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Sociodemographic, clinical, and family profile of women recently 
diagnosed with cancer

Abstract

In 2018, there were 227,920 deaths in Brazil due to neoplasms, 19,692 referring to the female population in the northwest 
of the state of Rio Grande do Sul. It is estimated that by 2020, 115,780 new cases of cancer affected the Brazilian 
female population, which justifies the main focus of the present study. This study assessed the association between the 
sociodemographic, clinical, and family characteristics of women recently diagnosed with cancer and their place of residence. 
This is a cross-sectional and observational study, in which data collection took place from August 2018 to January 2019 
through the application of a questionnaire applied to 143 women recently diagnosed with cancer. These subjects were 
attended in a High Complexity Oncology Center (CACON) of a size IV general hospital (300 or more beds) which were 
subdivided into three groups: Rural, Urban without Rural Exposure, and Urban with Rural Exposure. It was found that 51% 
of women were under the age of 60 years old, and comorbidities such as obesity, depression, and breast cancer showed 
a significant association in relation to the place of residence (p=0.035, p=0.028 p=0.032, respectively). It is concluded that 
despite the urban environment providing greater infrastructure in the diagnosis, treatment, and measures to prevent the 
occurrence of cancer, urban, rural and women exposed to the rural environment, demonstrated similar occurrences for the 
incidence of some types of cancers.
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INTRODUCTION

Cancer is a leading cause of death 
worldwide1. The World Health Organization 
and the International Agency for Research on 
Cancer anticipated, in their global report, an 
increase of 60% of cancer cases in the next 
two decades, with a higher rate of about 81% 
in low- and middle-income countries, with 
lower survival rates2. In 2018, there were 

227,920 deaths in Brazil due to neoplasms, 
with a higher incidence in the southeast 
region. The Southern region occupied the 
third place in the ranking, with 43,141 deaths 
and, of these, 19,692 refer to the female 
population3. One in six women is diagnosed 
with cancer, the most common of which are 
breast and cervical cancers4.
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In countries with a low- and middle-
income profile, such as Brazil, the Unified 
Health System (SUS) is the main healthcare 
program in the treatment of cancer, which 
is a worldwide example in terms of public 
healthcare programs, promoting the equal 
access to the actions and services provided. 
However, this has some limitations, such as: 
the difficulty of accessing consultations, the 
waiting time, and the lack of proper conditions 
for hospitalization, and these factors can 
worsen the prognosis and survival of this 
population5.

Based on the main focus of the present 
study, the female population represents 49.5% 
of the world population; however, they form a 
greater proportion among those over the age 
of 60, with a greater association between the 
occurrence of cancer and aging3. In Brazil, for 
the year 2020, the National Cancer Institute 
José Alencar Gomes da Silva estimates that 
the most common neoplasms in the female 
population are breast cancer, corresponding 
to 66,280 new cases; followed by colon and 
rectal cancer, estimated at 20,470 cases; 
cervical, which presents 16,590 new cases; 
and cancer of the trachea, bronchus, and lung 
totaling 12,440 new expected cases6.

Differential patterns of cancer incidence 
and mortality are observed among rural and 
urban communities worldwide since the 
degree of urbanization interferes with the 

prognosis of the disease. In other words, 
the more urbanized they are the greater 
their access is to health, to the possibility 
of adequate diagnosis and treatment; while, 
rural places have higher numbers and later 
diagnoses, and sometimes it is more difficult 
to carry out the treatment due to the distance 
between their homes and the treatment 
centers7. Dealing with the cancer burden 
upon women is important not only for its 
impact on health, but also for addressing 
gender inequalities and recognizing the role of 
women, as a social and economic condition, 
and their importance within the family3.

However, even though the relationship 
between the difference of locations with 
cancer is recognized, studies that investigate 
their influence on the prevalence of cancer 
are still scarce, especially those with a female 
population. Therefore, this study seeks new 
information to assist health professionals in 
daily coping with cancer prevention and early 
detection, assisting them in implementing 
protocols that help in their management and 
that contribute to national and international 
agendas, which include cancer reduction/
coping as one of their goals.

Given the above, the objective of this study 
was to evaluate the association between 
the sociodemographic, clinical, and family 
characteristics of women recently diagnosed 
with cancer and their place of residence.

METHODOLOGY

The present study presents a cross-sectional, 
quantitative, descriptive, and analytical design. 
Cross-sectional research consists of evaluating 
the population in a single moment in time, along 
with exposure and outcome8. The descriptive 
method allows to define the studied variables, 
while the analytical design investigates the 

association/relationship between them9. 
Quantitative research emphasizes reasoning 
and measurable aspects of human experience 
and allows to establish a theory based on 
concepts converted into variables9.

Data collection took place from August 
2018 to January 2019, in a Center of High 
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Complexity in Oncology (CACON), located in 
a size IV hospital (300 beds or more), assigned 
to the Northwest region of the State of Rio 
Grande do Sul. CACON has chemotherapy, 
radiotherapy, brachytherapy, and clinical 
research services, which propel this service at 
national and international level, considered a 
referral center in the evaluation of the safety 
and efficacy of new drugs for the treatment of 
cancer.

The sampling was of the intentional type and 
143 women diagnosed with cancer were selected, 
inserted to start cancer treatment with CACON. 
These were subdivided into 3 groups: Rural 
Group (RG) composed of women with only rural 
residence; Urban Group without Exposure (UG), 
composed of women who lived exclusively in 
the urban area throughout their lives; and Urban 
Group with Rural Exposure (UGRE), composed 
of women who currently lived in the urban area, 
but at some point, they lived in rural areas.

The inclusion criteria were: women over 18 
diagnosed with cancer, resistant in rural, urban 
areas or urban areas with rural exposure and 
who have not yet started cancer treatment. 
The exclusion criteria were: displaying difficulty 
or inability to understand questions of the 
research instrument.

The research participants were approached 
during the first consultation at CACON, prior 
to therapy, in a private room. At that time, 
they received information about the study 
and, when they agreed to join the studied 
population, they were presented with the 
Informed Consent Form (ICF), which, after 
reading and clarifying doubts, was signed in 
two copies, one remaining with the researcher 
and the other with the participant.

Data were collected through the application 
of a questionnaire, with socio-demographic, 
clinical, lifestyle habits, comorbidities, and 
types of cancer variables, completed by the 
patient herself. The research variables were 
initially inserted into a database using the 
Statistical Package for Social Science (SPSS) 
program, version 23.0 and analyzed with 
descriptive and analytical statistics. Descriptive 
analyses were presented as mean and standard 
deviation, relative and absolute frequency, and 
associations between groups were performed 
using the Chi-squared test and Fisher's exact 
test. For all tests, a value of p≤5% (p≤0.05) was 
considered statistically significant10.

This research was approved by the Ethics 
and Research Committee of the Cruz Alta 
University, under opinion no. 2.626.873.

RESULTS

143 women were interviewed, and they 
were subdivided into 3 groups: Rural Group 
(RG) with 42 (29.4%) women; Urban Group 
(UG) with 14 (9.8%) women; Urban Group 
with Rural Exposure (UGRE) with 87 (60.8%) 
women. Regarding the total study population, 
50.34% are under 60 years of age; 53.84% had 
a fixed partner; 70.63% completed elementary 
school. The difference in women's marital status 
associated with the different residencia groups 
showed a significant difference (p=0.0068), 

differently from the variable age (p=0.676) and 
education (p=0.244) (Table 1).

In Table 2, it can be seen among the total 
number of participants that: 23.78% had 
difficulty getting pregnant, with the RG and 
UG prevailing; 9.1% use oral contraceptive 
drugs, with a higher frequency among 
those from UG; 1.4% of women underwent 
hormone replacement, all of which were from 
the RG, with a significant difference (p=0.013). 
In addition, 33.6% reported abortion in 
the family and 13.3% fetal malformation in 
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the family, with no significant association 
between groups.

Table 3 shows that the comorbidities 
obesity (p=0.035) and depression (p=0.028) 
associated with different places of residence, 
showed statistical significance. The 
other diseases, such as Systemic Arterial 
Hypertension (SAH), Acute Myocardial 
Infarction (AMI), Angina, Stroke (AVC), 
Cardiovascular Disease in the family (CVD), 
Hypercholesterolemia, Hepatitis, Kidney 
Disease, Asthma/Bronchitis, Rheumatoid 
Arthritis, Thrombosis, Anemia in the family, 

Parkinson's, Alzheimer's, and Smoking, had 
no significant differences between groups 
(p>0.05).

Regarding the incidence of different types 
of cancer, the main one was breast cancer, 
reported by 30.9% of rural women and 26% 
of urban women, followed by tracheal cancer, 
which was more frequent among the RG (2, 
4%) and UG (9.2%), and cervical cancer, 
which was more prevalent among those from 
UG (5.7%) and those from UGRE (14.3%). 
The breast cancer index between the groups 
was significantly significant (p=0.032).

Table 1– Sociodemographic characterization of women with cancer recently diagnosed and assisted in a CACON of a 
general hospital, stratified from rural to urban. Ijuí, 2019.

RG
n (%)
n=42

UG
n (%)
n=87

UGRE
n (%)
n=14

p

Age (years)
≤60 22 (52.4) 45 (51.7) 5 (35.7) 0.676&

≥61 20 (47.6) 42 (48.3) 9 (64.3)
Marital Status
With partner 30 (71.4) 41 (47.1) 6 (46.2) 0.0068*&

Without partner 12 (28.6) 46 (52.9) 7 (53.8)
Education
CESa 37 (88.1) 54 (54.5) 10 (90.9) 0.244#

IESb 3 (7.1) 17 (22.7) 0 
CHSc 2 (4.8) 4 (5.3) 1(9.1)

 
Caption: a = Complete Elementary School; b = Incomplete Elementary School; c = Complete High School; & = Chi-squared test; # = Fischer test; 
p≤0.05.
OBS: The number of each variable is related to the number of women who answered the question. RG- Rural Group, UG - Urban Group, UGRE - 
Urban With Rural Exhibition.
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Table 2– Physiological events by participants with cancer recently diagnosed and assisted in a CACON of a general 
hospital, stratified from rural to urban. Ijuí, 2019.

RG
n (%)
n=42

UG
n (%)
n=87

UGRE
n (%)
n=14

p

Difficulty in getting pregnant

Yes 13 (30.9) 21 (24.1) 0 0.233&
No 29 (69.1) 66 (75.9) 14 (100)
Use of oral contraceptives
Uses 3 (7.1) 7 (8.2) 3 (23.1) 0.078#

Never used 9 (21.4) 32 (37.6) 6 (46.2)
Already used 30 (71.4) 46 (54.1) 4 (30.8)
Menopause
Yes 11 (26.2) 24 (27.9) 1 (7.1) 0.625&

No 31 (73.8) 61 (70.9) 13 (92.9)
Hormone Replacement
Yes 2 (6.5) 0 (0.0) 0 0.013#

Never used 28 (90.3) 61 (92.4) 9 (90)
I have used before 1 (3.2) 5 (7.6) 1 (10)
Abortion in the Family
Yes 14 (33.3) 27 (31.0) 7 (50) 0.572&

No 28 (66.6) 60 (69.0) 7 (50)
Prematurity in the Family
Yes 9 (21.4) 11 (11.0) 1 (7.1) 0.484&

No 33 (76.7) 76 (87.4) 13 (92.9)
Malformation in the Family
Yes 8 (19.0) 9 (10.3) 2 (14.3) 0.577&

No 34 (81.0) 78 (89.7) 12 (85.7)
Cancer in the Family
Yes 27 (64.3) 56 (64.4) 9 (64.3) 0.988&

No 15 (35.7) 31 (35.6) 5 (35.7)
 
Caption: & = Chi-squared test; # = Fischer test p≤0.05
OBS: The number of each variable is related to the number of women who answered the question. RG- Rural Group, UG - Urban Group, UGRE - 
Urban With Rural Exhibition.
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Table 3– CComorbidities of women with cancer recently diagnosed and assisted in a CACON of a general hospital, 
stratified from rural to urban. Ijuí, 2019.

RG
n (%)
n=42

UG
n (%)
n=87 

UGRE
n (%)
n=14 

p

SAH a

Yes 24 (57.2) 46 (53.5) 9 (64.3) 0.787&

No 18 (42.8) 40 (46.5) 5 (35.7)
AMI b

Yes 4 (9.5) 3 (3.5) 0.109#

No 38 (90.5) 84 (96.5)
Angina
Yes 9 (20.9) 12 (13.8) 3 (21.4) 0.534&

No 34 (79.1) 75 (86.2) 11 (78.6)
Stroke c

Yes 3 (7.2) 5 (5.7) 1 (7.1) 0.990#

No 39 (92.8) 82 (94.3) 13 (92.9)
CVD d 
Yes 26 (61.9) 43 (49.4) 7 (50) 0.569&

No 16 (38.1) 43 (49.4) 7 (50)
Hypercholesterolemia
Yes 15 (34.9) 26 (29.9) 5 (37.5) 0.760&

No 28 (65.1) 61 (70.1) 9 (64.3)
DM e

Yes 5 (11.9) 16 (18.4) 1 (7.1) 0.611&

No 37 (88.1) 71 (81.6) 13 (92.9)
Hepatitis
Yes 4 (9.5) 6 (6.0) 0 0.532#

No 38 (90.5) 81 (93.1) 14 (100)
Kidney disease
Yes 4 (9.3) 4 (4.6) 3 (21.4) 0.154#

No 39 (90.7) 83 (95.4) 11 (78.6)
Asthma / Bronchitis
Yes 6 (14.0) 10 (11.5) 2 (14.3) 0.029&

No 37 (86.0) 77 (88.5) 12 (85.7)
Rheumatoid arthritis
Yes 14 (32.6) 26 (30.2) 4 (28.6) 0.973&

No 29 (67.4) 60 (69.8) 10 (71.4)
Obesity
Yes 2 (4.7) 13 (14.9) 5 (35.7) 0.035*#

No 41 (95.3) 74 (85.1) 9 (64.3)
Thrombosis
Yes 1 (2.3) 1 (1.0) 0 0.707#

No 42 (97.7) 86 (98.9) 14 (100)
to be continued...
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RG
n (%)
n=42

UG
n (%)
n=87 

UGRE
n (%)
n=14 

p

Yes 0 (0.0) 1 (1.0) 0 0.885#

No 43 (100.0) 86 (98.9) 14 (100)
Parkinson’s
Yes 0 (0.0) 1 (1.0) 0 0.885#

No 43 (100.0) 86 (98.9) 14 (100)
Alzheimer’s
Yes 1 (2.3) 1 (1.1) 0.536#

No 42 (97.7) 86 (98.9)
Depression
Yes 17 (39.5) 30 (34.5) 5 (35.7) 0.028&

No 26 (60.5) 57 (65.5) 9 (64.3)
Smoking
Yes 8 (18.6) 13 (14.9) 2 (14.3) 0.111*
No 33 (76.7) 53 (60.9) 11 (78.6)
Already smoked 2 (4.7) 21 (24.1) 1 (7.1)

Caption: a = Systemic Arterial Hypertension; b = Acute Myocardial Infarction; c = Stroke; d = Cardiovascular disease; e = Diabetes Mellitus; & = chi-
squared test; # = Fischer test p≤0.05.
OBS: The number of each variable is related to the number of women who answered the question. RG- Rural Group, UG - Urban Group, UGRE - 
Urban With Rural Exhibition.

continuation table 3...

Table 4– Types of Cancer of women recently diagnosed and assisted in a CACON of a general hospital, stratified from 
rural to urban. Ijuí, 2019.

GR
n (%)
n=42

UG
n (%)
n=87

UGRE
n (%)
n=14

Total
 (%)

n=143
p

Uterus
Yes 1 (2.4) 4 (4.6) 0 5 (3.5) 0.722#

No 41 (97.3) 83 (95.4) 14 (100) 138 (96.5)
Breast
Yes 13 (30.9) 26 (26.0) 0 39 (27.3) 0.032&

No 29 (69.0) 61 (70.1) 14 (100) 104 (74.7)
Cervix
Yes 0 (0.0) 5 (5.7) 2 (14,3) 7 (4.9) 0.176#

No 42 (100.0) 82 (94.3) 12 (85,7) 138 (96.5)
Vulva
Yes 0 (0.0) 2 (2.3) 0 2 (1.4) 0.728#

No 42 (100.0) 85 (97.7) 14 (100) 141 (98.6)
Colon-Rectum
Yes 1 (2.4) 2 (2.3) 2 (14,3) 5 (3.5) 0.127#

to be continued...
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RG
n (%)
n=42

UG
n (%)
n=87

UGRE
n (%)
n=14

Total
 (%)

n=143
p

No 41 (97.3) 85 (97.7) 12 (85,7) 138 (96.5)
Trachea
Yes 1 (2.4) 8 (9.2) 0 9 (6.3) 0.253#

No 41 (97.6) 79 (90.8) 14 (100) 134 (93.7)
Non-Melanoma
Yes 1 (2.4) 1 (1.1) 0 2 (1.4) 0.263#

No 41 (97.3) 86 (98.9) 14 (100) 141 (98.6)
 
Legend: & = Chi-squared test; # = Fischer test p <0.05
OBS: The number of each variable is related to the number of women who answered the question. RG- Rural Group, UG - Urban Group, UGRE - 
Urban With Rural Exhibition.

continuation table 4...

DISCUSSION

Among the types of cancer referred to in 
the present study, it was found that half of 
them occurred in women, under the age of 60 
years. The literature points to an association 
between population aging and an increase 
in the number of cancer cases11. These 
authors mention the lack of healthy habits, 
smoking, poor diet, physical inactivity, sexually 
transmitted infections, and late diagnosis 
and early treatment, as the main factors to 
justify this increase; and some of these will be 
discussed in this article. On the other hand, De 
Freitas et al.5 explains that health care is more 
evident in the female population with older 
ages, which are more concerned with their 
well-being and health, and these individuals 
occupy about 60% of the diagnosis centers or 
medical specialties.

Most of the study participants live in the urban 
area. Batista et al.12 found a high frequency of 
women who came to the institution diagnosed 
with cancer in advanced stages; thus, not living 
close to a health service center was associated 
with the late diagnosis already in an advanced 
stage. This variable was not evaluated in the 
present study. The predominance of patients 
in the urban perimeter can be justified by 
data from the IBGE, which in 2010 reported a 
greater number of women with cancer in the 

municipality of Ijuí (91%)13.
Regarding marital status, it was found that 

rural residents are mostly married or live with 
a fixed partner, this association is significant. 
Silva et al.14 mention that marriage is a factor of 
residing in rural areas and that those who seek 
an education, work, and personal fulfillment 
migrate from rural to urban areas. The male 
presence, as supporters of cancer patients, 
reflects on the prognosis of the disease, making 
the experience with cancer less traumatic for 
women15.

The results of the present study reveal that 
the education of women residing in urban 
areas is higher than that of residents exclusively 
in rural areas; however, without significant 
association. Cardoso et al.16 show in their study 
that women residing in the urban area have 
between five and eleven years of study, while 
those in the rural area have up to eight years 
of study.

A percentage of women in this study 
reported difficulties in becoming pregnant. 
There are numerous factors that trigger this 
problem, such as: anovulation, age, blockages 
of the uterine tubes, interruption of nesting, 
hormonal problems, among others17. One of 
the factors pointed out by Garcia et al.18 is 
the intensive use of pesticides with infertility, 



and the use of these agents can generate 
intoxication, and consequently, cause acute 
and chronic damage, such as impotence, 
abortion, malformations, neurotoxicity, 
hormonal dysregulation, effects on the immune 
system, and cancer.

In 2013, according to the IBGE, for every 
thousand women interviewed, throughout 
Brazil, aged between 18 and 45 years, they had 
not been successful in initiating a pregnancy, of 
which 83.9% were urban residents19. This data 
is similar to that of the present study in terms 
of the frequency of occurrence, but it differs as 
to the place of residence, since in the present 
study there was a predominance of women 
living in rural areas, or already exposed to it.

In the present study, part of the sample 
that resides in the urban environment, at some 
point had exposure to the rural environment. 
For Dutra et al.20, the urban-rural borders 
are increasingly closer, which can lead to 
the exposure of peri-urban residents to the 
contamination of pesticides. It is known that 
there are some variables that would need to 
be analyzed, such as time of exposure, type of 
exposure, and care given when exposed while 
considering that the intensity of exposure can 
influence this impact. In this study such data 
were not investigated.

During the data collection, few interviewees 
used oral contraceptives or hormone 
replacement therapy. Oral contraceptives and 
Hormone Replacement Therapy (HRT) have 
hormones in their composition. The study 
by Tian et al.21 sought to show the effects of 
estrogen and progesterone administration on 
cell proliferation and underlying mechanisms in 
breast cancer cells (MCF-7). The administration 
of estrogen or progesterone alone was 
sufficient to promote the proliferation of MCF-
7 cells, but the combined therapy had a greater 
harmful effect when compared to the use of 
isolated hormones.

Hormone replacement therapy is related to 
breast cancer, showing an increased risk, after 
the fifth year of drug therapy use, with greater 
potential if it is associated with estrogen 
and progesterone22. Souza et al.23, reported 

the contraindication of hormonal therapy 
for women with a family history of breast 
cancer, in which case alternative therapies 
are recommended to alleviate the climacteric 
effects.

The use of oral contraceptives occurs, most 
of the time, in a period far from the appearance 
of breast cancer, and evidence shows that 
women who used it for less than four years did 
not present a significant association with the 
development of breast cancer24. Regarding the 
use of contraceptives during cancer treatment, 
the physician must evaluate the case of each 
patient in individual terms. For some, the 
suspension of this hormonal therapy is the safest 
option, one of the reasons being the increased 
risk of thrombosis and vascular complications, 
and opting for the Intrauterine Device (IUD) 
or the use of condoms. However, in the case 
of the use of these agents, the patient must 
be accompanied by a qualified professional, 
so that they prescribe the most adequate 
contraceptive, which would not interact with 
the prescribed treatment and prevent possible 
risks25.

A percentage of women in the present study 
reported abortions and fetal malformations 
in the family, with no significant association 
between places of residence. De Stefani et al.26 

cite risk factors involved with such problems, 
pointing out that advanced maternal age may 
be a risk factor for the onset of aneuploidies, 
since it increases the chances of errors in the 
meiotic division to produce female gametes 
with aging. Also, race, pre-existing diseases, 
socioeconomic, and environmental conditions 
of pregnant women may predispose them to 
the incidence of fetal malformations27. In the 
present study, such characteristics of these 
women were not evaluated.

Still, regarding fetal malformation, the use 
of alcohol can be mentioned as an associated 
factor, which in pregnancy causes fetal growth 
restriction and smaller head circumference28. 
In addition to this, smoking, since nicotine is 
highly toxic, can also cause miscarriage, low 
weight, and premature births29.

Likewise, exposure to pesticides during 
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pregnancy and its relationship with the risks 
of fetal malformations serve as a risk factor 
for fetus prematurity as evidenced by an 
epidemiological study that points out that 
chronic exposure is associated30. It is also 
observed that, in microregions that have higher 
per capita use of pesticides there is a higher 
Apgar score with an evaluation considered 
unsatisfactory (<8), indicative of precariousness 
in the newborn's vital functions, as well as 
births before the end of the 22nd week, which 
usually results in neonatal death18. Thus, such 
data suggest the existence of a relationship 
of gestational risks to the fetuses of mothers 
exposed to pesticides.

Morbidities such as systemic arterial 
hypertension (SAH), cardiovascular diseases 
family history and obesity were frequent among 
the interviewees. Cardiovascular diseases have 
a high incidence and are independent of sex, 
but in women, it increases significantly during 
the climacteric period, and constitutes a public 
health problem31. This has been pointed out 
by De Aguiar et al.32 concerning patients who, 
at the diagnosis of cancer, already have some 
type of previous comorbidity, among them, the 
most incident are cardiovascular diseases.

Obesity was verified more frequently 
among those who live in urban areas and with 
rural exposure. Martins-Silva et al.33 point out 
that rural and urban areas differ from each 
other, in low- and middle-income countries, 
commenting in their work that there are 
higher rates of obesity reported among urban 
residents. However, the same authors report 
comparable values between the two situations 
in high-income countries, as urbanization and 
greater access to mechanization have been 
suggested as important factors for increasing 
the prevalence of obesity in rural areas. 
Obesity, when associated with a sedentary 
lifestyle, shows a direct relationship with the 
development of some neoplasms; the higher 
the value of the Body Mass Index (BMI), 
the greater the severity and the chances of 
metastasis or the development of the tumor 
itself, in addition to being related to increased 
mortality32.

Depression is the most common psychiatric 
disorder in cancer patients, with prevalence 
rates ranging from 22% to 29%34. These 
results are in line with the present study, in 
which depression affected an important portion 
of the sample. In Brazil, population-based 
studies in urban areas, developed by Soares et 
al.35 showed a prevalence of common mental 
disorders in women living in rural areas, from 
22.1% to 34.2%. Despite the relative scarcity 
of national studies, the prevalence of mental 
disorders in females ranged from 23.3% to 
66.9%. The most affected women were those 
with less education, who suffered an abortion, 
and who declared themselves to be smokers, 
since education has a direct relationship with 
mental health, influencing choices in life and 
the acquisition of new knowledge, which can 
contribute to attitudes and healthier behaviors. 
Moreover, as already discussed, such a disease 
may be associated with exposure to pesticides.

Biological factors, such as the deregulation 
of the hormonal axis associated with stress, and 
increased inflammatory response are common 
in patients with depressive disorders and have 
been considered as possible pathological 
mechanisms responsible for a worse prognosis 
for cancer patients36. Depressed patients 
may have little adherence to cancer treatment 
regimens or may develop harmful health 
behaviors, such as smoking34.

An important part of the female population 
studied, reported the use of tobacco. Since 
the beginning of the 1950s, the relationship 
between cigarette consumption and lung cancer 
has been established, and epidemiological 
studies have continuously identified 20 new 
cancer sites with causal links to tobacco use37.

Globally, 175 million women aged 15 and 
over are current smokers38. In 2013, the 
National Health Survey (NHS) was carried 
out by IBGE in partnership with the Ministry 
of Health and Fiocruz, updating data on the 
prevalence of Brazilian adult smokers, in which 
women living in the urban area, represented 
11% of the smoking population, which is 
similar to women living in rural areas, who 
represent 10.7%; percentages that are similar 
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to the findings in this study39.
According to the National Cancer Institute 

José Alencar Gomes da Silva (INCA)39, smoking 
and passive exposure to tobacco are important 
risk factors for the development of lung cancer 
and in about 85% of diagnosed cases, lung 
cancer is associated with the consumption 
of tobacco products. The risks of occurrence 
of the disease and the mortality caused by it 
are increased by the greater the intensity of 
exposure to smoking.

According to INCA39, in 2020, 66,280 new 
cases of breast cancer will be diagnosed, 
29.7% of all neoplasms estimated for the 
period. Second, it is estimated that it is colon 
and rectal cancer (9.2%), followed by cervical 
cancer (7.5%), and tracheal cancer (5.6%)6, 
which collaborates with results of this study, in 
which the most frequent types of cancer were: 
breast, cervix, and trachea.

Breast cancer is the most prevalent in the 
world in the female population and most 
common in women aged 45 to 65 years24. 
Main risk factors for breast cancer are age, 
genetics, and endocrine factors, and it is 
recommended that only 5 to 10% of the total 
cases correspond to hereditary character40.

Regarding the difference in care among 
oncological women and their place of 
residence, Ribeiro et al.6 affirm that, despite 
the fact that more urbanized states and capitals 
facilitating access to the health system, in their 
study, there was an increase in breast cancer 
mortality in both the more urbanized and less 
urbanized states. In relation to this study, the 
increase in the cancer mortality rate in more 
urbanized perimeters can be explained by the 
research by Hall et al.41, in North Carolina, who 
concluded that the predominant incidence in 
urban municipalities seems to be explained by 
the urban prevalence of registered hospitals 
and, consequently, the municipalities with 
these hospitals may have a higher incidence 
because of the increased detection of breast 
cancer.

The INCA explains that cervical cancer has 

possible risk factors such as the beginning of 
premature sexual activity, multiple partners, 
smoking, and prolonged use of birth control 
pills42. Regarding neoplasms, Mascarello et 
al.43 say that it has the highest potential for 
prevention and cure, in addition to a good 
prognosis, when diagnosed early; however, late 
diagnosis may be the main factor responsible 
for maintaining high mortality rates. Fernandes 
et al.44 state that the incidence of cervical 
cancer can be reduced by around 80% when 
cytological screening is implemented with 
quality. However, scenarios with a regular 
offer of tracking, demonstrate that there 
was no significant decrease in its incidence. 
Mascarello et al.43 concluded, as observed in 
the study, that the incidence of cancer was 
higher in women with lower educational levels 
and lower social classes.

As for lung cancer and trachea, its incidence 
increased in females. Mendonça et al.45 
explain that this type of cancer has stabilized 
or decreased in the male population, while in 
women it has increased significantly in recent 
years. It is estimated that, by 2020, cancer 
of the trachea, bronchus and lung will be 
diagnosed in 12,440 women6.

The process of lung carcinogenesis in 
women can be influenced by several factors, 
such as hormonal and physiological disorders43. 
However, not all people with these changes 
develop lung cancer, some without any known 
risk factor do, which indicates the importance 
of genetic and environmental influences46.

Cancer compromises the quality of life of 
women in the physical, psychological, and 
social domains, especially those aged 50 
years old or more, not only because they have 
to deal with the traumatic loss of femininity, 
but also with the fear of rejection of their 
partners and the pressure of the commitments 
associated with being a mother and housewife. 
For this reason, the support of professionals, 
and especially the family, is important in order 
to reduce the suffering of women recently 
diagnosed with cancer47.
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CONCLUSION
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