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Abstract
The emerging technological advances in recent decades abreast 

of scientific progress in cancer context resulted in the implementa-
tion of therapies tailored to each patient and the exponential increase 
in the number of survivors. Group psychoeducational interventions 
(PEI) have been shown to be beneficial for survivors of breast can-
cer, and mindfulness-based interventions (MBI) identified as useful 
in treating this population. This study arises in this context, with the 
aim of evaluating the impact of a PEI program with the integration 
of MBI in a group of breast cancer survivors, and to analyze the ef-
fects on quality of life (QoL), psychopathology, coping strategies and 
self-concept. The study was carried out in central Portugal, where 21 
women were recruited: 10 were proposed for PEI and 11 constituted 
the control group. Participants completed the European Organization 
for Research and Treatment-QOL questionnaire and breast cancer 
specific module (EORTC QLQ-C30 and QLQ-BR23), the Hospital 
Anxiety and Depression Scale (HADS), the Cancer Coping Question-
naire (CCQ), and the Clinical Self-Concept Inventory (CSCI), at the 
beginning and end of the intervention. Survivors who had no inter-
vention showed deterioration of self-efficacy, mastery of self and the 
worst results in emotional function domain of QoL. The intervention 
group showed improvements in self-efficacy. This work has been use-
ful, since it was found that the implementation of such PEI with MBI, 
leads to positive effects on breast cancer survivors.

Introduction 
Currently, cancer is one of the most common diseases in the 

world and the one with the most prevalent growth prospects in the 
future. The course of the neoplastic disease is experienced as a com-
plex and discrepant process between different individuals, varying 
according the prognosis, the applied therapy and the intensity of the 
psychological and physical manifestations perceived [1]. Breast can-
cer survivors have been assigned differently, with little agreement on 
the definition of this concept [2]. Some authors argue that a cancer 
survivor should be considered as that since the diagnosis [3], while 
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others state that the patient should live a few years disease-free [2] and 
others assumes that a survivor is one, from the moment of the can-
cer remission [4]. In this study, we included survivors who no longer 
present signs of disease, who are still in treatment (but in a remission 
phase) or who have already finished treatments and are not in a re-
lapse phase. We have therefore pointed out in this study that a cancer 
survivor is a disease-free stage cancer patient since we believe that 
these survivors exhibit survival characteristics different from those, 
which are understood in a broader concept. 

Psychological Morbidity in Patients with Breast 
Cancer 

According to Takahashi and colleagues [5], anxiety and depres-
sion are the psychopathological symptoms predominantly evidenced 
by patients with cancer. Avelar and colleagues [6], who sought to eval-
uate these symptoms in women with breast cancer before and after 
surgery, found that the levels of both were significantly associated with 
and maintained after the intervention. In this way, the women who 
showed a greater degree of anxiety were similarly the most depressed, 
with consequences in their physical, emotional and functional well-
being. More recently, So and colleagues [7] examined the presence of 
anxiety and depression symptoms in a group of women with breast 
cancer who underwent radiotherapy and chemotherapy. The authors 
found significant differences accordingly to the applied therapy, since 
a high prevalence of psychological symptoms was found in patients 
specifically receiveing chemotherapy. Moreover, psychological mor-
bidity, associated with depression and anxiety, is also clearly associ-
ated with the process of therapeutic adherence and decreased quality 
of life (QoL) [8]. Regarding the variation throughout the stages of the 
oncological process, studies seem to indicate that patients experi-
ence higher levels of emotional distress after the diagnosis and during 
treatment, followed by a gradual decrease of symptoms over time [9]. 
Taking into account these conclusions, it is worth noting the devel-
opment of emotional stress [10], difficulties in cognitive functioning, 
appetite and sleep [11] by certain survivors.
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Quality of Life in Patients with Breast Cancer 
Two modes of emotional response to breast cancer emerge in the 

scientific literature. Some patients experience an unbalanced emo-
tional response and make a negative attribution of the disease, facing 
it as a trauma. This moment of crisis in the oncological process im-
plies a worsening of the emotional adjustment [12]. However, some 
survivors consider the disease as a psychosocial transformation that 
can lead to personal growth, and a restructuring in the way they look 
at the world [13]. This positive attribution invokes the recognition 
that a chronic disease can be lived, or not, in a positive way, allowing 
a reflection on QoL [14]. Although it is a recent concept, the proposal 
of designation defended by Pais-Ribeiro [15] is based on the idea that 
QoL comes from a well-being that is manifested by the satisfaction, or 
not, of all dimensions of life, essential for the person. 

Breast cancer constantly involves aggressive procedures, invari-
ably causing interference in QoL. A recent study indicates that the 
performance of a mastectomy has a great negative impact on the sur-
vivor QoL [15]. Pais-Ribeiro and Santos [16], when evaluating wom-
en with breast cancer, in identical phases of the disease development, 
identified better QoL in participants submitted to lumpectomy, when 
compared to the mastectomized group. It is believed that body image 
is one of the most affected dimensions. In fact, the mastectomized 
woman expresses feelings of violation of her image and less physical 
attractiveness, femininity and, as a result, there is a reduction of resist-
ance, high levels of stress and social isolation [17].

Several studies have shown that most breast cancer survivors 
present a good QoL, equivalent to women who did not have cancer 
[18]. However, QoL tends to improve over time, after the diagnosis 
[19]. Although most studies indicate a good QoL in these patients, 
some studies cite an absence of changes [20] or even a decrease in 
QoL over time [21], evidencing changes mainly at the physical level, 
but also at a social level, particularly a dysfunctional sexual function-
ing [22].
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Coping Strategies in Breast Cancer Patients
Since oncological disease usually exceeds the individual’s per-

sonal resources, it is essential to use coping strategies to promote a 
better psychological adjustment [25]. Considering that cancer is a 
chronic illness, it regularly leads to the depletion of resources that the 
patient has and naturally affects the effectiveness of these strategies 
[24]. Some authors have shown that the strategies of helplessness/
weakness and anxious preoccupation are recognized as negative re-
sources that lead to worse prognosis, experience of loss and threat 
[25]. However, some studies establish that a fighting spirit and fatal-
ism are the coping strategies most used by cancer survivors [26], pro-
moting the reduction of the threat and simultaneously contributing 
to the adoption of an optimistic posture and, consequently, to a better 
prognosis [27].

Self-Concept in Patients with Breast Cancer
Self-concept is an individual’s conceptualization about how he 

or she thinks about himself or herself. Self-concept provides a frame 
of reference that affects the management of many situations and rela-
tionships with others. In relation to cancer, examples of situations that 
can have an effect on a person’s self-concept include hospitalization, 
surgery, the loss of bodily function, a decline in activity tolerance, 
and difficulties in managing the disease [28]. Being diagnosed with 
a chronic illness brings forth an added component to one’s identity 
and can cause increases in anxiety, depression, and fear. Kaiser [29], 
in a qualitative study with breast cancer survivors, reports being given 
the identity of a “survivor” can result in substantial increases in anxi-
ety related to fear of recurrence. While one’s sense of self is normally 
relatively stable, cancer can cause a woman to question her place in 
the world and to rethink who she is. Additionally, changes in the body 
(both appearance and functioning) and role performance resulting 
from a chronic illness can profoundly affect the sense people have of 
themselves. This impact may be long-term or delayed [30]. As indi-
viduals begin to deal with the physical and emotional impact of treat-
ment, they may begin to understand that a new person has evolved 
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with new responses and uncertainties [31]. Adult cancer survivors 
admit that to recognize and accept the “new” self, they must grieve 
the loss of the “old” self, as they once knew it [32].

Group Interventions for Breast Cancer Patients
Most studies with group interventions indicate positive results, 

in the adoption of health behaviors and improvement of the emotion-
al state [33]. Group intervention programs that include psychoeduca-
tion have found benefits for cancer survivors, especially by providing 
information about the disease and treatments, which is assumed to 
be sufficient to overcome their difficulties [33]. Research has shown 
that patients who receive psychoeducational interventions reveal an 
increase in the use of coping skills, reduced stress, increased percep-
tion of self-efficacy [34,35], decreased fatigue, but also an increased 
vigor and a positive impact on mood [36]. In addition, even patients 
who are in the initial phase of chemotherapy, after an intervention of 
this type, tend to present improvements in QoL and an increase in the 
search for social support [33].

Araújo [37] evaluated the efficacy of a psychoeducational inter-
vention in a study carried out with 13 breast cancer survivors, and 
found that women undergoing this intervention showed a reduction 
of anxiety at the second moment of evaluation, as well as an improve-
ment of depressive symptomatology, and emotional functioning 
and physical aspects related to QoL. Likewise, when comparing the 
impact of two versions of a written psychoeducational intervention 
(development of a self-help manual) on cancer and the knowledge of 
topics related to the risk of having breast cancer, Appleton and col-
leagues [38], with a sample of 163 women, found a significant increase 
in control perception on the disese development, and a reduction of 
intrusive thoughts about possible risks. New evidenced suggests that 
the provision of adequate information in such educational programs 
increases patient satisfaction and reduces psychic distress [39]. The 
results of an analysis based on a psychoeducational support plan, in a 
group of participants in the initial phase of the pathology, showed that 
after 3 months of the intervention, patients had lower levels of mood 
disorders compared to the control group [40].
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In Torres’ research [41], 62 breast cancer survivors underwent 
one of two selected intervention programs: one psychoeducational 
interventon (PEI), and one with cognitive-behavioral therapy (CBT). 
The author found that the brief group interventions contributed to 
the reduction of long-term anxiety trait, pain retention and cogni-
tive functionality. In general, the women in the PEI group showed 
improvements at the level of self-concept, up to 6 months, and an in-
creased emotional control until 3 months. Compared with the CBT 
group, PEI has proven to be the most appropriate for breast cancer 
survivors. Another study, in an attempt to determine the effects of PEI 
on breast cancer adjustment levels, has shown that the results (after 
6 weeks and 6 months of program implementation) indicated an in-
creasing in the fighting strategies, but also a lowering of anxiety levels, 
abandonment and fatalism for the 38 participants, allowing for posi-
tive changes in cancer adjustment levels [42]. Meneses and colleagues 
[43] carried out a study with 256 breast cancer survivors, confirming 
improvements in QoL during the first year after diagnosis, and after 
the application of a PEI program. More specifically, a PEI group car-
ried out by Fillion and colleagues [44] with 87 breast cancer survivors 
and explicitly oriented to fatigue symptoms, showed significant im-
provements in fatigue, emotional distress and QoL, in the post-test, 
when compared to the control group.

Current psychological literature has been shown an increasing 
of studies using mindfulness-based interventions (MBI; Baer, [45]), 
playing an important role on the symptomatology of individuals suf-
fering from cancer [46]. Patients with chronic conditions provide a 
special challenge for psycho-oncologists, because they experience a 
considerable degree of stress [47], associated with difficulties in cop-
ing with the disease, fear and persistent distress [48]. Mindfulness is 
an ancient Buddhist practice [49] organized according to a set of tech-
niques that aim to raise awareness of emotional distress and maladap-
tive behaviors [45], reducing reactivity, and leading to the reduction 
of expressed symptoms [50]. In this line of research, the work con-
ducted by Leydon, Eyles, and Lewith [51] evaluated the feasibility of 
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a program comprised of 8 mindfulness sessions, with a sample of 30 
women with metastatic cancer. The authors found that there was a 
significant reduction of mood symptoms. Some systematic literature 
reviews show the importance of MBI’s in various medical populations 
(e.g., chronic pain, cancer and cardiac pathologies), reporting them as 
effective practices for increasing QoL, emotional regulation, and pain 
moderation [50]; but also for improvements in decreased emotional 
tension, mood, and increased sleep quality in cancer survivors [52]. 
The results that have been found, encouraged the application of stress 
reduction protocols (such as the Mindfulness-Based Stress Reduction 
program – MBSR) with mindfulness strategies used with couples, 
such as the study by Birnie and colleagues [53], which found a reduc-
tion of negative psychological symptoms for most participants of the 
study. In [54], Reibel, Greeson, Brainard, and Rosenzweig, performed 
an MBI with a group of patients with diverse diagnoses (cancer, de-
pression, diabetes, among others), showing an increase in QoL, asso-
ciated with improvements in vitality, lower body pain and limitations 
due to physical health, social functioning expansion, and decreases 
in anxiety and depression levels. In parallel with these data, Witek-
Janusek and colleagues [55] found that early-stage breast cancer 
women, participating in a MBI group, showed an increase in disease 
coping strategies, and the same result was ascertained when an identi-
cal research proved that the survivors manifested increased openness 
to change and self-control, followed by personal growth [56]. 

In Portugal, some studies were carried out with samples of breast 
cancer survivors, supported by PEI (mentioned above: Araújo, [37]; 
Torres, [41]). However, at an international level, MBI programs (e.g., 
[55-58]) have been tested, with positive and sustained results. In Por-
tugal, only recently, Lopes and colleagues [59] studied the efficacy of 
an MBI in a group of 48 participants (5 males), with improvements in 
well-being and in the capacity to deal with the disease.

The present chapter reports a study with a main objective: to 
evaluate the impact of a PEI program, that encompasses MBI strat-
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egies, in the psychological adjustment of a breast cancer survivor’s 
sample. More specifically, it intends to study the efficacy of the proto-
col applied through a pre-test and post-test evaluation, also establish-
ing a comparison with the intervention-free control group. Thus, this 
work proposes to: (1) characterize a sample of breast cancer survivors, 
regarding socio-demographic and clinical variables; (2) adapt a PEI 
protocol, with the addition of MBI strategies; and (3) analyze the ef-
fects of the intervention on depressive and anxious symptomatology, 
QoL, coping strategies, and self-concept.

Method 
Participants 
The convenience sample used in this study consisted of 21 breast 

cancer survivors, in a disease-free stage, registered and accompanied 
in a Primary Health Care Center, located in central Portugal. Of the 
main sample, 10 women were assigned to the intervention group, and 
11 to the control group. The sociodemographic and clinical character-
istics of the intervention and control groups (IG and CG) can be seen 
in Tables 1 and 2. Continuous variables, such as age (U = 50.50, z = 
-.318, p = .756), number of years since diagnosis (U = 43.00, z = .856, 
p = .426), number of radiotherapy sessions (U = 10.50, z = -.326, p = 
.181), and number of chemotherapy sessions (U = 11.00, z = -1.566, p 
= .181) are equivalent for both groups (cf. Table 1).
Table 1: Sociodemographic and clinical characteristics (continuous variables).

Note. M-mean; Mdn, median; SD-standard deviation; U-Mann-Whitney test

Variables Intervention group (IG) 

n = 10

Control group (CG) 

n = 11

U

M Mdn SD M Mdn SD
Age 57.50 57 10.52 59.09 64 11.31 50.5
Years since diagnosis 6 5 3.94 9 6 6.41 43
Radiotherapy sessions 25.67 29 13.50 22 22 15.25 10.5
Chemotherapy ses-
sions

4.57 6 3.20 6.83 6.50 .98 11
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It was also found that for categorical variables, there is a repli-
cation of the aforementioned results. Marital status, χ2 (4, N = 21) 
= 3.96, p = .57, literacy, χ2 (4, N = 21) = 3.56, p = .58, professional 
activity, χ2 (4, N = 21 ) = 4.44, p = .40, means of disease detection χ2 
(3, N = 21) = 3.45, p = .39, type of surgery, χ2 (2, N = 21) = 2.20, p = 
.44, and the type of treatment, are similar in both groups (cf. Table 2).
Table 2: Sociodemographic and clinical characteristics (categorical variables).

Note. N-sample size; %-percentage; χ2-Chi-square test; PLAC-Portuguese League 
Against Cancer

Variables Intervention 
group (IG) 

n = 10

Control group (CG)

n = 11

χ2

N % N %
Marital status
Married 5 50 7 63.6

3.96

Divorced 1 10 2 18.3
With a partner 2 20 1 9.1
Single - - 1 9.1
Widow 2 20 - -
Literacy
1-4 years of school 3 30 1 9.1

3.56

5-6 years of school - - 2 18.2
7-9 years of school 2 20 3 27.3
High school 3 30 2 18.2
College 2 20 2 20

Professional activity
Specialists in intellectual 
and scientific activities

3 30 3 27.3

4.44

Middle level technicians 
and professions

2 20 5 45.5

Administrative staff 3 30 2 18.2
Personal, security and safe-
ty personnel and sellers

2 20 - -

Unskilled workers - - 1 9.1

Means of detection
Self-examination 1 10 4 36.4

3.45

Routine exam 1 10 1 9.1
Medical screening exams 8 80 5 45.5
Screening by the PLAC - - 1 9.1
Type of surgery
Mastectomy 7 70 9 81.8

2.20Tumorectomy - - 1 9.1
Quadrantectomy 3 30 1 9.1
Type of treatment
Radiotherapy 6 60 4 36.4 1.17
Chemotherapy 7 70 6 54.5 .53
Hormone therapy 4 40 3 27.3 .38
Axillary emptying 7 70 5 45.5 1.28
Immunotherapy 2 20 1 9.1 .50
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Procedure and Data Analysis 
In order to carry out this research, it was necessary to request 

authorization for the development of the study and sample recruit-
ment. After the approval from the Health Administration and the 
Ethics Committee for Health, the study started. A first telephone call 
was made between the family doctor and the breast cancer survivors, 
for the purpose of attending an initial individual interview with the 
researchers at the Health Center. After informed consent procedures, 
participants were asked to respond to a set of sociodemographic and 
clinical issues, described in the initial questionnaire that contained 
variables also controlled in the present study. The degree of motiva-
tion of the participants for encompass in the intervention group was 
also evaluated and registered. The inclusion criteria (being over 18 
years of age, having a diagnose of breast cancer and have received 
treatment, and showing disease-free evidences at the time of the eval-
uation), as well as the exlusion criteria (age below 18 years, unfitness 
to participate in the proposed tasks, antecedents of psychiatric disor-
ders - precedent to illness, dependence on psychoactive substances, 
have a diagnosis of organic brain disorders, and incompatibility with 
one or more group members) were veryfied. At the end, the assess-
ment tools for the first phase (pre-test) were distributed and complet-
ed. The PEI program used in this study refers to an adapted protocol, 
initially developed by Araújo [37] and later by Torres, Araújo, Pereira, 
and Monteiro [60]. The intervention program applied was subject to 
some modifications, fundamentally aiming at the complementarity 
of new data investigated until then with the existing information. 
More specificlly, MBI strategies were integrated into the 8 consecutive 
weekly sessions that originally constitute the program. Each session 
usually lasted approximately 1.5 hours and was led by two therapists 
(therapist and co-therapist). All information presented during the 
sessions was provided to participants at the end, as well as other ancil-
lary materials.

The statistical data analysis was performed using the Statistical 
Package for Social Sciences, version 19.0 (SPSS Inc., Chicago, IL). 
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Data were subject to descriptive and inferential analysis. Analyzes 
were performed using non-parametric statistics, taking into account 
the characteristics of the sample and the hypotheses to be tested. 
Chi-Square tests (χ2) were used to evaluate the differences between 
categorical variable, and Mann-Whitney’s U to evaluate differences 
between the continuous and psychosocial variables, at the beginning 
of the investigation. The Wilcoxon test was used for paired samples 
(T), in order to compare the results obtained at the pre-test and at 
the post-test (for both groups), with the objective to assess the effects 
of the interventions on the psychosocial variables under study. The 
Kruskal-Wallis (H) test was used to compare the results obtained at 
the post-test, for both groups. The effect size (r) was used for means 
comparison, and was calculated through the value of t in the follow-
ing formula, r = √t2 / (t2 + df), and for the remaining tests we used 
the value of z in the formula, r = z / √N [61]. The degree of statistical 
significance was p < .05.

Measures 
Sociodemographic and clinical characterization questionnaire. Al-

lowed to collect the following data: age, literacy, professional status, 
date of cancer diagnosis, form of detection, and types of treatment 
performed and / or still undergoing. 

Hospital Anxiety and Depression Scale (HADS; Zigmond & 
Snaith, [62]; Portuguese version by Pais-Ribeiro et al., [63]). This is a 
14-item measure designed to assess anxiety and depression symptoms 
(both subscales with 7 items) in medical patients, with emphasis on 
reducing the impact of physical illness on the total score. Responses 
to each item can be quantified on a Likert scale, ranging from 0 to 3. 
The scoring of each subscale can range from 0 to 21 and the higher 
the score, the higher the levels of anxiety and depressive symptoms. 
The original study [62] indicates good psychometric characteristics, 
evidencing high correlations with other measures of anxiety (r = .74) 
and depression (r = .70). In the Portuguese version, Cronbach’s alphas 
were .76 for the anxiety subscale, and .81 for the depression subscale 
[63]. 
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European Organization for Research and Treatment-QOL ques-
tionnaire and breast cancer specific module (EORTC QLQ-C30 and 
QLQ-BR23; Aaronson et al., [64]; Portuguese version by Pais-Ribeiro, 
Pinto, & Santos, [65]). The QLC-30 is used to evaluate the health-
related QoL of individuals with cancer, it is a self-response question-
naire with 30 items, with multi and unique items scales. It consists 
of 5 functional scales (physical, emotional, cognitive, social, and role 
functioning), 3 symptom scales (fatigue, pain, nausea, and vomiting), 
and a global rating scale (health and QoL). The single items evalu-
ate additional symptoms usually reported by cancer patients (dysp-
nea, loss of appetite, sleep disturbances, constipation, and diarrhea), 
and the perceived financial impact on the disease and treatment. The 
items are rated on a scale of 1 (‘not at all’) to 4 (‘very much’) points, 
with the exception of the overall rating scale (health and QoL) that is 
evaluated on a scale of 1 (‘very poor’) to 7 (‘excellent’). A high score on 
the overall rating scale represents better functioning and QoL, while 
a high score on the symptoms scale represents a high level of symp-
tomatology. The overall QoL scale has adequate internal reliability 
and predictive validity, with Chronbach’s alpha coefficient above .70, 
with exception of role function function scale. In the Portuguese vali-
dation study, the questionnaire presented good psychometric char-
acteristics, with a Cronbach’s alpha for the global assessment scale of 
.88 and values ranging from .57 to .87 for the remaining scales. The 
QLQ-BR23 is a breast-specific module that comprises of 23 questions 
to assess body image, sexual functioning, sexual enjoyment, and fu-
ture perspective (4 functional scales), systemic therapy side effects, 
breast symptoms, arm symptoms, and upset by hair loss (4 symptom 
scales) [12]. Higher scores on the last two scales suggest a higher level 
of symptomatology [65].

Cancer Coping Questionnaire (CCQ; [55,66]). This is an easy 
and rapid self-response questionnaire that allows evaluating strate-
gies taught in adjuvant psychological interventions and other behav-
ioral interventions for cancer patients. It consists of 21 items divided 
into two subscales (individual subscale and interpersonal subscale). 
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The items are answered on a scale of 1 (‘not at all’) to 4 (‘very often’), 
with the highest scores corresponding to a greater number of coping 
strategies used. In the original study the instrument had an adequate 
internal consistency, obtaining a Chronbach alpha of .87 for the in-
dividual subscale and .82 for the interpersonal subscale. In the test-
retest validity it was obtained a score of .90 (n = 25, p < .001) for the 
individual subscale, and of .84 (n = 19, p < .001) for the interpersonal 
subscale [66]. In the validation study for the Portuguese population 
the instrument showed good internal consistency as well (Chronbach 
alpha of .80) and test-retest fidelity (Spearman correlations of .59 with 
p < .001 in the individual subscale, and .65 with p < .001 in the inter-
personal subscale) [67]. 

Clinical Self-Concept Inventory (CSCI; [68]). This instrument 
aims to evaluate self-concept and is composed by 20 items evaluated 
on a Likert scale of response from 1 (‘desagree’) to 5 (‘strongly agree’). 
Negative questions are reverese punctuated (items 3, 12 and 18). The 
instrument evaluates 4 factors: acceptance/social rejection, self-effi-
cacy, psychological maturity, and impulsivity-activity. The total score 
is obtained by the sum of all items, and higher scores correpond to a 
better self-concept. In the original study, good internal consistency 
(.80) and good temporal stability (.84) were observed. 

Results 
Psychosocial Characterization of the Sub-Sam-

ples in the Pre-Test 
There were no significant pre-test differences for coping, psycho-

pathological symptomatology and self-concept (Table 3).
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Table 3: Group differences for coping level, psychopathological symptomatology and 
self-concept in the pre-test.

Note. M-mean; Mdn-median; SD-Standard deviation; U-Mann-Whitney test
Regarding QoL variables; only differences in body image (U = 

25.50; z = - 2.25; p < .05) can be highlighted (Table 4).

Variables

Intervention group 
(IG)

n = 10

Control group 

(CG)

n = 11

U

M, Mdn, SD M, Mdn, SD
Coping
  CCQ individual 33.10; 9.50; 5.62 35.18; 12.36; 7.12 40.00 
  CCQ interpersonal 15.22; 8.16; 4.79 15.18; 9.44; 7.42 32.50 
Symptomatology
  HADS anxiety 6.50; 12.55; 3.40 5.36; 9.77; 2.29 41.50 
  HADS depression 5.10; 12.65; 3.10 3.36; 9.50; 1.80 38.50
Self-concept (total) 64.80; 11; 7.08 63.90; 11; 3.36 55 
  Acceptance / social rejec-
tion

18.40; 10.85; 2.50 18.36; 11.14; 1.96 53.50 

  Self-efficacy 19.40; 10.95; 2.71 19.09; 11.05; 1.30 54.50
  Psychological maturity 15.80; 11.95; 2.78 15.72; 10.14; 1.55 49.50 
  Impulsivity / activity 11.20; 11.95; 1.93 10.72; 10.14; 1.27 15.50 
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Table 4: QoL group differences in the pre-test. 

Note. M-mean; Mdn-median; SD-standard deviation; U-Mann-Whitney test; *p<.05

Variables Intervention group 
(IG)

n = 10

Control group (CG)

n = 11 U

M; Mdn; SD M; Mdn; SD
QLQ C30 BR23 
  General health status; 
QoL

60; 10.75; 16.10 60.6; 11.23; 23.59 52.50 

  Physical function 74; 8.80; 17.34 84.84; 13; 9.47 33 
  Role function 68.33; 8.80; 32.82 87.87; 13; 15.07 35 
  Emotional function 68.33; 8.95; 23.17 82.57; 12.8; 16.42 34.50 
  Cognitive function 73.33; 9.60; 29.60 89.39; 12.27; 11.23 41 
  Social funtion 78.33; 9.00; 27.27 95.45; 12.82; 10.77 35 

  Fatigue 31.11; 12.35; 26.60 18.18; 9.77; 15.13 49.50 
  Nausea and vomiting 8.33; 11.55; 26.35 0; 10.50; .00 41.50 
  Pain 33.33; 13.05; 27.21 16.66; 9.14; 14.90 34.50 
  Dyspnea 16.66; 12.15; 23.57 3.03; 9.95; 10.05 37.50 
  Insomnia 46.66; 13.15; 35.83 24.24; 9.05; 21.55 33.50 
  Loss of appetite 23.33; 13.30; 31.62 3.03; 8.91; 10.05 32 
  Constipation 30; 12.15; 42.88 9.09; 9.95; 15.56 43.50 
  Diarrhea 0; 10; 0 0; 11; 0 55 
  Financial difficulties 26.66; 13.60; 26.29 6.06; 8.64; 20.10 29 
  Body image 65; 8.94; 31.62 92.42; 11.77; 13.66 25.50*
  Sexual function 66.66; 8.94; 22.04 77.27; 11.77; 26.11 35.50 
  Sexual satisfaction 42.85; 6.57; 25.19 50; 7.50; 18.25 18 
  Future perspectives 36.66; 8.45; 39.90 69.69; 13.32; 34.81 29.50 
  Side effects of therapy 23.80; 13.45; 15.22 12.98; 8.77; 8.54 30.50 
  Breast symptoms 22.50; 12.30; 18.44 15.15; 9.82; 16.16 42 
  Arm symptoms 33.33; 13.10; 22.22 19.19; 9.09; 15.78 34 
  Uncomfortable hair fall 26.66; 3.90; 27.88 33.33; 4.25; 47.14 4.50 
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Evaluation of the Efficacy of the Intervention in 
the Pre- and Post-Test 

The results obtained in terms of psychosocial adjustment with the 
intervention group, contrasted with the control group in the pre- and 
post-test, were compared in order to ascertain the main hypothesis of 
this study (cf. Table 5). Data indicate that the control group worsened 
in one QoL domain, i.e., there was a decrease from the pre-test (Mdn 
= 18.2) to the post-test (Mdn = 12.14) of the emotional function, T 
= -2.23, p = .03, r = -67. The data also showed a deterioration of the 
self-efficacy subscale, for the control group, from the pre-test (Mdn 
= 11.05) to the post-test (Mdn = 9.77), T = -2.81, p <. 002, r = -84. 
In contrast, it was found from the results obtained that the interven-
tion group presented a significant increase in the self-efficacy subscale 
at the pre-test level (Mdn = 10.95), when compared to the post-test 
(Mdn = 12.35), T = -. 26, p < .004, r = -0.8. For the individual and 
interpersonal coping subscales, no significant results were found that 
point to changes between the pre- and post-test. And the same con-
clusion was drawn, for the anxious and depressive symptomatology.
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Table 5: Differences in the level of psychosocial variables between pre-test and post-test 
in the control and experimental groups. 

Note. T-Wilcoxon test; Mdn-median; *p<.05.

Variables Intervention group 
(IG)

n = 10

T Control group (CG)

n = 11

T

Pre-test Post-test Pre-test Post-test
 Mdn Mdn Mdn Mdn

Coping
  CCQ individual 9.50 11.05 -.84 12.36 10.95 -1.20 
  CCQ interpersonal 8.16 8.83 -.10 9.44 11.05 -.16 
Symptomatology
  HADS anxiety 12.55 12.85 -1.13 9.77 9.32 -.28 
  HADS depression 12.65 11.30 -.47 9.50 10.73 -1.49 
QLQ C30 BR23 
  General health status, QoL 10.75 10.55 -.26 11.23 11.41 -42 
  Physical function 8.80 8.80 -.10 13,9 13 -94 
  Role function 8.80 8.90 -.69 13 2.91 .00
  Emotional function 8.95 9.75 -.63 12.14 12.8 -2.23*
  Cognitive function 9.60 9.10 -.36 12.27 12.73 -2 
  Social funtion 9.00 8.65 -.17 12.82 13.14 -1.00 
  Fatigue 12.35 12.90 -.56 9.77 9.27 -.71 
  Nausea and vomiting 11.55 11.30 -1.73 10.50 10.73 -1.73 
  Pain 13.05 11.40 -.17 9.14 10.64 -1.73 
  Dyspnea 12.15 12.10 -1.73 9.95 10 -1.00 
  Insomnia 13.15 12.40 -.81 9.05 9.73 -.57 
  Loss of appetite  13.30  11.65 -1.6 8.91  10.41 -1.00 
  Constipation 12.15 11.05 -1.6 9.95 10.95 -1.41 
  Diarrhea 10 11.05 -1.00 11 10.95 -1.00 
  Financial difficulties 13.60 12.45 -.37 8.64 9.68 -1.73 
  Body image 8.94  8.75 -16 11.77 13.05 .000 
  Sexual function 8.94 9.75 -14 11.77 12.14 -.36 
  Sexual satisfaction 6.57  7.50 -.81 7.50  7.50 -.00 
  Future perspectives 8.45  9.20 -2.11 13.32  12.64 -.18 
  Side effects of therapy 13.45 12.15 -.42 8.77 9.95 -.45 
  Breast symptoms 12.30 12.40 -.35 9.82 9.73 -.74 
  Arm symptoms 13.10 11.85 -.31 9.09 10.23 -2.12 
  Uncomfortable hair fall 3.90 3.50 -.44 4.25 -- --
Self-concept (total) 11 12.30 -1.36 11 9.82 -.31 
  Acceptance / social rejection 10.85 11.55 -.30 11.14 10.50 -1.34 
  Self-efficacy 10.95 12.35 -.267* 11.05 9.77 -2.81*
  Psychological maturity 11.95 13.70 -.119 10.14 8.55 -1.90 
  Impulsivity / activity 11.95 14.25 -73 10.14 8.05 -1.70 
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Differences between the Intervention Group and 
the Control Group in the Post-Test 

When analyzing the results obtained by the subsamples, the re-
sults of the post-test were statistically significant in some QoL and 
self-concept domains. For the social function subscale (QoL domain), 
we verified a significant main effect of the, χ2 (1, N = 21) = 4.35, p 
= .04, r = .94. It was observed that the control group showed better 
scores (Mdn = 13.14), compared to the intervention group (Mdn = 
8.65) (see Table 6).
Table 6: Group differences in the post-test at QoL levels.

 Note. M-mean; Mdn-median; SD-standard deviation; H-Kruskal Wallis test; *p< .05

Variables Intervention group (IG)

n = 10

Control group (CG)

n = 11 H
Post-test Post-test

M; Mdn; SD M; Mdn; SD
Quality of Life - QLQ C30 BR23

  General health status 58.33; 10.55; 20.41 60.12; 11.41; 17.62 .102
  Physical function 72.66; 8.80; 14.25 81.21; 13; 11.85 2.45
  Role function 73.33; 8.90; 22.49 87.8; 2.91; 15.07 2.47
  Emotional function 64.16; 9.75; 22.92 71.96; 12.14; 21.49 .78
  Cognitive function 75; 9.10; 14.16 83.33; 12.73; 14.90 2.05
  Social funtion 80; 8.65; 21.94 96.96; 13.14; 10.05 4.35*
  Fatigue 35.55; 12.90; 23.82 22.22; 9.27; 17.21 1.87
  Nausea and vomiting 13.34; 11.30; 31.22 4.54; 10.73; 7.78 .07
  Pain 31.66; 11.40; 27.72 25.75; 10.64; 20.22 .08
  Dyspnea 6.66; 12.10; 14.05 0; 10; 0 2.31
  Insomnia 40; 12.40; 40.97 21.21; 9.73; 26.96 1.11
  Loss of appetite 10; 11.65; 26.10 6.06; 10.41; 13.48 .38
  Constipation 13.33; 11.05; 23.30 15.15; 10.95; 17.40 .24
  Diarrhea 3.33; 11.05; 10.54 3.03; 10.95; 10.05 .005
  Financial difficulties 30; 12.45; 33.14 15.15; 9.68; 22.91 1.27
  Body image 78.33; 8.75; 21.58 92.42; 13.05; 13.15 2.85
  Sexual function 66.66; 9.75; 26.05 77.27; 12.14; 21.47 .89
  Sexual satisfaction 54.16; 7.50; 30.53 55.55; 7.50; 17.21 0; 1
  Future perspectives 60; 9.20; 21.08 72.72; 12.64; 32.72 1;86
  Side effects of therapy 20; 12.15; 16.91 12.12; 9.95; 11.53 .68
  Breast symptoms 25.83; 12.40; 19.02 16.66; 9.73; 13.94 .68
  Arm symptoms 35.55; 11.85; 27.11 27.27; 10.23; 20.70 .36
  Uncomfortable hair fall 16.66; 3.50; 27.88 -- .63
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Cocerning self-concept, we also verified a significant group ef-
fect, for the subscale of psychological maturity χ2 (1, N = 21) = 3.73, p 
= .05, r = .81, and for the impulsivity/activity subscale χ2 (1, N = 21) 
= 5.51, p = .01, r = 1.20. In this context, for psychological maturity, 
the intervention group reported higher scores (Mdn = 13.70) than the 
control group (Mdn = 8.55). The same result was found for the impul-
sivity/activity subscale (Mdn = 14.25 and Mdn = 8.05, respectively for 
the experimental and control groups) (cf. Table 7).
Table 7: Group differences in post-test at coping levels, psychopathological 
symptomatology and self-concept.

Note. M-mean; Mdn-median; SD-standard deviation; H-Kruskal Wallis test; *p< .05

Discussion 
It is known that individual or group psychological interventions 

can facilitate the patient’s adaptation to cancer, alleviating the possible 
associated side effects and consequences [33]. Recent psychological 
literature has pointed out that procedures based on stress reduction 
approaches, such as MBSR, may be useful in the treatment of cancer 

Variables

Intervention group (IG)

n = 10

Control group (CG)

n = 11 H
Post-test Post-test

M; Mdn; SD M; Mdn; SD
Coping
  CCQ individual 32; 11.05; 6.39 32.18; 10.95; 5.17 .001
  CCQ interpersonal 15.11;8.83;6.13 17.30; 11.05; 6.16 .74

Symptomatology
  HADS anxiety 7.50; 12.85; 4.70 5.63;9.32; 2.80 1.37
  HADS depression 5; 11.30; 2.98 4.90; 10.73; 3.30 .046
Self-concept (total) 69.70; 12.30; 8.62 64.72; 9.82; 4.19 .84
  Acceptance / social rejec-
tion

18; 11.55; 3.65 17.18; 10.50; 2.18 .15

  Self-efficacy 24.30; 12.35; 2.86 23; 9.77; 2.09 . 91
  Psychological maturity 15.80; 13.70; 2.25 14.54; 8.55; 1.50 3.73*
  Impulsivity / activity 11.60; 14.25; 1.57 10; 8.05; 1.09 5.51*
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survivors [46]. From a theoretical point of view, the studies that points 
to this issue show positive effects on the increase in QoL, decrease in 
pain, anxiety and depressive symptoms and, in addition, show an im-
provement in social functioning of the patients [50,52,69,70]. Thus, 
the interest demonstrated by the use of third generation therapies, 
particularly mindfulness, enabled the opportunity to develop a pilot 
work that would simultaneously potentiate the complementarity of 
these strategies with the PEI.

Following our main goal of assessing the effectiveness of the in-
tervention program, we can observe that there was a positive effect 
in one of the indicators of emotional adjustment studied, namely in 
self-concept, by improving the self-efficacy factor in the intervention 
group, compared to the control group that presented a deterioration 
of the emotional function (QoL domain) but also in self-efficacy (self-
concept domain). Through the comparison of the control and experi-
mental groups in the post-test, we verified the effect of the group on 
the controlled psychosocial variables. The results obtained lead us to 
conclude, as well as in Torres’s [67] study, that the intervention pro-
gram seems to be the most appropriate for breast cancer survivors 
due to the therapeutic effects evidenced, especially at the level of self-
concept.

The results concerning the increase in self-concept, specifically of 
the self-efficacy of the participants in the intervention group, from the 
pre to the post-test, are in accordance with the results found by Torres 
[67], whose PEI group presented similar improvements in relation to 
this indicator. For authors such as Amorim [1], positive self-concept 
is related to the seek for social support and adequate adaptation to the 
disease, being that the improvement of self-concept is considered an 
important result since it is associated with an appropriate psychoso-
cial adjustment in Portuguese women with breast cancer. The results 
of the intervention suggest more therapeutic effects with the group 
that participated in the program, and these conclusions can be ex-
plained by the fact that it includes a specific session on the impact of 
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the disease and the treatment on self-esteem, structured with practi-
cal indications on the way simultaneously recover the aspects of each 
survivor’s experience. However, it should be noted that studies evalu-
ating the effectiveness of group interventions has not found improve-
ments in self-concept in such a large way. Some authors concluded 
that this result is expected after an intervention program of this kind 
(e.g., Spiegel et al., [71]), pointing out as a potential advantage, of the 
group intervention, the promotion of self-concept and self-esteem, in 
order for the participants to verify that they can help each other.

Although self-concept has been shown to be an important fac-
tor to consider in promoting emotional adjustment in breast cancer 
survivors [72], the control group showed worse results in the self-ef-
ficacy domain. According to Munstedt, Manthey, Sachsse, and Vahr-
son [73], self-concept and self-confidence diminish as a result of the 
impact of oncological disease. In this line, Aureliano [74] argues that 
cancer profoundly affects the sense of identity, self-esteem and self-
concept of the survivors. Also in relation to the results obtained with 
the control group, some studies have also found a deterioration of the 
QoL of breast cancer survivors over time [21]. These data provide pre-
liminary support for the potential benefits of psychological interven-
tion programs in this population and the indication of the program 
developed in this work, which may respond to the needs evidenced by 
the patients, many times neglected by health professionals. 

In general, there were no significant clear benefits of intervention 
at the level of psychopathological symptoms. The results obtained do 
not, therefore, meet the evidences determined by the majority of the 
studies carried out that indicate improvements in anxiety and depres-
sion among intervention groups [36,37,42]. However, similarly to 
these results, other authors also did not found alterations in psycho-
logical variables in survivors, when using group psychopedagogical 
intervention [75]. There are some certainties that cancer can influence 
the increase of coping strategies because of the apprehension about 
the future and the psychological and physical disability normally felt 
by patients [25,42,76]. 
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Concerning the limitations, the main one is the reduced size of 
the sample, which may have impeded the generalization of results 
(external validity) and the achievement of statistically significant re-
sults. Therefore, future studies with larger samples are suggested, rep-
resentative of the studied population. Another aspect that may have 
conditioned this research was the fact that it was not a study with a 
completely random plan, accumulating the probability of self-selec-
tion. Thus, the control group did not prove to be heterogeneous limit-
ing the generalization of the results. In future investigations, we warn 
of the importance of taking into account this type of methodology 
with greater scientific rigor. The fact that the participants included in 
the study had prior knowledge of some central research objectives, 
may have also conditioned the results given that the responses may 
have been influenced by the attempt to meet the expectations, or even 
to meet what they considered to be more socially acceptable. The sam-
ple was still characterized as having a good psychological functioning 
before the application of the program, which allows little variation 
in respect to emotional psychological suffering. When comparing the 
means of breast cancer survivors it was found, for example, that they 
clearly had a significant lower level of depressive symptoms, when 
compared with the norm. The same result was evidenced in rela-
tion to self-concept, since the sample included in this investigation 
showed significantly higher results when compared with the norma-
tive data of the Portuguese population. Therefore, in future studies, 
cut-off values can be defined for the selection and inclusion of cancer 
survivors in researches of efficacy, thus guaranteeing some emotional 
commitment, with the possibility of improvement with intervention. 
Although the limitations of the results, and of the experimental design 
itself, are not totally rigorous, the applied intervention protocol estab-
lishes a baseline for the expansion of later studies with greater meth-
odological rigor. On the other hand, the present research revealed an 
evolution in relation to the current state of the art, mainly because in 
Portugal no therapeutic group studies are known that complement, in 
the same intervention, mindfulness-based strategies and psychoedu-
cation in breast cancer survivors.
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In addition to all the indications given for future studies, it could 
also be extremelly pertinent to investigate whether the personal-
ity traits of breast cancer survivors influence the way of approach-
ing techniques such as meditation and mindfulness, and even what 
personality characteristics will be predicted to be more appropriate 
to the used strategies. It could also be pertinent to include more mo-
ments of evaluation, with a longer time after the end of the interven-
tion. Additionally, and knowing that changes in the immune system 
impact on the regression or progression of cancer [57], more studies 
are nedded in order to analyze the effects on the immune function of 
cancer patients over a mindfulness program (for a review, see Silva 
& Teixeira, [69]). Ultimately, as Brown [77] suggests, consideration 
should be given to assessing participants’ level of knowledge, in addi-
tion to measuring the effectiveness of psychological variables ingroup 
interventions, and to analyze the differences between types of breast 
cancer and the impact of psychological interventions at this level.

Considering our results, this study established the pertinence of 
intervening with breast cancer patients, since the results obtained by 
the group that was not subjected to any intervention, demonstrated a 
worse psychosocial adjustment in two domains. This study also con-
tributed to the confirmation of the importance of evaluating the effi-
cacy of group interventions in breast cancer survivors, and to increase 
the knowledge in the field of Psycho-Oncology. Thus, this study fills 
an investigation gap that has been mentioned, which concerns re-
search in the field of cancer survival and psychosocial rehabilitation 
of breast cancer patients. 
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