0.61) 0.83
Resiliency Composite Score 1.28(0.51) 0.87
Total Measure Score 1.91(0.68) 0.88
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