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        Abstract



        
          Objective:


          This study was conducted with the objective of determining whether solution-focused counseling reduces depression and increases the quality of life in breast cancer women.

        


        
          Methods:


          This study was a parallel randomized clinical trial on mastectomy women. A total of 100 volunteer participants completed the Beck's Depression Inventory (BDI) depression inventory and the WHO Quality of Life-Brief (WHOQOL- BREF) questionnaire. Fifty-six participants who scored less than the cut-off point in two questionnaires were randomly placed in two intervention and control groups. The participants in the intervention group received the solution-focused counseling method for six sessions (once a week). The control group received routine care. Then both groups filled out the questionnaires again. The results were analyzed by SPSS 22 using independent t-test, chi-square, Fisher’s exact, and ANOVA repeated measurement tests.

        


        
          Results:


          The results indicated that the post-intervention depression score in the intervention group decreased after adjusting the variables compared to the control group (p-value=0.001). Moreover, it was revealed that solution-focused counseling increased the post-intervention quality of life after adjusting variables compared to the control group (p=0.001).

        


        
          Conclusion:


          The results of the present study showed that solution-focused counseling improved mood and quality of life. Therefore, it is necessary for midwives/nurses to provide counseling approaches for depression patients to help them pass the treatment process of cancer and have better psychological and physical health by improving their quality of life.
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      1. INTRODUCTION


      Breast cancer is the most common cancer in women, which accounts for 30% of cancers in women [ 1]. Studies have reported that the incidence of breast cancer is increasing even in developed countries of the world [ 2]. Although over 2 million new cases were identified worldwide in 2018 [ 3], early diagnosis in developed countries has reduced the mortality rate [ 4, 5]. In Iran, 28.1% of new cases of cancer were reported in 2020, making it the fifth leading cause of death in women diagnosed with cancer [ 6-8]. Factors, such as family background, older age, menarche age under 12 years old, menopausal age over 54 years old, the age of first delivery over 30 years old, body mass, lifestyle in terms of nutrition, physical activity, smoking, alcohol consumption, and lactation period have associated with higher risks of being diagnosed with cancer [ 9].


      Breast cancer and subsequent treatment are the major sources of anxiety and depression in patients [ 10, 11]. Mastectomy is considered one of the main and important treatments for breast cancer [ 12]. However, it can have a profound and lasting negative effect on women's psyche as the mastectomy, as a therapeutic option, can cause the feeling of mutilation and decreased self-value, as well as negative feelings about femininity and sexual dysfunction [ 10, 13, 14]. Women with breast cancer, who are under mastectomy, experience psychological symptoms, such as tension, depression, and anxiety. Surgical interventions can usually threaten women's self-esteem and identity. Studies have shown that the prevalence of depression in patients with this type of cancer in Western countries is twice more than those in Asia (35% vs. 16%) [ 15, 16]. These symptoms last for a long time after treatment, decreasing women's quality of life. Yang and co-workers (2017), in a study on 40849 women in Sweden, reported that stress emerges 6 months after diagnosis of the disease [ 14].


      Moreover, studies have revealed that depression is at the highest level in the first year of the disease and is associated with younger age, poor social support, treatment, the mental image of the body, worry about death, and fear [ 10]. Also, inconsistent information about the recurrence of the disease and its progression leads to more psychological problems in patients [ 17]. There are several studies on the prevalence of depression among breast cancer patients between 35-50% in several regions of Iran [ 18-20]. One meta-analysis study in Iran showed that the prevalence of severe depression in women with breast cancer was 11% (95% CI (7.2, 16.5). The highest prevalence was 44% (95% CI (31, 57.9), and the lowest prevalence was 0.8% (95% CI (0.01, 6.2) [ 21]. Another meta-analysis of mental health in Iranian breast cancer women showed that stress is the most common psychological symptom (rate of 10% to 30%) [ 22]. Moreover, side effects of the treatments in these patients increase emotional disorders and dramatically reduce the quality of life, thus leading to extensive psychological consequences. Hosseini (2014) reported that about 76% of Iranian women have a low to moderate quality of life [ 23].


      Today, paying attention to spirituality and using psychological and non-pharmacological methods to improve the quality of life and reduce anxiety and depression due to these crises has an important place [ 24, 25]. Studies in Iran demonstrated that psychological approaches, such as solution-focused therapy (SFT), are a good approach to relieving psychological issues, such as anxiety and depression [ 26, 27]. Also, other studies worldwide reported that solution-based therapy is one of the best approaches to mental health [ 28, 29]. Solution-based therapy is different from many other psychological approaches because counseling with this method does not require a psychologist [ 30]. Nurses, midwives, and also health providers can help patients in thinking about life problems in different ways [ 27]. Specialist nurses in psychological care can greatly help solve the problems of patients with chronic diseases by passing the complementary courses of this approach [ 31]. In Iran, midwife consultants trained at the master level are made familiarized with various counseling approaches, namely solution-cantered approach, and they utilize these approaches to prevent women's psychological problems in different periods of life, including adolescence, pregnancy, delivery, and menopause [ 32]. Moreover, it can be applied in mental health centers, outpatient treatment centers, hospitals, schools, and in various ranges of populations, including people with mood disorders, couples, teenagers, and children [ 33-35]. This approach focuses more on people's capabilities and achievements and creating supportive relationships during treatment than people's defects and disabilities [ 36]. It helps the patients to find solutions for their current problems; therefore, it focuses on solutions rather than problems [ 19, 32]. Breast cancer is the fifth cause of cancer-related death in Iranian women, growing over the last 40 years. In this regard, counseling approaches play a leading role in reducing mental health and quality of life [ 8]. A phenomenological approach was developed to explore the meaning of living with breast cancer for Iranian women. Participants explained their experiences of living with breast cancer as losing something important, low confidence, perceived fear, emotional dizziness, and negative aspects of breast cancer [ 37]. Considering that a study with this approach had not been done in Iranian women living with mastectomy, the present study investigated the effect of solution-oriented counseling on depression and the quality of life of women who underwent mastectomy.

    


    
      

      2. METHODOLOGY


      
        

        2.1. The Setting of the Study


        The study was conducted at Khansari Hospital in Arak, one of the cities in Markazi Province, Iran. This hospital is the specialized hospital for patients with cancer in this city and has 50 beds. Patients from other cities of the province refer to this hospital for treatment.

      


      
        

        2.2. Trial Design and Participants


        This study was a randomized clinical trial with a parallel design in two groups as intervention and control. It was conducted in one of the hospitals in Arak, Markazi Province, Iran. Reporting of this study was performed by the Consolidation Standards of Reporting Trials (CONSORT) statement (Suppl-material).


        The study population consisted of women, who underwent mastectomies in Khansari Hospital. The inclusion criteria were: the age range of 25-55 years old, radical unilateral mastectomy over the last 1 to 5 years, absence of any other physical diseases, absence of any mental or psychological illnesses, and being under no other psychological treatments. The exclusion criteria were: unwillingness to participate in the study, absence for more than one session of counseling, and incidents, such as the death of relatives during training sessions.


        After the proposal was approved by the Research Council and the code of ethics was obtained, the sampling was done by attending Khansari Hospital in Arak and using the patients' records, and making phone calls with them. At first, eligible individuals, who had a mastectomy in the first stage, were selected. The records of women who underwent mastectomies from June to September, 2020, were investigated, and a phone call was made with the women (n=180). They were included in the study if they met the inclusion criteria to participate in the study. Out of 180 patients, 20 died, and 20 did not meet the inclusion criteria. Therefore, a total of 140 patients were invited to attend the hospital education class. Out of 140 patients, 100 attended the hospital after being invited. Due to the low capacity of the hospital class, it was held in 5 stages. A total of 70 patients were assigned to either a control group or an intervention group by block randomization using online statistical software (www.sealed envelope.com). In the meeting before counseling, 70 patients were invited to an education class in Khansari Hospital and were randomly assigned to one of the groups. The non-transparent envelope-sealed method was then used to hide sequences. Accordingly, several envelopes with aluminum foil protection (to obscure the contents of the envelopes) were prepared, and each random sequence created was recorded on a card, and the cards were placed in order within the envelopes. To maintain a random sequence, the outer surface of the envelopes was numbered in the same way. Eventually, the flap was pasted, and envelopes were placed respectively within a box. At the beginning of the participants' registration process, the envelopes were opened in order, based on the order of the eligible participants' entry into the study, and the respective group was revealed to each participant. Then, the Beck Depression Inventory (BDI) was provided to them. Moreover, the Quality of Life Questionnaire was provided to the patients, but no cut-off point was determined for it. Questionnaires that were completed by the patients before and after the study were delivered by the research assistant, who did not know about the study groups and their allocation. Also, statistical data analysis was carried out without knowing the 2 research groups. Blinding was done by the outcome assessor and the study statistician. So, they were unaware of the participants.

      


      
        

        2.3. Sample Size


        To determine the minimum sample size at a 95% confidence level, Moradi et al. [ 38] demonstrated that the sample size was determined based on the effect of treatment in the patients (α=5%, p2=8.6%, p1=34.9%, β=20%) that were 28 subjects for each group.

      


      
        

        2.4. Description of Intervention


        Solution-focused sessions were adopted from a study by Rafie on Iranian women [ 32]. Participants were invited by nurse-midwife to an education class at the Kansari Hospital. Solution-focused counseling was provided to the intervention group by a nurse-midwife counselor in a group session of 90 minutes in 6 sessions (once a week). The content of the sessions is mentioned in Table 1. One nurse-midwife who passed a solution-focused counseling course held up the counseling sessions. Due to the special conditions made by the coronavirus, the meetings were held with 4 people with masks and appropriate distancing. The 2 groups were provided with an explanation that they might be assigned to either a counseling group or a control group in this hospital. The control group might train in mastectomy care if they need it. However, hospital care training was still provided to the intervention group. These educational programs included wound and drain care, how to sleep, bath duration, reporting any abnormal discharge, and post-operation exercises. This care was also provided to the control group without solution-centered counseling. After the first session, groups were contacted by making phone calls, and the necessary coordination was made for the next sessions with the intervention group. To comply with the ethical principles, two 90-minute solution-centered counseling sessions were also programmed for the control group.

      


      
        

        2.5. Instrument and Outcomes


        The instrument used in the present study had two parts. The first part was related to demographic characteristics, including age, education status, employment status, marital status, duration of disease, and job status. The second part included the Beck Depression Inventory, the second version (II- BDI), and WHO Quality of Life-Brief (WHOQOL-BREF). Beck Depression Inventory can be used to diagnose depression in the first outcome. It was completed before and immediately after the intervention in the intervention and control groups, and scores were compared between the two groups. It consisted of 21 items and was scored on a 4-option scale ranging from lack of depression or mild depression (score=0) to severe depression (score=3). The total score of depression was 63, which was obtained by adding the scores. The higher the score is, the more severe depression is. The reliability of the inventory was calculated between 0.85 and 0.75 using Cronbach's alpha coefficient [ 39, 40].


        WHO Quality of Life-Brief (WHOQOL-BREF) questionnaire was used to assess the quality of life as a secondary outcome. It was completed before and immediately after the intervention in the two groups, and scores were compared between the two groups. This questionnaire was also localized in Iran, and its Cronbach's alpha was determined to be 0.82 [ 41]. The first 2 items examined general health, and the other 24 items examined 4 domains of physical health (7 items), psychological health (6 items), social health (3 items), and environmental health (8 items). The questionnaire assessed the subjects' conditions by a 5-option Likert scale. The subjects' QOL in the first item was scored from 1 (very bad) to 5 (very good) and from 1 (very unsatisfied) to 5 (very satisfied) in the second item [ 42, 43].


        In this study, patients with mild depression (15-32) were sampled. Moreover, the Quality of Life Questionnaire was provided to the patients, but no cut-off point was determined for it. After an initial evaluation, 80 patients were found with mild depression, 5 with moderate depression, and 10 with severe depression. A total of 19 women did not have depression. Patients with moderate to severe depression were referred to a psychiatrist. Out of 80 patients, 56 were assigned into 2 groups using a block randomization method.

      


      
        

        2.6. Statistical Tests


        Data were analyzed by SPSS software version 22. Analytical statistics were carried out using the chi-square test, Fisher's exact, and t-test. Also, ANOVA repeated measure test was used to assess the effectiveness of the solution-oriented intervention for depression and quality of life using SPSS 21 by identifying the duration of disease.


        
          

          

          

          Table 1 Content sessions of solution-focused counseling in breast cancer women.


          
            
              
                	Session 1: Introduction and making familiarity between the counselor and the participants and expressing the goals of solution-focused counseling and its approach. The participants were asked to express their goals for life in relation to the disease in the following session.
              


              
                	Session 2: Talking about their aims and aligning them in 3 principles as being positive, specific, and measurable, expressing their issues and worries, expressing solutions for problems, and clearly expressing expectations of life. This session was aimed at finding out what the participants expected and what they liked to achieve in these classes. The homework assigned was the miracle question “If you wake up one day and see that your problem is completely solved, what will be different in your life”?
              


              
                	Session 3: Discussing the solutions and answers of the participants for the question asked in the last session. They were helped to find different aspects of their solutions, i.e., the aspects that had previously happened in their life. They were also explained that they might have experienced such miracles in their life, but they disregarded them. They were asked to write down their capabilities and send them for the following session.
              


              
                	Session 4: This session was directed to find exceptions in order to motivate the participants to find the positive events in their life and elevate their quality of life based on discovered self-sufficiency and self-efficacy and restrict the problems area. They were also asked to focus on what different acts they would do when they felt higher self-efficiency. As homework for the following session, they were asked to think about the solutions they would suggest to those with similar problems.
              


              
                	Session 5: The purpose of this meeting was to create solutions and choose a suitable solution, to praise the participants for finding different and innovative solutions for their new goals, and to find out that they can use their resources and capabilities in a good way to improve their conditions and quality of life. The participants had to answer these questions as What would you do if you were to take a small step for your problems? What would you do when your problems were solved? What would you do differently to stabilize the desired course of your lives?
              


              
                	Session 6: This session was to make a conclusion. In addition, the participants were asked about what they felt was better than before starting the classes and what motivated them to continue trying. They were also asked to answer what they were going to do after finishing treatment and what changes they would make in their life?
              

            
          


        


        
          Table 2 Demographic characteristics in control and intervention groups.


          
            
              
                	Variables

                	-

                	Group

                	P-value
              


              
                	Age

                	-

                	Control

                	Intervention

                	-
              

            

            
              
                	38.89±8.04

                	38.32±8.73

                	0.06
              


              
                	Age of initiation of cancer (Mean ±SD)

                	35.00±7.36

                	35.67±8.16

                	0.74
              


              
                	Duration of disease (Mean ±SD)

                	3.21±1.87

                	2.46±1.17

                	0.001
              


              
                	Educational level

                	Diploma

                	17

                	18

                	±0.74
              


              
                	60.7%

                	64.3%
              


              
                	Associate's degree

                	5

                	4
              


              
                	17.9%

                	14.3%
              


              
                	Bachelor

                	6

                	5
              


              
                	21.4%

                	17.9%
              


              
                	Master's degree

                	0

                	1
              


              
                	.0%

                	3.6%
              


              
                	Job

                	Employed

                	4

                	4

                	*1.00
              


              
                	14.3%

                	14.3%
              


              
                	Housewife

                	24

                	24
              


              
                	85.7%

                	85.7%
              


              
                	Marriage status

                	Single

                	4

                	5

                	0.673
              


              
                	14.3%

                	17.9%
              


              
                	Married

                	24

                	23
              


              
                	85.7%

                	82.1%
              


              
                	Depression (pre-intervention)

                	-

                	29.57±2.33

                	30.29±2.72

                	0.30
              


              
                	Quality of life (pre-intervention)

                	88.04±6.96

                	90.96±4.84

                	0.29
              

            
          


          
            Note: ±ϰ 2-Test.

            *Fisher’s Exact-Test.
          


        

      

    


    
      

      3. RESULTS


      
        

        3.1. Samples’ Characteristics


        A total of 56 samples were included in the study. The results showed that the mean age of mothers in the intervention and control groups was 38.32±8.73 and 38.89±8.04, respectively, which was not significantly different (p=0.28). In addition, 85.7% (24) of women in both groups were housewives. The average age of initiation of cancer in the control and intervention groups was 35.00±7.36 and 35.67±8.16, respectively (p=0.74). According to the findings, there was no statistically significant difference between the control and intervention groups in terms of the other individual variables (Table 2).


        
          Table 3 Mean of depression and quality of life and its dimensions in control and intervention groups after adjusted by the duration of the disease.


          
            
              
                	Variables

                Adjusted by the Duration of the Disease

                	Group

                	Post-Intervention

                Mean± SD

                	* p-value

                	Partial Eta Squared
              

            

            
              
                	Depression

                	Control

                	29.86±2.32

                	0.001

                	0.724
              


              
                	Intervention

                	21.89±2.72
              


              
                	Quality of life dimensions

                	-

                	-

                	-

                	-
              


              
                	Physical health

                	Control

                	19.00±3.41

                	0.001

                	0.605
              


              
                	Intervention

                	27.11±3.54
              


              
                	Psychological health

                	Control

                	15.21±1.85

                	0.001

                	0.830
              


              
                	Intervention

                	23.46±2.06
              


              
                	Social relationship

                	Control

                	9.07±2.56

                	0.001

                	0.570
              


              
                	Intervention

                	13.79±1.54
              


              
                	Environment

                	Control

                	17.61±3.03

                	0.001

                	0.883
              


              
                	Intervention

                	32.14±2.33
              


              
                	General Health

                	Control

                	4.25±1.04

                	0.001

                	0.786
              


              
                	Intervention

                	7.71±0.854
              


              
                	Total Quality of Life

                	Control

                	65.14±5.00

                	0.001

                	0.943
              


              
                	Intervention

                	104.21±5.32
              

            
          


          
            Note: *ANOVA repeated measurement.
          


        

      


      
        

        3.2. Intervention’s Effects on Depression and Quality of Life


        According to Table 3, results indicated that the depression score was significantly lower in the intervention group (21.89±2.72) than in the control group (29.86±2.32) (p-value=0.001). Moreover, it was revealed that counseling increased the QOL score in the intervention group (104.21±5.32) compared to the control group (65.14±5.00) (p=0.001). Partial Eta Squared for QOL was about 93%, indicating that 93% of changes in the score of QOL were due to the intervention method (Table 3). The mean of physical health in the control and intervention groups was 19.0±3.41 and 27.11±3.52, respectively (p=0.001). Also, the mean of psychological health in the control and intervention groups was 15.21±1.85 and 23.46±2.06, respectively (p=0.001). The other dimensions of quality of life in control and intervention groups are mentioned in Table 3.

      

    


    
      

      4. DISCUSSION


      The effect of solution-focused counseling on depression and QOL in women after mastectomy was assessed. The present study pointed out that solution-focused counseling could reduce depression and improve QOL in breast cancer women who underwent a mastectomy. Low quality of life in women after mastectomy could be due to the fact that a change in mental image after mastectomy is inevitable. If this change occurs, it increases mood disorders, decreases self-confidence, and causes fear of social participation, decreased efficiency, and disorders in sexual, family, and social relationships; this negatively affects the person's quality of life [ 44, 45]. SFT counseling is an approach to providing patients with the skills to cope with mental issues. Conversation between the clients and the counselor is a main part of any counseling approach. The counselor asks questions and motivates the clients to express their needs and worries in their own language. For example: “what will happen if you are able to control your negative thoughts”, is the question that motivates the clients to express their own needs rather than others' expectations. The clients can also be motivated to consider the future to take the required actions to achieve their goals [ 32]. Amininasab et al. investigated the effect of solution-focused base therapy (SFBT) in depressed women with breast cancer. Eight sessions of solution-focused-based therapy were conducted for the experimental group, and no intervention was performed in the control group. The results showed that SFBT was effective in reducing perceived depression and stress in patients with breast cancer. The results of the study were consistent with the results of the present study. We could achieve the same findings in 6 sessions [ 27]. A pilot study was done on the efficacy of solution-focused brief therapy (SFBT) for depression, anxiety, and hope among young women diagnosed with cancer. They participated in four planned sessions. They followed at one month, and the results showed that 4 sessions of SFBT improved mental health concerns among young adults diagnosed with cancer [ 46].


      In managing depression through solution-focused therapy, a patient is provided with the help to identify and focus on the moments when he/she is not depressed, or the severity of depression is low; therefore, the person realizes that depression is not constant and has the power and ability to appropriately cope with depression and its consequences, leading to great cognitive changes that can stimulate greater and more effective changes and thus improve quality of life [ 47]. The present study showed that the quality of life of patients improved in the intervention group compared to the control group, and the changes happened in most physical, psychological, social, environmental, and general aspects. In one study, 103 patients who underwent leukemia chemotherapy were divided into two groups based on the intervention method. One group underwent routine nursing intervention, and another group underwent solution-focused nursing. Anxiety Scale, Montgomery-Asberg Depression Rating Scale (MADRS) scores, Trait Coping Style Questionnaire (TCSQ) scores, cancer-related fatigue, the General Self-Efficacy Scale (GSES) scores, and the Spitzer Quality of Life Index scores were compared between the two groups. Findings showed that solution-focused nursing can reduce patients’ negative emotions and cancer-related fatigue, improve their coping styles, and increase their self-efficacy and quality of life in these patients [ 48]. In another study, cancer-related fatigue was evaluated using the Chinese Fatigue Scale in 160 patients into the control (routine nursing interventions) and intervention (routine nursing interventions and SFBT) groups. Analysis was performed at baseline, post-intervention, and post-follow-up intervention. In the intervention group, the fatigue level decreased at post-intervention (P<0.05) and went to a similar level at post-follow-up as that of baseline time [ 49]. This type of therapy is focused on finding different solutions for patients' problems; it helps in developing different attitudes toward problems in patients and reinforces their sense of hope for the future. Unlike the problem-focused approach, this approach focuses on finding solutions [ 50]. It highlights the person's capabilities and achievements and helps individuals to make supportive relationships during treatment rather than concentrating on deficiencies and disabilities. The SFT method can improve mental health by helping clients to make their goals tangible, objective, and clear. The clients can have a clear view of their goals and the solutions to achieve them [ 51]. Low quality of life in women after mastectomy can be due to the fact that change in mental image after mastectomy is inevitable. If this change occurs in an undesirable form in the person's self-concept, it increases mood disorders, decreases self-confidence, and causes fear of social participation, decreased efficiency, and disorders in sexual, family, and social relationships; this negatively affects the person's quality of life [ 52, 53].

    


    
      

      CONCLUSION


      The results of the present study showed that solution-focused counseling improved mood and quality of life. Therefore, it is necessary for midwives/nurses to provide counseling approaches for depression patients to help them pass the treatment process of cancer and have better psychological and physical health by improving their quality of life.


      Since nurses and counselor midwives have important roles in planning for the patients and their families for rehabilitation programs, their counseling role in adapting to the patients' psychological-mental problems cannot be fulfilled by just simple psychological methods. This study, like other studies, had limitations, including a small sample size, which could affect the generalization of the results. Moreover, the answers were assumed to be real, and it was beyond the researcher's power to ensure the accuracy of the answers. Another limitation was that the subjects were housewives and married; thus, the results must not be generalized to singles and employed women and must be perceived with caution.
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