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The breast cancer is the most common cancer in women, both in Poland and in the world. Conse-
quences entail a disruption in the physical, psychological and social functioning.
the aim of the study was to assess the acceptance of illness by patients treated for breast cancer in 
the early postoperative period.
Material and methods. The research was conducted on the group of 100 consecutive patients aged 
32-80 years (median 56 years) who underwent surgery for breast cancer in the Centre of Oncology in 
Bydgoszcz w 2014 roku. 68 of women had mastectomy, 32 of women had conservative surgery. Polling 
was conducted in the early period after surgery. The original questionnaire containing closed questions 
the scale of acceptance of the disease (AIS) as well as mental adaptation to cancer (Mini-Mac) was used 
in the study.
Results. 38% of patients had high acceptance of the disease, 48% averageand 14% had low acceptance. 
Patients after conservative surgery had a higher average values for the mental strategies to cope with 
the disease, for the fighting spirit (23.1), helplessness and hopelessness (13.5), positive revaluation 
(23), the patients had a lower average (16.5) in the strategy to absorb anxiety. Patients after conserva-
tive surgery had a higher average for constructive style (2.6) but lower for destructive style (1.5). High 
level of mental coping with the disease was observed in 53%of patients with constructive style and 4% 
of patients with destructive style. While, a low level of mental coping with the dosease was observed 
in 5% of patients with constructive style and 46% of patients with destructive style.
conclusions. Almost half of women after mastectomy or conservative surgery had an average accep-
tance of the disease. The disease was accepted best by educated women living in the cities, white-
collar workers with a good economic situation. The following factors were affected the better manage-
ment of the disease, in order: age, education, current occupation and economic situation, while the 
type of surgery did not affect better management. More than half of women, regardless of the type of 
surgery reflected the high level of constructive style.
Key words: breast cancer, surgical treatment, acceptance of the disease

Breast cancer accounts for approximately 
22 percent of cancer cases and 13 percent of 
cancer deaths in women in Poland (1). Cancer 
not only changes life of woman in the physical 
dimension, but also influences psychological 
one. Information on the disease triggers strong 
negative emotional reactions such as sense of 
threat, helplessness, fear and anxiety. Those 
reactions can occur even before actual diagno-

sis accompanying first symptoms of disease 
(2). Negative emotions can persist during pe-
rioperative phase of disease. Emotional status 
of patients is influenced by emotions resulting 
from their experiences, observations and ac-
tions. Those emotions depend on patients’ in-
dividual sensitivity and psycho-social situation 
(3, 4). They can be positive or negative depend-
ing on the triggering factor.
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MATERIAL AND METHODS

Patients

100 consecutive patients 32-80 years old 
(median age 56 years) operated for breast 
cancer in Oncology Centre in Bydgoszcz, Po-
land in 2014. Mastectomy was performed in 
68 patients and conservative surgery in 32 
patients. Questionnaires were administered 
in the early postoperative phase not later than 
10 days after surgery.

Collegium Medicum in Bydgoszcz Bioethical 
Commission agreed to run the study.

Questionnaires:
1. Original questionnaire containing closed 

questions on demographic data such as age, 
education, current occupation, financial sta-
tus, marital status and place of residence.

2.  Acceptance of Illness Scale

Acceptance of Illness Scale contains eight 
statements describing consequences of illness. 
Those consequences are described in terms of 
restrictions imposed by the disease, lack of self-
dependency, perception of dependency from 
other people and decreased self-esteem. The 
scale is used to quantify level of the acceptance 
of illness. The better the acceptance, the better 
adjustment and lower feeling of dejection. Re-
sponses are listed in order from 1 (strongly 
agree) to 5 (strongly disagree). Lowest score (1) 
reflects no acceptance of illness, strong disagree-
ment (5) reflects good acceptance. The measure-
ment of the level of acceptance is the overall 
possible score of 8 to 40 points. Low score (8 to 
18 points) reflects no acceptance of illness nor 
adjustment to the disease and strong feeling of 
dejection. High score (30 to 40 points) reflects 
acceptance of illness which results in no nega-
tive emotions related to the disease (7).

3.  The Mini-Mental Adjustment to Cancer 
Scale (Mini-Mac)

The Mini-Mental Adjustment to Cancer Scale 
(Mini-Mac) is a 29-item instrument designed to 
self-evaluate four strategies of coping with the 
disease: anxious preoccupation, fighting spirit, 
hopelessness/helplessness and positive reap-
praisal. Anxious preoccupation (questions 2, 12, 
17, 23, 24, 77, 29) expresses anxiety related to 
the disease perceived mainly as a threat result-

Psychosocial distress is the concept cre-
ated to describe psycho-social problems of 
patients. It covers unpleasant emotional, 
social, psychological or spiritual experiences 
which affect patients ability to cope with the 
disease and the treatment. In the literature 
in Poland term distress is used and the most 
appropriate term would be psychosociological 
threat. Distress concept covers broad range 
of problems including helplessness, sadness 
and fear, feeling of isolation or spiritual crisis 
and such conditions as depressive or fear 
neurosis or panic. This unpleasant experience 
can occur in every phase of the disease: diag-
nosis, treatment, remission or progression (4, 
5, 6).

Acceptance is the agreement to something, 
recognizing something as good and correct. It 
is also accepting of something that cannot be 
changed. Self-acceptance is the attitude of 
respect towards self and accepting oneself as 
it is after the disease, knowing disabilities, 
altered appearance and mind (3, 4). Adjust-
ment to the disease covers the problem of cop-
ing with the disease and its consequences, pain 
and general malaise. Level of acceptance is the 
emotional benchmark of the functioning and 
adjustment. Acceptance consists of all aspects 
of woman’s functioning after breast cancer 
surgery. To accept changed situation a woman 
should modify her behaviour in order to be able 
to live and actively function in her environ-
ment. Accepting the fact of being ill and the 
consequences of the disease allow to accept 
oneself and the disease. Optimal biopsychoso-
cial functioning will be one of the indicators of 
the acceptance of illness after breast cancer 
surgery. The decision to change lifestyle, val-
ues or attitude requires time and emotional 
maturity. This is always an individual process. 
Environment, socioeconomic situation and 
individual attitude to the disease influence full 
self-acceptance and acceptance of illness. Ac-
ceptance of illness is a measure of the treat-
ment progress (3, 4).

There is a little literature on the acceptance 
of illness by breast cancer patients after sur-
gery in early postoperative period. This study 
allows to recognize the real emotions of such 
patients.

The aim of the study was to assess the ac-
ceptance of illness by patients treated for 
breast cancer in the early postoperative peri-
od.
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ing in fear leading to the interpretation of any 
change as the signal of worsening of health state. 
Fighting spirit (questions 3, 4, 8, 9, 13, 14, 19) 
encourages patient to treat the disease as a per-
sonal challenge and to act against it. Helpless-
ness/ hopelessness (questions 1, 6, 11, 16, 20, 26, 
28) indicates feelings of lack of power, being lost 
and passive submission to the disease. Positive 
reappraisal (questions 5, 7, 10, 15, 18, 22, 25) 
expresses a rearrangement of the disease prob-
lem in order to find hope and satisfaction of life 
at the same time having full awareness of the 
severity of the disease. The scale is used to mea-
sure strategies of coping with the disease which 
usually are identified with ways of adjustment 
to cancer. Each question had a four-grade scale 
of answers: 1 – definitely not, 2 – rather not, 3 
– rather yes, 4 – definitely yes. 7 to 28 points can 
be scored for each of four strategies. The higher 
the score, the more expressed coping strategy. 
Mini-Mac can serve as a tool to assess reaction 
to the disease but also to monitor changes during 
treatment and rehabilitation (7).

Statistical analysis

Descriptive statistics tables include number 
and percentage of responses to questions as 

well as the mean and standard deviation. 
Normalization group is the sufficiently large 
group compared with the study group in the 
statistical analysis.

In patients after mastectomy and conserva-
tive surgery, Mann-Whitney U test and 
Kruskal-Wallis test by ranks were used to de-
termine relations between acceptance of illness 
and adjustment to the disease and variables 
such as age, place of residence, marital status, 
education, current occupation and financial 
status. Spearman’s rank correlation coefficient 
was used for age and births. Statistical signifi-
cance level was assumed to be p≤0.05 and null 
hypothesis (H0) stated no difference between 
groups. STATISTICA 10 and Microsoft Excel 
standard functions were used for all calcula-
tions including multiple analysis.

RESULTS

1. Sociodemographic data

There are no differences between groups 
regarding age, place of residence, marital sta-
tus, education, current occupation and births 
(p>0.05) (tab. 1).

Table 1. Characteristics of participants

Variable Value
Operation Alltogether

n/% pmastecomy
n /%

conservative surgery
n/%

Age 30-50 years 23/33,8 7/21,9 30/30 0,4
51-70 years 33/48,5 20/62,5 53/53
more than 70 years 12/76 5/56 17/17

Place of residence rural 15/22,1 10/31,3 25/25 0,13
small city less than 10 thousand 16/23,5 10/31,3 26/26
city more than 10 thousand 37/54,4 12/37,5 49/49

Marital status unmarried 6/ 8,8 5/15,6 11/11 0,6
married 46/67,6 19/ 59,4 65/65
divorced 5/7,4 5/15,6 10/10
widowed 11/16,2 3 9,4 14/14

Education basic 18/26,5 13/40,6 31/31 0,24
secondary 27/ 39,7 10/ 31,3 37/ 37
university 23/ 33,8 9/28,1 32/ 32

Current 
occupation

blue-collar worker 12/17,6 6/18,8 18/18 0,4
white-collar worker 25/36,8 7/21,9 32/32
retiree / pensioner 31/45,6 19/59,4 50/ 50

Financial status good 29/42,6 12/37,5 41/41 0,7
sufficient 32/ 47,1 17/53,1 49/ 49
poor 7/10,3 3/9,4 10/10

Births did not gave 5/7,4 8/25 13/13 0,015
gave 23/92,6 24/ 75 87/ 87
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illness. Overall mean level of the acceptance 
of illness (2.29) was highest for widowed 
women, then unmarried (2.27), married (2.23) 
and divorced (2.2). Overall level of the accep-
tance of illness was higher for women with 
university education. Difference of the accep-
tance of illness was significant (p=0.01) only 
for the effect of education regarding state-
ments “my illness makes me sometimes feel 
unwanted” and “my health condition makes 
me feel not a woman of good value”. Overall 
mean level of the acceptance of illness (2.5) 
was highest for women with university educa-
tion, then with secondary (2.2) and basic edu-
cation (2.1). Difference of the acceptance of 
illness was significant for the effect of current 
occupation regarding statements “I have prob-
lems with adapting to limitations imposed by 
my illness” (p=0.035) and “my health condition 
makes me feel not a woman of good value” 
(p=0.02), however they did not impact overall 
level of the acceptance of illness in this respect 
(p=0.4). Overall mean level of the acceptance 
of illness (2.29) was highest for widowed 
women, then unmarried (2.27), married There 
was no effect of births on the acceptance of 
illness (p=0.8). Overall mean level of the ac-
ceptance of illness was highest for women who 
did not give birth and those who gave three 
and more births (2.3) and lower for those who 
gave one or two births (2.2). Difference of the 
acceptance of illness was significant (p=0.01) 

2.  Acceptance of Illness Scale (AIS)

2.1. AIS statements

The highest scores were shown for state-
ments: “my illness makes me a burden for my 
family and friends” (mean 3.6); “my health 
condition makes me feel not a woman of good 
value” (mean 3.5); “my illness makes me some-
times feel unwanted” (mean 3.5). Lowest scores 
were shown for statements “I will never be 
self-dependent to the extent I would like to be” 
(mean 3.0); “my health problems make me rely 
on others more than I want to” (mean 2.9); “I 
cannot do what I like best because of my health 
condition” (mean 2.8) (tab. 2).

The level of acceptance of illness was good 
in 38 percent of the population, moderate in 48 
percent, no acceptance in 14 percent (tab. 3).

2. 2. The effect of the independent variables 
such as age, place of residency, marital 
status, education, current occupation, 
births, financial status and type of 
operation on the acceptance of illness.

Overall mean level of the acceptance of ill-
ness was highest (2.3) in age groups 30 to 50 
and 51 to 70 years, lowest (2.1) in age group 
over 70 years. Difference of the acceptance of 
illness was significant (p=0.015) only at a loss 
of inhabitants of rural areas regarding the 
statement “I have problems with adapting to 
limitations imposed by my illness”. Overall 
mean level of the acceptance of illness (2.3) 
was highest for inhabitants of city over 10 
thousand, lowest (2.1) for inhabitants of rural 
areas. Marital status had no effect (p=0.9) on 
the statements expressing the acceptance of 

Table 2. Acceptance of Illness Scale result

Nr Stwierdzenie / Statement Mean/ SD
1 I have problems with adapting to limitations imposed by my illness 3 / 1,2
2 I cannot do what I like best because of my health condition 2,8 / 1,2
3 my illness makes me sometimes feel unwanted 3,5 / 1,4
4 my health problems make me rely on others more than I want to 2,9 / 1,4
5 my illness makes me a burden for my family and friends 3,6 / 1,3
6 my health condition makes me feel not a woman of good value 3,5 / 1,5
7 I will never be self-dependent to the extent I would like to be 3 / 1,4
8 I think people around me feel often embarrassed because of my illness 3,2 / 1,4

Mean score for all statements 25,5/7,6

Table 3. Level of acceptance of illness

Level n =%
No acceptance 14
Moderate 48
Good 38
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only for the effect of financial situation regard-
ing statement “my health condition makes me 
feel not a woman of good value”, which was 
more often agreed with by women with poor 
financial status. Overall mean level of the ac-
ceptance of illness was highest for women with 
good financial status (2.3), then sufficient (2.2) 
and poor (2.0) financial status (tab. 4).

Overall mean level of the acceptance of ill-
ness was highest (2.3) for women in age groups 
30 to 50 and 51 to 70 years, lowest (2.1) in age 
group over 70 years. Age had no effect (p=0.3) 
on the acceptance of illness. Difference of the 
acceptance of illness was significant (p=0.015) 
only at a loss of inhabitants of rural areas 
regarding the statement “I have problems with 
adapting to limitations imposed by my illness”. 
Overall mean level of the acceptance of illness 
(2.3) was highest for inhabitants of a city over 
10 thousand, lowest (2.1) for inhabitants of 
rural areas. Marital status had no effect 
(p=0.9) on the statements expressing the ac-
ceptance of illness. Overall mean level of the 
acceptance of illness was highest (2.29) for 
widowed group, then unmarried (2.27), mar-
ried (2.23) and divorced (2.2). Overall accep-
tance of illness was better in women with 
university education. Difference of the accep-
tance of illness was significant (p=0.01) only 
for the effect of education regarding state-
ments “my illness makes me sometimes feel 
unwanted” and “my health condition makes 

me feel not a woman of good value”. Overall 
mean level of the acceptance of illness was 
highest (2.5) for women with university educa-
tion, then secondary (2.2) and basic (2.1) edu-
cation. Difference of the acceptance of illness 
was significant for the effect of current occupa-
tion regarding statements “I have problems 
with adapting to limitations imposed by my 
illness” (p=0.035) and “my health condition 
makes me feel not a woman of good value” 
(p=0.02). however they did not impact overall 
level of the acceptance of illness in this respect 
(p=0.4). Overall mean level of the acceptance 
of illness was highest (2.3) for white-collar 
workers, then blue-collar workers and retired 
and pensioners (2.2). Births had no effect 
(p=0.8) on the level of the acceptance of illness. 
Overall mean level of the acceptance of illness 
was highest for women who did not give birth 
and those who gave three and more births (2.3) 
and lower for those who gave one or two births 
(2.2). Difference of the acceptance of illness 
was significant (p=0.01) only for the effect of 
financial status regarding statement “my 
health condition makes me feel not a woman 
of good value”, which was more often agreed 
with by women with poor financial status. 
Overall mean level of the acceptance of illness 
was highest (2.3) for women with good finan-
cial status, then satisfactory (2.2) and poor 
(2) financial status. Difference of the accep-
tance of illness was significant (p=0.01) only 

Table 4. The effect of independent variables on the statements regarding the level of acceptance of illness*

Statement Mean / SD Mean / SD Mean / SD p
Place of residence rural small city less than 

10 thousand
city more than 
10 thousand

I have problems with adapting to limitations imposed 
by my illness

2,5/1,1 2,9/1,3 3,4/1,1 0,015

Wykształcenie / education basic secondary university
My illness makes me sometimes feel unwanted 2,8/1,5 3,4/1,4 4,2/1,1 0,01
My health condition makes me feel not a woman of 
good value

2,9/1,6 3,2/1,5 4,4/1,0 0,01

Mean scores for the statements 2,1/0,7 2,2/0,7 2,5/0,6 0, 01
Current occupation blue-collar 

worker
white-collar 

worker
retiree / 

pensioner
I have problems with adapting to limitations imposed 
by my illness

2,8/1,2 3,5/1,1 2,8/1,2 0,035

My illness makes me sometimes feel unwanted 2,8/1,6 4/1,2 3,4/1,4 0,013
Financial status good sufficient poor
My health condition makes me feel not a woman of good 
value

3,8/1,5 3,6/1,5 2,1/1,4 0,01

* As the number of quantitative data was high only statistically significant data is presented here.
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praisal (21.9) and lowest for helplessness/
hopelessness (12.9). For anxious preoccupa-
tion mean results in the studied population 
versus normalization group were lower by 3.1 
points and for helplessness/hopelessness by 
2.7 points. Mean results for fighting spirit 
were higher by 3.1 points and for positive 
reappraisal – by 1.3 points. Mean result for 
constructive style was 44.8 and for destructive 
style 30.2. For constructive style mean results 
in the studied population versus normaliza-
tion group were higher by 4.4 points and for 
destructive style lower by 5.7 points (tab. 
6).

For constructive style most participants (34) 
had sten 6, for destructive style most partici-
pants (38) had sten 5 (tab. 7).

53 percent of participants with constructive 
style had high level of coping with the disease 
versus 4 percent of participants with destruc-
tive style. Respectively, 5 and 46 percent of 
participants had low level of coping with the 
disease (tab. 8).

for the strategy of positive reappraisal in fa-
vour of women after conservative surgery. 
Mean results for psychological strategies of 
coping with the disease were higher in wom-
en after conservative surgery for fighting 
spirit (23.1), helplessness/hopelessness (13.5), 
positive reappraisal (23). Only for anxious 
preoccupation strategy they got lower mean 
(16.5). In women after conservative surgery 
mean for constructive style was higher (2.6) 
and mean for destructive style was lower (1.5) 
(tab. 5).

3.  Adjustment to the disease (coping with 
the disease) (Mini-Mac)

3.1. Adjustment to the disease in strategies 
and styles

In the studied population, highest mean 
results for coping with the disease were for 
fighting spirit (22.9) and for positive reap-

Table 5. The effect of independent variables on the level of acceptance of illness

Variable

Level of acceptance

pno acceptance
n /%

moderate
n /%

good
n/%

Age 30-50 years 3/10 15/50 12/40 0,4
51-70 years 7/13,2 25/47,2 21/39,6
more than 70 years 4/23,5 8/47,1 5/29,4

Place of residence rural 6/24 10/40 9/36 0,6
small city less than 10 thousand 3/11,5 14/53,8 9/34,6
city more than 10 thousand 5/10,2 24/49 20/40,8

Marital status unmarried 1/9,1 6/54,5 4/36,4 0,7
married 9/13,8 32/49,2 24/36,9
divorced 2/20 4/40 4/40
widowed 2/14,3 6/42,9 6/42,9

Education basic 7/22,6 15/48,4 9/29 0,7
secondary 5/13,5 21/56,8 11/29,7
university 2/6,3 12/37,5 18/56,3

Current occupation blue-collar worker 3/16,7 9/50 6/33,3 0,6
white-collar worker 3/9,4 14/43,8 15/46,9
retiree / pensioner 8/16 25/50 17/34

Births did not gave 2/15,4 5/38,5 6/46,2 0,7
gave 12/13,8 43/49,4 32/36,8

Financial status good 6/14,6 17/41,5 18/43,9 0,4
sufficient 6/12,2 25/51 18/36,7
poor 2/20 6/60 2/20

Operation mastectomy 9/13,2 34/50 25/36,8 0,9
conservative surgery 5/15,6 14/43,8 13/40,6
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Table 6. Comparison of coping strategies and styles 
between study group and normalization group

Group Study 
group

Normalization 
group *

Strategy / style Mean / SD Mean / SD
Anxious preoccupation 17,2/4,5 20,3/4,6
Fighting spirit 22,9/3,4 19,8/4,5
Helplessness / hopelessness 12,9/3,9 15,6/5,5
Positive reappraisal 21,9/3,1 20,6/4,6
Constructive style 44,8/5,4 40,4/8,3
Destructive style 30,2/7,4 35,9/9,4
* normalization group n = 135

Table 7. Style of coping with the disease

Sten * 1 2 3 4 5 6 7 8 9 10
Constructive style n /% 0 0 3 2 8 34 26 16 9 2
Destructive style n /% 15 9 10 12 38 12 4 0 0 0
* Sten scale (abbreviation from standard ten) – scale of the psychological test normalized to get 5.5 mean value and 2.0 standard 
deviation in the population. There are ten units in the scale.

Table 8. Levels of coping with the disease for the 
constructive and destructive styles

Constructive
n =%

Destructive
n =%

No acceptance 5 46
Moderate 42 50
Good 53 4

3.2. The effect of independent variables such 
as age, place of residence, marital 
status, education, current occupation, 
births and financial status on strategies 
and styles of coping with the disease

Age over 70 years had effect only on help-
lessness/ hopelessness (p=0.002) and on de-
structive style (p=0.03). There were no such 
effects for other strategies and styles. Compar-
ing age groups, the highest mean results were 
observed for anxious preoccupation (17.9), 
helplessness/hopelessness (15.8) and positive 
reappraisal (23.2) but the lowest for fighting 
spirit (21.5) in participants in the age group 
over 70 years old. The lowest results for anx-
ious preoccupation (16.4) and the highest ones 
for fighting spirit (23.3) were observed in the 
group 30 to 50 years old. Mean results for 
constructive style (2.5) were similar in all age 
groups. The highest mean results for destruc-
tive style (1.8) were observed in the age group 
over 70 years old. Strategies and styles of cop-
ing with the disease in rural and urban places 
of residence groups The highest mean results 
for anxious preoccupation (18.4) and fighting 
spirit (23.9) were observed in the group of 
small city residents, lower ones in the group 
of rural and cities over 10 thousand residents 
(16 and 22.5, respectively). The highest mean 
results for anxious preoccupation (23.1) were 
observed in rural residency group, the lowest 

in the group of city residents. Highest mean 
results for constructive style was observed in 
rural and small city residents (2.5), the lowest 
(2.4) in the city residents. The highest mean 
results for destructive style was observed in 
small city and city residents group (1.6), the 
lowest in the group of rural residency (1.5). 
There were no differences in strategies and 
styles of coping with the disease between 
marital status groups. For anxious preoccupa-
tion, the highest mean result was in divorced 
group (17.5), the lowest in unmarried group 
(16.5). For helplessness/hopelessness. The 
highest mean results was in unmarried group 
(14.4), the lowest in divorced group (2.4). For 
constructive style, the highest mean result was 
in unmarried, married and widowed groups 
(2.5), the lowest in divorced group (2.4). For 
destructive style, the highest mean result was 
in divorced group (1.7), the lowest in married 
group (1.5). The effect of basic education was 
observed for helplessness/hopelessness 
(p=0.001) and positive reappraisal (p=0.004). 
Education had no effect on styles of coping with 
the disease. For anxious preoccupation, fight-
ing spirit, helplessness/hopelessness and 
positive reappraisal highest mean results were 
observed in basic education group (17.9, 23.3, 
14.7 and 23.1, respectively) and the lowest in 
university education group. The highest mean 
results for constructive and destructive styles 
were observed in basic education group (2.6 
and 1.7, respectively), the lowest in university 
education group (2.3 and 1.4, respectively). The 
only effect of current occupation was on help-
lessness/hopelessness (p=0.001), with no effect 
on other strategies nor styles. The highest 
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The highest mean results for anxious preoc-
cupation (19.1), helplessness/hopelessness 
(14.5) and positive reappraisal (23.3) were in 
the group with poor financial status, the lowest 
in the group with good financial status (16.8, 
11.9 and 21.3, respectively). The highest mean 
result for fighting spirit (23.8) was in poor fi-
nancial status group, but the lowest (22.4) in 
sufficient status group. The highest mean re-
sult for constructive style (2.9) was in poor fi-
nancial status group, the lowest (2.4) in suf-
ficient status group. The highest mean result 
for destructive style (1.7) was again in the poor 
financial status group, but the lowest (1.5) in 
good status group (tab. 9).

3.3. The effect of strategies and styles of 
coping with the disease on the 
acceptance of illness

Regarding strategies of coping with the 
disease, only anxious preoccupation had the 
effect on the acceptance of illness (p=0.01), 
decreasing it. The highest mean results for 
anxious preoccupation and helplessness/hope-
lessness were observed in patients with moder-
ate acceptance level (18.6 and 13.6, respec-
tively), the lowest ones in patients with good 
acceptance level (15.4 and 11.7, respectively). 
The highest mean results for fighting spirit 
(23.4) and positive reappraisal were in the 
group with no acceptance of illness, the lowest 
in the group with moderate acceptance (22.7 

mean results for anxious preoccupation (17.7), 
helplessness/hopelessness (14.2) and positive 
reappraisal (22.5) were observed in retired and 
pensioners group, the lowest in white-collar 
workers (16.5, 10.9 and 20.9, respectively). The 
highest mean results for fighting spirit (23.5) 
was in white-collar workers group and the 
lowest one (22.5) in retired and pensioners. 
The highest mean results for constructive (2.5) 
and destructive (1.7) styles were observed in 
the group of retired and pensioners, the lowest 
for constructive style (2.4) in blue- and white-
collar workers and the lowest for destructive 
style (1.4) in white-collar workers group. 
Births had no effect on strategies and styles of 
coping with the disease. The highest mean 
results for anxious preoccupation (17.4) and 
fighting spirit (23.5) were in the group with 
three or more births, the lowest in the group 
with no births (16.9 and 21.4, respectively). 
The highest mean results for helplessness/
hopelessness (14.2) and positive reappraisal 
(22.2) was in the group with no births and the 
lowest in the group with one or two births (12.4 
and 21.8, respectively). The highest mean for 
constructive style (2.6) was in the group with 
three or more births, the lowest (2.4) in the 
group with no births. The highest mean for 
destructive style was in the groups with no 
births and with three or more births, the low-
est (1.5) in the group one or two births. Poor 
financial status had effect only on the construc-
tive style of coping with the disease (p=0.05), 
with no effect on other strategies and styles. 

Table 9. The effect of independent variables on strategies and styles of coping with the disease*

Mean / SD Mean / SD Mean / SD p
Age 30-50 years 51-70 years more than 70 

years
Strategy helplessness / hopelessness 11,6/34 12,7/3,9 15,8/3,8 0,002
Style destructive 1,4/0,5 1,6/0,6 1,8/0,7 0,03
Education basic secondary university
Strategy helplessness / hopelessness 14,7/3,7 13/3,7 11,2/3,8 0,001

positive reappraisal 23,1/2,6 21,8/2,9 20,83,3 0,004
Current occupation blue-collar 

worker
white-collar 

worker
retiree / 

pensioner
Strategy helplessness / hopelessness 12,8/3,2 10,9/3,8 14,2/3,8 0,001
Financial status good sufficient poor
Style constructive 2,4/0,7 2,5/0,6 2,6/0,5 0,05
Operation mastectomy conservative surgery
Strategy positive reappraisal 21,4/32 23/2,4 0,01
* As the number of quantitative data was high only statistically significant data is presented here
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and 21.7, respectively). The highest mean re-
sults for constructive style were in the popula-
tion with moderate and good level of accep-
tance of illness, the lowest in the population 
with no acceptance. For patients with moder-
ate acceptance of illness, mean result for de-
structive style was the highest (1.7) while for 
those with good acceptance – the lowest (1.4) 
(tab. 10).

3. 4. Psychological adjustment to the disease 
after mastectomy and conservative 
surgery

There were no differences (p=0.9) in accep-
tance of illness after mastectomy and conserva-
tive surgery. Level of the acceptance (good, 
moderate, no acceptance) was similar in both 
groups (p=0.9). There were no differences 
(p=0.9) between both groups in overall mean 
level of acceptance and mean values for par-
ticular statements.

4.  The effect of independent variables (such 
as age, place of residence, marital status, 
education, current occupation, births, 
financial status and type of surgery – 
multiple analysis) on the acceptance of 
illness and coping with the disease

No significant correlations were observed 
between independent variables and acceptance 
of illness (low standard error of the estimate 
sEe =0.684, high coefficient of multiple deter-
mination r2=0.283 and adjusted coefficient of 
multiple determination r2

adj = 0.001, p value 
for F-statistic in the analysis of variance 
p =0.449).

Multiple analysis was run for the results of 
constructive style as the leading style in ad-
justment to the disease (coping with the dis-
ease). This style was strongly preferred by 53 
percent of the studied population. In general, 
no statistically significant effect of any variable 
on the result for constructive style was ob-
served, however variables sequence occurred: 
current occupation, education, age, births, type 
of operation, financial status, marital status, 
place of residence (low standard error of the 
estimate sEe =0.593, high coefficient of mul-
tiple determination r2=0.083 and adjusted 
coefficient of multiple determination r2

adj = 
0.003, p value for F-statistic in the analysis of 
variance p =0.417).

DISCUSSION

Breast cancer is sometimes perceived as the 
most stressing of all cancer types (8). Women 
associate treatment with disability, hospital 
stress, adverse changes in appearance, help-
lessness and loss of energy. Level of acceptance 
is the emotional marker of the way the patient 
functions and adapts. Women after mastec-
tomy and conservative surgery participated in 
the study. Majority of the group was more than 
50 years old, not working, married, having one 
or two children. Nearly half of the group was 
married, inhabitants of cities, assessing their 
financial status as sufficient. Most of the group 
was with secondary education. Also in the 
literature participants are more often married 
with secondary education, not working, more 
than 51 years old (9, 10, 11).

The disease imposes restrictions on the 
important social roles such as wife or mother 
(12,13). Our study shows that majority of 

Table 10. Level of acceptance of illness in strategies and styles of coping with the disease

Acceptance of Illness Scale result No acceptance 
mean / SD

Moderate 
mean / SD

Good mean / 
SD p

Strategy anxious preoccupation 17,5/4,9 18,6/4,2 15,4/4,4 0,01
fighting spirit 23,4/2,8 22,7 3,3 23/ 3,7 0,9
helplessness, hopelessness 13,1/3,8 13,8/3,5 11,7/4,3 0,1
positive reappraisal 22,2/4 21,7 /2,8 21,9/ 3,1 0,9

Style constructive 2,4/0,7 2,5/0,6 2,5/0,6 0,7
destructive 1,6/0,6 1,7/0,6 1,4/0,6 0,1
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women in the early postoperative period had 
no problems with adjustment to the restric-
tions resulting from the disease. According to 
the literature half of the studied populations 
five and six months after surgery also have no 
problems with overcoming restrictions (14).

Whether women could do what they liked 
best was not significantly impacted by the 
operation (neither by mastectomy nor by con-
servative surgery) because they were still in 
the hospital or just discharged and the level of 
acceptance was similar among them. Other 
authors report that even six months after op-
eration majority of the population did not 
perceive any restrictions in the activities they 
were interested in (14, 15).

Objective of the study was not only to drive 
attention to the acceptance of illness irrelevant 
of the type of operation but also to estimate 
the effect of sociodemographic factors such as 
age, place of residence, marital status, educa-
tion, current occupation, births and financial 
status on the perception of the disease. Ac-
ceptance of illness did not depend on age nor 
marital status. However, in the group or rural 
residents the only difference in acceptance of 
illness was observed for the statement “I have 
problems with adapting to limitations imposed 
by my illness”. Women living in rural areas 
could potentially have limitations in access to 
information and this could impact the limita-
tions imposed by the disease. In the literature, 
some authors observe no effect of place of 
residency on acceptance of illness, others ob-
serve higher acceptance in urban residents due 
to better access to health care (9, 10, 14, 15).

Overall acceptance of illness was better in 
women with university education. Acceptance 
of illness by the population with basic educa-
tion was worse regarding the statements “my 
illness makes me sometimes feel unwanted” 
and “my health condition makes me feel not a 
woman of good value”. This can probably be 
due to the worse financial status related to the 
low educational level. Women could feel worse 
in this aspect as their possibility to find a job 
in future is lower. Some authors do not observe 
relation between educational level and level of 
acceptance of illness (14, 16, 17).

Acceptance of illness by the retired and 
pensioners group was worse regarding the 
statements “I have problems with adapting to 
limitations imposed by my illness” and “my 
health condition makes me feel not a woman 

of good value”. Also for blue-collar workers the 
disease resulted in the feeling of being un-
wanted. Besides, level of acceptance was mod-
erate in half of the population, good in the rest 
and no acceptance in a few. Worse acceptance 
regarding those statements in retired and 
pensioners and blue-collar workers can result 
from the loss of job, loss of social function, role 
of a worker and fear of coming back to blue-
collar work. Those results are partially con-
firmed by other authors, however they indicate 
different statements such as “I cannot do what 
I like best because of my health condition” and 
“My illness makes me a burden for my family 
and friends” (9, 14).

Acceptance of illness by the group with poor 
financial status was worse regarding the state-
ment “my health condition makes me feel not 
a woman of good value”. Women can feel more 
dependent from others and not self-dependent 
in comparison with those with better financial 
status. However level of acceptance of illness 
was similar, moderate in half of this group, 
and not related to financial status. It is safe to 
say that there is the effect of acceptance of 
illness on the process of adjustment to the 
disease, psychological well-being and general 
functioning (18).

Adjustment to cancer is the problem of cop-
ing with the disease and its direct consequenc-
es, pain or general malaise. Coping strategies 
are linked to different aspects of psychosocial 
functioning rather than with symptoms of the 
disease.

Scale used in the study takes into consider-
ation different coping strategies. Fighting 
spirit is a treatment of the disease as a chal-
lenge or experience and taking actions to 
overcome certain difficulties. Positive reap-
praisal is related to the ability to take a differ-
ent point of view and to experience satisfaction 
and hope despite the disease. Constructive 
style, which is active style, is composed by 
those two strategies. Anxious preoccupation is 
a strategy characterized by anxiety related to 
the disease and by interpretation of changes 
in the body in terms of a threat. Helplessness/
hopelessness relate to feelings of lack of en-
ergy, being lost and to passively give in to ill-
ness. Destructive style, passive one, is com-
posed by those two strategies.

According to studies patients after conser-
vative surgery were more successful in positive 
reappraisal strategy. It could confirm the fact 
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that those women understood their disease 
while bearing in mind its severity. They found 
hope and satisfaction of life and perceived the 
disease in more optimistic way which resulted 
in increased mood.

Our study showed that elder women used 
destructive strategies more often. It could 
confirm that they felt powerless and lost and 
they passively gave in the illness. According 
to other authors, passive approach of avoiding 
the problem or waiting that it will resolve by 
itself can be related with worse somatic and 
psychological health (18).

Women with lower educational levels and 
not working were using both destructive and 
constructive strategies. One can assume that 
on one hand they felt helpless and lost, on the 
other they tried to change their situation to 
gain hope and satisfaction of life. It is assumed 
that age, educational level, current occupation 
and financial status are the factors having 
impact on the process of coping with the dis-
ease. According to other authors they can be 
divided to the ones preceding the disease (per-
sonality, social and professional status, sex, 
age) and the ones related to the perception of 
the disease (mental representation of the dis-
ease, level of resilience, self-esteem) (18).

Overall analysis of the adjustment scale 
results lead to conclusion that women were 
most often using constructive, active style of 
coping with the disease, irrespectively what 
was their level of acceptance of illness. This 
means that they were taming the disease and 
modelling positive coping strategies. This con-
clusion does not confirm some opinions on 
definitely bad psychological condition of pa-

tients in the early postoperative period (18). 
According to some authors their patients most 
often use strategies which altogether consti-
tute destructive-passive style. This can testify 
to the thesis that denying or avoiding strate-
gies in the initial phases cancer therapy can 
be a form of escape from the problem making 
it impossible to take more active approach in 
the fight for own health and life. Such attitudes 
observed in the early postoperative period can 
indicate later engagement of strong defence 
mechanisms and improve prognosis (19).

The study we present may be of interest due 
to the period of assessment of the acceptance 
of illness. All women were in the early postop-
erative period. No matter what was the type 
of operation, women were overcoming physical 
and psychological consequences of the disease 
quite well, as confirmed by the moderate level 
of the acceptance in almost half of the studied 
population. The study also showed that there 
is the effect of some sociodemographic factors 
on better perception of the disease.

CONCLUSIONS

1. There is a moderate acceptance of illness 
and destructive coping style in nearly half 
of the studied population after mastectomy 
and conservative surgery in the early post-
operative period.

2. Women with university education, living in 
cities, white-collar workers with good finan-
cial status are best accepting the disease.

3. Positive reappraisal strategy is better in 
women after conservative surgery.
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