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aality of life of cancer patients followed in the medical oncology department of a National
Hospital Center of Senegal and associated factors

Summary

Introduction: Faced with the highly aversive symptoms and incapacitating side effects of anticancer therapy, @
assessment of the Quality of Life ( QoL ) of patients is essential to better inform clinical decisions. Using a mixed
design, the QoL of cancer patients followed in the medical oncology department of the Dalal University Hospital
Center Jam m of Senegal was assessed, as well as the factors associated with it. Method: The data Collected using
the self-questionnaire QLQ-C30 version 3.0 of EORTC, were analyzed according to the guidelines of the "QLQ-C30
Scoring Manual" by calculating the average of the raw scores of each of the 30 items completed, then the
Standardized Scores ( SN ) for the multi-item dimensions ranging from 0 to 100. To determine the overall QoL level
of each respondent based on their SN, an assessment scale consisting of four different levels corresponding to four
class intervals with an amplitude equal to 25, was proposed: SN € [0-25[ = Qdv heavily degraded; SN € [25-50[ =
Qdv degraded; SN € [50-75[ = Qdv moderately degraded; SN € [75-100] = Qdv slightly degraded. Finally, the
categorical variables were summarized in numbers and percentages and by calculating the deviations from
independence. Bivariate statistical analyses (Chi2 gt or Fisher's Exact test) were carried out to verify the existence
of a statistical dependence between the socio-professional, demographic, clinical and therapeutic characteristics and
the QoL of the patients (P-value < 0.05 indicates a significant dependence). Results: 60 cancer patients (mean age
= 54.42 ears) were included in the study, 47% of whom were at SBR stage Il of the cancerous disease. QoL was
slightly degraded in 52% of the respondents, moderately degraded in 22%, degraded in 16% and significantly
degraded in 10%. Disease stage Fpi.rm), presence of metastases (p=0.004), location of metastases (p=0.004),
curative chemotherapy (p=0.003), palliative chemotherapy (p=0.004), curative radiotherapy (p=0.003) and marital
status (p=0.02) significantly influence their QoL . Discussions: Taking these factors into account could improve the
QoL of cancer patients.
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Abstract

Introduction: Faced with the highly aversive symptoms and incapacitating side effects of anticancer therapy, %
assessment of patients' Quality of Life (QoL) is essential to better inform clinical decisions. Using a mixed design,
QoL of cancer patients followed in the medical oncology department of the Dalal Jamm University Hospital in
Senegal was assessed, as well as the factors associated with it. Method: Data collected mg the EORTC QLQ-C30
version 3.0 self-administered questionnaire were analyzed according to the guidelines of the "QLQ-C30 Scoring
Manual" by calculating the average of the raw scores for each of the 30 items completed, then the Standardized
Scores (SN) for the multi-item dimensions ranging from 0 to 100. To determine the overall QoL level of each
respondent based on their SN, an assessment scale consisting of four different levels corresponding to four class
intervals with an amplitude equal to 25 was proposed: SN € [0-25[ = QoL severely degraded; SN € [25-50[ = QoL
degraded; SN € [50-75] = QoL moderately degraded; SN € [75-100] = QoL slightly degraded. Finally, categorical




variables were summarized in numbers and percentages and by calculating deviations from independence. Bivariate
statistical analyzes (Chi-square test or Fisher's Exact test) were performed to verify the existence_of a statistical
dependence between socio-professional, demographic, clinical and therapeutic characteristics d the QoL of
patients (P-value < 0.05 indicates a significant dependence). Results: 60 cancer patients (mean age = 54.42 ears)
were included in the study, 47% of whom were at SBR stage Il of the cancerous disease. QoL was slightly degraded
in 52% of the respondents, moderately degraded in 22%, degraded in 16% and significantly degraded in 10%.
Disease stage éﬂ.OOS), presence of metastases (p=0.004), location of metastases (p=0.004), curative
chemotherapy (p=0.003), palliative chemotherapy (p=0.004), curative radiotherapy (p=0.003) and marital status
(p=0.02) significantly influence their QoL. Discussions: Taking these factors into account could improve the QoL of
cancer patients.

Keywords: Quality of life; Cancer ; Dalal Jamm National Hospital Center, Senegal

E\!roduction

Cancer is and remains a major public health problem due to its seriousness and the complexity of its
therapeutic management. Its occurrence icts all aspects of the cancer patient's life, as well as those around them
(AL Septans , 2014). The World Health Organization [WHO], reported by P. Aubery and BA Gauzere (2020),
reminded us that cancer is responsible for one in six deaths worldwide, but that up to 50% of all its forms can be
prevented. Despite the progress made in recent years in diagnosis, therapeutic management and prevention, cancer
remains a serious disease that wreaks havoc (P. Amsalhem et al. , 2007) and the most common symptoms resulting
from the disease itself and its treatments include: distress (PA Ganz ef al. , 2002), pain (P.J. Christo and D.
Mazloomdoost , 2008), depression (M. Shampe and J. Walker, 2009), fatigue (M. Andrea ef al. , 2008) and insomnia
(J. Savar et al. , 2005). Cancer therefore remains a challenge for humanity, in the face of which it is still pawerless.

Therapeutic management of cancer is multidisciplinary, interdisciplinary and transdisciplinary. épending on
the type of cancer and its stage of development, and given that each cancer patient is unique, it includes different
types of treatment which can be offered alone or in combination, namely: oncological surgery ; chemotherapy ;
targeted therapies ; radiotherapy ; hormone therapy ; immunotherapy. These treatments generally affectﬁ patient's
Quality of Life ( QoL ) and can be responsible for side effects or late sequelae , while it is crucial that cancer
patients maintain the best possible QoL through adjuvant care that goes beyond the discipline of oncology, including
rehabilitation, su&orﬁve care and palliative care.

Indeed, according to the WHO (1993), QoL is an individual's perception of their place in life, in the context of
the culture and value system in which they live, in relation to their goals, expectations, standards and concerns; QoL
is a very broad concept that can be influenced in a complex way by the subject's physical health, psychological state
and level of independence, social relationships and relationship to the essential elements of their environment. As for
Qol related to health, it isgﬁned as a state of well-being which is based on two components: 1- the ability to carry
out daily activities which reflect the well-being physical, psychological And sacial and; 2- the satisfaction of patient
with her level of functioning, control of his disease and related symptoms has her treatment (R. Feld , 1995; CC
Gotay et al. , 1992). For Anon (2018), ﬁ concept of health-related quality of life refers to the subject's judgment of
their own health. It includes physical, emotional, psychological and social dimensions as well as symptoms related to




the disease and treatments and is based on objective (living conditions, functional health) and subjective
(satisfaction, happiness, well-being) items integaging the person as a whole and their environment.

Improving the QoL of cancer patients is one of the two criteria used by the Food and Drug Administration
(FDA) for the marketing authorization of new cancer drugs (JR Johnson and R. Temple, 1985 ). Better still, among
the judgment criteria used in cancerology, after overall survival, is the evaluation of QoL which reports a direct clinical
benefit as perceived and quantified by the patient (A. Bryand et al. , 2015). The question of the evaluation of QoL
therefore seems to be a major issue today and its study is currently part of most therapeutic trials validating new
molecules or therapeutic protocols (KA Reiss et al., 2015). Also, according to DF Cella (2007), the measurementg
quality of life in cancer patients is done for three main reasons: 1- the evaluation of rehabilitation needs; 2- as a
parameter in the evaluation of treatment results and; 3- as a predictive factor of response to future treatment . The
evaluation of the QoL of cancer patients is therefore essential to better inform clinical decisions, hence the interest of
this study whose objectives are to: 1- evaluate the impact of cancer and its treatments on the different dimensions of
QoL and; 2- detemmine the factors sociated with the quality of life of patients with cancer and followed in the
medical oncology department of the Dalal National Hospital Center Jam m in the Republic of Senegal.

ﬂaterials and Methods

To achieve the objectives of the study, the philosophical orientation chosen ( research design) and which seems to
us to be the most suitable is that of a mixed study (qualitative and quantitative). The qualitative approach of the study
is inspired by hermeneutic or interpretative phenomenology (HG Gadamer , 1976 and P. Ricceur, 19786) in which
descriptive and interpretative perspectives coexist. As a qualitative research method in Nursing Sciences and Social
Sciences, phenomenalogy aims at understanding and describing the human experience as lived by the participants
(here, the participants in the study are cancer patients followed in the medical oncology gpartment of the Dalal
National Hospital Center Jam m in the Republic of Senegal) to a study (PL Munhall , 2012) and it seeks to discover
the essence of phenomena, their nature and the meaning that human beings attribute to them (M. Van Manen ,
1990) .

Indeed, the phenomenon under study, within the framework of this research, concerns the quality of life of cancer
patients. In other words, what are the experiences of cancer patients of the impact of the cancerous disease and its
treatments on the different dimensions [1- symptomatological; 2- physical; 3- psychological (mental) and emotional;
4- social and environmental; 5- economic; 6~ sexual and body image and; 7- spiritual and psychological ] of their
ality of life?

Through documentary analysis (analysis of patient records) and on the basis of simple random probability sampling,
patients of both sexes diagnosed with cancer and receiving therapeutic care for at least six months before the survey
period (July 1 August 31, 2021), followed in the medical oncology department of the Dalal National Hospital Center
Jamm from Senegal, who gave their free and informed consent to participate in the survey and who are physically
and mentally able to complete the data collection tool (self-questionnaire) themselves in order to observe the
greatest neutrality, re included in the study.

The self-administered questionnaire " Quality of Life of Cancer Patients " from the European Organization for
Research and Treatment of Cancer ( European Organization for Research and Treatment of Cancer) [EORTC QLQ-




C30], version 3.0 (EORTC, 1995), was adapted and used as the data collection tool for the study. Developed in 1996

by the EORTC (1995), this tool was chosen for the study because it is currently the most widely used in French and

European studies on QoL (NK Aaronson et al.,1993). Validated in 2009 (S. Gentile et al., 2008); D. Beauger et al.,

2013), the EORTC QLQ-C30 version 3.0 (EORTC, 1995) is a standard data collection tool for all types of cancer and

consists of a main questionnaire that allows exploring several dimensions of QoL ( NW Scott et al.,2008). Also, it is a

general questionnaire usable for all cancer locations, a useful, reliable, interesting measurement tool in current

clinical practice and suitable for routine use in measuring (oL in cancer patients and having been the subject of a

long development which has approved its validity and reproducibility (A. Georgakopoulos , 2013). ?e European

Organization for Research and Treatment of Cancer ( EORTC ) has also demonstrated that the quality of life

measurement systemgsed on the QLQ-C30 questionnaire is a practical, reliable, valid and intercultural method (NK

Aaronson et al., 1993). It is a tool %ely recognized for its high reliability and validity (BA Ayana et al., 2016; MN

Azmawati et al., 2014; B. McCarthy, 2011; Michels etal., 2014).

The EORTC QLQ-C30 questionnaire version 3.0 (EORTC, 1995) consists of thirty (30) items whose responses allow

the establishment of different scales, each of them exploring a different dimension of quality of life. It is structured as

follows :

« Five (5) functional scales to explore the dimensions: physical (ifems 1 to 5); executive (items 6 and 7); social
(items 26 and 27); cognitive (items 20 and 25) and; emotional (items 21 to 24) of the quality of life of the person
interviewed;

« Nine (9) symptomatic scales to explore:gtigue (items 10, 12 and 18); nausea symptoms (items 14 and 15); pain
(items 9 and 19); dyspnea (item 8); insomnia (item 11); anorexia (item 13); diarrhea (item 17); constipation (item
16) and; financial difficulties (item 28) felt by the patient and;

« One (1) scale measuring the overall quality of life of each patient (items 29 and 30).

Each dimension explored includes between one and five different items. For the majority of questions, there are four

possible response types: 1 - Not at all; 2 - A little; 3 - Quite a bit; 4 - A lot . The response methods, however, are

different for the two items constituting the measurement%he patient's overall health status, the latter having to self-

assess their 6verall health status and quality of life on a scale ranging from 1 (very poor) to 7 (excellent) .

k EORTC QLQ-C30 version 3.0 questionnaire

(EORTC, 1995) for the assessment of the patient's QoL , we adapted the questionnaire to the study by

In addition to the 30 different specific variables (items) constituting

supplementing sociodemographic and clinical variables of each patient included in the study from the documentary
analysis of their care file in order to look for possible significant associations between them (sociodemographic and
clinical variables) and the ality of life_of the cancer patient (Factors associated with the quality of life of the cancer
patient). These include the following riahles: Age; Sex; Place of residence; Marital status; Professional status;
Level of education; Cancer locations; Types of treatment received; Types of analgesics received; Stages of
development (SBR [ Scarff Bloem Richardson] grade of the cancerous disease and; Surgical and medical history of
the patient (See the adapted questionnaire in appendix 1).

raw scores for each of the 30 items completed, then the Standardized Scores ( SN ) ranging from 0 to 100, were
calculated according to the procedure described in the EORTC QLQ-C30 Scoring Manual ( P. Fayers et al, 2001)
(Figure 1)




Figure 1: Method of calculating raw scores and standardized scores

Technical Summary
In practical terms, if items 7,, 1,, ... I, are included in a scale, the procedure is as follows:

Raw score
Calculate the raw score
RawScore = RS = (I, + I, +.+1,)[n

Linear transformation
Apply the linear transformation to 0-100 to obtain the score S,
(Rs—1)

range

Functional scales: S= {I }x 100

Symptom scales / items: s={(rRs- 1)/mnge}x 100

Global health status / QoL: S ={(RS —1)/range}x100

Range is the difference between the maximum possible value of RS and the minimum possible
value. The QLQ-C30 has been designed so that all items in any scale take the same range of
values. Therefore, the range of RS equals the range of the item values. Most items are
scored 1 to 4, giving range = 3. The exceptions are the items contributing to the global
health status / QoL, which are 7-point questions with range = 6, and the initial yes/no items
on the earlier versions of the QLQ-C30 which have range = 1.

To determine ﬁ overall quality of life level of each patient surveyed from their Normalized Score obtained, an
assessment scale consisting of four different levels corresponding to four class intervals with an amplitude equal to
25, was proposed (table 1).

Table 1: Ranking scale of each cancer patient surveyed according Etheir overall quality of life level based on the
standardized score obtained

Total Normalized Score obtained for the patient for the The raII quality of life of the cancer patient is:
multi-item dimensions bety
[0-25[ Heavily degraded
[25-50[ Degraded
[50-75[ Moderately degraded
[75-100] Little degraded

It should be noted %t the standardized scores range from 0 to 100: a standardized score of zero
63
corresponds to the worst quality of life and a standardized score of 100 reflects the best quality of life for the multi-
item dimensions (NK Aaronson et al., 1993). In other words, a high global health score reflects good health and




quality of life and ghigh score for a functional scale reflects optimal function of the measured variables. On the other
hand, a high score for a symptomatic scale reflects, conversely, a high level of symptoms.

Regarding the quantitative approach of the study, the categorical variables were summarized in numbers (absolute
frequencies) and percentages (relative frequencies) and by calculations of arithmetic mean and deviations from
independence (P. Cibois , 2003). Bivariate statistical analyses (Chi2 &t or Fisher 's Exact test) were camied out to
verify the existence of a statistical dependence between the socio-professional, demographic, clinical and therapeutic
characteristics nd the quality of life of the patients (Evalue <0.05 indicates a significant dependence).

Results

5
60 cancer patients, 51% of whom were male, *ere included in the study. Their average age was 54.42 years, with
extremes of 13 and 84 years.

Epidemiological profile of patients and therapeutic management methods

ﬂale 2: Distribution of respondents according to the location of the cancer, the types of treatment and the types of
analgesic received (n=60)

No. Cancerous locations Frequency Percentage
01 Cervical cancer 19 31%

02  Prostate cancer 16 21%




03  Cancer of the ENT sphere 08 13%

04  Cavum cancer 04 06%
05  Breast cancer 05 09%
06  Rectal cancer 04 07%
07  Other cancerous locations 04 07%
Total 60 100%.
No. Types of treatment ived Freq y F g
01  Radio-chemotherapy 33 55%
02  Chemotherapy alone 1 18%
03  Exclusive radiotherapy for curative purposes 10 17%
04  Hormone therapy 03 05%
05  Adjuvant chemotherapy 03 05%
Total 60 100%
No. Types of painkillers ived Freq y Per gi
01  1steanalgesics 1" 19%
02  2nd'®danalgesics 08 13%
03  3rd =~'analgesics 02 03%
04  No pain therapy received 39 65%
Total 60 100%

According to the data in Table 2, the most common cancers were cervical (31%) and prostate (27%).
Radiochemotherapy was the most dominant type of treatment (55%), and the majority of patients had not received
any pain relief therapy.

Furthermore, still from the documentary analysis of patient files, 11% of cancers were SBR grade | or low grade
(least aggressive tumors for total histoprognostic scores of 3, 4 or 5); 47% were SBR grade Il ( for histoprognostic
scores of 6 or 7) and; 42% were SBR grade Il or high grade (most aggressive tumors for histoprognostic scores of 8
or 9) . Also, 42% of patients had a secondary cancer location (metastasis), 54% had a history of surgery, 43% had
various medical histories and 3% had neither a history of surgery nor a medical history.

74
Overall q.uality of life of cancer patients surveyed (n = 60)

Table 3: Raw mean scores and standardized scoresgculated according to the procedure described in the EORTC
QLQ-C30 Scoring Manual (P. Fayers et al, 2001)

Itemsiscales Raw Average Scores Normalized scores  ddl Testp  alpha
(n = 60) (n=60)
M(SD) M(SD)
Global Health Scale / QoL 59.2 61.7 19  t=-424 676
Functional scales
Physical functioning 72.3 68.3 z=-0803 422
Daily activity 65.8 56.7 z=-1.31 190
Emotional functioning 53.8 67.5 =-2.033 042

Cogpnitive functioning 57.5 72.5 z=-1.807 07




Social functioning 5.0 65.8 z=-0.045 964

ymptom
Fatigue 42.8 46.7 19 t=.69%4 496
Nausea and vomiting 13.3 12.5 z=-0503 615
Pains 30.0 283 z=.000 1,000
Dyspnea 16.7 28.3 z=-1725 084
Insomnia 50.0 50.0 z=-0.064 949
Loss of appetite 13.3 217 z=40.85 .396
Constipation 217 28.3 z=-0.791 429
Diarrhea 1.7 16.7 z=-1134 257
Financial difficulties 18.3 20.0 z=-0.214 831

Notes. M: mean; SD: standard deviation; df: degrees of freedom; Student 's t for paired samples; Wilcoxon's z

10
Table 4: Distribution of cancer patients according to their level of overallq.uality of life based on the standardized
score obtained for the multi-item dimensions (n=60)

Ni lized score bet A scale of the level of Frequency Percentage
overall quality of life
[0-25[ Quality of life significantly deteriorated 06 10%
[25-50[ Degraded quality of life 10 16%
[50-75[ Moderately poor quality of life 13 22%
[75-100] Little deterioration in quality of life A 52%
Total 60 100%

According to the data in Tables 3 and 4, more than half (52%) of the cancer patients surveyed have a slightly
54
degraded overall quality of life. On the other hand, 10% of them have a significantly degraded overall quality of life
7
and 16% have a degraded overall quality of life.

3
Correlations bety io-professional, demographic, clinical and therapeutic variahlesgld the quality of
life of cancer patients surveyed

Table 5: Bivariate analysis between socio-professional, demographic, clinical and therapeuticgaracteristics and the
overall quality of life score

No. Sociodemographic, clinical and p-value No. Sociodemographic, clinical and p-value
therapeutic vari 5% th tic variables 5%

01 Age 0.837 09  Presence of metastases 0.004
02 Sex 0.326 10 Location of metastases 0.004
03  Marital status 0.217 11 Surgery -

04  Place of residence 0.525 12 Curative chemotherapy 0.003
05  Occupation 0.898 13 Curative radiotherapy 0.003
06  Educational level 0.426 14 Hormone therapy 0.152
07  Location of the cancerous disease 0.769 15  Palliative chemotherapy 0.004

08  Stage of cancer disease 0.003 16  Painkillers 0.153




From the data presented in Table 5, it appears that: 1 - the stage of the cancerous disease (p = 0.003); 2 - the
presence of metastases (p = 0.004); 3 - the location of metastases (p = 0.004); 4 - curative chemotherapy (p =
0.003); 5 - palliative chemotherapy (p = 0.004) and; 6 - curative radiotherapy (p = 0.003), are gtors that significantly

influence the QoL of cancer patients because their P-Values are all < 0.05

le 6: Bivariate analysis between socio-professional and demographic characteristics and the different levels of
quality of life of cancer patients (n=60)

Features Effective Quality of life P-Value
socio- Overall Strongly Degraded Moderately Little
professionaland (N =60) degraded (n=10) Degraded degraded
d hi (n=6) (n=13) (n=31)
Sex 012
Women 29 (49) 5(8) 7(12) 6(10) 12 (20)
Man 31(51) 1(2) 3(5) 7(12) 19 (32)
Place of residence 0.3
Urban 29 (49) 4(7) 7(12) 5(8) 13(22)
Rural 31(51) 2(3) 3(5) 8(13) 18 (30)
Marital status 0.02
Singles 15(25) 2(3) 6(10) 47 3(5)
Divorced 11(8) 1(2) 2(3) 2(3) 6(10)
Married 27(45) 12 1(2) 6(10) 19 (32)
Widowers 7(12) 2(3) 1(2) 1(2) 3(5)
Professional status 0.59
Active 22(37) 1(2) 2(3) 6(10) 13 (22)
Unemployed 16(27) 3(5) 4(7 4(7 5(8)
Retirees 12(20) 1(2) 3(5) 1(2) 7(12)
Housewives 10(17) 12 1) 2(3) 6(10)
Level instruction 0.36
llliterate 9(15) 2(3) 4(7) 1(2) 2(3)
Preschool 11(18) 12 3(5) 3(5) 4(7)
Primary 9(15) 1(2) 1(2) 1(2) 6(10)
Secondary 13(22) 1(2) 1(2) 3(5) 8(13)
University 18(30) 1(2) 1(2) 5(8) 11(18)

According to the data in Table 6, the predominant marital status was married (45%), followed by single
(25%). 51% of the respondents stated that they resided in rural areas. Only 3.7 % of them were still professionally
active, followed by the unemployed (27%). University and secondary school graduates represented more than 50%
of the cancer patients surveyed.

Among the socio-professional and demographic variables, only marital status was the most significant
factor%ated to the quality of life of cancer patients (P-value < 0.05) while gender, residential area, professional
status and educational level did not show significant differences. Furthermore, the majority of married people (19/27);
professionally active people (13/22); people living in rural areas (18/31); men (19/31); university-educated people
(11/18) and secondary-educated people (8/13), seem to have a little degraded quality of life.

o

The analysis of contingency tables 7, 8 and 9 below shows that almost the deviations from indep
calculated for the different modalities of the socio-professional and demographic variables: 1 - Sex; 2- Place of
residence; 3- Marital status; 4- Professional status and; 5- Level of education, are either greater than or less than
zero , which confirms an association relationship between these variables and the different levels of the erall




quality of life of the cancer patients surveyed with the exception of the "Housewives" modality of the "Professional
7

status” variable whose deviation from independence is zero (Table 7) in patients with a highly degraded Quality of life

(standardized score between [0-25[ ). In other words, it seems that there is no association relationship between being

a cancer woman at home and the stong degradation of the overall quality of life.
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Discussion and conclusion

e quality of life of a person in general and that relating specifically to his health, is today a very important
parameter to take into account in clinical and therapeutic decisions, especially in the process of caring for patients
with a chronic illness such as cancer inﬁliative care. If the definition of quality of life of the WHO (1993) as used in
this study as a theoretical framework of reference seems to have an intemational consensus, it is not easy to identify

e concept of quality of life and to develop a clear and precise definition that would receive the approval of all
scientific circles (C. Mercier & J. Filion , 1987).

e results of the study showed that %llity of life ( QoL ) is affected to varying degrees (Table 4) by cancer,
which corroborates the results of a study conducted by the Directorate of Research, Studies, Evaluation and
Statistics (DREES) of the French Ministry of Health (DREES, 2005) which reported that the QoL of people with
cancer is logically worse than that of the general population. According to DREES (2005), while physical quality of life
is more or less impaired depending on the location of cancer, mental quality of life is not influenced by any clinical
variable, which seems to be a new result that no other study had highlighted.

The study showed that socio-professional, demographic, therapeutic and clinical variables could, in general,
influence either negatively or positively the quality of life of a cancer patient. C. Mercier & J. Filion (1987) are of the
same opinion and affirm that it is undeniable that socio-demographic and economic variables play an important role
| the evaluation of the quality of life. In our study, among the respondents who have a significantly degraded quality
of life (Table 7), women were dominant (§/6), which corroborates the results of a Tunisian survey (R. Khalladi et al.,
2020) which reported to us that women ﬁ'l cancer|[...] had a poor quality of life.

Almost half of our respondents (27/60 or 45%) were married. This life as a couple would seem to be a factor
of psychological support for cancer patients according to the DREES study (2005) which reported that the
occurrence of cancer in one of the spouses preserves, or even strengthens the couple. The majority (22/60 or 37%)
of our respondents were professionally active and more than half (31/60 or 51.67%) had a secondary or university
level of education. All this further corroborates the results of the DREES study (2005) which informs us that having
[...] a high level of education, high income [...], promotes a fighting spirit and reduces the feeling of distress in cancer
patients. Being married, therefore living as a couple (45% of respondents), still being professionally active (37% of
respondents) or being a housewife (17% of respondents), are all social resources that could protect ncer patients
from the deterioration of their quality of life. F. Cousson-Gélie (2014) also believe that social resources seem to be a
powerful predictor of the quality of life of patients with the disease. Better still, the social support perceived by cancer
patients and its protective role with regard to emotional distress and quality of life has been well established by
several studies (SM Alferi et al, 2001; C. Dunkel-Schetter , 1984; CN Hoskins et al, 1996; A. Moyer and P. Salovey ,
1999; SJ Neuling and HR Winefield , 1988; PA Parker, 2003).

More than half (55%) of our surveyed patients received radiochemotherapy or chemotherapy alone (18%) as
treatment types. According to a publication of the Canadian Cancer Society (2024) , chemotherapy agents , while
destroying cancer cells, can also damage normal cells causing several side effects such as : fatigue; nausea and
vomiting; loss of appetite; hair loss; diarrhea; constipation; sore mouth and throat; pain in muscles, joints and




digestive tract; mucus; changes in gte and smell; skin problems; eye and vision problems; fertility problems;
problems at the injection site; hearing problems; organ damage and nerve damage; memory and attention problems
and other cognitive disorders; sexual disorders; negative reactions to medications and; secondary cancers. The
treating clinician must therefore constantly monitor the occurrence of these side effects in patients, which are also
actors that significantly influence their quality of life. This is all the more true since in our study, curative
chemotherapy %:0_003), palliative chemotherapy (p = 0.004) and curative radiotherapy (p=0.003) were identified as
actors that significantly influence the QoL of the cancer patients surveyed.

In our study, the stage of the cancer disease (p=0.003) was also identified as a factor that significantly
influences the quality of life of the cancer patients surveyed, which corroborates the results of the study by O. Popa-
Velea et al (2017) who inform us that the overall deterioration of the quality of life was positively correlated with the

stage and evolution of the cancer disease.

Limitations of the study

Like other ality of life assessment questionnaires for cancer patients, the EORTC QLQ-C30 version 3.0
questionnaire (EORTC, 1995) used in this study has methedological limitations, but this does not reduce the quality
of the results obtained. Although the value@]uality of life assessment questionnaires in current practice and clinical
trials is no longer in doubt, there are unknowns and methodological weaknesses that hinder their use and/or
interpretation, in particular the subjectivity of the data collected given the self-assessment nature of these
questionnaires for assessing the different dimensions of quality of life, which casts doubt on their reliability.

Indeed, the complexity of quality of life definitions and the heterogeneity in the practical use of quality of life
questionnaires is a major limitation to the exploitation of data in clinical trials (EA Hahn et al, 2007; IB Wilson and PD
Cleary (1995). Questionnaires for sessing quality of life in cancer patients are often standardized and therefore
cannot ensure a personalized assessment of patients. They thus hinder the performance of meta-analyses that
would allow greater statistical power (EK Donovan, 2019). Missing data often result from the non-existence of a
specific questionnaire validated for a location.

A new approach therefore consists of the use of direct patient perceptions &atient - reported outcomes [
PROs ]) based on the quality of life questionnaires previously described Eient reported outcome measures [
PROMs ]) in order to better assess the consequences of treatments on the functioning and well-being of cancer
patients ; the patient will thus be better placed at the heart of their care and therapeutic decision-making. Indeed,
PROs are carried out with the aim of taking into account patients' perceptions of treatments and they play a role in
the management of symptoms during the administration of different therapies, but also in improving communication
with different health professionals and even in patient survival (A. Caissie et al, 2018). As for PROMs , they are
questionnaires completed by patients and which allow obtaining a score that can guide the clinician towards the
importance of certain symptoms or conditions related to the patient's cancer (CF Snyder et al, 2013).




List of references

1.

Y
=)

-
=

-
=3

Aaronson Neil, Ahmedzai Sam, Bergman Bengt, Bullinger Monika, Cull Ann, Duez Nicole et al, (1993), The
European Organization for Research and Treatment of Cancer QLQ-C30: A quality-of-life instrument for use in
international clinical rials in oncology. Journal of the National Cancer Institute 1993; 85:365-376.

Azmawati Mohammed Nawi , Najibah Endut , Ahmad Zailani Hatta Mohd Dali and Norfazilah Ahmad
(2014), Quality of life by stage of cervical cancer among Malaysian patients . Asian Pacific Journal of Cancer
Prevention, 15(13), 5283-5286.

Aubry Pierre and Gaiizére Bemard-Alex (2023), Cancers in developing countries . René Labusquiére Center ,
Institute of Tropical Medicine, University of Bordeaux, 33076 Bordeaux (France)

Andrea Barsevick , Tracey Newhall and Susan Brown (2008), Management of Cancer-Related Fatigue. Clin J
Oncoal Nurs . 2008 October ; 12(5 Supp ): 21-25. doi:10.1188/08.CJON.S2.21-25.

Alferi Susan, Carver Charles, Antoni Michael, Weiss, S. and Durén , RE (2001), An exploratory study of
social support, distress, and life disrupfion among low-income Hispanic women under freatment for early stage
breast cancer , Health Psychology, 20 (1), 41-46.

Amsalhem , P., Etessami , R., and Morére , JF (2007). Epidemiology, risk factors, screening. In Breast cancer
(pp. 11-22). Springer, Paris.

Anon. Health-Related Quality of Life (HRQOL). Atlanta, GA: Centers for Disease Control and Prevention (CDC);
2018. URL: https://www.cdc.gov/hrqolfindex.htm [accessed May 9, 2021]

Bryand , A., Hamidou, Z., Paget-Bailly, S., Bonnetain, F., Mathelin, C., Baldauf , JJ and Akladios , C.
(2015). Study of quality of life in ovarian neoplasia: tools and challenges . Gynecology Obstetrics & Fertility,
43(2), 151-157

Birhanu Abera Ayana, Shiferaw Negash, Lukman Yusuf, Wendemagegnehu Tigeneh, Wondemagegnehu
Haile (2016) Reliability and Validity of Amharic Version of EORTC QLQ-C 30 Questionnaire among
Gynecological Cancer Patients in Ethiopia. PLoS One. 15;11(6); DOI: 10.1371/joumal.pone.0157359

. Beauger Davy, Gentile Stéphanie, Jouve Elisabeth, Dussol Bertrand, Jacquelinet Christian and Briangon

Serge (2013), Analysis , evaluation and adaptation of the ReTransQolL : a specific quality of life questionnaire for
renal transplant recipients . Health Qual Life Outcomes 11:148.

. Christo Paul and Mazloomdoost Danesh (2008), Interventional pain treatments for cancer pain . Annals of the

New York Academy of Sciences, 1138(1), 299-328.

. Cousson-Gélie Florence (2014). Psychosocial determinants of quality of life in patients with serious and/or

chronic  illness. In  F. Bacro (ed.), Qualfy of life (1 -). Rennes University Press.
https/doi.org/10.4000/books.pur.61277 , pp. 103-115

. Cashier Amanda, Brown Erika, Olson Rob, Barbera Lisa, Davis Carol-Anne, Brundage Michael et al

(2018), Improving patient outcomes and radiotherapy systems: A pan-Canadian approach to patient-reported
oufcome use. Med Phys;45(10):e841 -4.




-
[

=
=3

Y
@

2

21.

=

22,

2

24,

2

26.

=3

2

2

I

@

o

-~

I

Donovan Elysia, Sienna Julianna, Mitera Gunita , Kumar-Tyagi Nidhi, Parpia Sameer, Swaminathan
Anand (2019), Single versus multifraction radiotherapy for spinal cord compression: A systematic review and
meta-analysis. Radiother Oncol 2019;134:55 -66.

. David Cella (2007), The concept of quality of life: palliative care and quality of life , Nursing Research 2007/1

No. 88 | pages 25 to 31 ISSN 0297-2964 DOI 10.3917/rsi.088.0025

. Directorate of R h, Studies, Evaluation and Statistics [DREES] of the French Ministry of Health

(2005). Life two years after cancer diagnosis.

. Dunkel - Schetter Christine (1984), Social support and cancer: Findings based on patient interviews and their

implications . Journal of Social Issues, 40 (4), 77-98.10.1136/jech.2006.056028 .

. European Organization for Research and Treatment of Cancer ( 1995). Quality of Life of Cancer Patients [

EORTC QLQ-C30]. version 3.0 . EORTC Study Group on Quality of Life.

. Feld Ronalde (1995). Endpoints in cancer clinical trials: is there has need for measuring quality of life?

Supportive Care in Cancer ; Volume 3 (1), pages 23-27, (1995)

Fayers Peter, Aaronson NK, Bjordal K, Groenvold M, Curran D, Bottomley A, on behalf of the EORTC Quality of
Life Group. The EORTC QLQ-C30 Scoring Manual (3rd Edition). Published by: European Organization for
Research and Treatment of Cancer, Brussels 2001

Ganz Patricia, Desmond Katherine , Leedham Beth, Rowland Julia, Meyerowitz Beth & Belin Thomas
(2002), Quality of life in long-term, disease-free survivors of breast cancer: a follow-up study . Journal of the
National Cancer institute , 94(1), 39-49

Georgakopoulos Al dros , Kontodimopoulos Nick, Chatzii Sofia & Niakas Dimitris (2013).
EORTC QLQ-C30 and FACT- Lym for the assessment of health-related quality of life of newly diagnosed
lymphoma patients undergoing chemotherapy . European Journal of Oncolagy Nursing, 17(6), 849-855

Gentile Stéphanie, Jouve Elisabeth, Dussol Bertrand, Moal Valerie , Berland Yvon, Sambuc Roland
(2008). Development and validation of a French patient-based health-related quality of life instrument in kidney
fransplant : the ReTransQoL . Health Quality Life Outcomes 6:78

Gotay , CC, Korn, EL, McCabe, MS, Moore, TD, & Cheson , BD (1992). Quality of life assessment in cancer
freatment protocols: Research issues in profocol development. JNCI Journal of the National Cancer Institute,
84(8), 575-579

Gadamer Hans-Georg (1976) , Philosophical hermeneutics . Berkeley, CA. University of California Press

Hahn Elizabeth, Cella David, Chassany Olivier, Fairclough Diane, Wong Gilbert, Hays Ron, et al. (2007),
Precision of health-related quality-of-life data compared with other clinical measures . Mayo Clin Proc;
82(10):1244 -54

Hoskins, CN, Baker, S., Sherman, D. and Bohlander , J., (1996), “Social support and pattems of adjustment to
breast cancer”, Scholarly inquiry for Nursing Practice, 10 (2), 99-123.

Johnson, J.R., & Temple, R. (1985). Food and Drug Administration requirements for approval of new anticancer
drugs. Cancer treatment reports , 69 (10), 1155-1159.




29,

30.

=3

3.

ey

32.

33

w

34.

35.

o

3

3

=~

3

39.

4

41,

=

L

b

5

Khalladi Rania, Imen Gargouri , Chekib Zedini and Helmi Ben Saad (2020), What factors influence the quality
of life of Tunisian patients with lung cancer? J Fac Med Or 4(2):597-608. DOI:10.5281/zenodo.4282512

Munhall Patricia (2012), Nursing research: A qualitative perspective (5th edition) . Sudbury, MA: Jones &
Bartlett.

Michels Fernanda Alessandra Silva, Latorre Maria do Rosario Dias de Oliveira and Maciel Maria do
Socorro (2013). Validity, reliability and understanding of the EORTC-C30 and EORTC-BR23, quality of life
questionnaires specific for breast cancer . Rev Bras Epidemiol .(2):352-63.

McCarthy Bridie (2011). Family members of patients with cancer: what they know, how they know and what
they want to know . Europe an Joumal Of Oncology Nursing . 2011 Dec;15(5)428-41.

Mercier Céline and Filion Jocelyne (1987). Quality of life: theoretical and empirical perspectives . Mental
Health in Quebec, 12(1), 135-143. hitps://doi.org/10.7202/030380ar

Moyer Anne and Salovey Peter (1999), Predictors of social support and psychological distress in women with
breast cancer , Journal of Health Psychology, 4 (2), 177-191.10.1016/0277-9536(88)90273-0:

Neuling Sandra and Vignoble Héléne (1988). Social support and recovery after surgery for breast cancer:
Frequency and correlates of supportive behaviors by family, friends and surgeon. Social Science and Medicine ,
27 (4), 385-392.

10.1002/pon.635

Neil Scott, Peter Fayers , Neil Aaronson, Andrew Bottomley, Alexander de Graeff , Mogens Groenvold ,
Michael Koller , Morten Petersen and Mirjam Sprangers (2008), The relationship between overall quality of
life and its subdimensions was influenced by culture: analysis of an international database. Journal of Clinical
Epidemiology Volume 61, Issue 8, August 2008, Pages 788-795.

https://doi.org/10.1016/j.jclinepi.2007.08.015

. World Health Organization [WHO] (1993), Study protocol for the World Heaith Organization project to develop

a Quality of Life assessment instrument (WHOQOL) . Quality of life Research, 2, 153-159.

Philippe Cibois (2003), Deviations from Independence. Simple Techniques for Analyzing Survey Data . Human
Sciences. 102 pages.

Parker Patricia, Baile Walter, Carl de De Moor and Cohen Lorenzo (2003), Psychosocial and demographic
predictors of quality of life in a large sampler of cancer patients , Psycho-Oncology, 12 (2), 183-193.

Popa- Velea Ovidiu , Di Liliana, Jidveian Pop Mara and Carmen Trutescu (2017), Resilience
and active coping style: Effects on the self-reported quality of life in cancer patients. Int. J. Psychiatry Med. ,
flight. 52(2), 124-136.

Reiss Kim, Joseph Herman, Marianna Zahurak , Anthony Brade, Laura Dawson , Angela Scardina et al.,
(2015). A Phase | Study of Veliparib (ABT-888) in Combination with Low-Dose Fractionated Whole Abdominal
Radliation Therapy in Patients with Advanced Solid Malignancies and Peritoneal Carcinomatosis , Clinical Cancer
Research., vol. 21, no. 21, p. 22-25




42

4

4

4

4

4

49.

@

o

&

-

o

Ricceur Paul (1976), Interpretive theory. Discourse and the surplus of the meaning . Fort Worth, TX: Texas
Christian University Press ; 1976.

Sharpe Michael and Walker Jane ( 2009), Symptoms: A new approach. Psychiatry , 8, 146-148.
http//dx.doi.org/10.1016/j.mppsy.2009.03.016

Savard, J., Simard, S., Ivers , H., and Morin, CM (2005). Randomized study of the effectiveness of cognitive
behavioral therapy for insomnia secondary to breast cancer, part I: sleep and psychological effects. Journal of
Clinical Oncology , 23 (25), 6083-6096 .

Septans Anne-Lyse (2014). Methodology for the assessment of quality of life adapted to the end of life of
cancer patients (Doctoral dissertation, University of Franche-Comté).

Canadian  Cancer  Society (2024). Side effects of chemotherapy . Available
https://cancer.calfr/treatments/treatment-types/chemotherapy/side-effects-of-chemotherapy

Snyder C laire, Blackford Amanda, Okuyama Toru , Akechi Tatsuo, Yamashita Hiroko , Toyama Tatsuya
et al. (2013), Using the EORTC-QLQ-C30 in clinical practice for pafient management: identifying scores
requiring a clinician's atfention . Qual Life Res 2013;22(10):2685 -91.

Van Manen Max (1990), Researching lived experience . Human science for an action sensitive pedagogy.
Buffalo, NY: State of University of New York Press .

Wilson IB, Cleary PD. Linking clinical variables with health-related quality of life. A conceptual model of patient
outcomes . JAMA 1995;273(1): -5965.




Quality of life of cancer patients followed in the medical

oncology department of a National Hospital Center of Senegal
and associated factors

ORIGINALITY REPORT

20 18¢  16% 4y

SIMILARITY INDEX INTERNET SOURCES PUBLICATIONS STUDENT PAPERS

PRIMARY SOURCES

.

flylib.com

Internet Source

p

2]

cegh.net

Internet Source

1

2]

worldwidescience.org

Internet Source

1w

[~

WWW.dovepress.com

Internet Source

1w

]

"Abstract Supplement 2018 ACR/ARHP Annual
Meeting", Arthritis & Rheumatology, 2018

Publication

1w

N. Balakrishnan. "Advances on Theoretical
and Methodological A spects of Probability
and Statistics", CRC Press, 2019

Publication

1w

[=]

theses.gla.ac.uk

Internet Source

1w

www.hrpub.org

Internet Source

1w

Lamiae Hallab, Asma Azzouzi, Bassima Chami.
"Quality of life after extraction of mandibular
wisdom teeth: A systematic review", Annals of
Medicine and Surgery, 2022

Publication

T

C. R. B. Joyce, Hannah M. McGee, Ciaran A.
O'Boyle. "Individual Quality of Life -
Approaches to Conceptualisation and
Assessment", Routledge, 2013

Publication

1

raybaser.r-universe.dev

Internet Source

<1%




Submitted to Purdue Universit
Student Paper y <1 %
Submitted to University of Sydne
Student Paper y y y <1 %
ebpj.e-iph.co.uk
InterEl)it SourE)e <1 %
www.mdpi.com
Internet Sourcep <1 %
Cyrus Mowdawalla, Nina Kogekar, Joshua <1 y
Wynne, S. Sharareh Dehghani et al. "S1819 °
Liver Decompensation and Mortality
Outcomes Using Baveno VII Cutoffs for
Transient Elastography Among Patients With
Compensated Advanced Chronic Liver
Disease in a Diverse, Urban US Cohort With
Obesity and MASLD", American Journal of
Gastroenterology, 2024
Publication
d.docksci.com
Internet Source <1 %
assets-eu.researchsquare.com <1 .
Internet Source /0
bmcwomenshealth.biomedcentral.com 1
19 Internet Source < %
ebooks.cambridge.or
Internet Source g g <1 %
www.ncbi.nlm.nih.gov
Internet Source g <1 %
Dagmara Kuli$, Maria Arnott, Elfriede R <1
. . %
Greimel, Andrew Bottomley, Michael Koller.
"Trends in translation requests and arising
issues regarding cultural adaptation”, Expert
Review of Pharmacoeconomics & Outcomes
Research, 2014
Publication
dspace.ubvu.vu.nl
Interrget Source <1 %

estudogeral.sib.uc.pt



Internet Source

<1%

Carol Ott. "Osteoporosis risk and interest in <1 o
strength training in men receiving androgen °
ablation therapy for locally advanced prostate
cancer", Journal of the American Academy of
Nurse Practitioners, 3/2005
Publication
ecancer.or

Internet Source g <1 %
umsha.ac.ir

Internet Source <1 %
www.insee.fr

Internet Source <1 %
etheses.whiterose.ac.uk

Internet Source <1 %
ibd.or.kr

JInternet Source <1 %
kipdf.com

Intt—?’net Source <1 %
etd.aau.edu.et

Internet Source <1 %
hdl.handle.net

Internet Source <1 %
tel.archives-ouvertes.fr

Internet Source <1 %

"INTERNATIONAL COLUMN: Supportive care <'I "
needs in predicting the quality of life among °
gynecological cancer patients", 'Pappin
Communications'

Internet Source
Diego A.S. Yamazaki, Andrew M.F. Rozada, <1 o
0

Paula Baréa, Elaine C. Reis et al. "Novel
arylcarbamate-N-acylhydrazones derivatives
as promising BuChE inhibitors: Design,
synthesis, molecular modeling and biological
evaluation", Bioorganic & Medicinal
Chemistry, 2021

Publication




Submitted to Brunel University

Student Paper <1 %
epublications.uef.fi

IntErnet Source <1 %
link.springer.com

Internetgurceg <1 %
WWW.yumpu.com

Intemets>o/urce p <1 %
5dok.net

Internet Source <1 %

Lena Rosenlund, Eskil Degsell, Asgeir Store <'| o
Jakola. " 0
Moving from clinician-defined to patient-
reported outcome measures for survivors of
high-grade glioma
" Patient Related Outcome Measures, 2019
Publication
ir.library.louisville.edu

Internet Sou}ie <1 %
mafiadoc.com

Internet Source <1 %

mc.ncbi.nlm.nih.gov

IEternet Source g <1 %
ournal of Services Marketing, Volume 27

: & ’ <Tw
Issue 6 (2013-09-14)
Publication

Kidane Dinku, Dereje Chala, Firaol Regea, <1 o
Matiyos Lema. "Health-related quality of life 0
and associated factors among individuals with
heart failure attending public hospitals in
Nekemte town, Western Oromia, Ethiopia: A
cross-sectional study", Springer Science and
Business Media LLC, 2024
Publication
brieflands.com

Internet Source <1 %

nano-ntp.com



5
O

Internet Source

<1%

Farwa Chaudhary, Saima Dawood. 1
" . . . . < %
Personality traits, coping strategies and
quality of life in patients of hepatitis C",
European Review of Applied Psychology, 2023
Publication
Gus A. Baker, Ann Jacoby. "Quality of Life in <1
. . . %
Epilepsy - Beyond seizure counts in
assessment and treatment”, Psychology
Press, 2013
Publication
Zodwa Dlamini. "Understanding Pancreatic <1
. . %
Cancer - Global Strategies and African
Perspectives", CRC Press, 2025
Publication
dokumen.pub
Internet Source p <1 %
journals.plos.or
JInternet Sourcep g <1 %
studentsrepo.um.edu.m
Internet Source p y <1 %
synapse.koreamed.or
Intyernetgource g <1 %
WWW.esmo.or
Internet Source g <1 %
www.hirsla.lsh.is
Internet Source <1 %
www.researchsquare.com
Internet Source q <1 %
m Moustafa EI-Melook, Amany Shebl, Raefa <1 o
Alam, Nazem Ali. "Coping Behaviors and °
Health Related Quality of Life of Geriatric
Patients with Cancer", Alexandria Scientific
Nursing Journal, 2015
Publication
Richard P. McQuellon. "Quality-of-Life <’I %

Measurement in Women with Breast Cancer",
The Breast Journal, 7/1997



Publication

canadianoncologynursingjournal.com

Internet Source <1 %
dergipark.org.tr

Intern%gnurce g <1 %
dl.cm-uj.krakow.pl:8080

Internet Source <1 %
ijpsat.org

Internet Source <1 %
ouci.dntb.gov.ua

E Internet Source <1 %
repository-api.brieflands.com

Inte[r:r)wet Sourcey p <1 %
ro.uow.edu.au

E Internet Source <1 %
talenta.usu.ac.id

E Internet Source <1 %
www.theses.fr

Internet Source <1 %

Berkay Ertin, Seda Kurt. "Evaluation of <1 o
symptom control and functional quality of life °
in Turkish patients with cancer", European
Journal of Oncology Nursing, 2022
Publication

Ya.nn.|c Volz, L.ennert Eismann, Paulo <’I %
Pfitzinger, Thilo Westhofen et al. "Long-term
health-related quality of life (HRQOL) after
radical cystectomy and urinary diversion - A
propensity score-matched analysis", Clinical
Genitourinary Cancer, 2022
Publication

Carey, M.S.. "The prognostic effects of <1 %

performance status and quality of life scores
on progression-free survival and overall
survival in advanced ovarian cancer",
Gynecologic Oncology, 200801

Publication




Dirk Vordermark, J6rn Wulf, Klaus Markert,
Kurt Baier et al. "3-D conformal treatment of
prostate cancer to 74 Gy vs. high-dose-rate
brachytherapy boost: A cross-sectional
quality-of-life survey", Acta Oncologica, 2009

Publication

<1%

Won Beom Jung, Chang Sik Yu, Seok Byung

Lim, In Ja Park, Yong Sik Yoon, Jin Cheon Kim.

"Anastomotic Recurrence After Curative
Resection for Colorectal Cancer", World
Journal of Surgery, 2016

Publication

<1%

~
(o)}

e-revista.unioeste.br

Internet Source

<1%

koreascience.or.kr

Internet Source

<1%

Exclude quotes On Exclude matches Off

Exclude bibliography ~ On



