
277

REVIEW ARTICLE

Address for correspondence:

Mgr Krzysztof Bogdan Manterys  
Medical University of Gdańsk, Tuwima 15,  
80–210 Gdańsk, Poland  
e-mail: kmanterys@gumed.edu.pl

Krzysztof Bogdan Manterys, Magdalena Błażek
Division of Quality of Life Research, Department of Psychology, Medical University of Gdańsk, Gdańsk, Poland

Assessment of the quality of life of 
patients with breast and cervical cancer

ABSTRACT
The location of the tumor and the type of selected treatment are factors that determine the quality of life of pa-

tients. The incidence of neoplasms increases every year, with more and more patients successfully undergoing 

treatment processes but also struggling with the immediate and delayed effects of the disease and the treatment 

applied. A diagnosis of cancer is a critical situation in everyone’s life, which may disturb their sense of agency, 

stability, and safety. Cancer significantly affects the lives of both patients and their families, and a diagnosis 

confirming cancer may disturb the sense of control over one’s own health. According to numerous studies on 

the quality of life, depending on the location of the neoplasm, the reaction of patients to the course of treatment 

may have various psychological effects that will have an impact on the process of adaptation to the disease and 

psychosocial functioning. 

Neoplastic disease, depending on its location, may affect the assessment of one’s own body and function in the 

sexual sphere. The location of the tumor not only causes changes in patients’ bodies and health options related 

to their physicality but also affects their coping strategies, self-perception, sense of influence on one’s own health, 

and the quality of social relations.

The objective of this article is to assess the differences in the health-related quality of life among women suffering 

from breast and cervical cancers. 
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Introduction

Breast cancer is the most common neoplasm in 
women in Poland, and the second, after lung cancer, 
cause of cancer-related death, accounting for 22.5% of 
all cases among cancer patients [1]. The highest number 
of cases of breast cancer is reported in women over 
50 [2–6]. According to the National Cancer Registry, 
the number of cases of breast cancer in recent years 
exceeded 16500 and is constantly growing. On the other 
hand, cervical cancer is the seventh most diagnosed 
cancer among women, accounting for 2.8% of all cases 
of cancer [1]. The most frequently diagnosed histologic 

subtype of cervical cancer is squamous cell carcinoma, 
which accounts for as much as 95% of all cases of cervical 
cancer [7, 8]. The development of oncological treatment 
methods is conducive to the increase in cancer survival 
and cure rates, while at the same time, researchers are 
paying more and more attention to the impact that the 
patient’s psychological condition exerts on the treat-
ment process and their quality of life following the 
treatment [3].

Cancer has consequences not only of a medical 
nature but also psychological and social. The diagnosis 
of the disease and the implementation of treatment 
significantly influences the current functioning of pa-
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tients and their social role, which changes from that of 
a healthy person to a sick person, and adds to everyday 
life the duties and procedures related to diagnostics and 
treatment. Psycho-oncological literature still devotes 
a lot of attention to the phenomenon of carcinophobia 
[9]. People diagnosed with this disease may experience 
a feeling of stigma and otherness, which may further 
lead to their isolation from relatives and society [9, 10]. 
Many studies emphasize the importance of social sup-
port during illness. A lack of acceptance and empathy, 
in particular on the part of relatives, may weaken the 
patient’s motivation for further treatment, leading to 
withdrawal from treatment due to a feeling of loneli-
ness, exclusion, and helplessness about the disease [11].

Disease symptoms and the selected treatment 
regimen are closely related to how patients function 
socially and the somatic symptoms they experience [12]. 
Researchers will focus more and more on the psycho-
logical functioning of the patients, emphasizing that it 
affects not only the effectiveness of therapy but also the 
quality of their life [13]. Knowing the differences in the 
functioning of patients and the importance of tumor 
location for their self-esteem and wellbeing will improve 
the work of medical staff caring for patients. 

The concept of quality of life

Health-related quality of life is defined as: “the 
functional effect of the disease and its management 
perceived (experienced) by the patient” [14]. The World 
Health Organization (WHO) proposes to expand this 
definition by adding that: “health is the fullness of the 
physical, mental and social wellbeing of a person, not 
only the absence of disease or disability” [15]. This 
means that the way the disease is perceived is not the 
sole determinant of the patients’ quality of life, and 
there are also other factors involved in the subjective 
assessment of the patient’s wellbeing. Moreover, the 
absence of disease is not the only condition for satisfac-
tory human wellbeing. A similar opinion was expressed 
by De Walden Gałuszko, who describes health as: “an 
assessment of one’s own life situation made during the 
period of illness and treatment, taking into account 
their special role.” Within this definition, four areas of 
health are distinguished: physical state, mental state, 
as well as somatic sensations, and social situation [16]. 
The state of health is undoubtedly included in the qual-
ity of life, and at the same time, this concept refers to 
the assessment of the life satisfaction of the respective 
person. Therefore, more and more attention in human 
functioning is focused on the social, psychological, and 
economic spheres because what we ultimately define as 
wellbeing requires subjective satisfaction with various 
spheres of human functioning [17].

The genesis of interest in the quality of life dates back 
to the 1970s, when medicine, due to the progress in the 
treatment of patients, began to pay attention to health 
and non-health consequences of chronic diseases. This is 
due to the emergence of a new approach in medicine that 
assesses the results of treatment not only on the basis of 
the duration of the patients’ survival but also their subjec-
tive assessment of their life satisfaction [17]. In an attempt 
to define patients’ quality of life, research took two basic 
directions: psychometric and qualitative. The first relates 
to the use of standardized psychometric scales to measure 
patients’ ability to “perform basic everyday activities, the 
level of their mental (emotional) functioning, and social 
adaptation” [17]. The second line of research focuses on 
individual experiences and a subjective assessment of 
health and functioning during the disease [18]. The same 
authors distinguish the assessment of the quality of life 
in the effect of treatment, noting that it is important not 
only to assess the doctor but also the patient. The way the 
disease is comprehended, the selected treatment regime, 
as well as the duration of the disease, all affect the final 
assessment of patients’ wellbeing. The researchers point 
out that the patient’s perspective, including the evaluation 
of the quality of life and what is important for the patient 
at this particular moment are of particular importance in 
assessing the quality of life [19].

Patients’ quality of life suddenly changes upon being 
diagnosed with cancer. Their current lifestyle and habits 
are disturbed, as patients have to adapt to the recom-
mendations related to treatment and, importantly, a shift 
in their social role from that of a healthy person to that 
of a sick person. A diagnosis of cancer arouses anxiety 
and concerns about further health, and the treatment 
process and the associated undesirable effects lead to 
a reduction in the functioning and wellbeing of patients.

The quality of life of breast cancer 
patients — the effect of treatment

The quality of life of breast cancer patients depends 
on numerous factors. What is of particular importance, 
apart from the selected treatment, are patients’ reac-
tions to the diagnosis, the disease acceptance rate, and 
the adopted strategies of coping with stress [20]. The 
diagnosis of breast cancer involves changing one’s entire 
lifestyle. As a result of a breast cancer diagnosis, women 
often feel fear, regret, anger, despair, and anxiety. These 
emotions are related to concerns about their future, 
including the treatment process, potential survival, and 
social functioning [18]. According to the researchers, 
what is frequently reported by patients as consequences 
of breast cancer and its treatment are fatigue, symptoms 
of gastric upset, nausea, vomiting, pain in the arm and 
shoulder, arm swelling, and difficulty breathing [21, 22].



279

Krzysztof Bogdan Manterys, Magdalena Błażek, Assessment of the quality of life of patients with breast and cervical cancer

Chemotherapy

Chemotherapy is one of the most common treatment 
regimens for breast cancer patients. This treatment 
reduces the quality of life not only through side effects 
such as nausea, chronic fatigue, abdominal pain, and 
weakness but also causes psychological deterioration 
in patients [3]. Women awaiting chemotherapy often 
experience fear of the treatment and their prognosis, 
but also of the change of their social role from that of 
a healthy person to that of a sick person, as well as physi-
cal changes related to the selected treatment (eg. hair 
loss) [23]. According to researchers, the psychological 
condition of patients is reduced due to emerging emo-
tions such as fear, sadness, anxiety, and concerns about 
their appearance [2, 24]. Despite these fears and side 
effects related to chemotherapy, emotional support 
from their partner and family helps patients cope with 
the effects of the disease and emotions accompanying 
the treatment process [3, 17].

Hormone therapy

Hormone therapy is another method applied in 
breast cancer treatment. Hormone treatment causes 
inhibition of estrogen’s influence on cancer cells (e.g. 
tamoxifen), which affects the homeostasis of the whole 
body and patients’ quality of life. One of the most com-
mon side effects of this type of treatment are vasomotor 
symptoms, which include, among others: hot flushes, 
night sweats, and sleep disorders [25]. The use of hor-
mone treatment in breast cancer affects the emotional 
condition of the patient, which can lead to low mood, 
a feeling of anxiety, or depressive disorders. Apart from 
their emotional situation, patients undergoing hormone 
therapy also complain of a deterioration of their sexual 
function and problems with chronic fatigue [25]. Mour-
its, Bockermann, de Vries et al. have a similar opinion on 
the effects of hormone treatment on the quality of life in 
patients subjected to it. According to these researchers, 
treatment with hormone therapy negatively affected 
the libido of patients, which resulted from secondary 
symptoms of the treatment in the form of dyspareunia or 
vaginal dryness [26–28]. In the same review, Jagielska et 
al. pointed out that hormone treatment is also associated 
with the risk of developing cancer of the endometrium, 
which may additionally trigger patients’ anxiety during 
the treatment [25].

Surgery

Breast cancer often requires surgical intervention. 
Depending on the selected treatment strategy and the 

needs resulting from the development of the neoplas-
tic lesion, the case conference may decide to perform 
a mastectomy. Currently, medicine ever more often 
opts for breast-conserving surgery or mastectomy with 
simultaneous breast reconstruction or reconstruction 
performed after the procedure. 

The breast removal procedure has an impact on 
patients’ quality of life. Mastectomy affects not only 
the physicality of the body but also functioning in 
everyday life and the patient’s psychological condi-
tion. Hospitalization and the mastectomy procedure 
are a traumatic experience that disrupts all levels of 
psychological functioning.

According to Słowik, Jabłoński, Michałowska-
Kaczmarczyk et al., a mastectomy “may be the under-
lying cause of numerous anatomical and physiological 
disorders. These include limb lymphoedema, decreased 
muscle strength, limited mobility of the hand in the 
joints, and postural defects” [2]. The same authors point 
out that the symptoms resulting from the applied surgi-
cal treatment affect the functioning of a woman in her 
everyday life, which translates into the overall quality 
of life and wellbeing of the patient. Pytka and Spych, 
who researched the impact of radical mastectomies 
on patients’ quality of life, had a similar opinion on 
this subject [5]. According to these researchers, breast 
cancer and the selected treatment significantly reduce 
the quality of life in all spheres: psychological, social, 
professional, and intimate [5].

In the era of substantial development of oncological 
surgery and research on the quality of life, more and 
more attention is paid to the aspect of cancer patients’ 
perception of their bodies. According to researchers, 
the very nature of the surgery and postoperative scar-
ring affects not only the physical but also the social and 
psychological functioning of patients. This is because 
breasts belong to the area of female identification and, 
apart from their child-feeding function, they also have 
an aesthetic, sexual, and symbolic dimension that affects 
the patients, their self-esteem, and their perception of 
themselves as women. Based on many psychological 
observations, researchers identified the “half-woman 
complex” in patients after mastectomy without breast 
reconstruction. Symptoms attributed to this area of 
psychological functioning are decreased self-esteem, 
lack of acceptance of one’s body, and decreased quality 
of intimate life. These symptoms result from the mas-
tectomy procedure, which influences the perception of 
the aesthetics and attractiveness of one’s body and the 
symbolism of femininity [2, 24, 29, 30]. 

Attitude towards the performed procedure also has 
a significant impact on wellbeing. The negative evalua-
tion of the postoperative scar in the case of mastectomy 
was associated with a lack of appetite, depression, and 
irritability [2]. The same study noted that the assess-
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ment of postoperative scar may vary depending on 
the economic situation of the patients and the support 
they received from their partners, family, and self-help 
groups. This proves that patients’ socio-economic situ-
ation may be a psychological resource for coping with 
the effects of the disease [30].

Interestingly, Zegarski, Głowacka, and Ostrowska 
drew attention to the interdependence of the patients’ 
financial situation after losing a breast on their assess-
ment of the appearance of the postoperative scar. The 
worse the perception of the patients’ financial situa-
tion, the worse their postoperative scar (mastectomy) 
was, which translated to a reduced assessment of their 
perceived quality of life [29]. Researchers assume that 
the above dependence may result from the perception 
of the positively assessed financial situation of the 
patient as an additional psychological resource of the 
quality of life, which could translate into better coping 
with the disease and treatment effects [29]. According 
to a number of studies, only 24% of patients remain 
professionally active during treatment. It is important, 
as both professional activity and acquiring funds for 
further treatment may modulate the overall functioning 
of the patient [29]. In the same publication, Zegarski 
et al. presented a conclusion based on many studies, 
which shows that due to the development of breast 
cancer and the treatment process, 78–88% of women 
experienced a reduction in their quality of life in the 
sexual sphere. Moreover, in studies on the quality of 
life, it was observed that the quality of sexual functions, 
sexual activity, and body-image perception were worse 
in the case of multimodal treatment than in the case 
of surgery alone. A particularly noticeable decrease in 
sexual function (eg. sexual drive) and self-esteem was 
noticed in the case of younger patients [29]. 

Stadnicka, Pawłowska-Muc, Bańkowska, and 
Sadowska, while examining the impact of emotional 
support from their partners on the quality of life of 
cancer patients after breast amputation, obtained results 
indicating that it had a significant impact on coping with 
the disease and the breast loss. The support of medi-
cal staff and support groups, such as Amazons or the 
Cancer Fighting League [29] also played an important 
role in the psychological and social functioning of the 
patients. Interestingly, the same researchers provide 
information that the partner’s support has a positive ef-
fect on further functioning in the intimate sphere, which 
promotes the recovery of patients after mastectomy [29].

According to Naz, Darooneh, Salmani, et al., positive 
changes in patient attitudes towards the disease occur 
take place as a result of growing awareness about the 
treatment and are also related to education. Health 
beliefs are also closely related to the sense of agency, 
which is conducive to good health practices (e.g. follow-
ing doctors’ orders in connection with the treatment). 

In the same study, Naz et al. were able to confirm that 
higher education leads to greater access to health infor-
mation, which influences the sense of health control [31].

Religioni, Czerw, and Deptała investigated the 
relationship between the location of the neoplasm and 
the psychological adaptation of patients to the disease. 
Among patients with breast, lung, intestine, and pros-
tate cancers, breast cancer patients scored the highest 
in terms of showing “a fighting spirit,” which meant 
that the affected women had a task-oriented approach 
to following doctors’ orders and being involved in the 
treatment process. This result motivates us to further 
research the impact of cancer location on the quality of 
life and coping strategies [12].

Quality of life after breast-conserving 
surgery or breast reconstruction

Women who decide to undergo breast reconstruc-
tion, declare an improvement in their quality of life [32, 
33]. Not having to wear a prosthesis is linked with psy-
chological comfort, the freedom of image change, and 
a lack of stress related to the correct positioning of the 
prosthesis. This fundamental difference makes patients 
feel better in social contacts and have a significantly 
greater acceptance of their body image compared to 
patients who did not undergo reconstruction [34, 35]. 
The above factor is undoubtedly related to the symbolic 
meaning of breasts, which constitute an integral part of 
femininity. 

The quality and type of breast reconstruction surgery 
are important in the assessment of women and their per-
ception of their bodies. The studies by Edstrom-Elder, 
Brandberg, Bjorklund, et al. demonstrate that patients 
whose breasts were reconstructed using their own tissues 
assessed the procedure better than patients who received 
implants. According to the researchers, the procedure 
with the use of the patients’ own tissues allowed to 
a greater extent obtaining breasts similar in size than the 
second method, which influenced the final assessment 
of patients and their quality of life [36].

What also affects the wellbeing of patients is the 
procedure waiting time. Women whose breast recon-
struction surgery was performed immediately after 
mastectomy declared a better quality of life compared 
to women whose surgery was postponed [37–39]. This 
is because women who underwent simultaneous re-
construction did not have to deal with the discomfort 
associated with having a scar and concealing the effects 
of the procedure when compared to patients from the 
other group [17, 37, 38]. This proves the constant need 
to support and inform patients in order to prepare them 
for functioning after the surgery, both psychologically 
and socially. 
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Słowik, Jabłoński, Michałowska-Kaczmarczyk, et al. 
believe that the type of surgery performed has an impact 
on the subjective sense of the quality of life of patients 
[2]. There is a relationship between the type of surgery 
and the severity of pain symptoms in the breast. The 
conserving procedure was more likely (than the mastec-
tomy) to trigger a greater intensity of symptoms (pain, 
swelling, and tenderness) in the examined women. In the 
case of mastectomy, a linear scar with a certain amount 
of subcutaneous tissue remains on the chest wall while 
in the case of a conserving procedure, a well-supplied 
and innervated part of the mammary gland remains, 
constituting a potential source of pain, swelling, and 
tenderness in this area. In the same study, it was noted 
that right-handed patients who had their right breast 
removed scored lower on the quality-of-life scales than 
patients with the dominant hand on the opposite side 
of their body. Removal of the breast on the side of the 
dominant hand is associated with a deterioration of 
functioning in the professional and intimate life [2].

In their research, Jankau, Trus-Urbańska, and 
Renkielska examined the impact of breast reconstruc-
tion surgery on the quality of life of patients after 
mastectomy. The researchers discovered that women 
with reconstructed breasts are more involved in family, 
social and professional life than patients who have not 
undergone breast reconstruction [17], who have to deal 
with the issue of masking an external prosthesis. Patients 
who decide to use a prosthesis often limit their social 
activity because they have a strong need to control the 
location of the prosthesis and mask the physical changes 
resulting from the removal of the breast [17]. Other au-
thors demonstrate a similar opinion [37, 39]. According 
to the researchers, the earlier the age when a woman 
undergoes a mastectomy, the more difficult it may be for 
her to accept the changes resulting from the treatment 
process and breast loss [40]. Elderly women have a bet-
ter perspective for the future, and they function better 
socially than younger patients undergoing mastectomy. 
The difference may be because young and middle-aged 
adult patients are at the stage when they have already 
met their social needs related to starting a family and 
having children while in the case of patients in later 
adulthood, these needs could have been satisfied many 
years before falling ill [41, 42].

The quality of life of cervical cancer 
patients — the effect of treatment

Cervical cancer most often affects women between 
the ages of 45 and 65. This means that this type of can-
cer affects a group of women who are most often still 
professionally and socially active; women who are wives 
and mothers. The diagnosis of cervical cancer diametri-

cally disrupts their current functioning, influencing the 
performance of individual social roles, and thus, their 
wellbeing [43]. The diagnosis of cervical cancer often 
triggers anxiety in women, concerns about their further 
functioning, and a sense of a threat to their life. These 
types of sensations may persist even after treatment is 
completed. Patients may feel fear of relapse, anxiety, 
symptoms of depression, fear whether they will cope with 
tasks related to the implementation of social roles (as 
a mother and wife), and, importantly, they often declare 
reduced self-esteem and a sense of loss of attractiveness 
as women [43, 44].

The most common symptoms reported by women 
with this type of neoplastic disease include symptoms of 
premature menopause, insomnia, dyspareunia, vaginal 
dryness, vaginal shortening, hot flushes, constipation, 
complaints related to urination, sexual arousal, reaching 
orgasm, and achieving sexual satisfaction [21, 44–46]. 

Even though the effects of surgical treatment of 
cervical cancer may be invisible, in the sphere of social 
and professional functioning they have an impact on 
the perception of the patient’s body and the quality of 
life [47]. Cervical cancer affects the current perception 
of one’s body image, sense of femininity, and quality 
of sexual life. Numerous research reports suggest that 
patients’ sexual experiences change both as the result of 
the treatment process and after treatment. Commonly 
reported symptoms include decreased sexual activity and 
interest in intercourse, decreased self-esteem, a sense 
of lost femininity and attractiveness [40, 48]. 

Bidzan, Rudnik, and Peplińska (2013) indicate two 
kinds of basic factors in the incidence of cervical cancer: 
the main and the contributing ones. The main factors 
include: “age, human papillomavirus infection, early on-
set of sexual life, a high number of sexual partners, high 
number of births, smoking, low socioeconomic status, 
previously identified pathology in pap smear, high-risk 
partners.” The contributing factors include: “long-term 
use of hormonal contraceptives, improper diet, HIV 
infection, inflammation of genital organs caused by 
sexually transmitted pathogens other than HPV [9]. As 
with the case of breast cancer, chemotherapy, radio-
therapy, surgery, and combination therapy are used to 
treat cervical cancer. 

Depending on the case, the following methods are 
applied in the treatment of cervical cancer: “conserv-
ing surgery (conization, amputation), simple excision 
of the uterus with or without appendages, intravaginal 
and intrauterine brachytherapy, radical surgery with 
the selective removal of lymph nodes with or without 
adjuvant treatment, radiotherapy (teletherapy in com-
bination with brachytherapy), radical hysterectomy with 
appendectomy and bilateral lymphadenectomy of the 
pelvic lymph nodes (the Wertheim-Meigs operation), 
primary radical surgical treatment with subsequent 
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radio-chemotherapy, radiotherapy combined with 
chemotherapy, and standalone chemotherapy” [9].

The quality of functioning during the development 
of cervical cancer is related to the patients’ subjective 
sense of resourcefulness. According to Kozak (2002), 
patients with a strong sense of resourcefulness demon-
strate better functioning in the emotional and cognitive 
spheres, which translated into their coping better with 
the hospitalization process resulting from oncological 
treatment [49].

According to Bidzan, Rudnik, and Peplińska, women 
with cervical cancer treated by surgery achieve high 
results of the quality-of-life assessment in the social, 
professional, and family spheres. An interesting excep-
tion in the presented study is in the sphere of sexual 
functioning where patients report poor quality of life [9].

Radio-chemotherapy

Kieszkowska-Grudny, Rucińska, Biedrzycka, and 
Nawrocki investigated the effect of combined treatment 
on the quality of life of patients suffering from cervical 
cancer. According to these researchers, after the disease 
and treatment, patients reported: lower back pain, fecal 
incontinence, hot flushes, sweating, and soreness of the 
vagina and vulva [43]. Like in the studies by Bidzan, 
Rudnik, and Peplińska, the authors drew attention to the 
sexual sphere of patients. The declared sexual activity 
of women with cervical cancer was reduced (with 38% 
of women sexually active in the last month after the 
completion of oncological treatment). Sexual disorders 
were associated with the symptoms of vaginal dryness, 
pain during intercourse, as well as low self-esteem, 
and other side effects related to the disease and the 
treatment process [9]. Dahiya, Acharya, Bachani, et al. 
reached similar conclusions when evaluating the impact 
of radiotherapy on patients’ functioning [50]. These re-
searchers add that both chemotherapy and radiotherapy 
are associated with sexual issues such as dyspareunia. 
Moreover, psychological factors also play an important 
role in sexual behavior. In the same studies, patients with 
cervical cancer experienced increased anxiety concern-
ing their sexual performance [50].

Radiation therapy

Radiotherapy leads to anatomical and functional 
changes in patients’ vaginas [16]. According to Donovan, 
Taliaferro, Alvarez, et al. the most frequent symptoms 
include menopausal symptoms, infertility, dyspareunia, 
vaginal dryness, short inelastic vagina, lack of vaginal 
lubrication, pain during sexual intercourse, and lack of 
sexual satisfaction [40, 44, 48].

Sang, Bae, Joo, et al. pointed out the characteristic 
effects of radiotherapy in cervical cancer. According 
to their research, women who survived cervical cancer 
reported: lymphoedema, diarrhea, constipation, finan-
cial difficulties, problems in social functioning, anxiety 
related to their sexual performance, and worse body 
image [46].

Discussion

The physical dimension of how women function 
during and after oncological treatment undoubtedly 
has a significant impact on their psychological condition 
and perception of their bodies, including their identity 
as women.

The abovementioned results of studies describing the 
psychological condition of women suffering from breast 
and cervical cancer suggest that the location of cancer 
and the psychosocial development stage of the patient 
(which in this case, means early or late adulthood) will 
affect the way patients perceive the disease is and deal 
with the stress. Depending on the age group and so-
cioeconomic situation, patients will focus more or less 
on specific side effects of treatment and how hindering 
they are for the implementation of developmental tasks 
assigned to a specific age group (e.g. starting a family, 
sex life, having children) [41, 42]. 

Regardless of the location of cancer, it affects the 
woman’s perception of her body image, sense of at-
tractiveness, and femininity. According to research, 
the most important factor influencing the perception 
of one’s own attractiveness is surgery, which leads to 
fundamental changes not only in the functioning but 
also in the appearance of the patient. Despite the 
differences, both groups of women reported a dete-
rioration in their perception of themselves as women. 
The sole fundamental difference is the “half-woman 
complex” quoted in the research literature, diagnosed 
in women after mastectomy. The half-woman com-
plex emphasizes the importance of physical values in 
the sense of female identity. The postoperative scar 
formed after mastectomy requires the women who 
are subjected to it to pay more attention to masking 
it with a prosthesis and to prevent this change from 
being noticed by others. The very fact of losing their 
breasts, despite the support of relatives, causes severe 
discomfort in women [2, 17, 24, 29]. 

Many studies prove that the support of loved ones, 
and especially of their partner, allows women to cope 
better with the effects of treatment. Support groups also 
play an important role in recovery and are of particular 
importance for patients’ functioning in the psychological 
and social sphere. Therefore, there is a need for system-
atic work with patients and psychoeducation in dealing 
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with emotions and perception of the body image, and 
more broadly, of the woman’s identity [51].
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mastektomii na podstawie standardowych kwestionariuszy: QLQ – C30 
i QLQ – BR23. Nowotwory. Journal of Oncology. 2010; 60(6): 532–535.

30.	 Lopes JV, Bergerot CD, Barbosa LR, et al. Impact of breast cancer 
and quality of life of women survivors. Rev Bras Enferm. 2018; 71(6): 
2916–2921, doi: 10.1590/0034-7167-2018-0081, indexed in Pubmed: 
30517393.

31.	 Saei Ghare Naz M, Darooneh T, Salmani F, et al. Relationship of 
Health Locus of Control with Breast Cancer Screening Belief of 
Iranian Women. Asian Pac J Cancer Prev. 2019; 20(3): 699–703, 
doi: 10.31557/APJCP.2019.20.3.699, indexed in Pubmed: 30909667.

32.	 Potter S, Thomson HJ, Greenwood RJ, et al. Health-related quality of 
life assessment after breast reconstruction. Br J Surg. 2009; 96(6): 
613–620, doi: 10.1002/bjs.6605, indexed in Pubmed: 19434704.

33.	 Dian D, Schwenn K, Mylonas I, et al. Quality of life among breast cancer 
patients undergoing autologous breast reconstruction versus breast 
conserving therapy. J Cancer Res Clin Oncol. 2007; 133(4): 247–252, 
doi: 10.1007/s00432-006-0163-z, indexed in Pubmed: 17096124.

34.	 de Walden-Gałuszko K. Ocena jakości życia w onkologii. Nowotwory. 
1994; 44(2): 92–97.

35.	 Tobiasz-Adamczyk B. Jakość życia uwarunkowana stanem zdrowia. 
In: Ostrowska A. ed. Socjologia Medycyny. Podejmowane problemy, 
kategorie analizy. 2009: 137–145.

36.	 Elder EE, Brandberg Y, Björklund T, et al. Quality of life and patient satis-
faction in breast cancer patients after immediate breast reconstruction: 
a prospective study. Breast. 2005; 14(3): 201–208, doi: 10.1016/j.
breast.2004.10.008, indexed in Pubmed: 15927829.

37.	 Elder EE, Brandberg Y, Björklund T, et al. Quality of life and patient satis-
faction in breast cancer patients after immediate breast reconstruction: 
a prospective study. Breast. 2005; 14(3): 201–208, doi: 10.1016/j.
breast.2004.10.008, indexed in Pubmed: 15927829.

38.	 Cocquyt VF, Blondeel PN, Depypere HT, et al. Better cosmetic results 
and comparable quality of life after skin-sparing mastectomy and 
immediate autologous breast reconstruction compared to breast 
conservative treatment. Br J Plast Surg. 2003; 56(5): 462–470, doi: 
10.1016/s0007-1226(03)00198-x, indexed in Pubmed: 12890459.

39.	 Winters ZE, Benson JR, Pusic AL. A systematic review of the clinical 
evidence to guide treatment recommendations in breast reconstruction 
based on patient- reported outcome measures and health-related 
quality of life. Ann Surg. 2010; 252(6): 929–942, doi: 10.1097/SLA
.0b013e3181e623db, indexed in Pubmed: 20729711.

40.	 Donovan K, Taliaferro L, Alvarez E, et al. Sexual health in women treated 
for cervical cancer: Characteristics and correlates. Gynecol Oncol. 
2007; 104(2): 428–434, doi: 10.1016/j.ygyno.2006.08.009.

41.	 Arndt V, Merx H, Stürmer T, et al. Age-specific detriments to quality 
of life among breast cancer patients one year after diagnosis. Eur 
J Cancer. 2004; 40(5): 673–680, doi: 10.1016/j.ejca.2003.12.007, 
indexed in Pubmed: 15010067.

42.	 Watters JM, Yau JC, O’Rourke K, et al. Functional status is well mainta-
ined in older women during adjuvant chemotherapy for breast cancer. 
Ann Oncol. 2003; 14(12): 1744–1750, doi: 10.1093/annonc/mdg497, 
indexed in Pubmed: 14630679.

43.	 Kieszkowska-Grudny A, Rucińska M, Biedrzycka S, et al. Ocena jakości 
życia w grupie kobiet chorych na raka szyjki macicy po radykalnej 
radiochemioterapii oraz w grupie kobiet nieleczonych z powodu 

http://dx.doi.org/10.12740/pp/onlinefirst/63787
http://dx.doi.org/10.5114/pm.2012.31470
http://dx.doi.org/10.12740/pp/onlinefirst/44732
http://dx.doi.org/10.1016/s0140-6736(79)92127-5
https://www.ncbi.nlm.nih.gov/pubmed/90871
https://journals.viamedica.pl/oncology_in_clinical_practice/editor/submissionCitations/www.who.int/en/
http://dx.doi.org/10.1186/s12905-017-0387-x
https://www.ncbi.nlm.nih.gov/pubmed/28403855
http://dx.doi.org/10.1590/1518-8345.2258.2958
https://www.ncbi.nlm.nih.gov/pubmed/29267541
http://dx.doi.org/10.1016/s0885-3924(00)00142-1
http://dx.doi.org/10.1016/s0885-3924(00)00142-1
https://www.ncbi.nlm.nih.gov/pubmed/10908824
http://dx.doi.org/10.1097/gme.0b013e3181aac32b
https://www.ncbi.nlm.nih.gov/pubmed/19590459
http://dx.doi.org/10.1038/sj.bjc.6600294
https://www.ncbi.nlm.nih.gov/pubmed/12085202
http://dx.doi.org/10.1590/0034-7167-2018-0081
https://www.ncbi.nlm.nih.gov/pubmed/30517393
http://dx.doi.org/10.31557/APJCP.2019.20.3.699
https://www.ncbi.nlm.nih.gov/pubmed/30909667
http://dx.doi.org/10.1002/bjs.6605
https://www.ncbi.nlm.nih.gov/pubmed/19434704
http://dx.doi.org/10.1007/s00432-006-0163-z
https://www.ncbi.nlm.nih.gov/pubmed/17096124
http://dx.doi.org/10.1016/j.breast.2004.10.008
http://dx.doi.org/10.1016/j.breast.2004.10.008
https://www.ncbi.nlm.nih.gov/pubmed/15927829
http://dx.doi.org/10.1016/j.breast.2004.10.008
http://dx.doi.org/10.1016/j.breast.2004.10.008
https://www.ncbi.nlm.nih.gov/pubmed/15927829
http://dx.doi.org/10.1016/s0007-1226(03)00198-x
https://www.ncbi.nlm.nih.gov/pubmed/12890459
http://dx.doi.org/10.1097/SLA.0b013e3181e623db
http://dx.doi.org/10.1097/SLA.0b013e3181e623db
https://www.ncbi.nlm.nih.gov/pubmed/20729711
http://dx.doi.org/10.1016/j.ygyno.2006.08.009
http://dx.doi.org/10.1016/j.ejca.2003.12.007
https://www.ncbi.nlm.nih.gov/pubmed/15010067
http://dx.doi.org/10.1093/annonc/mdg497
https://www.ncbi.nlm.nih.gov/pubmed/14630679


284

ONCOLOGY IN CLINICAL PRACTICE 2021, Vol. 17, No. 6

raka — doniesienie wstępne. Nowotwory. Journal of Oncology. 2012; 
62(3): 168–174.

44.	 Zhou W, Yang X, Dai Y, et al. Survey of cervical cancer survivors re-
garding quality of life and sexual function. J Cancer Res Ther. 2016; 
12(2): 938–944, doi: 10.4103/0973-1482.175427, indexed in Pubmed: 
27461678.

45.	 Frumovitz M, Sun CC, Schover LR, et al. Quality of life and sexual functio-
ning in cervical cancer survivors. J Clin Oncol. 2005; 23(30): 7428–7436, 
doi: 10.1200/JCO.2004.00.3996, indexed in Pubmed: 16234510.

46.	 Park SY, Bae DS, Nam JH, et al. Quality of life and sexual problems in 
disease-free survivors of cervical cancer compared with the general po-
pulation. Cancer. 2007; 110(12): 2716–2725, doi: 10.1002/cncr.23094, 
indexed in Pubmed: 17960806.

47.	 Hopwood P, Fletcher I, Lee A, et al. A body image scale for use with can-
cer patients. Eur J Cancer. 2001; 37(2): 189–197, doi: 10.1016/s0959-
8049(00)00353-1, indexed in Pubmed: 11166145.

48.	 Pieterse QD, Maas CP, ter Kuile MM, et al. An observational 
longitudinal study to evaluate miction, defecation, and sexual 
function after radical hysterectomy with pelvic lymphadenectomy 
for early-stage cervical cancer. Int J Gynecol Cancer. 2006; 16(3): 
1119–1129, doi: 10.1111/j.1525-1438.2006.00461.x, indexed in 
Pubmed: 16803495.

49.	 Kozaka J. Jakość życia a poczucie koherencji kobiet cho-
rych na raka jajnika. Psychoonkologia. 2001; 6(1): 13–19, doi: 
10.1066/s10013010002.

50.	 Dahiya N, Acharya AS, Bachani D, et al. Quality of Life of Patients 
with Advanced Cervical Cancer before and after Chemoradiotherapy. 
Asian Pac J Cancer Prev. 2016; 17(7): 3095–3099, indexed in Pub-
med: 27509935.

51.	 Adamczak M, Chojnacka-Szawłowska G, Juczyński Z. Radzenie sobie 
ze stresem spowodowanym chorobą nowotworową. In: De Walden-
-Gałuszko K. ed. Psychoonkologia. 2000: 23–43.

http://dx.doi.org/10.4103/0973-1482.175427
https://www.ncbi.nlm.nih.gov/pubmed/27461678
http://dx.doi.org/10.1200/JCO.2004.00.3996
https://www.ncbi.nlm.nih.gov/pubmed/16234510
http://dx.doi.org/10.1002/cncr.23094
https://www.ncbi.nlm.nih.gov/pubmed/17960806
http://dx.doi.org/10.1016/s0959-8049(00)00353-1
http://dx.doi.org/10.1016/s0959-8049(00)00353-1
https://www.ncbi.nlm.nih.gov/pubmed/11166145
http://dx.doi.org/10.1111/j.1525-1438.2006.00461.x
https://www.ncbi.nlm.nih.gov/pubmed/16803495
http://dx.doi.org/10.1066/s10013010002
https://www.ncbi.nlm.nih.gov/pubmed/27509935

