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EDITORIAL

DearMembers,

Welcome to the summer edition of the Cancer Nursing News. Ms Wendy Fairhas resigned
her position on the National Executive Committee and the NEC would like to take this
opportunity to thank her for all her hard work and her great contribution to the IANO
throughout her time on the NEC.Wendy will continue to be a member of the IANO
andwe look forward to meeting her at ourstudy days and meetings.Kay Leonard a college
lecturerin UCD and Nurse Tutor in St. Lukes hospital has joined the NEC in Wendy's place.
The updated listofall the NEC members is on page 4.

The IANO have had a busy few months to date. In February we facilitated a ‘Training the
Trainers' programme for 27 nurses from all over Ireland.We had a large amount of
applicants for this week long programme. The overall pur pose of this workshop was to
introduce a Patient education programme ‘Learning to live with cancer’, to improve the
quality of care for cancer patients and their significant others. Ursula Courtney, Director
Arc House, facilitated the Course and the IANO were thrilled that Gertrude Grahn the
author of the Learning to Live with cancer programme also facilitated the workshops
along with Arild Stegen who has run numerous courses in Norway.

The IANO ran a half day seminar on Genetics in the Royal College ofSurgeons on Thursday
7th March 2002. This was a very interesting and informative day, but was poorly attended
by members.

Both the Cork and Limerick regional branches held seminars recently. The Limerick
branch held an evening meeting on Colorectal Cancer' on the 1lthApril and the Cork
branch had an afternoon seminar on Breast Cancer on the 18th April 2002. Both these
meetings had a great turnout.

This edition of the newsletter contains an ar ticle by Suzanne Browne CNS, Breastcheck,
on‘The BreastCancer Experience\a nursing review. and A case history by Emma Nixon, St.
Lukes Hospital, on a patient’s experience of Breast Cancer.It also features an updated list
ofNEC members.

If you have any articles or case studies you would like published in future editions of the
Cancer Nursing News we are always delighted to receive them, and you will receive free
membership for the IANO for the following yearif they are published.

Best Wishes

Paula OReillyNEC MEMBER
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INTRODUCTION

Breast cancer is the most common malignancy in women (Mc Pherson et al. 2000)
and in Ireland in 1997 accounted for 157% of all cancers (National Cancer Registry 2000).
This case review will focus on the care of Mary Smith during her breast cancer
experience. Mary Smith is a 63-year-old married lady. She has four children, three
sons and one daughter. Her husband is a quiet man, who leaves much of the talking
to Mary. Mary's daughter is the youngestof the family at 18 years. Socially, Mary enjoys
swimming, holidays abroad and spending time with her family.

Mary was initially seen at the Breast Clinic following urgent referral by her General
Practitioner (GP) for a clinicallysuspicious breastlump. At the clinic Mary was reviewed
by the consultantsurgeon who concluded that the lump was clinically suspicious for
carcinoma. Mammography and Fine Needle Aspirate Cytology (FNAC) also confirmed
this, deeming the lump code five or malignant(Walsh & OHiggins 2000).

Treatment options were discussed with Mary and her husband on a subsequent visit to
the clinic. Following this meeting, Mary decided that mastectomy would be preferable to
conservative surgery, which was also an option outlined by the surgeon and breast care
nurse.

The tumour was invasive ductal carcinoma, 2cm in size, stage 1, clear of margins,
oestrogen receptor-positive and free from nodal involvement. Staging procedures i.e.
liver ultrasound, bone scan, chest x-ray and blood tests revealed no metastatic disease.
The T.N.M. classification was T.N.M.. Sainsbury et al. (2000) highlighted that 5-year
survival for this stage of tumour was 84%. Also highlighted in Walsh & O'Higgins (2000) is
that the size of the tumourand the presence and numberoflymph nodes are the most
important factors in predicting the risk of relapse. As the tumour was oestrogen
receptor-positive the surgery was followed by endocrine therapy.

This case review will discuss treatmentmodalities used; assessmentof the patient, the
issue of goal setting, the nursing interventions used and will finally evaluate the care
given. In conclusion, within this unit, nursing care is delivered according to the
systematic approach used in the nursing process (Watson and Royle 1987).
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TREATMENT MODALITIES

This section of the case review includes an analysis of the treatment modalities used,
namely mastectomy and endocrine therapy.

As previously discussed, following consultation with the multidisciplinary team,
Mary chose to have a mastectomy followed by Tamoxifen as opposed to conservative
surgery and radiotherapy. This decision was respected by the multidisciplinary team.
Following surgery Mary was referred to a medical oncologist who together with
Marys consent commenced endocrine therapy.

Treatment modalities used may be divided into two sections: local treatment
and systemic treatment. For the purpose of this case review, the subject of local treatment
shall be discussed first.

According to Susan Love (1995: 312) the aim of breast surgery is to 'remove or
reduce the cancer'. Mary did not want the cancer to be removed by conservative
means as she had a great fear of local recurrence. Even though it was explained
that there were no guarantees that the cancer would not recur, Mary felt she would
cope better with mastectomy. This was also reflected in Fallowfield et al. (1990) and
Baum et al.(1994).

In accordance with patient preference a modified radical mastectomy with axillary
clearance was carried out. This procedure was carried out in preference to the simple
mastectomy, which does not involve lymph node removal. As highlighted in
Goldhirsch et al. (1995) lymph node status is an important prognostic indicator and
therefore was required with a view to determining postoperative course of treatment.
West & Brown (1996) agree with this and also acknowledge that some surgeons
consider axillary surgery a reliable treatment of axilla. Itis fair to say that the best
surgical option was chosen with respect for patient choice. Following local treatment
for breast cancer the subject of systemic therapy shall now be addressed.

Tamoxifen is an antioestrogen drug used as adjuvant therapy in breast cancer (Fenton
1996, Backmann and Whittaker 2000). Certain factors were taken into consideration
when selecting the most appropriate adjuvant therapy for Mary. These included age,
lymph node status, menopausal status, oestrogen receptor status and presence of
metasatic disease. Goldhirsch et al. (1995) also used similar factors in the selection of
adjuvant therapy. As Mary's case data has shown, she was a suitable candidate for
Tamoxifen.
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Tamoxifen was primarily chosen to prevent or delay distantmetastases. Follow field and
Clark(1991) acknowledge that Tamoxifen is used in the majority ofbreast cancer patients
and its benefits include delaying the onset of recurrence and thus increasing
survival.

Coleman (1996), however, states that age is taken into consideration when choosing
adjuvant therapyand that chemotherapy is more clearlyindicated in pre-menopausal
patients. It is also stated that Tamoxifen is used as preference to chemotheraphy in
some cases for its reduced toxicity. Baum and Schipper (2000) agree with this. On
the other hand, Glick et al. (1992) show that menopausal status is not as sufficient a
marker for therapy on its own. They also agreed that women who had similar tumour
size and oestrogen receptor status to Mary should be treated with Tamoxifen. Hence,
as the literature suggests, use of Tamoxifen was indicated in Mary's case.

However, further study continues in the use and benefits of Tamoxifen. Goldhirsch et al.
1995) portray benefits including low relapse rate within the first 10 years and reduced
incidence of contralateral breast cancer. In addition, duration of treatment is
recommended for 2-5 years with current trials comparing 5 and 10 years or lifetime
duration. Therefore, the optimum duration of therapy remains controversial. Fenlon
(1996) also adds that some studies are researching the addition of chemotherapy with
Tamoxifen. Both treatments chosen for Mary were not without side effects. These
shall now be highlighted.

In relation to mastectomy and axillary clearance, early side effects may be seensuch as
discomfort, wound infection, seroma development, haematoma formation and
numbness around the breast wound radiating along the innerarm (Westand Brown 1996).

Later onset of effects such as lymphoedema and arm infection present patients with the
greatest problem. Other effects may result from poor range of arm movement, which
include frozen shoulder and winged scapula. Tamoxifen contains side effects such as
menopausal symptoms (hot flushes, vaginal dryness, vaginal discharge and weight gain).
Depression may also be seen and may be more prevalent in woman who experienced
pre-menstrual tension. In the long term there is an increased risk of developing deep vein
thrombosis and cataracts.

The most serious effect of Tamoxifen is the increased risk of developing endometrial
cancer (Buckmann and Whittaker2000). However, some information needs to be gained
on the long-term side effects of this drug.
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In conclusion, the reason for choosing these treatment modalities and a review of their
efficacy has been discussed. Following this discussion the assessment of actual and
potential problems experienced by Mary shall now be addressed.

ASSESSMENT

The main problems Mary experienced on admission to the breast unit included anxiety,
alteration in body image and seroma development. Potential problems included the
potential limitation ofarm movement following surgery and the developmentof
lymphoedema.

In relation to anxiety, assessment was carried out using interview technique. This
problem was noted during the initial stages of diagnosis and was also noted on
admission. Communication skills and listening techniques were used and Mary's
fears were documented. Fears related to loss of breast, disfigurement, loss of femininity,
fearof cancerand closely tied in with alteration in bodyimage. As this problem could not
be measured or confirmed by others, it was subjective rather than objective.

One of the most distressing problems for any patient who has had a mastectomy is the
change in bodyimage (Denton 1991). Coleman (1996) also acknowledges that mastectomy
can cause body image problems and anxiety. Mary was not anxious to view her wound
post-operativelyand also showed no interestin herappearance. This problem was noted
when she refused to have a temporary prosthesis fitted. However, this problem could not
be measured objectively.

Itis important that no patient is coerced into looking at a mastectomy scar and that
nursing intervention is appropriate for each particular patient. Supportand patience are
paramount for the multidisciplinary team, so that each patient can progress through the
steps of recovery and rehabilitation.

Seroma development occurred following drain removal, prior to Marys discharge. The
fluid was aspirated and the amount noted. This could, therefore, be measured objectively.
Knowledge of this process, following drain removal, assisted nursing staff in assessing and
diagnosing the problem. No tools were used in the assessmentofproblems in Marys case.

Knowledge of the procedures used in treating Mary's breast cancer, resulted in
assessment of potential problems. Because the multidisciplinary team were aware of
problems, which could occur, they were better equipped in assessing the patient for
problems.
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Measuring the problems relating to lymphoedema and restriction in arm movement
could be done objectively. Mary followed an arm exercise programme, was assessed doing
so and was encouraged to complete this four to five times daily. In relation to
lymphoedema,Mary was educated regarding skin and arm care. Also,arm measurements
were recorded pre-operatively and post-operatively as baseline measurements to assess
future potential swelling. Written material was given to Mary and her understanding
assessed by answering simple questions relating to the problems. In conjunction with
assessing Mary's actual and potential problems, goals were set to guide nursing
intervention. Setting goals also gives a sense ofpurpose (Watson and Royle 1987).

The next section of this case review focuses on goal setting.

10
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GOAL SETTING

Goal setting is an important part of the planning phase within the nursing process.
Setting goals aims towards promotion, maintenance and restoration of health (Watson
and Royle 1987). These authors also state that some goals may be reached immediately
whilst others are met in the long term.

It was possible to set measurable goals for Mary. In order for this to be done accurately, it
was necessary for her to gain knowledge and understanding regarding the need for
change. Skill and expertise within the team were paramount in conveying to Mary the
importance of changing behaviourin orderto meet these goals.

Goals set included:

1.Looking at scarand caring for wound.

2.Maintaining wound integrity.

3. Participating fully in choosing prosthesis and bra.
4. Taking an interestin herappearance.

5.Cessation in seroma development.

6.Reduce risk oflymphoedema by earlyintervention.

7.Full range ofarm movement.

Patient education is an important factor when setting goals and the reasoning for these
goals must be communicated to the patientto ensure compliance.

Through Mary's behaviourand understanding following nursing intervention it was
possible to measure these goals. However, they were not measured on a regular basis,
which may have proved more useful. Continuous assessmentofMary's needs was also
an important factor, which was not however carried out.

Setting goals and planning care give a sense ofpurpose to nursing intervention. The next
section of this case review will focus on nursing intervention carried out to solve and
alleviate Mary's problem.

11
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INTERVENTION

For the purpose of this case review, this section shall contain a discussion on the nursing
interventions carried out to solve Mary's problems as well as a short discussion on the
discharge plan.

According to Westand Brown (1996) breastsurgery has the ability to alter bodyimage and,
therefore, cause anxiety. To alleviate this,information regarding surgery for breast cancer
was given in a clear and concise way, which Mary and her family would understand.
Education material was given to reinforce what was said. One of the aims of patient
teaching is to decrease fear and anxiety (Jones 1991). However, because anxiety can
negativelyaffect attention and cognitive functioning (Lehto and Cimprich 1999) teaching
was provided both verballyand with written material. Mary's knowledge was assessed by
asking herto explain what she could of the surgery, following teaching.

Information and support were also given to Mary and her familyin the form of Reach to
Recovery (Jones 1991). Mary's needs and priorities were also assessed (West and Brown
1996) and because she was anxious not to wait a long length of time for surgery, the
interval was kept to a minimum within reason,to alleviate anxiety.

Alteration in body image has been recognised as one of the most distressing factors for
patients following breast cancer surgery. Viewing the mastectomy scar is seen as
progress in terms of rehabilitation,however, for some women it is a terrifying experience
and should not be rushed (Denton 1991). Because of this, the appearance of the wound was
explained and that the wound would improve with time. Patience was used and Mary was
given opportunities to view the scarin the presence ofa nurse or familymember.

The volunteer was a significantsupport for Mary and reassured her regarding fearof the
unknown by reflecting on her own experience. Jones (1991) acknowledges the benefitof a
suitably trained volunteer.

Some days later,Mary viewed her scarand began to show interestin herappearance when
encouraged to wear a supportive bra and her own clothes (Love 1995). The fitting of a
temporary prosthesis also alleviated fears relating to bodyimage. Information regarding
breast reconstruction was given should she wish to discuss it furtherand an approximate
date for fitting a permanentprosthesis has aided Marys self-esteem.

Seroma development can occur in patients post-operatively. Reasons for this are varied
and can result from early remobilisation of the arm (Crane 1997). Mary's seroma was

12
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drained using aseptic technique. West and Brown (1996) stress the importance of using
aseptic technique. Love (1995) suggests that if there is significant fluid presentit should be
drained,however, numerous aspirations should be avoided to reduce the risk ofinfection.
To reduce unnecessary fearand anxiety regarding seroma development the likelihood of
its development was explained to Mary pre-operativelyand reiterated post-operatively. A
nursing data sheet was used to document the amountand type of fluid aspirated. Nursing
intervention was also employed in order to prevent the possible limitation of arm
movementand to reduce the risk oflymphoedema.

Education material was provided pre and post-operatively regarding the importance of
arm movement. Mary was seen by a physiotherapist one day post-operatively. Thereis
controversy regarding the best time to begin remobilisation of the arm. This is
acknowledged by Love (1995) and she also states that only a small percentage of patients
need to be seen by a physiotherapist. Sleigh (1996),however,acknowledges the importance
of this role and states that patients are seen one day post-operatively.

Mary was given an exercise sheet with arm exercises printed on it. Each set of exercises
were encouraged to take place four times per day. Nursing staff assessed Mary
completing the exercises in the early days post-operativelyto ensure she was gaining an
increase in the range ofarm movement. Sleigh (1996) also stresses the importance of not
over-working the patient for fearof causing wound trauma.

Education was also given regarding lymphoedema. Teaching sessions took place and
Mary was given education material (Badger 1996, Crane 1997) regarding skin and arm care.
Itis also standard practice not to use the affected arm for blood pressure monitoring and
injections so as to reduce the risk of infections and ultimately lymphoedema (West and
Brown 1996, Smith 1998, Coward 1999). Mary was also advised to continue her arm
exercises at home and remain constant in caring for her arm as the onset of
lymphoedema can be delayed by years (Love 1995).

Also within the breast unitmeasurements of the affected arm are recorded pre and
post-operatively and at specified intervals thereafter. This practice is reflected by
Denton (1991).

Marys discharge plan commenced post-operatively. It incorporated teaching sessions
described above. These teaching sessions are ongoing and are incorporated into
clinic visits. Appointments were given to Mary to return to the breast nurse clinic
and outpatient surgical clinic for wound assessment. Also, information regarding bras
and obtaining prostheses was provided (West& Brown 1996). Marywas also given contact
numbers for support agencies, volunteers and the breast care office. This practice helped
to achieve continuing nursing care post discharge from the unit.

13



&
R Summer 2002

Itis now necessary to evaluate these interventions with regard to assessing the
improving patient care.

EVALUATION

In this section of the case review the degree to which Marys problems were
alleviated/solved shall be discussed. In addition the degree of appropriateness of the
interventions used shall be addressed and finally the idea as to whetheranother course of
action would be helpful shall be examined.

Mary presented with anxiety regarding body image and reluctance to view her wound.
Through nursing intervention previously discussed, the problem was solved as Mary
viewed her scarand subsequently began to take an interestin hernew appearance.

However, even though this problem was solved and the outcome achieved other
intervention may have proved useful. Aphotograph ofa well healed mastectomyscarand
perhaps a patient who had recently had a mastectomy may have provided more
reassurance and support. The photograph and patient may have provided evidence
regarding what was being said and Mary may have found it easierto believe that the scar
would improve with time. Even though Mary met a volunteer, she had her operation 10
years previouslyand was younger than Mary.

Mary's anxiety regarding the surgery and cancer diagnosis was also alleviated as her
anxiety decreased. Perhaps, amore educated approach to anxiety assessment would be
more helpful for women before breastsurgery. This could be done in the form of routine
psychological assessment by a qualified psychologist. Tait (1997) acknowledges that it is
vital that nurses realise theirlimitations in providing psychological care and identifying
patients with significant anxiety and depression. In addition, perhaps relaxation
therapies such as massage and reflexology (Tait 1997) would have been beneficial in
reducing Mary's anxiety pre and post-operatively.

Mary's husband may also have benefited from othersupport with relation to his anxiety.
Outside agencies such as A.R.C. provide teaching sessions and support groups for partners
of patients with cancer. This opportunity was not given to Mr Smith and perhaps, in
hindsight, would have proved useful. Kilpartick et al.(1998) reflected that husband's needs
are differentto their wives and are often unmet.

Nursing intervention used in the problem of seroma development was appropriate in
Marys case as the problem was alleviated. However, perhaps more research into the best
length of time before drains are removed would be beneficial. In this particular breast
unit,drains are removed when the outputis less than 50mlsin 24 hours. If the drains were
in place, for example, until output is less than 20mls in 24 hours would seroma

14
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development decrease? Also, training could be provided for nurses specialising in breast
care in assessing and aspirating seromas and, therefore, early intervention could be
implemented during assessment, when discharged from the unit.

Two potential problems identified included limitation of arm movement and
lymphoedema. With regard to the former, as Mary's arm movement was regained to full
range and she encountered no problems, nursing intervention was deemed appropriate.
However, exercises could be taught and implemented pre-operativelyand this may help to
reduce fearand anxiety post-operatively. It might also be beneficial for patients to meet
the physiotherapist pre-operatively. Also, for future improvement in practice, perhaps a
video demonstrating the arm exercises could be given to patients pre-operatively while
they are at home. This may help them to focus on something positive.

With regard to lymphoedema,nursing intervention used was appropriate as the problem
has not yet occurred. However, intervention must be reinforced at nursing clinics.

Much research needs to be carried out regarding the use of sleeves and also regarding
elevating the arm at night. Also, as Love (1995) reflected, early intervention is best so
nurses may have to reinforce education and teaching assessment at regularintervals. In
the future, with the direction of sentinel node biopsy the need for axillary surgery will be
reduced (Baum and Schipper2000) and, therefore, so will lymphoedema.

During this section of the case review, Mary's care has been evaluated and recommenda-
tions for future practice have been made.

CONCLUSION

To draw a conclusion, this case review has followed the care of Mary through the breast
cancer experience. The literature has show reasoning for the surgery undertaken. It has
also proven the benefits in the role of Tamoxifen, in post-menopausal node - negative
women. Problem identification was highlighted and the nursing intervention used was
discussed and evaluated. Finally, recommendations for improving nursing practice were
outlined in relation to pre and post-operative care of the breast cancer patient.
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In this case review, the history of Laura O'Neill, a 52 year old separated lady with breast
carcinoma, will be discussed. The history, pathology and staging of her disease will be
considered alongside the treatment modalities chosen, namely surgery, chemotherapy
and radiotherapy. The problems encountered by Laura including fatigue, skin reaction
and altered body image, as well as their management, will be critically analysed from a
nursing and a medical perspective.

Laura O'Neill had been diagnosed with non-invasive ductal carcinoma insitu (DCIS)
of her left breast in 1993 and had a wide local excision performed, followed by
tamoxifen therapy Walsh & O'Higgins (2000) state that DCIS accounts for 30% ofall breast
cancers. According to Goldhirsch et al (1998) the incidences of DCIS have increased
considerably in recent years due to refined mammography. Studies by Fisher et al (1998)
cited by Goldhirsch et al (1998) have shown that radiation therapy given aftera complete
excision ofa DCIS lesion significantly reduces the risk of subsequent invasive carcinoma.
In 1993, prior to these research findings, Laura O'Neill’s treatment did not include
radiotherapy, perhaps because the benefits were not clearly known. The use of tamoxifen
therapyto preventsubsequentinvasive carcinoma following treatmentof DCIS has yet to
be established. Goldhirsch et al (1998) state that further research is being carried out in
thisarea. In the case of Laura O'Neill, the tamoxifen therapy was discontinued after one
year at Lauras own request, as she felt the side effects were having an adverse effect on
her life, her sexuality and her relationship with her then husband. According to Aikin
(1996) common side effects of tamoxifen include hot flushes, vaginitis, vaginal dryness,
vaginal discharge and irregular menses. Lee (1996) states that very often, the distress
caused by these side effects are undervalued by doctors.

Following her initial surgery in 1993, Lauras condition was closely monitored using
mammography. Unfortunately, seven years later, another lump was discovered in the
same breast. A biopsy showed infiltrating carcinoma and treatment included a left
mastectomy and axillary lymph node dissection. Histology was mixed, showing both
ductal carcinoma insitu and invasive lobular carcinoma. The estimated greatest
dimension of tumour was 6cmiit was focally present at the deep resection margin, four
outof twenty six axillary lymph nodes were positive and oestrogen receptor status was
moderately positive.

Crane (1997) states that infiltrating lobular carcinoma accounts for 10% ofbreast cancers.
She explains that when histology is mixed, showing both invasive and non-invasive
carcinoma, the staging and subsequent treatment are based on the features of the
invasive carcinoma. The tumour is said to be invasive when the malignant cells penetrate
the tissue outside the lobes. According to Sainsbury et al (2000), once an invasive
carcinoma is diagnosed, the tumour should be staged to establish the extent of the
disease.
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Souhami & Tobias (1998) explain that the size of the primary tumourand the number of
involved axillary lymph nodes are important factors in the prognosis of breast cancer.
For this reason the TNM (tumour, node, metastasis) staging system as suggested by the
Union Internationale Contre le Cancer is widelyused. Alexander (1997) states that this
classification system assesses tumoursize (T), regional nodal involvement(N) and spread
of malignant cells to distantsites (M).

In the case of Laura ONeill, the carcinoma was staged grade Ill T3N:Mo, as the tumour was
greater than 5cm, movable lymph nodes were involved but no distant metastases were
found. A liver ultrasound and bone scan were carried out to ascertain the latter.
According to Sainsbury et al (2000), patients with grade Il disease should have bone and
liver scans as the clinical managementof the disease would change if these scans showed
metastases. Sainsbury et al (2000) explain that breast lesions greater than 4cm generally
require a mastectomy to be performed rather than breast conservation surgery. Also,
grade Il tumours have a much higher recurrence rate by a factor of L5 compared with
grade | tumours. This clearly indicates that the decision to carry out amastectomy on
Laura rather than breast conservation surgery was a necessary one.

Seven months afterhersurgery, Laura was admitted to the unitto have post mastectomy
radiation therapy. Prior to her admission she had commenced adjuvant combination
chemotherapyas an outpatient. An overview of these two treatmentmodalities and why
they were used will now be discussed.

Langhorne (1997 p. 550) defines chemotherapy as "the use of cytotoxic drugs in the
treatment of cancer' and adjuvant chemotherapy as "the use of chemotherapy in
conjunction with another treatment modality'. According to Langhorne (1997) the
mechanism ofaction of cytotoxic drugs is to interfere with the stages of the cell cycle by
targeting the DNA in the cell in some manner. Unfortunately normal cells as well as
cancer cells are affected thus giving rise to the side effects associated with
chemotherapy. Fischer et al (1993) state that cytotoxic drugs are given in combination
with one another to increase tumour cell kill thereby increasing the cure rate. Lauras
chemotherapy regimen involved four cycles of doxorubicin and CMF(cyclophosphamide,
methotrexate, 5 - Fluorouracil) on a three weekly basis, followed by another two cycles of
CMFalone. Doxorubicin belongs to the anthracycline group of drugs, cyclophosphamide is
an alkylating agent whilst methotrexate and 5 - fluorouracil are both antimetabolites
(Fisher et al 1993).
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The Early Breast Cancer’s Trialists' Collaborative Group (1998) advocates the use of
adjuvant combination chemotherapy, as it has been shown in trials, to reduce the
incidences of breast cancer recurrence by 35% and mortality by 27% respectively, in
women aged under 50 years. These benefits were largely unaffected by nodal status,
menopausal status or tamoxifen use. Despite the fact that it was more advantageous to
youngerwomen, those aged between 50 — 69 years also benefited. According to Goldhirsch
et al (1998), randomised comparisons have shown that anthracycline - containing
chemotherapy regimens have greater benefits with regard to reducing breast
cancer recurrence and mortality rates compared with less toxic CMF regimens. Itis clear
from the literature, that the adjuvant combination chemotherapy regimen used to treat
Laura's disease, ensured that the best possible attempt was made to control
micrometastases thereby preventing recurrence and improving overall survival.

Radiotherapy or radiation therapy is a localised treatment defined by Iwamoto (1997 p.
503) as "the use of high-energy ionizing rays or particles to treat cancer'. Hilderley (1997)
explains that the aim of radiation treatment is to give a therapeutic dose to the tumour
while minimising damage to the surrounding healt hy tissues. Walsh & O'Higgins (2000)
recommend that post mastectomy radiotherapy be carried outif the risk factors for local
recurrence are high. They state that having positive surgical margins for tumourand
having extensive lymph node involvement, i.e. nodes > 4 positive, increase the risk of local
recurrence. For these reasons,Laura ONeill's treatmentincluded a course of radiotherapy
to her left chest wall.

In trials in Denmark, Overgaard et al (1997) cited by Goldhirsch et al (1998), found that a
radiation dose of 50gy reduced the rate of local recurrence in women at increased risk, by
a factor of four. Laura received this recommended radiation dose divided into daily doses.
Iwamoto (1997) explains thata single, large close of radiation is too toxic for normal tissues
to recover. For this reason the total dose should be divided into daily doses known as
fractions. Laura received a total of twenty five fractions i.e. five weeks of treatment. As
an addition, she also received five electron boosts. The National Institutes of Health
Consensus Development(1992) cited by Crane (1997) recommend that a radiation boostto
the tumoursite be given ifsurgical margins are positive.

In the case of Laura,admission to hospital for the course ofradiotherapy was delayed until
she had completed her four courses of doxirubicin. This was necessary, as according to
Walsh & O'Higgins (2000), greater toxicity is seen when radiotherapy and chemotherapy
are given concurrently rather than in sequence especially when antracyclines are used.
During her course of radiotherapy Laura completed her last two cycles of CMF.
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On admission, fatigue was identified by Laura herself as a problem which she had
experienced at home. This problem became gradually worse and became debilitating
during her hospital stay. Ream & Richardson (1996 527) define fatigue as " a subjective,
unpleasant symptom which incorporates total body feelings ranging from
tiredness to exhaustion,creating an unrelenting overall condition which inter feres with
individual's ability to function to their normal capacity.' It is important to realise that
fatigue is multi-dimensional phenomenon as emphasised by Ream & Richardson
(1996 p 199) when they describe it as being influenced by "a combination of biological,
psychological, social and personal factors'. In Lauras case, psychological and social factors
were present which may have contributed to the fatigue phenomenon. These included
the fact that she had separated from herhusband and was currently involved in divorce
proceedings. The biological factors included the effects of the treatment modalities and
the disease itself.

Nail et al (1991) identifies fatigue as the most common side effect of chemotherapywhich
was experienced by 81% of patients in their study. It was rated as moderately severe and
had the second highest mean severity rating compared with other side effects. Strohl
(1988) states that fatigue is commonly reported in patients undergoing radiotherapy. Itis
thought to be related to the need for more energy to eliminate the waste products of cell
destruction and to repair the cells destroyed by radiation. Haylock & Hart (1979) cited by
Winningham et al (1994) found,in theirstudy, that fatigue graduallyincreased throughout
acourse of radiotherapyand that it was reduced over the weekend when patients were
not having radiation treatment. The latter finding was not revealed in any other study.
Sitton (1997) explains that previous or concurrent chemotherapy may increase fatigue
during radiation treatment. As part of the nursing care, Laura was informed that fatigue
was included in the side effects of radiotherapy. She was told to expect her fatigue to
increase because she was also having concurrent chemotherapy. Winningham et al (1994)
recommend that patients be educated regarding the probability of experiencing fatigue
because of the specific treatments. Inastudy, Love et al (1989) cited by Winningham et al
(1994), found there was a huge gap between patients expectations of fatigue (8%) and
those who experienced it (86%). They concluded that lack of information regarding the
likelihood of fatigue occurring resulted in both reduced coping strategies and effective
self care activities.

Although Laura was appropriately informed of the likelihood of experiencing increased
fatigue, the nursing care may be criticised for not using an assessmenttool to determine
her fatigue and its characteristics from the outset. Measurable goals could not be set
because assessment was not carried out appropriately. According to Piper et al (1998)
careful multi-dimensional assessmentand measurementof fatigue is necessary not only
to advance knowledge about fatigue, butalso to evaluate the effectiveness ofapproaches
used to reduce fatigue within the clinical setting.
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One method of assessment that can be used is the Piper Fatigue Scale. (Appendix 1).
Because this scale is so detailed, Piper et al (1998) advises that a simple rating ofintensity
on a scale of 0 - 10 be used to assess fatigue. She also states that the assessment tool
should ascertain how fatigue affects the patient’s activities of daily living, her ability to
concentrate and her mood. She explains that this information empowers the nurse to
begin supportive therapies and make referrals.

As Lauras treatmentprogressed, she tended to stay in bed for longer periods of time
during the day, yet this did not seem to reduce her fatigue. Nail et al (1991) state that the
most commonly used self-care activities that were reported by patients to be most
effective in combating fatigue were: going to bed earlier, sleeping later and taking naps.
Ream & Richardson (1999) feel that patients choose common sense approaches that they
would have used prior to having cancer in order to tackle the problem. They feel that
these approaches are often ineffective and for this reason, guidance and advice needs to
be given by the health professional in selecting other approaches. These include light
exercise, prioritisation activities and relaxation and distraction. Winningham et al (1994)
recommend that a balance is achieved between restorative rest and restorative activity.
This is explained by Winningham's Psychobiologic - Entrophy Hypothesis Theory
(Appendix2).

The nursing staff allowed Laura time to express how this overwhelming side effect
affected her quality of life. Krishnasamy (1997) emphasises the importance of
allowing patients to talk about their fatigue, as this reduces the isolation they may feel in
experiencing an intangible side effect that is not easily understood by their family and
friends.

Before discussing the problem of skin reaction, it is important to understand the
structure of the skin and how radiation therapy can damage it. Sitton (1997) describes the
structure ofthe skin as consisting of the epidermis and the dermis. The lowest layerof the
epidermis is called the basal layer. This is a single layer of cells which is responsible for
maintaining a constant cell population, balancing cell loss and cell growth. Campbell
(1996) explains that radiotherapy causes damage to this basal layer resulting in no
renewal ofepidermis. Campbell (1996) states that there are three degrees of skin reaction
identified in the literature. These are:

(1) Erythema - The skin becomes reddened,it may tingle, a rash or inflammation
may develop.

(i) Dry desquamation - The area becomes dry and may flake off, puntis may
develop.

(iii) Moist desquamation - The epidermis sloughs off, leaving a painful e xposed

dermis that may ooze serious fluid.
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Sainsburg et al (2000) explain that, nowadays, damage to the skin is minimised due to
modern megavoltage machinery and the delivery of the dosage in smaller fractions. O
Rourke & Robinson (1996) list factors which may increase the chances of developing a skin
reaction. These include: having concurrent chemotherapy, receiving chest wall radiation,
having an electron boost as this delivers a higher dose to the skin and having skin folds in
the treatment field ie. the axilla. In the case of Lauraall these factors were present so it
is hardlysurprising that she developed a severe skin reaction.

Laura had been informed, on commencing radiotherapy, that she may develop a skin
reaction as the treatment progressed. The goal of nursing care was to minimise any
reaction and preventinfection. In an attempt to achieve this goal,nursing interventions
included educating the patient on how to care for her skin. She was advised to avoid
friction by rubbing the area, to avoid wearing restrictive clothing and to avoid using
perfumed soaps/creams/talcs which may contain metallic elements which could resultin
scattering of the ionising beam. This is supported by Walker(1982). Laura was advised to
wash the area with tepid water, to use a mild soap and rinse thoroughly and to avoid
exposing the area to temperature extremes. Sitton (1997) supports this intervention. E45
cream was given to Laura to moisturise the skin in the chest wall area According to
Campbell (1996) this is necessary to combat the drying effect which radiotherapy has on
the skin.

The problem of a skin reaction was identified easily by observing the skin area of the
treatmentsite on a daily basis. After twenty fractions of radiotherapy Laura developed an
itchy, erythematous rash. Hydrocortisone cream 1% was prescribed, which Laura was
advised to use sparingly. Hilderley (1983) feels that steroid cream should not be used rou-
tinely as it can cause thinning of the skin and increase risk ofinjury. However, Glees (1979)
cited by Walker(1982),stated that it reduced inflammation and patients found itsoothing.
Once Laura had commenced her electron boost, moist desquamation developed and her
skin became painful. At this point, the hydrocortisone cream was discontinued and the
area was kept clean and dressed with a hydrocolloid occlusive dressing (Nugel). Margolin
et al (1990) conducted a small study with twenty patients using this type of dressing. It
was found to be effective in the healing process and no incidences of wound infection
were reported. In order to reduce Lauras pain, oral difene was commenced with good
relief. This use of non-steroidal anti inflammatories is advocated by ORourke and
Robinson (1996). Prior to discharge, Lauras public health nurse was contacted and it was
agreed that she would continue with the hydrocolloid dressings on a daily basis.

On reflection, the nursing interventions used to help preventand alleviate the problem of
askin reaction were appropriate. The goals set were measurable and the rationales for
the nursing care was based on the research currently available. There is, however, a great
need for more research to be carried out on this topic.
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On admission, the problem ofaltered bodyimage was identified, as Laura stated that she
found it difficult to cope with the adjustment of having only one breast. Carroll (1998)
states that the disfigurement caused by a mastectomy results in agreat deal ofemotion-
al distress for awoman. Mac Ginley (1993) emphasises the importance ofnurses recognis-
ing that an alteration in bodyimage may be related to a change in the functioning as well
as the appearance ofa body part. In considering the function of the breasts, itis obvious
that they play a huge role in sexuality and femininity. Wassner (1982) cited by MacGinley
(1993) explains that this is how breasts are viewed within our society. This correlates with
the belief that bodyimage is formed in a social context as well as a personal one and that
it plays an importantrole in a person developing self worth within our society (Price, 1990).

In order to care for a patient with altered body image it is important for nurses to
understand and recognise the stages of adjustment and patients' unconscious defence
mechanisms. (MacGinley, 1993). Fourstages of adjustment to altered bodyimage are
identified by Platzer (1987) cited by MacGinley (1993). These are: recognising the change,
withdrawing from the loss, facing the change and re-organisation of lifestyle. Laura
progressed through these responses but sometimes moved back to the previous stage.

Price (1990) devised a model for caring for patients who have altered body image.
He suggests that we should view the body as consisting of three components: body
reality (body as it really exists), body ideal (how we would like the body to look and
perform) and body presentation (body as presented to the outside world). He proposes
that nurses should use these principles whilst considering the coping strategies and social
support networks, to assess, plan,implementand evaluate nursing care ofa patient with
altered bodyimage. In the case of Laura ONeill, Price’s model for bodyimage care was not
officially used, yet the nursing assessment and interventions employed, reflected his
ideas.

In caring for Laura,herprevious bodyimage was assessed as recommended by Price (1990).
The nurses recognised that treatment with tamoxifen therapyin the pasthad negatively
affected her sexuality and body image. Lamb (1995) states that alterations in hormonal
status can result in menopausal symptoms which can affect sexual expression. Laura
attributed the use of tamoxifen to one of the causes of her marital disharmony and
subsequent separation. The nurses and social worker took part in active listening and
allowed Laura to express the anger and sadness which she felt. MacGinley (1993)
emphasises the importance of the nurse being non-judgemental and using interpersonal
skills such as trust and empathy. Price (1990) feels that counselling assists the patient to
re-assign value to other parts of the body that are unaltered. Laura was assisted to
improve bodypresentation by being encouraged to dress in colourful clothes which she
normally wore and liked.
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Towards the end of her treatment Laura experienced severe fatigue and a skin reaction
which negativelyaltered herview ofher body. Kolb (1975) cited by Price (1990) explains that
people’s feelings towards their bodies are constantly changing. Rabinowitz (1997) cited by
Carroll (1998) sug gest that the effects of chemotherapy do little to boost the image of a
woman whose body image has recently been altered by a mastectomy. At this stage,
supportive actions as advocated by Price (1990), were implemented. These included
encouraging Laura to look at her skin reaction while itwas being dressed. MacGinley (1993)
suggests that nurses should assess the level of support the patient already has and the
level needed. Although Laura had no partner she had a supportive circle of friends who
visited and took heroutwhen he felt well enough. Laura was referred to the breast care
nurse specialist so that she would have a resource person when discharged.

On reflection, the nursing care facilitated Laura to adjust to her altered body image.
However, this could have been improved by documenting Prices model for body image
care.

In conclusion, breast cancer is common in Ireland, representing 16% of all cancers in
women in 1997 a total of 1715 new cases and 634 deaths in this year. (National Cancer
Registry Ireland 2000). To ensure the best treatment is given to women, anumberof
treatmentmodalities are often used in combination, depending on the staging of the
disease. In the case of Laura O'Neill, treatment of her invasive carcinoma adhered to
current recommendations based on research. During her treatment many problems
arose which had physical and psychosocial components. Alleviation of these problems
using a multi-disciplinary approach, were, for the most part, successful. However, more
emphasis needs to be placed on the use of assessment tools and models of care, which
would improve the overall care.
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Appendix 1. Piper Fatigue Scale

The Piper Fatigue Scale as explained by Piper et al (1998) measures four subjective
dimensions of fatigue: the timing of fatigue (temporal dimension), the emotional
meaning attached to fatigue (affective dimension), the mental and physical symptoms FO
fatigue (sensory dimension) and the influences of fatigue on dailyliving
(intensity/severity dimension).

Appendix 2. Psychobiologic - Entrophy Hypothesis Theory

Winningham’s Psychobiologic — Entrophy Hypothesis Theory (PEH) explains that fatigue
arises from disease, treatments, symptoms and inactivity. These all result in more
decreased activity leading to secondary fatigue, decreased functional status and
disability.
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