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Aim: To evaluate the sexual functioning of breast cancer patients post mastectomy and its association
with their quality of life, the personal characteristics of women and their partners, breast reconstruction,
cancer staging and adjuvant therapies.
Methods: A cross-sectional study was carried out in a University hospital located in the SouthEast of
Brazil. A total of 100 women were included in the study. The parameters evaluated were sexual func-
tioning, which was assessed based on the Sexual Quotient — Female Version (SQ-F), quality of life (QoL),
evaluated by the Medical Outcomes Study 36-item Short Form (SF-36), cancer staging, breast recon-
struction, adjuvant therapies and the personal characteristics of patients (age, years of study and years of
marriage) and their partners (age, years of study).
Results: The majority (40.48%) of women had an unfavorable to regular SQ-F score. A significant positive
correlation (p <0.05) was found between the SQ-F score and years of education (p=0.03), and the
following SF-36 domains: functional capacity (p = 0.03), vitality (p = 0.06), emotional limitations (p = 0.00)
and mental health (p = 0.03). A significant negative correlation was found between SQ-F score and the age
of the partners (p=0.03). SQ-F mean value was significantly higher (p=0.04) among women who
underwent breast reconstruction.
Conclusions: Women with low educational level, who have older partners, and who did not have a breast
reconstruction should receive special attention with respect to their sexuality, and the effects of
mastectomy on the sexuality of patients should be assessed. Oncology nurses are best qualified to
recognize issues related to sexuality and quality of life, and can offer specific and meaningful support for
breast cancer patients.

© 2010 Elsevier Ltd. All rights reserved.

Introduction

All women diagnosed with breast cancer, regardless of ethnicity,
have concerns regarding sexuality and body image (Wilmoth and
Sanders, 2001). Prior studies undertaken in diverse countries have
concluded that women felt that their sexual functioning was
affected post mastectomy (Avis et al., 2004; Duarte and Andrade,
2003; Ferreira and Mamede, 2003; Huber et al.,, 2006; Huguet
et al., 2009a,b; Noyan et al., 2006; Rowland et al., 2000; Wilmoth
et al.,, 2004).

Among North American women, the breast has greater signifi-
cance than morely a body part. The feminine identity, womanhood,
sexuality, attractiveness, nurturance, and motherhood are some
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issues directly related to the breasts (Pikler and Winterowd, 2003).
As such, negative consequences to body image and self-concept can
be provoked by the loss of breast (Frost et al., 2000; Mock, 1993).

The Latina early-stage breast cancer survivors, when compared
to White and African American counterparts, have showed higher
levels of emotional distress and social and sexual disruptions
(Spencer et al., 1999).

Among Brazilian women, issues related to body image have
a special connotation. Beauty, the body, and intelligence are the main
preoccupations of middle-class women living in Rio de Janeiro, a city
in the Southeast of Brazil (Goldenberg, 2005). Undergoing a mastec-
tomy therefore provokes a significant degree of anxiety in Brazilian
women. The main difficulties confronted by breast cancer patients
post mastectomy were found to be related to exposing their body, the
expression of sexuality and the feeling of impotence towards the new
condition (Duarte and Andrade, 2003; Ferreira and Mamede, 2003).

Social prejudice is a strong embarrassment for the Brazilian
women who undergo mastectomy. These women have expressed
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that the social stigma and its consequence on self-concept were one
of the main problems confronted after the surgery. Moreover, they
have created prejudices in relation to their own body image
(Almeida et al., 2001). Consequently, difficulties were confronted
within the sexuality scope, mainly the resumption of sexual activity
(Fialho and Silva, 1993; Duarte and Andrade, 2003).

The sexuality represents one of main aspects of relationship
between a women and her husband. It is also quite important for
the QoL, that is affected by the mastectomy (Ganz et al., 2002;
Kenny et al., 2000). Patient reports revealed that the positive QoL
score was a result of family support and social relationships (Sales
et al., 2001). Qol is a critical aspect related to breast cancer because
of it has been becoming a chronic disease. The years of life have
increased after treatments such as the mastectomy. This increase
has produced permanent consequences in several areas of
women's life (Bech, 1995).

The decline in physical functioning at the end of the primary
treatment for breast cancer was observed, in particular, in women
treated by total mastectomy or chemotherapy (Ganz et al., 2004).
Poor physical functioning was associated with symptoms like
muscle stiffness, breast sensitivity, pain, tendency to take naps, and
difficulty concentrating. Physical needs, including fatigue and pain
(Badger et al., 2001; Longman et al., 1997; Ferrell et al., 1998; Rabin
et al., 2007), and the request for support to avoid and overcome
psychological needs (Rabin et al., 2007) were the main demands
observed among these patients. Therefore QoL of cancer patients
should be an issue of increasing concern among healthcare prac-
titioners (Sammarco and Konecny, 2008).

Brazilian patient reports revealed that the positive QoL score
was a result of good health conditions, religious beliefs, family
support and social relationships, the valorization of life after
overcoming breast cancer (Sales et al., 2001), or the multidisci-
plinary involvement in patient care (Huguet et al., 2009a). The
lowest QoL scores were found among women who had problems
with anxiety, were older, or were facing financial problems (Sales
et al,, 2001).

Studies focusing on the sexual functioning of the Latina pop-
ulation post mastectomy and on the association between adjuvant
therapies, QoL and the characteristics of patients and their partners
are rare in nursing and the allied health literature.

This study aimed to evaluate the sexual functioning of breast
cancer patients post mastectomy and its association with their quality
of life, the personal characteristics of women and their partners,
breast reconstruction, cancer staging and adjuvant therapies.

Methods
Research design

This is a cross-sectional study.
Sample and setting

Breast cancer patients post mastectomy in the University of Sdo
Paulo Medical School Hospital, located in Southeastern Brazil,
participated in the present study. Criteria for participating included
conclusion of adjuvant therapies, being within the first or second
year post mastectomy and being able to communicate. Women
with metastatic cancer were excluded.
Instruments

A sociodemographic form, composed by questions related to

personal characteristics of patients (age, years of study and years of
marriage), cancer staging, breast reconstruction and adjuvant

therapies (chemotherapy, radiation therapy and hormone therapy),
and their partners characteristics (age and years of study), was
utilized for data collection.

The “Medical Outcomes Study 36-item Short-Form Health
Survey (SF-36), and the “Sexual Quotient — Female version” (SQ-F)
were used instead of Breast Cancer — Specific Quality of Life
Questionnaire (QLQ — BR23), elaborated by the European Organi-
zation of Research and Treatment of Cancer (EORTC), and the
Functional Assessment of Cancer Therapy for Breast Cancer (FACT —
B) (Kemmler et al., 1999). This choice was based on the lack of
validation of these tests in Brazilian culture.

The SF-36 was validated for use in the Brazilian culture
(Ciconelli, 2003). The test is composed of eleven questions, and it
evaluates eight QoL domains: functional capacity, physical limita-
tions, pain, health condition, vitality, social aspects, emotional
limitations and mental health. Each domain corresponds to a value
between zero and one hundred. The QoL was scored as good to
excellent (82—100), regular to good (62—80), unfavorable to regular
(42—60), bad to unfavorable (22—40) and null to bad (0—20).
Internal consistency reliability in the present study was between
0.75 and 0.90.

The SQ-F, validated for the Brazilian culture by Abdo (2006), was
used to verify the sexual satisfaction and functioning of the
patients. It is composed of ten questions and each of them is scored
on a scale from zero to five. The results of all questions were added
up and the final result was multiplied by two, resulting in a score
between zero and one hundred. The sexual functioning scores used
were good to excellent (82—100), regular to good (62—80), unfa-
vorable to regular (42—60), bad to unfavorable (22—40) and null to
bad (0—20). Internal consistency reliability in the present study was
0.84.

The dependent variable was the SQ-F and the independent
variables were the QoL domains according to the SF-36, socio-
demographic characteristics of the patients (age, years of study and
years of marriage), the sociodemographic characteristics of the
partners (age and years of study), cancer staging, breast recon-
struction and adjuvant therapies (chemotherapy, radiation therapy
and hormone therapy).

Procedures

Women were identified at the hospital patient registration
department. Data related to disease and treatment, as well as the
address and phone number of each patient were obtained. An
explanatory cover letter was sent to all women (142) who met the
inclusion criteria of the study. The selected patients were asked to
attend the hospital to collaborate with the research and were
informed that the researchers were not affiliated with the hospital.
Forty-eight women arrived spontaneously after the first request.
Among the other 94 women or their family members contacted by
phone, 25 were not found, 15 had passed away and two did not
meet the requirements. Researchers went to the homes of the other
52 women to obtain data. None of the women refused to collabo-
rate with the research. A total of 100 women (N) were included in
this research sample. All research activities were done by the
authors of this article.

Data analysis

The data was analyzed using SPSS® for Windows (version 16.0).
Descriptive statistics were used to analyze demographic data, and
Crombach'’s alpha coefficient was used to measure reliability. The
correlations between the SQ-F and the independent variables were
calculated using Spearman’s Correlation Coefficient and a multiple
regression model. The mean SQ-F scores and clinical variables were
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compared using ANOVA (General Linear Model). The Multiple
Linear Regression Analysis was done using the SQ-F score as the
variable. The domains of SF-36, and sociodemographic variables
were the predictor variables. The Stepwise Method with elimina-
tion criteria (p > 0.10) was used. P < 0.05 was considered statisti-
cally significant.

Findings

The sociodemographic characteristics of the participants and
their partners are presented in Table 1 and the SQ-F of sexually
active women is shown in Table 2.

A higher proportion of women scored unfavorable to regular in
the SQ-F test (Table 2).

The higher mean SF-36 score was related to social aspects, fol-
lowed by health conditions, mental health, functional capacity, and
vitality. The mean quality of life score of women post mastectomy
was unfavorable to regular. Among sexually active women, the
mean sexual functioning score was unfavorable to regular. All SF-36
and SQ-F items showed high internal consistency (Table 3).

A statistically significant correlation (p < 0.05) between the SQ-F
score and the following SF-36 domains was found: functional
capacity, vitality, and emotional limitations (Table 4). Higher SQ-F
scores were associated with higher SF-36 scores. A statistically
significant (p < 0.05) correlation was found between the SQ-F score
and the years of education of the patients and the age of the partner
(Table 4). Higher education levels were associated with better SQ-F
scores, and older partners were associated with women with lower
SQ-F scores.

The SQ-F mean value was statistically better among women who
had undergone breast reconstruction. No statistically significant

Table 1
Description of sample. (N1 =100; N2 = 68).
Characteristics Women Partners
N % N %
Age (years) 30—-39 13 13.00 05 07.35
40—-60 69 69.00 40 58.82
60 or more 18 18.00 23 33.83
Level of education 1-4 36 36.00 30 44.12
(years) 5-8 21 21.00 12 17.65
9 or more 43 4300 26 38.23
Religion Catholic 65 65.00 44 64.71
Evangelical Christian 28 28.00 13 19.12
Others 7 7.00 11 16.17
Financial dependence Own work 61 61.00 67 98.53
Partner 39 39.00 1 147
Procedures/treatments  Breast reconstruction 25  25.00
Chemotherapy 85  85.00
Radiation therapy 68  68.00
Hormone therapy 66  66.00
Marital status With partner 68 68.00 68 100.0
Without partner 32 32.00
Relationship with <10 13 19.11
partner (years) 11 or more 55  80.89
Marital status after Maintenance 62 91.18
mastectomy No maintenance 6 8.82
Sexual intercourse Yes 42  61.77
No because 6 8.82
mastectomy
No for other 20 2941
reasons®

2 Lack of libido, advanced age, women or partners’ disease conditions.

Table 2

SQ-F scores of women having sexual intercourse. (N = 42).
Classification/score N %
Good to excellent (82—100 points) 06 14.29
Regular to good (62—80 points) 09 21.43
Unfavorable to regular (42—60 points) 17 40.48
Bad to unfavorable (22—40 points) 07 16.66
Null to bad (0—20 points) 03 07.14
Total 42 100.00

correlation was found between the SQ-F score and cancer staging,
chemotherapy, radiation therapy, and hormone therapy (Table 5).

Meaningful SQ-F predictors for the women included in the study
are shown in Table 6. The Multiple Linear Regression Analysis
resulted in two predictor variables with statistical significance,
namely the emotional limitation domain of SF-36 and the women'’s
years of education. Durbin—Watson Statistics less than 2.0
(DW = 1.86) indicated the inexistence of residual autocorrelation in
the regression analysis. The Variance Inflation Factor (VIF) values
were 1.00 for both predictors.

Discussion

Mastectomy is associated with serious problems in the sexual
functioning of breast cancer patients. The main problems relating
to sexuality confronted by breast cancer patients post mastectomy
were the feeling of mutilation and prejudices related to self-image
(Duarte and Andrade, 2003; Yeo et al., 2004), depression and the
consequent decrease of sexual desire, feeling of sexual unattrac-
tiveness, dissatisfaction with sexual activity level, difficulties
related to orgasm, fatigue and pain, changes in hormonal status,
and difficulties derived from vaginal dryness (Holmberg et al.,
2001; Meyerowitz et al., 1999).

These symptoms should be considered as a “symptom cluster”
because they are mutually related and experienced concurrently.
The prevention of altered sexuality, considered as a “synergistic
symptom climax”, requires early professional support. Specific
management of each symptom is required (Wilmoth et al., 2004).

Problems related to body image and sexuality were identified in
all women post mastectomy, regardless of ethnicity (Wilmoth and
Sanders, 2001). Personal needs should be evaluated considering the
ethnic and cultural context because the manifestations of sexual
dysfunction differ among women (Kneece, 2003). Providing qual-
ified oncology care to diverse populations requires additional effort
through the incorporation of culturally specific support, which can
be adjusted to the needs of each client (Andrews and Boyle, 2002;
Leininger, 2003; Purnell, 2002). When health care is delivered to
Latina breast cancer survivors, specific aspects should be consid-
ered including social support, empathy towards the feeling of
uncertainty and its consequences in daily self-care practices.

Table 3
Mean, SD, range and Cronbach’s « of SQ-F (N =42) and SF-36 (N = 100).

Scores (0—100) Mean SD Range Cronbach’s «

SQ-F 54.38 21.62 10-96 0.84

SF-36
Functional capacity 62.80 27.20 0—-100 0.89
Physical limitations 34.25 39.19 0-100 0.84
Pain 40.30 26.49 0-90 0.75
Health conditions 67.37 25.09 0-100 0.79
Vitality 51.90 18.56 0-90 0.84
Social aspects 73.25 34.13 0-100 0.90
Emotional limitations 49.00 43.54 0-100 0.84
Mental health 67.16 23.55 4-100 0.81
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Table 4
Correlation coefficient between SQ-F score and SF-36 domains, and the character-
istics of patients and their partners (N = 42).

SF-36/personal characteristics r p
Domains
Functional capacity 0.34 0.03
Physical limitations 0.21 0.18
Pain -0.22 0.17
Health conditions 0.22 0.17
Vitality 0.30 0.06
Social aspects 0.23 0.14
Emotional limitations 0.50 0.00
Mental health 0.34 0.03
Women
Age -0.29 0.06
Years of study 0.33 0.03
Years of marriage -0.24 0.12
Partners
Age -0.35 0.03
Years of study 0.30 0.06

Measures aimed at promoting a better QoL should be adopted
(Sammarco and Konecny, 2008).

A statistically significant relation was found between SQ-F
scores and the number of years of education (Table 4). Similar
findings have previously been reported by other researchers. A
recent report found that among Brazilian breast cancer survivors,
a high educational level was associated with better physical and
emotional functions, as well as better sexual functioning in
comparison to women with a lower educational level (Huguet et al.,
2009a,b).

The association between educational level and its effects on QOL
has been reported in studies from several countries (Cui et al.,
2004; Guner et al., 2006). In addition, complaints regarding the
provision of inconsistent and vague information by healthcare
professionals were reported by women post mastectomy in a Bra-
zilian healthcare service (Pacheco et al., 1996).

Patients with low levels of education require additional support
to understand the disease and the effects of adjuvant therapies, as
well as to adopt an adequate care practice (Huguet et al., 2009a;
Hoga et al., 2008). Pikler and Winterowd (2003) have demon-
strated that women more educated have presented higher body
image perceptions. So, patients levels of education should be
considered in the in the clinical setting. The provision of significant
information contributes to dealing with the disease successfully and
consequently leads to high mental health functioning. Furthermore,
patients with good mental health are better equipped to understand
and seek the information they need (Mallinger et al., 2005).

The SQ-F score was related not only to the educational level of
women, but also to the age of the patient’s partners. In the present

Table 5
Comparison between SQ-F score and cancer staging, breast reconstruction and
adjuvant therapies (N =42).

Variables Categories N Mean SD p
Cancer staging 0-II 27 55.19 21.56 0.66
-1v 15 52.93 2241
Breast reconstruction Yes 13 64.15 19.96 0.04
No 29 50.00 21.20
Adjuvant therapies
Chemotherapy Yes 35 53.71 22.46 0.93
No 07 57.71 17.90
Radiation therapy Yes 28 54.21 24.13 0.32
No 14 54.71 16.26
Hormone therapy Yes 29 53.93 23.01 0.69
No 13 55.38 18.98

Table 6

Meaningful predictors of SQ-F (N =42).
Variables Estimated parameter Standard error p
Constant 27.60 7.40 0.00
Emotional limitations 0.23 0.06 0.00
Years of study 1.71 0.69 0.02

Multiple analysis adjusted R2 =0.31; p = 0.00.

study, an increased age of the partner was related to a low SQ-F
score in the patients. Hoga et al. (2008) have described that the
partners of Brazilian post mastectomy breast cancer patients who
were over 60 years of age reported that this procedure did not affect
intimate relations because their marriage no longer centered
around their sex life. These findings to show the lack of corre-
spondence between the women'’s sexual desires and their partners
point of view about female sexuality, mainly focused on sexual
intercourse. The men’s comprehensive understanding about the
impact of mastectomy on the woman sexuality should be promoted
in the clinical setting. Discussions about this issue should be
included in the patient’s counseling.

No statistically significant difference was found between the SQ-
F score and adjuvant therapies. The women treated by breast
reconstruction showed a statistically significant high SQ-F score
(p <0.05) (Table 5).

Chinese women who were treated by breast reconstruction
showed a significant improvement in sexuality and self-image (Yeo
et al., 2004). Other researchers demonstrated a decline in sexual
function in women post mastectomy with immediate reconstruc-
tion when compared with those without reconstruction. The
sensory alterations caused by the prosthesis, the absence of
a nipple or the asymmetry between the normal and reconstructed
breast contributed to the occurrence of this decline (Yurek et al.,
2000).

Many researchers have demonstrated the strong impact of
breast cancer and mastectomy on sexual function among young
women (Ganz et al., 2004; Huguet et al., 2009a,b; Rowland et al.,
2000). Young couples receiving care in a sexual rehabilitation
setting were found to be more distressed, and this condition was
attributed to high expectations related to physical beauty (Schover,
1994), less preparation to face the question and the abandonment
or postponement of plans related to motherhood (Ganz et al., 2004;
Huguet et al., 2009a). Older breast cancer patients showed a trend
towards greater resilience and better acceptance of the disease and
its treatment than young patients (Ganz et al., 2002).

Research studies also found that patients treated with adjuvant
therapies showed a poor sexual function score when compared
with women who were not treated. Chemotherapy and hormone
therapy, which provoke vaginal atrophy and dryness, contribute to
a decrease in sexual desire and affect sexual life (Cantinelli et al.,
2006). Patients treated by adjuvant therapies need special care to
overcome this situation.

In the present study sample, high scores on the SF-36 domains
(functional capacity, vitality, mental health and emotional limita-
tions) (Table 4) were directly associated with the best SQ-F score.
This finding confirms that post mastectomy symptoms in cancer
patients are mutually related and experienced concurrently
(Wilmoth et al., 2004). Measures to promote a better QoL among
breast cancer patients post mastectomy should be adopted because
they can contribute to a better sexual life (Huguet et al., 2009a).

Our findings also showed that high QoL scores were related to
social aspects and mental health and low scores were associated
with pain and emotional/physical limitations (Table 3).

These findings to reinforce the conclusions identified by Ganz
et al. (2004) who have demonstrated the decline in physical
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functioning at the end of the primary treatment for breast cancer
treated by total mastectomy or chemotherapy. After the mastec-
tomy, the main physical limitations were the muscle stiffness, the
pain, and the fatigue (Badger et al., 2001; Longman et al., 1997,
Ferrell et al., 1998; Braden and Mishel, 1997; Rabin et al., 2007).
Moreover the approach of physical needs, the professionals should
to offer a psychological support for them (Rabin et al., 2007).

The improvement of the physical and emotional functioning of
breast cancer patients requires clinical interventions addressing the
common symptoms (Ganz et al., 2004). Physical exercise is rec-
ommended to manage body limitations (McNeely et al., 2006;
Wilmoth et al., 2004). Regular physical exercise has been shown
to improve cardiorespiratory fitness, physical functioning, symp-
toms of fatigue and quality of life in breast cancer patients.
Researchers have recommended that women post mastectomy
receive details related to type, frequency, intensity and the time
when physical exercises are prescribed (McNeely et al., 2006).

Pain coping strategies include positive coping statements,
diverting attention, praying and hoping, increasing activity levels,
and the ability to control and decrease pain (Gaston-Johansson
et al., 1999). Special attention should be given to cancer patients’
complaints about pain because this symptom is often under-
diagnosed and undertreated by healthcare professionals (Badger
et al.,, 2001).

Health professionals should identify the problems related to
sexuality and intimacy reported by women post mastectomy and
offer specific support for the adoption of practical strategies to
improve sexual function (Hordern and Street, 2007), because these
aspects are strongly associated with QoL (Huguet et al., 2009b).

The published literature contains several reports showing that
the demands of breast cancer patients post mastectomy and adju-
vant therapies involve the physical, psychological, social and spir-
itual domains (Ferrell et al., 1998). The main care demands from the
patients’ perspective are: receiving support based on a reflexive
analysis of the situation, focusing attention on their own needs,
receiving care from the professionals they choose, having the
option to negotiate the communication style with professionals
(Hordern and Street, 2007), and the inclusion of partners in the care
process (Hoga et al., 2008; Huber et al., 2006).

The lack of attention to the demands associated with sexuality
has occurred because there are few opportunities to raise this
subject with professionals (Lavin and Hyde, 2006). Healthcare
providers rarely consider the sexual dimension in care systemati-
zation. Insufficient preparation of healthcare professionals was
found to be the main cause of failure in this aspect of health care
(Hautamaki et al., 2007; Lavin and Hyde, 2006). The incorporation
of training in the skills necessary for effective communication
about sexual concerns is considered essential. The inclusion of
micro-teaching with video feedback in the education curricula of
nurses was suggested as a possibility to improve the skills
of healthcare providers (Waterhouse, 1996).

Improvements in the skills of individual practitioners alone do
not result in significant and sustained change in the experiences of
the patients. Multiple factors that operate at individual, organiza-
tional and societal levels should be modified to overcome the
reluctance of nurses to discuss sexual issues with their patients. A
deep and comprehensive understanding of the impact of organi-
zational and management culture, the consideration of health and
social care resources and environmental constraints are essential
aspects contributing to the improvement of the quality of care for
breast cancer patients (White, 2006).

The inclusion of the partners in the support processes was
considered an essential aspect in the care of breast cancer patients
because most of the strategies successful at overcoming sexual
difficulties are based on the couple’s relationship. In this regard,

nursing intervention can take place most effectively. Sexuality
should be seen as a domain of care that needs to be addressed with
the individual woman and her partner, overcoming the idea of
excluding the men (Hoga et al., 2008; White, 2006).

The use of QoL assessments was also recommended because of
their potential utility in clinical practice, in which they showed
several benefits, including the capacity to prioritize problems, of
more effective communication with patients, the prevention of
adverse effects, and the identification of patients’ preferences
(Sneeuw et al., 2002). Nurses, who are the primary health profes-
sionals that communicate with patients about their feelings related
to the diagnosis and treatment of breast cancer, require specific
training in communication skills, management of subjective
symptoms and counseling in relation to QoL factors (Rabin et al.,
2007).

Conclusions

In summary, the findings of this study showed that the SF-36
and SQ-F scores of a group of Brazilian cancer patients post
mastectomy were unfavorable. The critical aspects involved in the
unfavorable scores were the emotional and physical aspects and
pain. In general, the women’s sexuality post mastectomy was
significantly more affected when they have lower educational level,
older partners and haven’t breast reconstruction.

Limitations and recommendation for further studies

The number of women included in this study was limited
because larger numbers of women post mastectomy that met the
inclusion criteria could not be identified. A multicentre study,
which would allow the inclusion of more women with a wider
range of personal characteristics and social and family backgrounds
is essential for the understanding of the studied phenomenon.

Further studies are necessary to explore how the age of the
partners affects their perception of their spouse’s mastectomy,
because of this finding was not identified or explored within the
scientific literature.

The controversies identified among several research studies
regarding the association between breast reconstruction and sexual
function, indicate the need for further comprehensive studies that
consider the different perspectives involved in this issue.

Clinical implications

Healthcare professionals should include an assessment of the
effects of mastectomy on the sexuality of breast cancer survivors.
Oncology nurses can recognize medical outcomes and sexual issues
and they are best suited to offer specific and meaningful support
that is adapted to the specific demands of the patients and that
considers the specific characteristics of patients and their partners.

Conflict of interest statement
The authors declare that there is no conflict of interest.

Ethical considerations

Authorization from the Ethics Committee of Faculty of Medicine
of University of Sdo Paulo (Register number 208/2007) was
obtained before data collection. All patients signed the Informed
Consent Form. Permissions to use the SF-36 and SQ-F scales were
also obtained from the respective authors.



172 A. Manganiello et al. / European Journal of Oncology Nursing 15 (2011) 167—172

Acknowledgement

Financial support was received from The Brazilian Council of
Technologic and Scientific Development.

References

Abdo, C.H.N., 2006. Elaboration and validation of sexual quotient — female version:
a scale for the evaluation of woman sexual function. Revista Brasileira de
Medicina 63, 477—482.

Almeida, A.M., Mamede, M.V., Panobianco, M.S., Prado, M.A.S., Clapis, M.J., 2001.
Constructing the meaning of disease recurrence: the experience of women with
breast cancer. Revista Latino-Americana de Enfermagem 9, 63—69.

Andrews, M.M.,, Boyle, ].S., 2002. Transcultural concepts in nursing care. Journal of
Transcultural Nursing 13, 178—180.

Avis, N.E., Crawford, S., Manuel, J., 2004. Psychosocial problems among younger
women with breast cancer. Psycho-Oncology 13, 295—308.

Badger, T.A., Braden, CJ., Mishel, M.H., 2001. Depression burden, self-help inter-
ventions, and side effect experience in women receiving treatment for breast
cancer. Oncology Nursing Forum 28, 567—574.

Bech, P, 1995. Quality of life measurements for patients taking wich drugs. The
clinical perspective. Pharmacoeconomics 7, 141-151.

Braden, L.AJ., Mishel, M.H., 1997. Pattern of association over time of side effects
burden, self-help, and self-care in women with breast cancer. Oncology Nursing
Forum 24, 1555—1560.

Cantinelli, ES., Scaramboni, F, Camacho, R.S., Smaletz, 0., Gonsales, BK.,
Braguittoni, E., Renné Jr., J, 2006. The oncopsychiatric of breast cancer:
considerations about female questions. Revista de Psiquiatria Clinica 33,
124-133.

Ciconelli, R.M., 2003. Measures of evaluation of quality of life. Revista Brasileira de
Reumatologia 43, 9—13.

Cui, Y., Shu, X.0., Gao, Y., Cai, H., Wen, W., Ruan, Z.X,, Jin, F,, Zheng, W., 2004. The
long-term impact of medical and socio-demographic factors on the quality of
life of breast cancer survivors among Chinese women. Breast Cancer Research
and Treatment 87, 135—147.

Duarte, T.P,, Andrade, A.N., 2003. Confronting the mastectomy: analysis of the
narratives of mastectomized women about questions related to sexuality.
Estudos de Psicologia 8, 155—163.

Ferreira, M.L.S.M., Mamede, M.V., 2003. Body representation in the relation with the
self after mastectomy. Revista Latino-Americana de Enfermagem 11, 299—304.

Ferrell, B.R.,, Grant, M.M., Funk, B.M., Otis-Green, S.A., Garcia, N.J., 1998. Quality of
life in breast cancer survivors: implications for developing support services.
Oncology Nursing Forum 25, 887—895.

Fialho, A.V.M,, Silva, R.M., 1993. Mastectomy and its repercussions. Revista Brasileira
de Enfermagem 48, 266—270.

Frost, M., Schaid, D., Sellers, T,, Slezak, J., Arnold, P, Woods, ]., et al., 2000. Long term
satisfaction and psychological and social function following bilateral prophy-
lactic mastectomy. Journal of the American Medical Association 284, 319—324.

Ganz, PA. Desmond, KA. Leedham, B., Rowland, ]JH., Meyerowitz, B.E.,
Thomas, R.B., 2002. Quality of life in long-term, disease-free survivors of breast
cancer: a follow-up study. Journal of the National Cancer Institute 94, 39—49.

Ganz, P.A., Kwan, L., Stanton, A.L,, Krupnick, J.L., Rowland, J.H., Meyerowitz, B.E.,
Bower, J.E., Belin, T.R., 2004. Quality of life at the end of primary treatment of
breast cancer: first results from the moving beyond cancer randomized trial.
Journal of the National Cancer Institute 96, 376—387.

Gaston-Johansson, F.,, Ohly, K.V., Fall-Dicson, J.M., Nanda, J.P., Kennedy, M.J., 1999.
Pain, psychological distress, health status, and coping in patients with breast
cancer scheduled for autotransplantation. Oncology Nursing Forum 26,
1337-1345.

Goldenberg, M., 2005. Gender and body in Brazilian culture. Psicologia Clinica 17,
65—80.

Guner, P, Isikhan, V., Lomurcuy, S., Oztur, B., Arpaci, F,, Ozet, A., 2006. Quality of life
and sociodemographic characteristics of patients with cancer in Turkey.
Oncology Nursing Forum 33, 1171-1176.

Hautamaki, K., Miettinen, M., Kellokumpu-lehtinen, P.L., Aalto, P., Lehto, J., 2007.
Opening communication with cancer patients about sexuality-related issues.
Cancer Nursing 30, 399—404.

Hoga, LAK., Mello, D.S., Dias, A.F., 2008. Psychosocial perspectives of the partners
of breast cancer patients treated with a mastectomy: an analysis of personal
narratives. Cancer Nursing 31, 318—325.

Holmberg, S.K, Scott, L.L.,, Alexy, W., Fife, B.L., 2001. Relationship issues of women
with breast cancer. Cancer Nursing 24, 53—60.

Hordern, A, Street, A., 2007. Issues of intimacy and sexuality in the face of cancer:
the patient perspective. Cancer Nursing 30, 11-18.

Huber, C., Ramnarace, T., McCaffrey, R., 2006. Sexuality and intimacy issues facing
women with breast cancer. Oncology Nursing Forum 33, 1163—1167.

Huguet, P.R., Gurgel, M.S.C., Pinto-Neto, A., Osis, M., Morais, S., 2009a. Sexuality and
quality of life in breast cancer survivors in Brazil. The Breast Journal 13,
537-538.

Huguet, P.R.,, Morais, S.S., Osis, M.].D., Pinto-Neto, A., Gurgel, M.S.C., 2009b. Quality
of life and sexuality of women treated for breast cancer. Revisa Brasileira de
Ginecolologia e Obstetricia 31, 61—67.

Kemmler, G., Holzner, B., Kopp, M., Dunser, M., Margreiter, R., Greil, R., Sperner-
Unterweger, B., 1999. Comparison of two quality-of-life instruments for cancer
patients: the functional assessment of cancer therapy-general and the Euro-
pean Organization for Research and Treatment of Cancer Quality of Life Ques-
tionnaire — C30. Journal of Clinical Oncology 17, 2932—2940.

Kenny, P, King, M., Sheill, A., Seymour, ], Hall, ], Langlands, A., et al., 2000. Early
stage breast cancer: costs and quality of life one year after treatment by
mastectomy or conservative surgery and radiation therapy. Breast 9, 37—44.

Kneece, ]J.C., 2003. Helping Your Mate Face Breast Cancer, fifth ed. Educare
Publishing, Columbia.

Lavin, M., Hyde, A., 2006. Sexuality as an aspect of nursing care for women receiving
chemotherapy for breast cancer in an Irish context. European Journal of
Oncology Nursing 10, 10—18.

Leininger, M., 2003. Founder’s focus: transcultural nursing care makes a big
outcome difference. Journal of Transcultural Nursing 14, 157.

Longman, AJ., Braden, CJ., Mishel, M.H., 1997. Pattern of association over time of
side-effects burden, self-help, and self-care in women with breast cancer.
Oncology Nursing Forum 24, 1555—1560.

Mallinger, ].B., Griggs, JJ., Shields, C.G., 2005. Patient centered care and breast
cancer survivors’ satisfaction with information. Patient Education and Coun-
seling 57, 342—349.

McNeely, M.L., Campbell, K.L., Rowe, B.H., Klassen, T.P., Mackey, J.R., Courneya, K.S.,
2006. Effects of exercise on breast cancer patients and survivors: a systematic
review and meta-analysis. Canadian Medical Association Journal 175, 34—41.

Mock, V., 1993. Body image in women treated for breast cancer. Nursing Research
42,153-157.

Meyerowitz, B.E., Desmond, K.A., Rowland, ].H., Wyatt, G.E., Ganz, P.A., 1999. Sexuality
following breast cancer. Journal of Sex and Marital Therapy 25, 237—250.

Noyan, M.A,, Sertoz, 0.0., Elbi, H., Kayar, R., Yilmaz, R., 2006. Variables affecting
patient satisfaction in breast surgery: a cross-sectional sample of Turkish
women with breast cancer. The International Journal of Psychiatry in Medicine
36, 299—-313.

Pacheco, S.S., Botega, N, Silveira, G.P.G., 1996. Psychosocial repercussions on
women with breast cancer. Revista de Medicina da PUCRS 6, 2—23.

Pikler, V., Winterowd, C., 2003. Racial and body image differences in coping for
women diagnosed with breast cancer. Health Psychology 22, 632—637.

Purnell, L., 2002. The Purnell model for cultural competence. Journal of Trans-
cultural Nursing 13, 193—196.

Rabin, E.G., Heldt, E., Hiraata, V.N., Flec, M.P,, 2007. Quality of life predictors in
breast cancer women. European Journal of Oncology Nursing 12, 53—57.

Rowland, J.H., Desmond, K.A., Meyerowitz, B.E., Belin, T.R., Wyatt, G.E., Ganz, PA.,
2000. Role of breast reconstructive surgery in physical and emotional outcomes
among breast cancer survivors. Journal of the National Cancer Institute 92,
1422-1429.

Sales, C.A.C.C,, Paiva, L., Scandiuzzi, D., Anjos, A.C.Y., 2001. Quality of life of women
treated for breast cancer: social functioning. Revista Brasileira de Cancerologia
47, 263-272.

Sammarco, A., Konecny, L.M., 2008. Quality of life, social support, and uncertainty
among Latina breast cancer survivors. Oncology Nursing Forum 35, 844—849.

Schover, L.R., 1994. Sexuality and body image in younger women with breast cancer.
Journal of the National Cancer Institute Monographs 16, 177—182.

Sneeuw, K.C.A., Sprangers, M.A.G., Aaronson, N.K., 2002. The role of health care
providers and significant others in evaluating the quality of life of patients with
chronic disease. Journal of Clinical Epidemiology 55, 1130—1143.

Spencer, S.M., Lehman, ].M., Wynings, C., Arena, P, Carver, C.S., Antoni, M.H,, et al.,
1999. Concerns about breast cancer and relations to psychosocial well-being in
a multiethnic sample of early-stage patients. Health Psychology 18, 159—168.

Waterhouse, J., 1996. Nursing practice related to sexuality: a review and recom-
mendations. Nursing Times Research 1, 412—418.

White, 1.D., 2006. Sexuality as an aspect of nursing care for women receiving
chemotherapy for breast cancer in an Irish context. European Journal of
Oncology Nursing 10, 19—20.

Wilmoth, M.C,, Sanders, LD., 2001. Accept me for myself: African American
women’s issues after breast cancer. Oncology Nursing Forum 28, 875—879.
Wilmoth, M.C., Coleman, E.A., Smith, S.C., Davis, C., 2004. Fatigue, weight gain, and
altered sexuality in patients with breast cancer: exploration of a symptom

cluster. Oncology Nursing Forum 31, 1069—1075.

Yeo, W., Kwan, W.H,, Teo, PM.,, Nip, S., Wong, E., Hin, LY., Johnson, PJ., 2004.
Psychosocial impact of breast cancer surgeries in Chinese patients and their
spouses. Psycho-Oncology 13, 132—139.

Yurek, D., Farrar, W., Anderson, B.L., 2000. Breast cancer surgery: comparing surgical
groups and determining individual differences in postoperative sexuality and
body change stress. Journal of Consulting and Clinical Psychology 68, 697—709.



	Sexuality and quality of life of breast cancer patients post mastectomy
	Introduction
	Methods
	Research design
	Sample and setting
	Instruments
	Procedures
	Data analysis

	Findings
	Discussion
	Conclusions
	Limitations and recommendation for further studies
	Clinical implications
	Conflict of interest statement
	Ethical considerations
	Acknowledgement
	References


