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Summary
Objectives: This study examined the prognostic significance of breast cancer patients’ characteristics (coping strat-
egies, BMI, age) and disease characteristics (stage of disease, relapse) with respect to quality of life (QoL) follow-
ing treatment. Sample and settings: 120 breast cancer patients following treatment were recruited. Health-related 
QoL was assessed using the Czech version of FACT-B and SF-36; additionally, we used a life satisfaction question-
naire. Coping strategies were assessed using the SVF-78 method. In our sample of women, the average time from 
diagnosis to start of the study was 5.3 years. Statistical analysis: Factors influencing QoL after treatment were ana-
lysed with univariate and multivariate linear regression. Results: Overall negative strategy defined in SVF-78 (Flight 
tendency, Resignation and Self-accusation) was found to be associated with lower scores of most components of 
used QoL methods, while Resignation was found as the most negatively influencing strategy. Active problem con-
frontation (Situation control and Positive self-instruction) was associated with better QoL. More advanced stages and 
recurrence were related to a significant decrease in QoL for certain components only. Conclusion: Our findings sug-
gest a significant predictive power of disease-related factors and of patients’ characteristics including coping strat-
egies for QoL following treatment in Czech breast cancer survivors. 

Key words: breast cancer survivors – coping strategy – linear regression model – quality of life prediction – resignation

Prediktory kvality života u českých pacientek po léčbě karcinomu prsu 
se zaměřením na dovednosti zvládání zátěže
Souhrn
Cíle práce: Studie hodnotí prognostický význam charakteristik pacientek s  karcinomem prsu (dovednosti zvlá-
dání zátěže, BMI, věk) a jejich onemocnění (stadium onemocnění, relaps) pro kvalitu života (QoL) po léčbě. Soubor 
a metody: Do studie bylo zahrnuto 120 pacientek po léčbě karcinomu prsu. Ke zdraví vztažená kvalita života byla hod-
nocena českou verzí FACT-B a SF-36; jako doplňující informace bylo použito dotazníku životní spokojenosti. Doved-
nosti zvládání zátěže byly hodnoceny pomocí SVF-78. Průměrná doba od diagnózy do zahájení studie byla v našem 
souboru žen 5,3 let. Statistická analýza: Faktory ovlivňující QoL byly hodnoceny jednorozměrnou a vícerozměrnou 
lineární regresí. Výsledky: Byl zjištěn vztah celkově negativní strategie definované SVF-78  (Úniková tendence, Rezi
gnace a Sebeobviňování) s nižší hodnotou většiny komponent použitých QoL metod, přičemž Rezignace byla zjištěna 
jako strategie s největším negativním vlivem. Aktivní řešení problému (Kontrola situace a Pozitivní sebeinstruování) 
bylo spjato s lepší QoL. Pokročilejší stadia a rekurence onemocnění byly spjaty s významným poklesem některých 
komponent QoL. Závěr: Naše výsledky naznačují významnou prediktivní sílu charakteristik onemocnění i pacientů 
včetně dovedností zvládání zátěže pro QoL po léčbě u českých pacientek přeživších onemocnění karcinomem prsu.
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Introduction
Improvements in the outcomes of cancer treatment 
and the real possibility of long-term survival have en-
hanced the attention paid to the quality of life (QoL) 
and to its monitoring in cancer patients. The QoL defini-
tion is derived from a concept that describes four areas 
of a fulfilling life for an individual: physical, psychologi-
cal and social status, as well as spiritual aspects [1]. QoL 
in cancer patients is not only affected by consequences 
of the disease itself, but also by side effects of treat-
ment [2]. Breast cancer patients experience both phys-
ical symptoms and psychosocial distress, which have 
a profound and negative impact on their QoL. In gen-
eral, a patient’s QoL consists of a number of domains, 
including physical functioning, psychosocial well-be-
ing (anxiety, depression), and social support. Individ-
ual breast cancer experience may vary, but it usually in-
cludes most of the following phases: diagnosis, primary 
treatment, special issues related to non-invasive breast 
cancer, genetic risk, recurrence, completing treatment 
and re-entry to normal living, survivorship, and pallia-
tion for advanced cancer [3].

Over the last few decades, incidence rates for breast 
cancer in women in the Czech Republic have been grow-
ing, particularly in stages I and II. Fortunately, due to early 
detections of tumours and improved treatment strate-
gies, mortality rates have stabilised, and the number of 
breast cancer survivors is therefore growing [4,5]. Effects 
of clinical, psychological and socioeconomic character-
istics and factors on the breast cancer patients’ quality 
of life and/or survival have been widely investigated and 
discussed. Among clinical and sociodemographic fac-
tors, the most important include the clinical stage, the 
degree of depression and anxiety, fear of recurrence, co-
morbidities, and treatment mode [6–9]. Psychological 
factors also play a role in the prevention of side effects, 
and optimization of expectations might be a  potential 
pathway in an effort to improve the patients’ quality of 
life during a  long-term administration of medication(s) 
[10]. From the socioeconomic point of view, a lower level 
of education, bad financial situation, unemployment 
and lack of psychological counselling all contribute to 
a deterioration in QoL [11,12].

Coping strategies may play a role in the adaptation 
on the disease and its treatment. Coping has been de-
fined by Lazarus, Folkman, and their colleagues as 
a “person’s cognitive and behavioral efforts to manage 
(reduce, minimize, master, or tolerate) the internal and 
external demands of the person-environment transac-
tion that is appraised as taxing or exceeding the per-
son’s resources, according to this view, coping has two 
major functions: dealing with the problem that is caus-
ing the distress (problem–focused coping), and regu-

lating emotion (emotion–focused coping)” [13]. Breast 
cancer patients have shown higher repression rates 
compared with healthy controls, possibly as a response 
to the threat associated with cancer diagnosis [14]. Fi-
nally, some defence mechanisms may even be indica-
tors of lowered survival in cancer patients [15].

The objective of this study was to evaluate the pre-
dictive power of patients’ characteristics (body mass 
index, age, coping strategies) and disease characteris-
tics (relapse, stage of disease, comorbidities) with re-
spect to QoL following treatment in breast cancer 
patients. We tested a  hypothesis that both types of 
characteristics contributed to QoL, and that the use 
of active coping strategies was associated with better 
QoL outcomes in comparison with the use of negative 
coping strategies. This study focused specifically on the 
investigation of possible influences of QoL coping strat-
egies on quality of life in breast cancer survivors as the 
first in the Czech Republic.

Materials and methods
Patients and eligibility criteria
Eligibility criteria included histologically confirmed breast 
cancer, age between 30  and 90  years, and a  sufficient 
knowledge of the Czech language. 187  women with 
breast cancer were recruited and participated in initial 
interviews, and 120  of them subsequently completed 
health-related QoL questionnaires and the life-satisfac-
tion questionnaire. In our sample of women, the average 
time from diagnosis to start of the study was 5.3  years. 
After having their treatment completed, the patients car-
ried out a self-assessment of their QoL after undergoing 
the treatment. Patients treated at two departments of the 
University Hospital Brno and Masaryk University were an-
alysed: the Department of Gynaecology and Obstetrics, 
and the Department of Internal Medicine – Haematol-
ogy and Oncology. All patients gave their informed con-
sent with participation in the study, and the study was ap-
proved by the institutional review board of the University 
Hospital Brno. Standardized in-person interviews were 
conducted to assess sociodemographic data. Clinical data 
were obtained from medical records maintained by at-
tending oncologists. We respect a cancer survivorship as 
a term defined in NCI dictionary of cancer terms [16]: who 
remains alive and continues to function during and after 
overcoming a serious hardship or life-threatening disease. 
In cancer, a person is considered to be a survivor from the 
time of diagnosis until the end of life.

Assessment of health-related quality of life 
and coping strategies
After undergoing their treatment, the patients completed 
a self-assessment of their current status of QoL. QoL was 

Klíčová slova: dovednosti zvládání zátěže – lineární regresní model – predikce kvality života – přeživší karcinom 
prsu – rezignace
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assessed using the Czech research version of Functional 
Assessment of Cancer Therapy – Breast (FACT-B) ques-
tionnaire, Short Form 36  Health Survey (SF-36) ques-
tionnaire and Life Satisfaction Questionnaire. All of the 
above-mentioned questionnaires are brief and self-re-
porting. The FACT-B questionnaire was chosen for its 
specificity due to illness. The SF-36  questionnaire was 
validated on the Czech population. The Life Satisfac-
tion Questionnaire also focuses on the area of sexuality, 
unlike other questionnaires (FACT-B and SF-36). FACT-B 
[17] is a  questionnaire used for self-assessment specifi-
cally developed for breast cancer patients, and includes 
the assessment of physical, social, family, emotional and 
functional well-being plus other possible complaints. An 
authorized Czech translation of FACT-B was used for the 

purpose of our research; this translation was provided by 
the FACIT.org as the copyright holder; the internal con-
sistency reliability based on Cronbach’s alpha is 0.800. 
SF-36  [18] is a  survey constructed to study health-re-
lated quality of life and consists of eight health concepts: 
physical functioning, role limitations caused by physical 
health problems, role limitations caused by emotional 
problems, social functioning, emotional well-being, 
energy/fatigue, pain, and general health perceptions. 
A Czech translation of the SF-36 survey was used for the 
purpose of our research; this translation was subject to 
a validation, which confirmed that the Czech version of 
SF-36 is as effective as the original US version [19]. Scores 
were calculated according to the original US version. Life 
Satisfaction Questionnaire [20] is a tool to study satisfac-

characteristics N median  
(min–max) or %

basic characteristics

age 120 65.0 (32.0; 83.0)

BMI 117 27.5 (17.6; 39.9)

children 112 93.3 %

smoking 23 19.2 %

alcohol abuse 5 4.2 %

age at first birth

   ≤ 20 years 27 24.1 %

   21–30 years 82 73.2 %

    > 30 years 3 2.7 %

breast-feeding 100 83.3 %

first menstruation < 11 years 11 9.2 %

postmenopausal 101 84.2 %

social and demographic characteristics

education

   primary school (9 years) 17 14.2 %

   apprentice (12 years) 34 28.3 %

   secondary school (13 years) 45 37.5 %

   college/university (16 years) 24 20.0 %

employment

   common employee 90 75.0 %

   employee in leading position 30 25.0 %

lifestyle

   typical city 71 59.2 %

   typical country 49 40.8 %

marital status

   single 7 5.8 %

   married 67 55.8 %

   divorced 23 19.2 %

   widowed 23 19.2 %

characteristics N median  
(min–max) or %

faith 87 72.5 %

anamnesis

stress in the last 5 years 85 70.8 %

psychiatric therapy 21 17.5 %

psychological therapy 13 10.8 %

depression 20 16.7 %

use of exogenous hormones 50 41.7 %

previous oncologic disease 19 15.8 %

diabetes mellitus 27 22.5 %

dysrhythmia 19 15.8 %

vascular brain disease 22 18.3 %

hypertension 60 50.0 %

ischemic heart disease 17 14.2 %

chronic obstructive pulmonary disease 12 10.0 %

chronic renal insufficiency 4 3.3 %

thyreopathy 21 17.5 %

gastroduodenal ulcer disease 9 7.5 %

disease and treatment

stage (unknown in 2 patients)

   0–I 45 38.1 %

   II–III 60 50.8 %

   IV 13 11.0 %

surgery 114 95.0 %

chemotherapy 76 63.3 %

radiotherapy 100 83.3 %

biological therapy 21 17.5 %

hormone therapy 98 81.7 %

progression (unknown in 7 patients) 13 11.5 %

relapse (unknown in 4 patients) 23 19.8 %

Tab. 1. Basic characteristics of patients (N = 120)
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tion with life on a nine-point scale, and contains ten di-
mensions of life: 
1.	 health
2.	 work and career
3.	 financial situation
4.	 recreation
5.	 marriage and partnership
6.	 relationship with own children
7.	 own self
8.	 sexuality
9.	 friends, acquaintances, relatives
10.	 housing

An index of global life satisfaction is formed from the 
scale values. Coping strategies as a part of patient’s char-
acteristics (play down, guilt denial, distraction from situa-
tion, substitutional satisfaction, situation control, reaction 
control, positive self-instruction, need for social support, 
active avoidance, flight tendency, rumination, resignation, 
self-accusation) were assessed by the SVF-78 method [21]. 
The internal consistency in Czech standardization is suf-
ficiently high (Cronbach’s alpha varies between 0.77 and 
0.94).

Statistical analyses
Standard descriptive statistics were applied in the analy
sis: absolute and relative frequencies were employed 

for categorical variables, and median supplemented 
by min-max range was used for continuous variables. 
Internal consistency reliability for the Czech version of 
FACT-B was tested using Cronbach’s alpha. Factors in-
fluencing the QoL scores after treatment were analy
sed and described using the method of univariate 
and multivariate linear regression for which the vari-
ables were selected by stepwise procedure excluding 
redundant variables on the overall positive and nega-
tive coping strategy. Adjusted R-squared values and 
both unstandardized and standardized coefficients are 
reported. Standardization puts all of the variables on 
the same scale, thus it is possible to compare their ef-
fects on the QoL. The statistical analysis was computed 
using IBM SPSS Statistics for Windows, version 24 (IBM 
Corp., Armonk, NY, USA) regarding standard setting of 
the tests with α = 0.05. Scores were evaluated according 
to valid recommendations. In accordance with the gen-
erally accepted recommendations, it is possible to con-
sider a difference of at least 10 percentage points in the 
QoL score as clinically relevant.

Results 
Women diagnosed and treated with breast cancer 
(N  = 120) were included in the participating centres 
at University Hospital Brno. Median age was 65; tab. 1 
shows their overall clinical, social and demographic 

Tab. 2. �Clinical factors and SVF 78 strategies as factors influencing value of SF-36 components – multivariate 
linear regression analysis

SF-36 components: explanatory variables beta (95% CI) stand. beta P adjust. R-sq.

physical functioning

   diabetes mellitus in anamnesis -13.800 (-25.073; -2.526) -0.242 0.017
10.9 %

   flight tendency (SVF 78) -0.995 (-1.700; -0.289) -0.279 0.006

role functioning – physical 

   flight tendency (SVF 78) -1.374 (-2.306; -0.443) -0.268 0.004 7.2 %

bodily pain

   flight tendency -1.193 (-1.869; -0.517) -0.316 < 0.001 10.0 %

general health

   resignation (SVF 78) -0.632 (-1.007; -0.257) -0.305 0.001 9.3 %

vitality

   stage IV -19.468 (-30.861; -8.074) -0.326 0.001
18.2 %

   resignation (SVF 78) -0.544 (-0.922; -0.166) -0.274 0.005

social functioning

   flight tendency (SVF 78) -0.917 (-1.535; -0.299) -0.270 0.004 7.3 %

role functioning – emotional

   flight tendency -1.510 (-2.480; -0.541) -0.282 0.003 8.0 %

mental health

   stage IV -11.509 (-21.100; -1.918) -0.215 0.019
27.7 %

   resignation (SVF 78) -0.843 (-1.161; -0.525) -0.475 < 0.001

Components of both SVF 78 and SF-36 questionnaires were transformed on a scale of 0–100
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characteristics. Factors influencing the values of QoL 
scores components (SF-36, Czech research version of 
FACT-B and Life Satisfaction Questionnaire), which 
were selected in multivariate regression analysis, are 
shown in tab. 2–4. 

Flight tendency and resignation are two main 
coping strategies that were found to be associated with 
lower scores of all SF-36 components. Self-accusation 
was a significant predictor of bodily pain, lower vitality, 
emotional role functioning and in the first place lower 
mental health in univariate analysis. These three com-
ponents are all part of overall negative strategy and 
highly correlated, thus only one coping strategy usually 
entered the final multivariate regression model. The 
only statistically significant clinical parameters in mul-
tivariate models were the fourth stage of the disease 
as a predictor of lower vitality and mental health, and 
diabetes mellitus as a predictor of lower physical func-
tioning. As in SF-36 questionnaire, flight tendency and 
resignation are the most important coping strategies 
negatively influencing QoL measured by components 

of FACT-B questionnaire. Out of the investigated clinical 
factors, the fourth stage of the disease was significant 
multivariate factor for almost all FACT-B components. 
The relapse occurrence was linked to lower physical 
well-being and more additional concerns. Interestingly, 
play down as a  coping strategy positively influenced 
social and family well-being. The score of majority LSQ 
(Life Satisfaction Questionnaire) components were de-
creased by resignation as the most influencing coping 
strategy. The lost of situation control made worse the 
satisfaction in employment and in housing. Positive 
self-instruction leaded to higher satisfaction with mar-
riage and partnership. Sexuality was negatively influ-
enced by resignation and the relapse occurrence. In ad-
dition to resignation, the perception of personality was 
negatively influenced by self-accusation and higher 
BMI. On the other hand, reaction control had a positive 
influence on personality and contributed to better re-
lations with friends and relatives. Greater age was con-
nected to decreased satisfaction with leisure time, but 
on the contrary, patients of greater age had higher level 

Tab. 3. �Clinical factors and SVF 78 strategies as factors influencing raw score of FACT-B components – 
multivariate linear regression analysis

FACT-B components: explanatory variables beta (95% CI) stand. beta P adjust. R-sq.

physical well-being (PWB)

   stage IV -4.505 (-8.035; -0.976) -0.248 0.013

19.4 %   relapse -2.908 (-5.498; -0.319) -0.218 0.028

   flight tendency (SVF 78) -0.237 (-0.390; -0.083) -0.297 0.003

social/family well-being (SFWB)

   stage IV -3.068 (-5.923; -0.213) -0.216 0.035
16.4 %

   play down (SVF 78) 0.160 (0.055; 0.264) 0.308 0.003

emotional well-being (EWB)

   stage IV -4.303 (-6.821; -1.785) -0.304 0.001
29.3 %

   resignation (SVF 78) -0.207 (-0.291; -0.122) -0.436 < 0.001

functional well-being (FWB)

   stage IV -4.254 (-7.319; -1.188) -0.261 0.007
20.3 %

   resignation (SVF 78) -0.197 (-0.299; -0.096) -0.365 < 0.001

additional concerns

   relapse -3.231 (-5.731; -0.730) -0.249 0.012

19.1 %   flight tendency (SVF 78) -0.207 (-0.371; -0.042) -0.266 0.014

   resignation (SVF 78) -0.124 (-0.248; -0.001) -0.213 0.048

FACT-G total score

   stage IV -18.253 (-26.850; -9.655) -0.378 < 0.001
29.2 %

   resignation (SVF 78) -0.601 (-0.889; -0.312) -0.371 < 0.001

FACT-B total score

   stage IV -20.414 (-31.459; -9.369) -0.334 < 0.001
27.1 %

   resignation (SVF 78) -0.792 (-1.163; -0.422) -0.387 < 0.001

Components of SVF 78 were transformed on a scale of 0–100 
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of satisfaction with their health conditions. The total life 
satisfaction was mainly influenced by the degree of res-
ignation and reaction control.

Discussion 
Patients’ characteristics as predictors of QoL 
following treatment 
Coping strategies, age and BMI 
Several apparent trends have been revealed, such as 
the association of coping strategies of situation control 
(a patient analyses the situation, plans and acts in order 

to control and to solve the problem) with an increase in 
the evaluation of some QoL aspects following treatment, 
and positive self-instruction (awarding oneself to the 
competences and power of control) leaded to higher sat-
isfaction with marriage and partnership. If patients tend 
more often to actively detect and analyse the current 
situation, to plan remedies in order to improve the con-
dition and to carry out an active response, these efforts 
result in an increase in QoL after treatment. Controlling 
the situation and giving oneself the value of being able 
to deal with a given situation in a competent way seems 

Tab. 4.� Clinical factors and SVF 78 strategies as factors influencing value of life satisfaction questionnaire 
(LSQ) components – multivariate linear regression analysis

LSQ components: explanatory variables beta (95% CI) stand. beta P adjust. R-sq.

health

   age (10-year change) 0.318 (0.049; 0.587) 0.207 0.021
31.5 %

   resignation (SVF 78) -0.084 (-0.112; -0.056) -0.530 < 0.001

employment

   situation control (SVF 78) -0.044 (-0.077; -0.011) -0.273 0.010
24.6 %

   resignation (SVF 78) -0.084 (-0.119; -0.049) -0.493 < 0.001

financial situation

   resignation (SVF 78) -0.067 (-0.097; -0.036) -0.388 < 0.001 15.0 %

leisure time

   age (10-year change) -0.301 (-0.586; -0.017) -0.221 0.038
10.1 %

   resignation (SVF 78) -0.037 (-0.066; -0.008) -0.267 0.013

marriage and partnership

positive self-instruction 0.051 (0.006; 0.096) 0.286 0.027 6.6 %

children

   resignation (SVF 78) -0.061 (-0.097; -0.025) -0.320 0.001 10.3 %

personality

   BMI (1-point change) -0.069 (-0.128; -0.011) -0.217 0.021

29.5 %
   reaction control (SVF 78) 0.058 (0.016; 0.100) 0.263 0.007

   resignation (SVF 78) -0.038 (-0.085; 0.009) -0.204 0.108

   self-accusation (SVF 78) -0.050 (-0.092; -0.008) -0.290 0.020

sexuality

   diabetes mellitus in anamnesis 1.315 (0.110; 2.520) 0.257 0.033

17.8 %   relapse -1.398 (-2.619; -0.177) -0.266 0.026

   resignation (SVF 78) -0.055 (-0.108; -0.003) -0.248 0.040

friends and relatives

   reaction control (SVF 78) 0.069 (0.028; 0.110) 0.326 0.001
21.7 %

   resignation (SVF 78) -0.053 (-0.087; -0.019) -0.305 0.002

housing

   situation control (SVF 78) 0.037 (0.005; 0.068) 0.215 0.024 4.6 %

total life satisfaction

   reaction control (SVF 78) 0.046 (0.004; 0.089) 0.201 0.034
28.1 %

   resignation (SVF 78) -0.091 (-0.127; -0.054) -0.461 < 0.001

Components of SVF 78 were transformed on a scale of 0–100 and components of LSQ were transformed into stanine scores from 1 to 9
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to be very important for better coping with the illness 
and treatment. Active problem confrontation seems 
to be therefore an adaptive way in terms of OoL mea-
sures. This is in compliance with an earlier study which 
concluded that in cancer patients with either treatment 
intent (curative or palliative), active coping strategies 
and acceptance were beneficial in terms of QoL [22].

As the most influencing coping strategy appeared 
resignation (I tend to give up) negatively determined 
most of the scores of the all used QoL methods. Flight 
tendency (I only want to get out of this) and resigna­
tion are the most important coping strategies nega-
tively influencing QoL. Self-accusation (tend to blame 
myself) was a significant predictor of bodily pain, lower 
vitality, emotional role functioning and in the first place 
lower mental health in univariate analysis. These three 
components are all part of overall negative strategy de-
fined in SVF-78  method by authors. Negative coping 
strategies tend to increase experienced stress. We can 
carefully state the factor of emotional distress and res-
ignation decrease almost the all QoL components in 
our study. As regards our interpretation of coping strat-
egies as predictors of change of QoL following treat-
ment, we based our work on the presumption that 
various coping strategies are variously adaptive, de-
pending on a  specific situation. Our results are sup-
ported by the prospective research study with a breast 
cancer cohort that showed a statistically significant link 
between “negative adjustment” (as assessed by a help-
lessness/hopelessness subscale, together with items re-
garding anxious preoccupation, fatalism, and avoidance) 
and increased risk of death and relapse after 5  and 
10 years [23]. A consistent finding across several studies 
is that self-blame is associated with poorer adjustment 
among women with breast cancer [24–26].

Health care practitioners are encouraged to notice 
feelings of helplessness and hopelessness in their pa-
tients, to observe if patients seem lost in handling the 
difficult situation and tend to resign. They should be also 
attentive to a coping behaviour when patients seem to 
avoid the difficult situation, they pretend the difficult sit-
uation does not exist or if they tend to blame themselves 
that being ill is their fault. All of these negative coping 
strategies result in a  poorer QoL after treatment and 
health care practitioner should recommend psychologi-
cal and psychotherapeutical care as well. Coping strate-
gies are mainly adopted and learnt throughout the life 
and therefore it is possible to change them and learn 
new ways of coping that are more adaptive.

On the other hand, health care practitioners can sup-
port patients to adopt more beneficial coping strat-
egies such as realizing that a  person has power over 
owns inner experience and can have behaviour under 
control. This strategy is associated with a  higher gen-
eral satisfaction in life and has a positive influence on 
interpersonal relationships. The coping strategy of 
fighting spirit, of not giving up, holding on while deal-
ing with a severe illness turns out to be connected with 

a higher satisfaction in marriage which can further sta-
bilize a person’s life.

Greater age was connected to decreased satisfaction 
with leisure time, but on the contrary, patients of greater 
age had higher level of satisfaction with their health condi-
tions, probably due to less expectations of older patients 
compared to younger in order to their health. Higher BMI 
negatively influenced the perception of personality. Being 
overweight or obese has a negative impact on QoL and its 
change over time in patients with breast cancer [27–29].

Disease-related factors as predictors of QoL 
following treatment
Stage of disease and relapse 
Stratification according to clinical stages is of particu-
lar concern given that the stage of disease in itself can 
affect QoL [30]. Furthermore, breast cancer treatment 
is usually more intense and is stretched over longer pe-
riods of time in advanced stages of the disease. In our 
study, the only statistically significant clinical param-
eters in multivariate models were the fourth stage of 
the disease as a predictor of lower vitality and mental 
health in SF-36, and was significant multivariate factor 
for almost all FACT-B components. The relapse occur-
rence was linked to lower physical well-being and more 
additional concerns, and negatively influenced sexual-
ity. An earlier stage of cancer was found to be a predic-
tor for an improvement in physical health-related quality 
of life (HRQoL) [7]. Ivanauskiene [11] evaluated self-re-
ported HRQoL within 1 year after breast cancer diagnosis 
in order to determine important factors associated with 
self-reported impaired HRQoL. 

It is expectable that relapse and the fourth stage of the 
disease negatively influence the QoL. Even though it is 
a logical connection, we would like to emphasize this point 
by understanding that patents suffer not only on a physi-
cal plane but also their QoL is dropping enormously. While 
relapse negatively influences physical well-being and sex-
uality, the fourth stage of disease negatively influences 
the vitality and mental health.

Limits of study
Our study has its limitations. Our sample is relatively 
small. A longitudinal study with respect to baseline QoL 
prior to cancer treatment should be realised in future.

Conclusions 
Our findings suggest a significant predictive power of 
disease-related factors (stage of disease, recurrence) 
and of patients’ characteristics (BMI, age, certain coping 
strategies) with respect to QoL following treatment. 
The predictive potential of examined active control 
coping strategies as well as negative coping strategies 
for QoL has yet to be investigated more thoroughly. 
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