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A B S T R A C T

Purpose: Breast cancer patients have many needs, including strategies to cope with the associated distress, during and after cancer treatment. Establishing and
implementing adequate social and emotional support for these women, to reduce the detrimental effects of stress resulting from their treatment and disease, is the
need of the hour. This study aims to assess how women, diagnosed and treated for breast cancer, combat emotional stress using mechanisms of coping and control
and emotional defense, as well as to identify potential groups among them, with different long-term patterns and needs.
Methods: 98 patients belonging to a local breast cancer support association (ALMOM), were enrolled in this study. A questionnaire specifically designed for them was
administered, and its internal consistency and reliability assessed. A hierarchical clustering was employed to classify the women. The questionnaire focused on four
sections, including personal feelings, coping strategies, environmental influences and maladaptive coping.
Results: An adequate internal reliability was obtained with Cronbach's α near or greater than 0.60. Personal feelings were significant and clearly correlated with
coping strategies and maladaptive coping. Three groups of women with different patterns of emotional characteristics and needs were identified: positivist, unsafe,
and hopeless women, with different long-term emotional needs to be satisfied.
Conclusions: Psychological therapeutic interventions should be maintained in many breast cancer patients over time, even after treatment completion, in order to
consolidate adaptive and sustainable responses.

1. Introduction

Cancer, as a disease, is a growing global phenomenon. According to
estimates, the number of new cases each year will rise from 18.1 million
in 2018 (International Agency for Research on Cancer, 2019) to 24.6
million by 2030.60% of those cases will occur in developing countries
(Bray et al., 2012). Breast cancer, in particular, represents a severe
public health problem, as it is the most common cancer affecting
women. Every year, 1.7 million women are diagnosed with breast
cancer (Ginsburg et al., 2017), and it accounts for a significant number
of deaths among adult women all over the world. It is also the most
frequent malignant neoplasm amongst the female population in Spain,
with 25.215 new cases diagnosed in year 2012 (29% of carcinomas in
women) (Miranda and Marín, 2015).

Treatment modalities for breast cancer include surgery, combined
with radiation, chemotherapy, and/or hormonal therapy. Some of these
treatments may render long-standing adverse effects which present over
time and may impact a survivor's quality of life. The choice for the most
appropriate therapeutic option depends on several factors, such as age,
the site of the tumor, financial availability, results of mammography

and other diagnostic tests, and the way the patient deals with her dis-
ease and the affected breast.

Besides these, it has now been established without doubt, that
cancer is also a social and emotional disease, requiring treatment be-
yond medical therapies (Saeedi-Saedi et al., 2015). The progress of the
disease has its own emotional connotations, affecting not only patients
and their families, but also the healthcare professionals responsible for
their treatments, and even the population in general, who fear it and
wish to be free of it. In addition to treatment-related consequences, the
deleterious effects of this disease at a psychological level should also be
considered. Breast cancer is probably the most dreaded of women's
tumors, where a woman experiences the fear of death, social stigma,
fear of mutilation, and the risk of recurrence – besides coping with the
side-effects of chemotherapy and uncertainty about her future and that
of her family's (Saeedi-Saedi et al., 2015). All these feelings and emo-
tions should be taken into account by the healthcare professionals in-
volved in the care of these patients.

As described before, patients with breast cancer have many needs,
including strategies to cope with the associated distress, during and
after treatment. The emotional distress associated with this disease
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reduces the quality of life and treatment compliance in breast cancer
patients, and increases the economic burden on healthcare (Li et al.,
2015; Stagl et al., 2015). Establishing and implementing appropriate
social and emotional support should be a strategy, to reduce the dele-
terious effect of the stress surrounding the treatment. Such support is
crucial to promote patients’ emotional security and stability, as ev-
eryone feels the need to be part of a particular social group (family or
friends).

It should be borne in mind that breast cancer treatment leads to
many situations that may threaten the psychosocial integrity of women.
Their social behavior is seriously affected, leading to restrictions on
their social lives and changes in their daily life activities. All these
factors may contribute to depressive behavior and social isolation.

Today there is a broad consensus that a cancer patients’ care should
align with an integrated vision that combines clinical, psychosocial and
emotional outcomes. In Spain it is common to fully inform patients
about their prognosis and even discuss the possibility of death, but it is
exceptional that a coping strategy is considered during this period,
especially in long-term patients. However, expressing their fears and
feelings, and participating in support groups may help these women
cope with their disease-related distress. This type of therapy is re-
commended to encourage emotional expression and the management of
those psychological problems associated with the oncological disease.
Some studies (Brunault et al., 2016; Jassim et al., 2015) have shown
that patients receiving this therapy increase their ability to solve pro-
blems, modulate their negative feelings, and express their emotions
without inhibitions or restraint, thereby improving their quality of life.

As mentioned earlier, a diagnosis of breast cancer is always a source
of stress for women, triggering a great variety of emotional problems
while they adjust to their new situation. This adaptation phase tends to
extend to the follow-up. During this period, women undergo distinct
psychological stages with regards to acceptance - moving easily for-
wards and backwards between these stages. Their feelings and emotions
are not under control until they enter the acceptance phase and con-
solidate lasting adaptive responses, and then, only if the psychotherapy
is maintained right from the diagnosis, throughout the entire process.

Based on these considerations, the objective of this study was to
assess how women who are diagnosed with, and treated for breast
cancer face their long-term emotional stress and employ mechanisms of
coping, control and emotional defense. This information will help to
better recognize their psychosocial needs and to implement emotional
support for them and their families, in order to achieve complete psy-
chological and social rehabilitation. It will also allow us to improve
communication and interaction skills among the different healthcare
members involved in breast cancer treatment.

2. Methods

An observational cross-sectional study was carried out with women
diagnosed and treated for breast cancer at the time of the survey, or at a
previous point in their lives.

2.1. Participants

Participants were recruited from the local Association of Women
with Breast Cancer (ALMOM) in Leon (Spain). The study was first de-
scribed to the Chairperson and the Review Board of the association,
who agreed to the research. It was then explained in numerous meet-
ings to all members of the association, taking on board the re-
commendations made by the Psychological Board of the association.
The three nurses who participated in this study were available on
several dates (previously announced) in the seat of the association, to
help participants fill in the questionnaires under their supervision. All
the women who decided to participate, individually signed informed
consent forms, signaling their willingness to collaborate on this re-
search, as well as to ensure their rights as voluntary participants and

safeguard their privacy. Approval from the Association's Review Board
and its Psychological Board, as well from the Research Ethics
Committee of the University of Leon (ULE 009–2015), was obtained.

2.2. Design of the questionnaire and data collection

The questionnaire consists of three parts: demographic details,
clinical information and a questionnaire exploring emotions. The
emotional section was developed in two phases. In the first phase a
review of the literature was carried out by searching for those validated
questionnaires related to emotions, emotional distress and cancer pa-
tients. As most of them also try to obtain information from patients that
are not always related to emotions or psychosocial distress, we decided
to use only those questions specifically designed to assess emotions.
Then, in the second phase, the multidisciplinary team that carried out
this study reached a consensual agreement about which questions that
would be included in the questionnaire to provide more information on
the emotional state of the patients.

These questionnaires were: the Family Environment Scale (FES)
(Moos and Moos, 1994) adapted to Spanish population (Seisdedos et al.,
1989), that sorts relationships among family members into three as-
pects: development, stability and relationships. For the purposes of this
study, nine questions belonging to different aspects of the relationships
were selected, to assess the degree of communication within the family,
as well as their degree of conflict. From the Scale of Assessment of
Stress (EAE) (Vitaliano et al., 1985) six questions were selected, to
evaluate the degree of threat and the perceived importance of stressful
situations, as well as the degree of perceived control related to their
disease. The Hospital Anxiety and Depression Scale (HAD) (Zigmond
and Snaith, 1983), adapted to Spanish cancer patients (López-Roig
et al., 2000) was also used, containing (five questions) to assess the
patient's emotional state due to oncological disease. Two questions re-
lated to coping and psychosocial adjustment due to cancer were taken
from the Psychosocial Adjustment to Illness Scale (Derogatis, 1986).
From the Emotional Adaptation to Cancer Questionnaire (Andrew et al.,
1991) twelve questions were selected to assess psychosocial responses
caused by the impact of breast cancer diagnosis and treatment. Finally,
fourteen questions were chosen from the Questionnaire of Coping
Strategies (Rodriguez Marin et al., 1992) as they provided information
on how often women use coping strategies to deal with their illness.

The questions were then organized into four sections based on the
information to be obtained. The first section included questions that
assessed womens’ personal feelings directly relating to their disease. In
the second section, the questions were related to the emotional coping
strategies used to deal with breast cancer. In the third part, the ques-
tions focused on obtaining information on their immediate social en-
vironment (family or friends). In the fourth and final section, questions
were related to maladaptive coping strategies developed by these
women towards their disease. The questionnaire was completely
anonymous in order to guarantee the confidentiality of these answers.
All questions were scored according to the scale described in each
corresponding questionnaire. In all of them, the lowest value was al-
ways associated with the most positive answer, and the highest value
with the most negative answer. Thus, the highest scores in the ques-
tionnaire were associated with the more negative emotions or feelings.
The questionnaire was provided to 8 women to verify that it was well
understood, and to check the time needed to answer all the questions. It
was not time-consuming, as it took only about 15–20 min to be an-
swered. From these 8 questionnaires, the estimated standard deviation
of scores was 20. Assuming a precision of 0.225 and an alpha value of
0.05, a sample size of 76 participants was calculated. With a dropout
rate of 20%, the required minimum sample size was set at 91 partici-
pants (Argimon and Jimenez, 2010).
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2.3. Data analysis

The answers were processed and analyzed using Microsoft Excel
2013 and IBM SPSS 21.0. A basic descriptive study was carried out in
those sections of the questionnaire containing demographic and clinical
data. In quantitative variables, normality was assessed by Kolmogorov-
Smirnov test. If data was normal, ANOVA and/or a non-paired t-test
was employed, but if data was not normal, the non-parametric Mann-
Whitney U or Kruskal-Wallis test was carried out. Reliability was
evaluated using the Cronbach's α coefficient. Convergent validity was
assessed by correlating each item with its own section, and divergent
validity by correlating each item with the other sections of the ques-
tionnaire. Evidence of strong item convergent validity was defined as
r > 0.4 (Zhang et al., 2017). Additionally, the Spearman-Rho coeffi-
cient was used to evaluate the association between the different sec-
tions of the questionnaire. Hierarchical cluster analysis was then con-
ducted to identify those groups with different needs for long-term
emotional support.

Scores were used to classify women, and they were first standar-
dized as they differed from one section to another. For cluster classifi-
cation, Ward's minimum-variance method was chosen due to its
strength in population recovery (Finch, 2005). The criteria followed to
select the number of groups with distinct patterns of emotional needs
were: error variance (marked increase without subsequent plateauing
of increments); Mojena's stopping criterion; the smallest size of any
group should be greater than 4% of the sample; F value and dendogram.
Discriminant analysis was afterwards carried out to detect those in-
dividuals that had not been correctly assigned. Chi-square test (quali-
tative variables), as well as t-test (quantitative variables) were then
used to establish comparisons between cluster groups. A level of
p ≤ .05 was considered as significant.

3. Results

Of 112 eligible breast cancer patients who belong to the ALMOM
Association and were invited to take part in this study, 98 (87.5%)
agreed to participate, providing full informed consent and completing
the questionnaire. As observed by the interviewer, it was well-accepted,
and easily understood.

Demographic and clinical characteristics are detailed in Tables 1
and 2, respectively. Patient mean age was 53.1 ± 8.1 years. Most
participants (57.1%) were married or had a partner, and had children
(78.6%) but not dependent relatives (75.5%). 49% were currently
employed, and 66.3% had received secondary or higher education.
Most of them (90.8%) were diagnosed with early stages of cancer (stage
II or below), with an average time since diagnosis of 4.3 ± 3.5 years.
Almost all participants had had surgery as their primary treatment
(98.0%); 95.9% received adjuvant chemotherapy; 73.5% adjuvant ra-
diation therapy, and 37.8% endocrine therapy.

Table 3 summarizes the scores achieved in the whole questionnaire,
and in each section, as well as maximum and minimum values, while
Table 4 shows Cronbach's α values together with convergent and di-
vergent validity. Total scores for the questionnaire ranged from 60 to
142 points, with a mean of 106.46 ± 21.54 points. Cronbach's alpha
value was 0.909 for the whole questionnaire's ranging values. As for
each section, Cronbach's alpha ranged from 0.885 to 0.624, indicating
an acceptable reliability and a good internal consistency. Item section
correlation exceeded the 0.4 criterion for item-convergent validity,
whereas item-discriminant validity displayed that items were more
closely correlated with their own dimensions than with others. Neither
ceiling nor floor effect was observed in any of the questionnaire sec-
tions, or in the whole questionnaire.

Table 5 summarized correlations calculated between the whole
questionnaire, the different sections of this one, and other variables

Table 1
Demographic characteristics of the sample.

No. of patients (%)

Age (years)
30-39 1 (1.02%)
40-49 33 (33.67%)
50-59 42 (42.85%)
60-69 20 (20.40%)
70-79 2 (2.04%)

Marital status
Married/partner 56 (57.14%)
Widowed 5 (5.10%)
Single 11 (11.22%)
Separated/divorced 14 (14.28%)
No answer/don't know 12 (12.24%)

Education
Elementary school 28 (28.57%)
Secondary school 34 (34.69%)
Higher education 31 (31.63%)
No answer/don't know 5 (5.10%)

Nº of children
No child 21 (21.42%)
1 child 20 (20.40%)
2 children 39 (39.79%)
3 children 13 (13.26%)
4 children 5 (5.10%)

Employment status
Housewife 14 (14.28%)
Employed 48 (48.97%)
Unemployed 9 (9.18%)
Retired 16 (16.32%)
Temporary incapacity for work 5 (5.10%)
No answer/don't know 6 (6.12%)

Table 2
Clinical characteristics of the sample.

No. of patients (%)

Disease stage
I 6 (6.12%)
II 83 (84.69%)
III 6 (6.12%)
IV 0 (0%)
Cured 1 (1.02%)
No answer/don't know 2 (2.04%)

Self-prognosis
Good 30 (30.61%)
Bad 31 (31.63%)
Not determined 34 (34.69%)
No answer/don't know 3 (3.06%)

Treatment
Chemotherapy 94 (95,91%)
Radiotherapy 72 (73,46%)
Endocrine therapy 37 (37,75%)
Surgery 96 (97,95%)

Type of surgery
Tumorectomy 5 (5.10%)
Simple mastectomy 50 (51.02%)
Radical mastectomy 41 (41.83%)
No answer/don't know 2 (2.04%)

Current status of disease
No recurrence 53 (54.08%)
Follow-up after recurrence 32 (32.65%)
Active disease 9 (9.18%)
No answer/don't know 4 (4.08%)

Interval between reviews
Three months 17 (17.34%)
Six months 28 (28.57%)
One year 26 (26.53%)
Others 18 (18.36%)
No answer/don't know 9 (9.18%)
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such as patients’ age and the years since diagnosis (Spearman-Rho
coefficient). As expected, the highest significant correlations were ob-
served between total scores and those achieved in each section of the
questionnaire, with high or moderately high values between the dif-
ferent sections. Regarding those correlations obtained with age or years
since diagnosis, no significant correlations were obtained, except a
significant negative one between age and personal feelings (-.226,
p < .05).

We also studied the characteristics of the sample, taking into ac-
count several demographic and clinical variables (Table 6). Personal
feelings were significantly more negative in married/partnered women
(Mann-Whitney U test, p = .006), as well as in those having children
(Mann-Whitney U test, p = .016) and women with recurrences (Mann-
Whitney U test, p = .001). Significant differences were also found in
some cases for age, civil status, disease stages or follow-up intervals.

Cluster analysis indicated the existence of three groups with dif-
ferent patterns of emotional characteristics and needs. Discriminant
analysis showed that 91.8% cases were correctly classified with hier-
archical analysis. Table 7 summarizes the characteristics and scores of
the three groups considered. The number of women was nearly similar
in these groups. We labeled these groups as “positivist” (group 1),
“unsafe” (group 2), and “hopeless” (group 3). Unsafe women were

significantly older than those belonging to the hopeless group. In this
latter group, the percentage of married/partnered women was sig-
nificantly higher (Chi-square test, p = .017), as also was the percentage
of those with children (Chi-square test, p = .013). In the “hopeless”
group, more than a half of patients had suffered cancer recurrence (Chi-
square test, p = .000), and follow-up intervals tended to be sig-
nificantly shorter in both unsafe and hopeless groups (Chi-square test,
p = .032).

4. Discussion

Cancer is a complex disease, which affects patients and their fa-
milies in both, physical and emotional aspects. Most breast cancer pa-
tients report emotional distress and may need emotional help (Giese-
Davis et al., 2006). In fact, emotional distress is an important issue for
these patients and can reduce their quality of life. Breast cancer, in
particular, causes various negative emotions in women, which may be
strongly related not only to changes in their own body and health, but
also have consequences on their more immediate social environment.
The various treatments for breast cancer (chemotherapy, radiotherapy,
surgical intervention, etc.) have had an enormous impact on women's
lives. All of them have severe sequelae, which result in negative feelings
and a failure of coping strategies. The sequelae may include hair loss,
infertility, weight gain or premature menopause, and sometimes a
limited ability to move an affected arm, alterations in body image,
dyspareunia, reduced sexual desire and lower sexual interest of the
partner, and consequently, low self-esteem (Brédart et al., 2016; Eng
et al., 2015; Gu et al., 2015; Paterson et al., 2016; Testa et al., 2014).

As explained before, in this study we administered a specifically
designed questionnaire to detect emotional problems in breast cancer
patients. The questionnaire showed good consistency and reliability
when applied to our patients, with Chronbach's α values above or near
the acceptable level of 0.70 (Hair et al., 2006). Similar values were
calculated when assessing negative emotions in patients with breast
cancer (Ho et al., 2004).

Some authors (Grégoire et al., 2017; Levkovich et al., 2018) have
described the psychological aspects of those women suffering from
breast cancer, and the way they discover the most appropriate psy-
chological intervention for their treatment and, more specifically, their
coping styles. The relationship between various emotional factors (ir-
ritability, guilt and cognitive alterations such as confusion, lack of
concentration) was also highlighted (Kamińska et al., 2015). We ob-
served in our study that most women decided not to express their
emotions to their closest circle to avoid “damaging them”. In this sense,
a higher incidence of a potential repressive style of response in breast
cancer patients has been observed, when compared with a control
group of healthy women of the same age and sociocultural character-
istics (Sirgo and Gil, 2000). Karakoyun-Celik et al. (2010), pointed out
that the most relevant characteristic of breast cancer patients was their
inability to express emotions associated with the diagnosis and pro-
gression of their disease.

Once diagnosed, breast cancer becomes a critical source of stress
that leads to a variety of adaptation problems. Some studies have

Table 3
Score values (mean ± SD) and theoretical range of the answers to the ques-
tionnaire.

x̄ ± SDa (range) Theoretical range

Questionnaire 106.46 ± 21.539 (60–142) 25–187
Section I

(personal feelings)
21.75 ± 8.205 (3–40) 0–42

Section II
(coping strategies)

43.08 ± 9.483 (27–59) 11–66

Section III
(environmental influence)

3.35 ± 2.262 (0–8) 0–9

Section IV
(maladaptive coping)

38.28 ± 6.407 (23–51) 14–70

a x̄ : mean; SD: standard deviation.

Table 4
Convergent and discriminant validity and Cronbach's α calculated.

Cronbach's α
(range)

Convergent
validity

Divergent validity

Questionnaire 0.909
(0.904–0.913)

– –

Section I
(personal feelings)

0.885
(0.871–0.891)

0.402–0.779 −0.370-0.354

Section II
(coping strategies)

0.862
(0.837–0.868)

0.551–0.795 −0.143-0.523

Section III
(environmental
influence)

0.692
(0.593–0.818)

0.439–0.803 −0.160-0.416

Section IV
(maladaptive
coping)

0.624
(0.575–0.643)

0.414–0.564 −0.330-0.404

Table 5
Correlation between the sections of the questionnaire and some variables (age of patients and years since diagnosis).

Age Years since diagnosis Section I Section II Section III Section IV

Years since diagnosis 0.333b

Section I(personal feelings) −0.226a −0.074
Section II(coping strategies) −0.052 0.059 0.623b

Section III(environmental influence) −0.001 0.069 0.297b 0.355b

Section IV(maladaptive coping) −0.044 −0.103 0.544b 0.616b 0.377b

Questionnaire −0.132 −0.034 0.847b 0.891b 0.471b 0.794b

Spearman-Rho coefficient. Significant correlation to a p = .05 and b p = .01.
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observed rates of emotional distress ranging from 34% (Dabrowski
et al., 2007) to 39% (Saeedi-Saedi et al., 2015) in breast cancer pa-
tients. In our study, most patients reported that they often felt the loss
of control in their lives. However, other studies (Stanton and Snider,
1993; Zainal et al., 2013) suggest that the most stressful period for a
woman with breast cancer is the period from diagnosis to the surgical
procedure. Kornblith et al. (1998) observed that certain negative
emotions associated with cancer continue to influence women for sev-
eral months, or even years, after the end of treatment. From the answers
given by patients to several questions, we observed that many patients
continued to experience anxiety, fear of recurrence, feelings of lone-
liness, and various problems in different areas of their lives (social,
physical, work, sexual, etc.). In one study, 34% of breast cancer patients
showed anxiety before surgery, dropping only to 26% the following
year (Schou et al., 2004) - whereas this value was lower (19%) for
Mehnert and Koch (2008).

As described in the Methods section in our questionnaire, the more
negative the feelings the higher the scores. Most of the significant
correlations (Table 5) were found between the whole questionnaire and
some of its sections, as all of them are intrinsically correlated. Section I
provides information on the personal feelings of breast cancer patients,
and they are clearly related to coping strategies and maladaptive
coping. The lowest correlations were obtained with the social en-
vironment (section III), whose influence could cause substantial
changes in their personal feelings, as well as in their coping strategies
(adaptive or maladaptive), but they are not determinant. Table 5 also
shows that personal feelings are correlated with coping strategies
(r = 0.623). In these women, the more negative the feelings the higher

the failure to establish any effective coping strategy, resulting in feel-
ings of helplessness and hopelessness. If the negative feelings persist
long term, it could affect their capacity to fight against the situation.
This also explains the correlation obtained between personal feelings
and maladaptive coping (r = 0.544), as there was a wide group of
women who were not able to find a psychological solution to their
disease. We also observed that women tended to use maladaptive
coping with dysfunctional behavior (r = .616). With regards to the age
of patients, although moderately correlated, in our study we found that
emotional feelings were significantly less negative in older women than
in those younger. Previous studies have also reported that younger
women were more likely to experience a decline in emotional well-
being than older women (Janz et al., 2014).

We also explored if certain demographic or clinical characteristics
could be associated with less or more negative feelings in these women.
As summarized in Table 6, scores were significantly higher for those
patients who had a partner. They expressed more negative feelings, and
their opinion on their social and family environment with respect to
their disease was worse than those of single women. This could indicate
the limited support provided by their relatives and their immediate
social environment. Women with children felt significantly worse,
probably because of their increased sense of responsibility. The current
status of their disease was also a determining factor for emotional
stress: greater negative feelings and poorer coping strategies were ob-
served in women who had suffered recurrences. Coping strategies are
probably conditioned by the uncertainty of the current status of their
disease, even when the cancer is not active. As did Spencer et al.
(1998), we also observed that even when the disease was in remission,

Table 6
Scores (mean ± SDa) obtained in the questionnaire according to several demographic and clinical characteristics of the sample.

Questionnaire Section I (personal
feelings)

Section II (coping
strategies)

Section III (environmental
influence)

Section IV (maladaptive
coping)

Age (years)
30-49 110.68 ± 23.66 23.91 ± 7.47b 43.94 ± 11.58 3.26 ± 2.17 39.56 ± 5.33
50-59 107.60 ± 20.89 21.33 ± 8.46 42.57 ± 8.92 3.43 ± 2.25 40.26 ± 5.87
> 60 104.32 ± 16.41 19.23 ± 8.29b 42.73 ± 6.90 3.32 ± 2.51 39.05 ± 5.23

Marital status
Married/partner 110.91 ± 21.51b 23.16 ± 7.83b 43.82 ± 9.54 3.77 ± 2.44b 40.16 ± 5.80
Others 99.43 ± 18.81b 18.17 ± 7.84b 40.53 ± 9.01 2.60 ± 1.91b 38.13 ± 5.49

Children
Yes 108.75 ± 21.18 22.69 ± 8.04b 43.42 ± 9.59 3.31 ± 2.26 39.34 ± 5.43
No 104.90 ± 20.31 18.33 ± 8.08b 41.86 ± 9.22 3.48 ± 2.34 41.24 ± 5.71

Education
Elementary school 110.93 ± 17.15 23.39 ± 8.16 43.00 ± 9.02 3.61 ± 2.04 40.93 ± 3.89
Secondary school 108.29 ± 21.66 21.91 ± 7.70 43.91 ± 9.21 3.56 ± 2.51 38.91 ± 6.33
Higher education 104.97 ± 22.82 20.29 ± 8.84 42.52 ± 9.94 2.90 ± 2.26 39.26 ± 5.69

Disease stage
I 109.00 ± 31.11 23.50 ± 9.19 41.00 ± 14.14 4.00 ± 4.24 40.50 ± 3.54
II 117.00 ± 17.01 26.86 ± 7.49b 44.00 ± 8.68 4.29 ± 2.63 41.86 ± 4.78
III 105.92 ± 21.12b 20.60 ± 7.92b,c 42.83 ± 9.71 3.13 ± 2.14 39.35 ± 5.67
IV 124.83 ± 11.62b 31.17 ± 5.19c 46.17 ± 7.20 5.00 ± 2.61 42.50 ± 3.78

Self-prognosis
Good 106.80 ± 20.46 21.37 ± 9.05 42.00 ± 9.33 3.83 ± 2.12 39.60 ± 5.69
Bad 110.84 ± 20.68 22.42 ± 8.12 45.19 ± 9.34 3.19 ± 2.55 40.03 ± 5.66
Not determined 107.35 ± 22.43 21.68 ± 8.01 42.79 ± 9.78 3.18 ± 2.17 39.71 ± 5.61

Years since diagnosis
0-1 105.71 ± 22.44 21.53 ± 8.86 41.24 ± 9.86 3.00 ± 2.18 39.94 ± 5.77
2-5 109.13 ± 20.74 22.78 ± 8.24 43.17 ± 9.56 3.17 ± 2.08 40.02 ± 5.33
6-10 106.70 ± 22.76 20.26 ± 8.21 43.57 ± 9.74 3.91 ± 2.63 38.96 ± 5.45
> 10 108.25 ± 6.13 17.50 ± 1.73 47.00 ± 6.06 4.00 ± 2.94 39.75 ± 9.00

Current status of disease
No recurrence 101.58 ± 18.83d 19.91 ± 7.98b 39.89 ± 8.68d 3.36 ± 2.31b 38.43 ± 4.76b

Follow-up after
recurrence

120.09 ± 15.44d,e 25.34 ± 6.79b 48.50 ± 7.34d 3.78 ± 2.21c 42.47 ± 5.00b,c

Active disease 104.89 ± 24.17e 21.56 ± 9.04 44.00 ± 11.00 1.67 ± 1.73b,c 37.67 ± 4.85c

Interval between reviews
3–6 months 110.91 ± 18.21 22.74 ± 8.56 43.70 ± 8.22 3.24 ± 2.20 41.24 ± 4.97d

1 year/more 103.74 ± 22.24 20.56 ± 7.69 42.05 ± 10.26 3.37 ± 2.44 37.77 ± 5.28d

b,c Mann-Whitney U test; d,e non-paired t-test (p < .05).
a SD: standard deviation. In a column and for a certain characteristic, a repeated letter means significant differences.
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women continued to have concerns regarding cancer, including the fear
of recurrence, the risk of cancer aggravation, or their ability to adapt to
a life without disease. It is clear that completion of treatment does not
mean the end of the adaptation process, but continues to evolve
throughout the follow-up phase.

Finally, with respect to the three groups of women identified
through cluster analysis, the group of positivist women showed that
they were capable of controlling negative feelings arising from their
illness. They probably developed mechanisms of emotional adjustment
to redirect their experiences towards coping strategies aimed at posi-
tively solving their problem, and overcoming those personal and/or
social concerns derived from breast cancer. They exchanged their po-
sitive expectations about breast cancer for positive expectations about
their recovery, reaching a balance between their hopes, dreams and
prospects. The lack of recurrence and less frequent revisions probably
helped them distance themselves from their illness. Therapeutic psy-
chological interventions for these women should include humanistic
care, even for their closest social environment, to reach a better adap-
tation to diagnosis, prognosis and treatment and, thus, a higher quality
of life.

The ‘unsafe group’ includes those women who were not able to
control negative feelings arising from breast cancer, but were aware of
the existence and influence of these feelings. They tried to apply ef-
fective coping styles, but they alternated them with moments of denial,
fatalism or anxious preoccupation. For this reason, they overcame, only
partially. their personal and/or social problems caused by breast
cancer. They remained anchored in cancer grief, which they can leave
behind only through coping and adjustment, or avoidance and denial.
For women like these, it is necessary to assess their mood and self-

perception of breast cancer in order to enhance their coping strategies.
Finally, in the ‘hopeless women’ (group 3), three characteristics

influence their psychological recovery: stasis, inability to change their
emotions, and inflexibility. This imbalance causes a discordance among
their physiological, motor and cognitive response systems. They show
such overwhelming and frequent negative feelings that they are not
able to formulate any effective coping strategy against them. They live
between helplessness and despair, with a great burden of anxious worry
weighing on their spirit and their ability to overcome cancer is directly
affected by this. Therapeutic interventions should first identify and
address all their maladaptive reactions, and then train the women to
control their emotional stressors, and to implement adaptive responses
and a new lifestyle.

When considering coping strategies, it is essential that these stra-
tegies are provided to patients, to diminish their negative feelings to-
wards the illness, which will lead to a reduced psychological stress and
emotional anxiety (National Comprehensive Cancer Network, 1999).
Coping strategies used by breast cancer patients are an important issue
to establish comparisons, as well as a relationship among different ways
of coping: cognitions, behaviors and emotional responses (Brandão
et al., 2016). In our study, women showed different mechanisms of
emotional control to counteract the discomfort produced by an un-
pleasant emotion (Wang et al., 2014). On the other hand, we observed
that they employed a repressive coping style, trying to control any re-
sponse to a negative emotion. This can lead to a high discordance
among the different response systems: physiological, cognitive and
motor (Thompson et al., 2013).

Nurses, especially Oncology nurses, play an essential supporting
role during the different stages of care. They can provide expert

Table 7
Clustering profiles: demographic and clinical characteristics.

Women (N = 98)

Positivist (N = 30) Unsafe (N = 34) Hopeless (N = 34)

Age (years)
(mean ± SDa)

53.03 ± 8.66 55.68 ± 7.59c 50.53 ± 7.37c

Married/partnerb

N (%)
17 (56.7) 14 (41.2) 25 (73.5)

Childrenb N (%) 26 (86.7) 21 (61.8) 30 (88.2)
Education

Elementary school 4 (13.3) 15 (44.1) 9 (26.5)
Secondary school 13 (43.3) 8 (23.5) 13 (38.5)
Higher education 11 (36.7) 10 (29.4) 10 (29.4)

Disease stage N (%)
I 1 (3.3) 1 (2.9)
II 1 (3.3) 3 (8.8) 3 (8.8)
III 28 (93.3) 29 (85.3) 26 (76.5)
IV – 2 (5.9) 4 (11.8)

Self-prognosis N (%)
Good 7 (23.3) 14 (41.2) 9 (26.5)
Bad 10 (33.3) 9 (26.5) 12 (35.3)
Not determined 11 (36.7) 10 (29.4) 13 (38.2)

Years since diagnosis 4.3 ± 2.8 4.8 ± 4.8 3.7 ± 2.0
Current status of diseaseb N (%)

No recurrence 20 (66.7) 22 (64.7) 11 (32.4)
Follow-up after recurrence 2 (6.7) 12 (35.3) 18 (52.9)
Active disease 6 (20) – 3 (8.8)

Interval between reviewsbN (%)
3–6 months 9 (30) 21 (61.8) 16 (47.1)
1 year/more 19 (63.3) 11 (32.4) 13 (38.2)

Questionnaire scores
Section I (personal feelings) 14.70 ± 4.16 19.94 ± 7.50 29.79 ± 3.35
Section II (coping strategies) 33.43 ± 5.84 42.00 ± 5.71 52.68 ± 4.60
Section III (environmental influence) 1.60 ± 0.86 3.29 ± 2.37 4.94 ± 1.84
Section IV (maladaptive coping) 33.73 ± 3.31 40.76 ± 4.43 44.03 ± 2.70
Total 83.47 ± 9.55 106.00 ± 7.83 131.44 ± 5.58

a SD: standard deviation.
b Significant differences with Chi-square test (p < .05).
c Within a characteristic, a repeated letter means significant differences with non-paired t-test (p < .05).
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practical information on breast cancer and post-treatment status to
these women and their families, as well as recognize a patients’ parti-
cular needs (Halkett et al., 2006; Jones et al., 2010). Breast cancer
patients require a whole lot of assistance, and nursing actions must find
a balance between the physical, emotional and social functions. A
screening should be performed to assess what information and aware-
ness patients and their families have about the disease and demystify
and replace it with updated and accurate information (Holst-Hansson
et al., 2017).

A multidisciplinary approach is required to reduce the negative
impacts of breast cancer treatment on women. Specific measures in-
clude the management of the symptomatology caused by breast cancer,
the control of treatment-related adverse effects, maintaining the quality
of life of these patients, and providing women the tools to make well-
informed personal decisions and manage their lives better.

In contrast to other studies which evaluate emotional distress in
breast cancer patients in the short term, we continued to monitor pa-
tients after the completion of their medical treatment, to assess how the
ongoing threat of recurrence affected them on a physical, psychological,
social and spiritual level. So, the adaptive or maladaptive coping stra-
tegies that women implemented through physiological, cognitive,
emotional and social reactions were observed by us. We have seen, for
instance, that women mostly employ a repressive coping style, trying to
control any response to negative emotions.

A diagnosis of breast cancer triggers problems of psychological
adaptation in those women who suffer from it. The completion of a
course of medical treatment does not mean the end of this adaptation
process, which continues throughout the follow-up phase of their illness
(Saeedi-Saedi et al., 2015). In our study most women were in the re-
covery phase, after their medical treatment, with more or less frequent
medical check-ups. It is precisely in this phase that we can establish if
women have implemented adaptive or maladaptive coping strategies,
to design a specific, therapeutic, psychological intervention (Aguirre-
Camacho and Moreno-Jiménez, 2017).

For women with breast cancer, their disease plays an important role
in their lives, and it does so constantly, regardless of whether their
treatments have been completed. In general, they feel responsible for
their illness and, in some ways, guilty right from diagnosis, throughout
the disease process (Kim et al., 2014).

Our study shows how the health system overestimates technical
procedures. Beyond that, the professional empathy of healthcare pro-
fessionals is crucial for patients to develop positive coping styles.
Psychological interventions should begin at the moment of diagnosis
and be maintained over time, even after medical treatment has finished,
as they aim to help patients control feelings of anxiety, anger and de-
pression in their daily lives, over time. Psychological therapy should
start early, to improve quality of life during and after the illness. In our
case, when patients join the ALMOM association searching for different
kinds of help, this help sometimes came too late, and a large number of
women did not achieve positive results. We propose that every patient
diagnosed with breast cancer receive supportive therapy from the
moment of diagnosis, to help them express their emotional distress and
to teach patients how to manage problems associated with their disease.
Psychological therapy should be maintained and it should focus on two
fundamental aspects: emotional expression, coping strategies and
adapting to change by working on not only the most basic behaviors,
but also their thoughts. Therapy should continue even after medical
treatment is completed, until adaptive responses are verified.
Healthcare should also be extended to all members of the family who
have a close relationship with the woman patient.

This will provide holistic care to patients, with the aim of achieving
better adaptation to diagnosis, prognosis and subsequent treatments.
Moreover, it will help reduce the impact of hospital dynamics on
people, and ensure a better quality of life to women, despite their breast
cancer diagnosis. As explained before, women should be treated by a
multidisciplinary team: doctors, nurses, nursing assistants, psycho-

oncologists, etc., so that the responsibility of healthcare is equitably
shared among the personnel, along with the “duty” of providing advice
and psychological support to the affected family.

Our results highlight the need for professionals to review false be-
liefs, especially concerning treatment. The general idea is that treat-
ment can make women feel better, but experience shows that once
treatment has begun, and even after its completion, women realize that
it has not been as liberating as expected. The objective is to improve not
only coping strategies but also women's awareness about the disease,
how to manage expectations and face any situations that arise
(Hellerstedt-Börjesson et al., 2016).

4.1. Limitations

The limitations of this study should also be noted when applying the
findings. A specific group of women belonging to an association that
provides psychological, physical and emotional support, was employed
in this study. Also, as most women who took part in this study were at
stage II, our results should be applied primarily to women at this cancer
stage. The results may be interpolated to similar contexts and patient
groups, although further studies should be carried out to generalize
them to a wider female population.

5. Conclusions

Therapeutic psychological intervention in patients with breast
cancer should be initiated once diagnosis is established, and should be
maintained and extended even after medical treatment is completed, in
order to consolidate lasting adaptive responses. Teaching patients to
manage emotions should not be neglected by healthcare professionals,
as it is crucial for maintaining and/or restoring the quality of life of
these patients. Our study highlights the need for evaluating interven-
tions for specific population groups. We have differentiated between
three types of women: those who have changed their perspective on life
despite their diagnosis; those who have in some way, remained an-
chored in their grief and, finally, women with emotional dependence.

Declarations of interest

None.

CRediT authorship contribution statement

Leticia Sanchez: Conceptualization, Methodology, Resources,
Investigation, Data curation, Writing - original draft. Nelida
Fernandez: Conceptualization, Methodology, Writing - review &
editing, Supervision, Project administration. Angela P. Calle:
Conceptualization, Methodology, Resources, Investigation, Supervision,
Project administration. Valentina Ladera: Writing - review & editing,
Supervision, Visualization. Ines Casado: Resources, Investigation, Data
curation, Software. Ana M. Sahagun: Conceptualization, Methodology,
Software, Writing - review & editing, Supervision, Project administra-
tion.

References

Aguirre-Camacho, A., Moreno-Jiménez, B., 2017. La relevancia de la flexibilidad
psicológica en el contexto del cáncer: una revisión de la literatura [The relevance of
psychological flexibility in the context of cancer: a review of the literature].
Psicooncología 14, 11–22.

Andrew, Y., Ibañez, E., Galdón, M., 1991. Reacciones emocionales a través del estadío en
el cáncer de mama [Emotional reactions through the stage of breast cancer].
Psicothema 3, 283–296.

Argimon, J., Jimenez, J., 2010. Tamaño de la muestra [Sample size]. In: Métodos de
Investigación Clínica y Epidemiológica [Methods of Clinical and Epidemiological
Research]. Elsevier, Barcelona, pp. 140–158.

Brandão, T., Tavares, R., Schulz, M.S., Matos, P.M., 2016. Measuring emotion regulation
and emotional expression in breast cancer patients: a systematic review. Clin.

L. Sanchez, et al. European Journal of Oncology Nursing 42 (2019) 126–133

132

http://refhub.elsevier.com/S1462-3889(19)30121-8/sref1
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref1
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref1
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref1
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref2
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref2
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref2
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref3
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref3
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref3
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref4
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref4


Psychol. Rev. 43, 114–127.
Bray, F., Jemal, A., Grey, N., Ferlay, J., Forman, D., 2012. Global cancer transitions ac-

cording to the Human Development Index (2008-2030): a population-based study.
Lancet Oncol. 13, 790–801.

Brédart, A., Merdy, O., Sigal-Zafrani, B., Fiszer, C., Dolbeault, S., Hardouin, J.-B., 2016.
Identifying trajectory clusters in breast cancer survivors' supportive care needs,
psychosocial difficulties, and resources from the completion of primary treatment to
8 months later. Support. Care Cancer 24, 357–366.

Brunault, P., Champagne, A.-L., Huguet, G., Suzanne, I., Senon, J.-L., Body, G., Rusch, E.,
Magnin, G., Voyer, M., Réveillère, C., Camus, V., 2016. Major depressive disorder,
personality disorders, and coping strategies are independent risk factors for lower
quality of life in non-metastatic breast cancer patients. Psycho Oncol. 25, 513–520.

Dabrowski, M., Boucher, K., Ward, J.H., Lovell, M.M., Sandre, A., Bloch, J., Carlquist, L.,
Porter, M., Norman, L., Buys, S.S., 2007. Clinical experience with the NCCN distress
thermometer in breast cancer patients. J. Natl. Compr. Cancer Netw. 5, 104–111.

Derogatis, L.R., 1986. The psychosocial adjustment to illness scale (PAIS). J. Psychosom.
Res. 30, 77–91.

Eng, J.A., Clough-Gorr, K., Cabral, H.J., Silliman, R.A., 2015. Predicting 5- and 10-year
survival in older women with early-stage breast cancer: self-rated health and walking
ability. J. Am. Geriatr. Soc. 63, 757–762.

Finch, H., 2005. Comparison of distance measures in cluster analysis with dichotomous
data. J. Data Sci. 3, 85–100.

Giese-Davis, J., DiMiceli, S., Sephton, S., Spiegel, D., 2006. Emotional expression and
diurnal cortisol slope in women with metastatic breast cancer in supportive-ex-
pressive group therapy: a preliminary study. Biol. Psychol. 73, 190–198.

Ginsburg, O., Bray, F., Coleman, M.P., Vanderpuye, V., Eniu, A., Kotha, S.R., Sarker, M.,
Huong, T.T., Allemani, C., Dvaladze, A., Gralow, J., Yeates, K., Taylor, C., Oomman,
N., Krishnan, S., Sullivan, R., Kombe, D., Blas, M.M., Parham, G., Kassami, N.,
Conteh, L., 2017. The global burden of women's cancers: a grand challenge in global
health. Lancet 389, 847–860.

Grégoire, C., Bragard, I., Jerusalem, G., Etienne, A.-M., Coucke, P., Dupuis, G., Lanctôt,
D., Faymonville, M.-E., 2017. Group interventions to reduce emotional distress and
fatigue in breast cancer patients: a 9-month follow-up pragmatic trial. Br. J. Canc.
117, 1442–1449.

Gu, X., Jia, S., Wei, W., Zhang, W.-H., 2015. Neoadjuvant chemotherapy of breast cancer
with pirarubicin versus epirubicin in combination with cyclophosphamide and doc-
etaxel. Tumour Biol. 36, 5529–5535.

Hair, J., Black, W., Babin, B., Anderson, R., Tatham, R., 2006. Multivariate Data Analysis,
sixth ed. Prentice-Hall International, New Jersey.

Halkett, G., Arbon, P., Scutter, S., Borg, M., 2006. The role of the breast care nurse during
treatment for early breast cancer: the patient's perspective. Contemp. Nurse 23,
46–57.

Hellerstedt-Börjesson, S., Nordin, K., Fjällskog, M.-L., Holmström, I.K., Arving, C., 2016.
Women treated for breast cancer experiences of chemotherapy-induced pain. Cancer
Nurs. 39, 464–472.

Ho, R.T.H., Chan, C.L.W., Ho, S.M.Y., 2004. Emotional control in Chinese female cancer
survivors. Psycho Oncol. 13, 808–817.

Holst-Hansson, A., Idvall, E., Bolmsjö, I., Wennick, A., 2017. Hoping to reach a safe haven
- Swedish families' lived experience when a family member is diagnosed with breast
cancer. Eur. J. Oncol. Nurs. 31, 52–58.

International Agency for Research on Cancer, 2019. Cancer Today. Population Factsheets.
http://gco.iarc.fr/today/data/factsheets/populations/900-world-fact-sheets.pdf,
Accessed date: 25 July 2019.

Janz, N.K., Friese, C.R., Li, Y., Graff, J.J., Hamilton, A.S., Hawley, S.T., 2014. Emotional
well-being years post-treatment for breast cancer: prospective, multi-ethnic, and
population-based analysis. J. Cancer Surviv. 8, 131–142.

Jassim, G.A., Whitford, D.L., Hickey, A., Carter, B., 2015. Psychological interventions for
women with non-metastatic breast cancer. Cochrane Database Syst. Rev. 28 (5).
https://doi.org/10.1002/14651858.CD008729.pub2. CD008729.

Jones, L., Leach, L., Chambers, S., Occhipinti, S., 2010. Scope of practice of the breast care
nurse: a comparison of health professional perspectives. Eur. J. Oncol. Nurs. 14,
322–327.

Kamińska, M., Ciszewski, T., Kukiełka-Budny, B., Kubiatowski, T., Baczewska, B., Makara-
Studzińska, M., Starosławska, E., Bojar, I., 2015. Life quality of women with breast
cancer after mastectomy or breast conserving therapy treated with adjuvant che-
motherapy. Ann. Agric. Environ. Med. 22, 724–730.

Karakoyun-Celik, O., Gorken, I., Sahin, S., Orcin, E., Alanyali, H., Kinay, M., 2010.
Depression and anxiety levels in woman under follow-up for breast cancer: re-
lationship to coping with cancer and quality of life. Med. Oncol. 27, 108–113.

Kim, H.-J., McDermott, P.A., Barsevick, A.M., 2014. Comparison of groups with different
patterns of symptom cluster intensity across the breast cancer treatment trajectory.
Cancer Nurs. 37, 88–96.

Kornblith, A., Herndon, J., Zuckerman, E., Cella, D., Cherin, E., Wolchok, S., Weiss, R.,
Diehl, L., Henderson, E., Cooper, M., Schiffer, C., Canellos, G., Mayer, R., Silver, R.,
Schilling, A., Peterson, B., Greenberg, D., Holland, J., 1998. Comparison of

psychosocial adaptation of advanced stage Hodgkin's disease and acute leukemia
survivors. Cancer and Leukemia Group B. Ann. Oncol. 9, 297–306.

Levkovich, I., Cohen, M., Alon, S., Kuchuk, I., Nissenbaum, B., Evron, E., Pollack, S.,
Fried, G., 2018. Symptom cluster of emotional distress, fatigue and cognitive diffi-
culties among young and older breast cancer survivors: the mediating role of sub-
jective stress. J. Geriatr. Oncol. 9, 469–475.

Li, L., Zhu, X., Yang, Y., He, J., Yi, J., Wang, Y., Zhang, J., 2015. Cognitive emotion
regulation: characteristics and effect on quality of life in women with breast cancer.
Health Qual. Life Outcomes 13, 51.

López-Roig, S., Terol, M., Pastor, M., Neipp, M., Massutí, B., Rodríguez-Marín, J., Leyda,
J., Martín-Aragón, M., Sitges, E., 2000. Ansiedad y depresión. Validación de la escala
HAD en pacientes oncológicos [Anxiety and depresion. Validation of HAD scale in
cancer patients]. Rev. Psicol. Salud 12, 127–155.

Mehnert, A., Koch, U., 2008. Psychological comorbidity and health-related quality of life
and its association with awareness, utilization, and need for psychosocial support in a
cancer register-based sample of long-term breast cancer survivors. J. Psychosom. Res.
64, 383–391.

Miranda, P., Marín, R., 2015. Trastuzumab emtansine in locally advanced or metastatic
HER2 positive breast cancer; GENESIS-SEFH drug evaluation report. Farm. Hosp. 39,
171–175.

Moos, R., Moos, B., 1994. Family Environment Scale Manual: Development, Applications,
Research, third ed. Consulting Psychologist Press, Palo Alto, CA.

National Comprehensive Cancer Network, 1999. NCCN practice guidelines for the man-
agement of psychosocial distress. national comprehensive cancer network. Oncology
13, 113–147.

Paterson, C.L., Lengacher, C.A., Donovan, K.A., Kip, K.E., Tofthagen, C.S., 2016. Body
image in younger breast cancer survivors: a systematic review. Cancer Nurs. 39,
E39–58.

Rodriguez Marin, J., Terol, M., Lopez-Roig, S., Pastor, M.-A., 1992. Evaluación del
afrontamiento del estrés: propiedades psicométricas del Cuestionario de Formas de
Afrontamiento de Acontecimientos Estresantes [Evaluation of stress coping: psyco-
metric properties of the Coping Strategies Questionnaire]. Rev. Esp. Psicol. Salud 4,
59–84.

Saeedi-Saedi, H., Shahidsales, S., Koochak-Pour, M., Sabahi, E., Moridi, I., 2015.
Evaluation of emotional distress in breast cancer patients. Iran. J. Cancer Prev. 8,
36–41.

Schou, I., Ekeberg, Ø., Ruland, C., Sandvik, L., Kåresen, R., 2004. Pessimism as a predictor
of emotional morbidity one year following breast cancer surgery. Psycho Oncol. 13,
309–320.

Seisdedos, N., Victoria de la Cruz, M., Cordero, A., 1989. Escalas de Clima Social (FES)
[Family Environment Scale (FES)]. TEA, Madrid.

Sirgo, A., Gil, F.L., 2000. Intervenciones psicoeducativas y terapia de grupo en pacientes
con cáncer [Psychoeducational interventions and grupal therapy in cancer patients].
In: Gil, F. (Ed.), Manual de Psicooncología [Manual of Psychooncology]. Nueva
Sidonia, Barcelona, pp. 75–99.

Spencer, S., Carver, C., Price, A., 1998. Psychological and social factors in adaptation. In:
Holland, J. (Ed.), Psychooncology. Oxford University Press, New York, pp. 211–222.

Stagl, J.M., Bouchard, L.C., Lechner, S.C., Blomberg, B.B., Gudenkauf, L.M., Jutagir, D.R.,
Glück, S., Derhagopian, R.P., Carver, C.S., Antoni, M.H., 2015. Long-term psycho-
logical benefits of cognitive-behavioral stress management for women with breast
cancer: 11-year follow-up of a randomized controlled trial. Cancer 121, 1873–1881.

Stanton, A.L., Snider, P.R., 1993. Coping with a breast cancer diagnosis: a prospective
study. Health Psychol. 12, 16–23.

Testa, A., Iannace, C., Di Libero, L., 2014. Strengths of early physical rehabilitation
programs in surgical breast cancer patients: results of a randomized controlled study.
Eur. J. Phys. Rehabil. Med. 50, 275–284.

Thompson, J., Coleman, R., Colwell, B., Freeman, J., Greenfield, D., Holmes, K., Mathers,
N., Reed, M., 2013. Levels of distress in breast cancer survivors approaching dis-
charge from routine hospital follow-up. Psycho Oncol. 22, 1866–1871.

Vitaliano, P., Russo, J., Carr, J., Maiuro, R., Becker, J., 1985. The ways of coping
checklist: revision and psychometric properties. Multivar. Behav. Res. 20, 3–26.

Wang, Y., Yi, J., He, J., Chen, G., Li, L., Yang, Y., Zhu, X., 2014. Cognitive emotion
regulation strategies as predictors of depressive symptoms in women newly diag-
nosed with breast cancer. Psycho Oncol. 23, 93–99.

Zainal, N.Z., Shuib, N., Bustam, A.Z., Sabki, Z.A., Guan, N.C., 2013. Reliability and va-
lidity of the Malay Version of the Breast- Impact of Treatment Scale (MVBITS) in
breast cancer women undergoing chemotherapy. Asian Pac. J. Cancer Prev. 14,
463–468.

Zhang, Z., Zhang, X., Wei, L., Lin, Y., Wu, D., Xie, S., Yue, L., Tian, J., Zhang, Y., Song, Q.,
Woo, S.M.-L., Miller, A.R., Luo, L., Zhang, L., 2017. Questionnaire to assess quality of
life in patients with breast cancer - validation of the Chinese version of the EORTC
QLQ-BR 53. Breast 32, 87–92.

Zigmond, A., Snaith, R., 1983. The hospital anxiety and depression scale. Acta Psychiatr.
Scand. 67, 361–370.

L. Sanchez, et al. European Journal of Oncology Nursing 42 (2019) 126–133

133

http://refhub.elsevier.com/S1462-3889(19)30121-8/sref4
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref5
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref5
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref5
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref6
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref6
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref6
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref6
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref7
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref7
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref7
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref7
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref8
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref8
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref8
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref9
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref9
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref10
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref10
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref10
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref11
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref11
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref12
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref12
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref12
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref13
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref13
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref13
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref13
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref13
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref14
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref14
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref14
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref14
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref15
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref15
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref15
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref16
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref16
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref17
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref17
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref17
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref18
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref18
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref18
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref19
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref19
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref20
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref20
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref20
http://gco.iarc.fr/today/data/factsheets/populations/900-world-fact-sheets.pdf
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref22
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref22
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref22
https://doi.org/10.1002/14651858.CD008729.pub2
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref24
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref24
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref24
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref25
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref25
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref25
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref25
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref51
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref51
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref51
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref26
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref26
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref26
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref27
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref27
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref27
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref27
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref27
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref28
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref28
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref28
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref28
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref29
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref29
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref29
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref30
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref30
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref30
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref30
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref31
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref31
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref31
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref31
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref32
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref32
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref32
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref33
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref33
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref34
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref34
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref34
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref35
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref35
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref35
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref36
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref36
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref36
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref36
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref36
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref37
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref37
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref37
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref38
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref38
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref38
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref39
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref39
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref40
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref40
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref40
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref40
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref41
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref41
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref42
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref42
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref42
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref42
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref43
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref43
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref44
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref44
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref44
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref45
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref45
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref45
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref46
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref46
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref47
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref47
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref47
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref48
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref48
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref48
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref48
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref49
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref49
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref49
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref49
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref50
http://refhub.elsevier.com/S1462-3889(19)30121-8/sref50

	Long-term treatment for emotional distress in women with breast cancer
	Introduction
	Methods
	Participants
	Design of the questionnaire and data collection
	Data analysis

	Results
	Discussion
	Limitations

	Conclusions
	Declarations of interest
	CRediT authorship contribution statement
	References




