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 Abstract: Breast cancer is the most common cancer among women and the manifestation of pain is frequent, 

can occur at all stages of the disease, as well as being a consequence of various diagnostics and therapeutics 

approaches. The aim was to describe the pain in breast cancer women and its relation to the disease, report the 

main anatomical sites of pain, identify the occurrence of pain in the last 24 hours and check the intensity of pain 

related or unrelated to breast cancer. A descriptive study involving outpatient women diagnosed with breast 

cancer at any stage of the disease or treatment, from November 2011 to April 2012. The interviews were 

conducted with the oncology outpatients from Hospital Urgencies of Sergipe, using a screening questionnaire 

elaborated by the researchers and the Brief Pain Inventory (BPI). As results, 90 women aged 27-80 years old 

were interviewed, 59 (66%) did not relate the pain with breast cancer and 73 (81%) reported no pain before the 

illness. Only 34 women (38%) reported pain in the last 24 hours negatively affecting the ability to walk, sleep 

and mood. The average pain on a scale from 0 to 10 was 4.8. The major anatomical sites of pain were the upper 

extremities (23%), lower limbs (21%) and spine (15%). Fifty-nine (66%) of the women interviewed did not 

relate pain with breast cancer, highlighting the upper extremities as major anatomical sites of pain. The pain 

was present, in the last 24 hours, in 38% of women, in mild intensity and interfering with quality of life. 
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I. Introduction 
Breast cancer is the type of cancer with the highest incidence among women. In Brazil, it is the leading 

cause of death from malignant diseases. Each year, about 20% of new cancer cases in women are breast cancer 

and it is estimated to 2016/2017 the appearance of 57.960 new cases [1]. Despite advances in diagnosis and 

treatment of malignant neoplasm of the breast, surgical interventions are the techniques used further. Among the 

complementary therapies for the treatment of breast cancer, some are used: chemotherapy, radiotherapy and 

hormonal therapy, which can be used in neoadjuvant way, adjuvant or palliative [2-3]. 

Although the therapeutic approach to breast cancer brings many benefits, there may be immediate or 

late complications, and pain as a common symptom. Pain can be defined as an unpleasant sensory and emotional 

experience, which may or may not be associated with tissue damage [2,4]. The fact that pain is a subjective and 

individual phenomenon, involving the physical, mental and emotional [5-6], can often make it be misunderstood 

and underestimated [7]. 

The measurement of pain in cancer patients can be carried out by one-dimensional and multi-

dimensional instruments and so, depending on the test and instrument, cancer pain may occur in about 50% of 

patients with early-stage cancer and in 90% of those with advanced disease [8-9]. It is noteworthy that about 

80% of cancer patients present pain at some point of the disease [10]. 

It is important to determine the cause of pain, or to identify its presence or if the pain are not related to 

cancer [11-12]. Pain of cancer patients may be associated with multiple etiologies, directly or indirectly related 

to the organ affected by the primary tumor and its metastases, the antineoplastic therapy and investigative 

methods (biopsies and tests related) or may not be associated to the cancer. 

Given this context, the aim of this study is to check whether there is a relationship between breast 

cancer and cancer pain, and describe the main anatomical sites of pain, the occurrence of pain in the last 24 

hours and its relation or not to breast cancer. 



Etiology And Frequency Of Self-Report Pain In Women With Breast Cancer 

DOI: 10.9790/0853-150805148152                           www.iosrjournals.org                                             149 | Page 

II. Materials and Method 
A descriptive, quantitative study, was conducted at the Hospital Urgencies of Sergipe (HUSE) in the 

Oncology Clinic, in a period from November 2011 to April 2012. The study was approved by the Research 

Ethics Committee of the Federal University of Sergipe (UFS) as paragraph CAAE: 0552.0.000.107-11. 

Participants signed the Informed Consent (IC), ensuring the ethical aspects set out in Decree 196/96 of the 

National Council of Health of Ministry of Health. 

The sample size was calculated based on the prevalence of pain in 44% of women with breast cancer 

[11], with test power of 80% and a significance level of 5%. They included 90 women diagnosed with breast 

cancer in outpatient treatment, with communication skills and understanding preserved. 

A standardized interview technique to collect personal, clinical and pain data was used. To measure the 

pain, the Brief Pain Inventory (BPI) was used. It is an instrument composed of 15 items, divided into two parts: 

first, evaluate the location and intensity of pain in 8 questions. The location is indicated by the women in a body 

chart and the intensity of pain is assessed by the patient with reference the last 24 hours on a numerical scale 

from 0 to 10, where 0 is no pain and 10 is the most severe pain. The second part evaluates the interference of 

pain related to the life of the patient as general activity, sleep, mood, ability to walk, work, way to enjoy life and 

relationships with people. The pain interference is also evaluated using numeric scale of 0 to 10 where 0 

represents no pain interference and 10 shows the pain interferes completely in some aspects of life of patients 

[13]. To evaluate the relationship of pain with cancer, we used the chi-square test of Pearson and Fisher exact, 

the Mac Excel 2011 and SPSS (Statistical Package for Social Sciences) version 20 demo. 

 

III. Results 

The sample included 90 women. The age ranged from 27 to 80 years old, mean of 49.0 (± 10.2) years 

old. Regarding ethnicity, 64 (71%) were white, 58 (64%) had no partners and the predominant religion was 

Catholic (67%). More than half, 46 (51%) attended to the primary school and most on leave from work for own  

health. The average time of diagnosis was 31.9 (± 34.4) months and ten women had metastasis (Table 1). 

 

Table 1. Personal and clinical characteristics of women with breast cancer (n = 90). Aracaju, Sergipe, Brazil. 
Characteristics N (%) 

Age  49.0* (±10.2)  

Diagnostic time (months) 31.9* (±34.4) 

Ethnicity  

 White 26 (29) 

 Others 64 (71) 

Marital Status  

 With partner 32 (36) 

 No partner 58 (64) 

Religion  

  Catholic 60 (67) 

  Spiritualist 6 (7) 

  Evangelical 23 (26) 

  Other 1 (1) 

Education  

 No schooling 4 (4) 

 Incomplete primary 3 (3) 

 Elementary school 46 (51) 

 High school 22 (24) 

 Graduation/ Post graduation 15 (16) 

Work situation  

 Retired 16 (18) 

 Autonomous 10 (11) 

 Without job 15 (17) 

 Housekeeper 10 (11) 

 Sick leave 39 (43) 

Metastasis Yes 10 (11) 

 No 80 (89) 

* Expressed as mean values (± standard deviation) absolute value (%). 

 

Related to pain, there was a higher proportion of women 73 (81%) who felt no pain before the 

diagnosis of cancer. When asked about their pain, 59 (66%) women did not related pain to cancer. Regardless of 

pain etiology, more than half of the sample 56 (62%) did not report pain in the last 24 hours (Table 2). 

 

Table 2. Frequency of pain reported by women with breast cancer (n = 90). Aracaju, Sergipe, Brazil. 
Data on pain  n (%) 

Pain related to disease Yes  31 (34) 
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 No 59 (66) 

Feel pain before cancer Yes  17 (19) 

 No 73 (81) 

Pain in the last 24 hours Yes  34 (38) 

 No 56 (62) 

 

Among the 34 women (31%) who reported pain in the last 24 hours, the average worst pain was 6.2 (± 

2.6). Moreover, the pain was responsible for greater interference in the ability to walk, sleep and mood (Table 

3). 

 

Table 3. Intensity and interference of pain in the last 24 hours (n = 34). Aracaju, Sergipe, Brazil. 
Data on pain Mean (± standard deviation) 

Worst pain in the last 24 hours 6.2 (±2.6) 

Weaker pain you felt in the past 24 hours 2.4 (±2.0) 

Average pain 4.8 (±2.0) 

How much pain is now 3.9 (±2.8) 

As the pain interfered in last 24 hours  

       Overall activity 3.9 (±4.0) 

       Humor 5.0 (±3.9) 

       Ability to walk 5.7 (±4.0) 

       Work 2.8 (±4.0) 

       Relationships with others 3.9 (±4.0) 

       Sleep 5.6 (±4.0) 

       Enjoy life 2.2 (±3.7) 

 

There was no significant difference in self-reported pain related to disease in those women with 

metastasis and without metastasis. Similarly, there was no significant difference between those women who had 

pain or not before the cancer. However, the presence of pain in the 24 hours was significant among women who 

have related pain to cancer (Table 4). 

 

Table 4. Relationship between pain and other factors (n = 90). Aracaju, Sergipe, Brazil. 
 Pain related to disease P - value 

Yes No Total  

Metastasis     

    Yes 4 (13%) 6 (10%) 10 (11%) 0.695 

    No 27 (87%) 53 (90%) 80 (89%) 

Feel pain before cancer     

    Yes 9 (29%) 8 (14%) 17 (19%) 0.075 

    No 22 (71%) 51 (86%) 73 (81%) 

Pain in the last 24 hours     

    Yes 22 (69%) 12 (20%) 34 (38%) < 0.001 

    No 10 (31%) 47 (80%) 57 (62%) 

 

In the body diagram, the patients showed main anatomical sites of pain upper limbs (UL), followed by 

the lower limbs (LL) and spinal column, with 23%, 21% and 15% respectively (Figure 1). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Body Diagram representing the anatomical sites of pain (n = 34). 

 

IV. Discussion 
Pain is a frequent event in patients with malignancies and can be modified in the face of therapeutic 

or disease progression [9,12,14]. The perception and response to pain vary among patients with the same disease 
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that have equal length and location, leading to different pain intensities. These individual differences may be 

related to gender, race, education, family history and also the emotional experiences and feelings that directly 

influence the painful sensation [5.15]. 

In this study the average age of women with breast cancer was 49 years old, representing a young 

population compared to the values found in the literature, in which the average age is 61 years old [16]. Most 

women were nonwhite race, and there was no significant difference between race and presence of pain. 

However, the literature indicates that nonwhite were twice as likely to feel more pain and the age and 

educational level were not associated with pain [6]. Among the women studied, the prevalence of pain was 

higher in those with low education, probably for fear of dependence on drugs used for analgesia. Some authors 

found that low or medium level of education was related to a significantly higher risk of pain compared to 

patients with higher level of education [14]. 

The prevalence of cancer pain can vary from 53% to 60% [11,14,17] and in women with breast 

cancer from 23% to 47% [11,18]. While many studies show high prevalence of pain among cancer patients 

[12,14,17], this study found through the report of the majority of women that the presence of pain was not 

related to breast cancer. 

Draws attention, the fact that most women have no pain related to cancer, data consonants to another 

study in which it was observed that females attributed the pain to a greater extent of factors unrelated to cancer 

[11]. This can be hypothesized by the fact that women show more resilience to situations that cause pain and 

suffering, experienced situations such as labor and delivery, breastfeeding, which are inherent to the female 

gender, may have contributed to a different perception of pain intensity. 

On the other hand, some studies have shown a higher prevalence of pain and increased sensitivity 

among women than men. In addition, sex hormones also affect the pain sensitivity threshold and pain tolerance. 

Many states of chronic pain are more frequent and more aggressive in women, such as migraine, rheumatic pain 

and cardiology. Still, the response to opioid analgesics, and also shows difference when related to the genre [19]. 

A recent cohort study of patients with advanced cancer found that pain was not restricted to specific 

tumors and no difference was found between the prevalence of pain with the type of tumor [20]. However there 

are reports of high prevalence of moderate and severe pain in patients undergoing cancer treatment with head 

and neck cancer, gastrointestinal and breast [21]. Another author, previous years, also noted that patients with 

gastrointestinal cancer, lung, breast and hematological had a higher incidence of moderate to severe pain [14]. 

As this study involved only women with breast cancer and most of them had undergone surgical 

treatment, it is expected more frequent pain in the upper limbs. This is due to factors related to surgery, such as 

axillary lymphadenectomy, intercostal nerve injury, lymphatic alterations and extension of the scar [22]. 

Although most women have no pain related to cancer, those who reported pain in the last 24 hours, 

the average of this pain interfered negatively on the ability to walk, sleep and mood. A recent study showed that 

75% of patients reported difficulty falling asleep or staying asleep and 19% had insomnia, and these difficulties 

could exist before the disease and have exacerbated after the diagnosis of cancer [23]. Sleep disorders are 

common in patients with cancer and are present in 30% to 50% of patients with breast cancer, and, insomnia a 

common complaint [24]. 

Another study, also using BPI, noted that the interference of pain in women living functions with 

breast cancer was small and the interference in the mood the most affected [25]. Moreover, the literature 

indicates that the intensity of pain can vary across the realization of complementary therapies [25], but as in the 

present study was not considered whether the women were either not being treated with radiation or 

chemotherapy at the time of interview, are limited inferences. 

We suggest conducting further research to address the reasons for women with breast cancer refer 

more pain unrelated to cancer and its mechanisms, as well as a multidisciplinary assessment of the treatment of 

nonmalignant pain in order to improve the quality of life of patients. 

However, better survival rates in patients with breast cancer have been observed in recent years. 

Although most women with this disease have a favorable prognosis, the disease and its treatment are associated 

with debilitating symptoms [21]. 

 

V. Conclusion 
More than half of the women interviewed did not relate pain with breast cancer. During the last 24 

hours, the pain was present in 38%, negatively interfering with the ability to walk and sleep, and were located 

mainly in the upper limbs. 

The identification of the profile of women undergoing outpatient cancer treatment allows to know the 

characteristics of this population and enable the clinical use of such data by the multidisciplinary team, 

encouraging the development of appropriate intervention strategies every woman in order to minimize the pain. 
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