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Introduction 

The chapter contributes to study of the biomedicalisation of bodies in the path from 
health to illness and back again by focusing on therapies and treatments for breast cancer, 
including surgery and post-mastectomy breast reconstruction. In order to reflect on the 
biomedicalisation of these trajectories, we have reconstructed ex post an original autoeth-
nographic shadowing of our bodies during the treatment process that both of us have 
undergone, doing so in a continuous dialogue with the literature and empirical analyses 
carried out on this subject. The female body is conceived as a site where the representa-
tions of “good functioning” and the imaginaries of the “healthy woman’s body” acquire 
material form. Throughout the illness trajectory, the female body is altered according to 
implicit norms and rules that can produce a misalignment between the physician and the 
patient. During breast cancer treatment, the body is manipulated and transformed (even 
transfigured) by the care practices to which it is subjected: it is poisoned by substances in-
fused in chemotherapy and by radiation in radiotherapy; it bears the signs of treatments, 
such as tattoos to line up the radiotherapy machine for each session; it wears “artifacts”, 
such as the infusion port; it is mutilated by cancer removal surgery. In the course of breast 
cancer treatment, the female body is manipulated and modified in order to “restore” and 
repair its shape and functions: firstly, when prostheses are implanted; secondly, when 
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people who are experiencing temporary or permanent hair loss during chemotherapy 
enhance their look with wigs, nail reconstruction or permanent make-up. Assembled 
during the various phases of the treatment process is a variety of types of knowledge, 
techniques and tools which diverge according to both the specific goals of the therapies 
and their impact on the female body and, therefore, according to the implementation of 
“restorative” actions.

Based on the analytical framework set out in the next section, our exploratory analysis 
was guided by a number of broad questions that focused specifically on the issue of the 
different configurations of breast cancer. In particular, we sought to determine how arti-
facts mediate not only experience and perception, but also actions and practices and how 
breast cancers were configured in the discursive practices of various constituents (doctors 
and the authors of clinical guidelines) embedded in specific diagnostic and therapeutic 
procedures and in different measures associated with them. In order to explore these 
topics, we based our analysis on the autoethnography described in Section 4.3. We pro-
duced autoethnographic material during our treatments for breast cancer and the post-
treatment phase, which lasted about three years. On subsequently reading it, each of us 
“followed” her body through all phases, observing the transformations that occurred, and 
the technoscientific configurations that constituted or accompanied them. Analysis of 
the two partially different illness trajectories enabled us to draw some conclusions about 
the factors that contribute to re-signifying the materiality of bodies. Do therapeutic and 
reconstructive options take account of implicit normative models concerning the female 
body? What kind of imaginaries about the female body recall certain “recovery” actions 
performed during the various stages of illness and treatment?

Theoretical background

Breast cancer is the most frequently diagnosed cancer among women, but there is uncer-
tainty about etiology, diagnosis, therapy, and aftercare. There is no single, unambiguous 
cause of it, even though, in the medical context, diseases are defined and treated within 
a framework that assumes distinctive causality, recognizable symptoms, and scientifically 
determined treatment. Notwithstanding attention to genetic causes, only five to ten per 
cent of diagnosed women have inherited a mutation in the breast cancer genes, BRCA1 
or BRCA2. Furthermore, the literature evidences the local and socio-historical situated-
ness of experiences of cancer (see Pérez et al. 2022).

The development of knowledge and technologies has contributed to change the care 
system. However, many conditions do not fit well within this framework, creating am-
biguity about how to treat them. Sulik (2009) underlines that, also in Parsons’ view, the 
advancement of science and medicine will increase biomedical uncertainty. For physi-
cians and clinical specialists, a strategy to curb it could consist of both (i) establishing 
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and referring to rigorous diagnostic and therapeutic protocols, and (ii) making use of 
advanced technology and biomedical surveillance. The role of technology has been cen-
tral in the development of various clinical and medical specialties, contributing to their 
differentiation. Those processes could produce new kinds of inquiry at the intersection 
among technology, patienthood and a variety of healthcare specialisms or practices, and 
even some tensions among specialists. The therapeutic value of treatment approaches has 
been agreed upon, and cost-effectiveness analyses have given rise to treatment algorithms 
and clinical protocols. However, those therapeutic values – as «criteria to act and discern 
action» (Lambek 2015: 7) – are fluid and mobilised in decision-making situations where 
different treatment modalities are discussed in the clinic and there is little certainty about 
their potential outcomes (Pérez et al. 2022). The dependence on biomedical technosci-
ence in medicine could extend medicalising processes by reconfiguring the logic of medi-
cal knowledge and practice (Clarke et al. 2003). From this perspective, advanced tech-
nology produces a shift from disease and cure (medicalisation) to choice, enhancement, 
and risk (biomedicalisation). Furthermore, the process of datafication – understood as 
the reduction of social items such as relations, behaviours, emotions in data managed 
through digital devices (van Dijck 2014) – has not led to a personalisation of care but in-
stead to a greater individualisation of the risk and disease pathways (Neresini 2020). The 
everyday self-monitoring of treatment effects has even changed the relationship between 
the patient and his/her own health management (Lupton 2016; Moretti and Morsello 
2017). Patients carry out a number of established actions in their daily routines that are 
related to individual risk control, especially when uncertainty about treatment is fuelled 
by a mismatch between the doctor’s and the patient’s expert-by-experience knowledge – 
an issue that has long been present in the literature (Glaser and Strauss 1965). In breast 
cancer, the issue of risk control is studied in relation to the risk of becoming ill primarily 
with regard to genetic tests; but from the point of view of patients it is important to con-
sider also the risk of an additional disease caused by treatments with alleged toxic effects 
on many vital organs. In the absence of a clear discourse on the actions to be taken to 
preserve the body, women face uncertainty about the “right” strategy to be adopted; and 
the issue of the individualisation of risk in the decision-making process arises (Charles et 
al. 1998). Moreover, little is known about the daily life strategies of women diagnosed 
with breast cancer at a younger age, even if research findings indicate that they experience 
increasing morbidity rates and more social problems than older patients do (Bloom et al. 
2001; Connell et al. 2006), also because they are more likely to be mothers of dependent 
children (Fisher and O’Connor 2012).

Illness, disease, and health care are therefore more than phenomena bringing together 
humans and nonhuman actors and objects in mismatches which are constantly changing 
(Lupton 2021). As well as techno-scientific transformations, it is extremely important 
to recognise the importance of another fundamental component of the therapeutic as-
semblage (Deleuze and Guattari 1988): the body. Numerous scholars have urged us to 
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consider the heterogeneity of the different contexts in which the body – alongside the care 
pathways – takes shape (Le Breton 2000; Borgna 2005). They maintain that the practices 
of body discipline are the result of changed customs in society (Elias 1978), and that the 
body is a social (and class, we would say) constructed place of practical sense, a mani-
festation of habitus and an investment of power and domination (Bourdieu 1984). The 
body can be interpreted as the locus where processes of identity building take place, also 
according to how institutions – such as medicine – impose and reinforce group identifi-
cation. Binary oppositions grounded on cultural norms and assumptions are frequently 
adopted in discourses on embodiment in an attempt to draw distinctions between, for 
instance, the female and the male body, normal (or ableist) and deviant, health and ill-
ness or disease, sanity and psychosis, to name but a few (Lupton 2016). Those distinc-
tions recall the natural body (Haraway 1991) as the archetype for objectified scientific 
discourses. In this case, the body afflicted by cancer also belongs to the female-gendered 
body group and, indeed, as we will show, in some way also to that of deviant or un-docile 
bodies (Foucault 1975). The governmentality of bodies can thus be seen as the power ex-
ercised through medical discourses and practices to define which behaviour during cancer 
treatment is considered “normal”, which devices and effects are to be passively accepted, 
and which are to be denied and camouflaged, regardless of individual well-being, which 
depends on personal experiences, needs and identities. Politics of the body produce and 
normalise bodies, making them functional to a power reproduction which is not at all 
gender-neutral (Ghigi and Sassatelli 2018).

In this framework, discourses are especially significant as arrangements of conceptual 
and material relations and practices (Dahl 2017): narratives, imageries and metaphors, 
far from being neutral, are devices of signification which, when employed in medical 
and lay discourses, construct specific realities, highlighting some therapeutic alternatives 
and obscuring others. As Susan Sontag importantly pointed out in “Illness as Metaphor” 
(1978), looking at the signs of illness on other people’s bodies is still taboo in contem-
porary Western societies, even more so when the illness is connected to motherhood. 
Breast reconstruction is considered to be part of the expected course of treatment by 
medical professionals (Gershfeld and Jacoby 2020; La et al. 2019). In the clinical setting, 
a patient’s choice is interpreted as the way in which s/he can exert power and control on 
what in fact cannot be controlled but only managed: the disease. Breast reconstruction is 
normalised, although neither the choice nor the ensuing results can be taken for granted 
(La et al. 2019). Crompvoets (2012) for example, notes that women are not necessarily 
happy with the shape, appearance or performance of their breasts after reconstruction; 
but they know that they conform with cultural norms. Thus, conformity with the ideal 
female body is closely linked to the individual’s responsibility to control his/her body, 
which should be adapted to the culturally shared aesthetic standards in a given time and 
space. This is also because, as Mol (2008) states, by definition, a citizen is someone who 
controls his own body, but diseases interfere with this. 
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Cobb and Starr (2012) in their research study on breast cancer patients described 
a disconnection between women’s experiences of reconstructive surgery and the com-
modification of breast cancer in the “make-over” metaphor. The “make-over” metaphor 
is defined by the authors as a cultural discourse whereby elective cosmetic surgery appar-
ently makes the neoliberal subject able to choose and take sole responsibility for the body 
remodeling process, despite the need to submit to technological competence. The meta-
phor constructs surgical reconstruction as a positive personal transformation in which 
body reshaping is necessary and clearly represents survival. As such, the metaphor:

«obscures the pain and complications of the disease and its treatments in an attempt to deny 
the body’s limits, and it frames the corporeal as endlessly malleable in the search for “normal-
ity”, insisting that it can be moulded and shaped as if it was something separate from ourselves» 
(Cobb and Starr 2012: 98).

Finally, the issue of the embodied character of everyday life during illness and care calls 
the patient’s perspective into question. Sociologists maintain that patients possess «lay 
knowledge and expertise» (Blume 2017) and consider them not as passive subjects, but 
as «experts by experience» with knowledge about their own bodies, symptoms, and life 
situations (Castro et al. 2019). Experiential expertise can contribute to improving ways 
to cope with problems resulting from medical protocols, taking their consequences for 
daily life into account. But its legitimation by, and its interconnection with, medical 
knowledge is not taken for granted.

Autoethnographic trajectories

This chapter is based on a collaborative autoethnography approach used as a meth-
od to collect useful information in order to reconstruct a shadowing of our bodies. 
Autoethnography is one of the qualitative research methods which use autobiographical 
experiences as primary data to be interpreted and analised in order to connect the per-
sonal to the social. In the medical field it has demonstrated its capacity to give access to 
experiences that would otherwise be difficult to intercept (Neresini 2020). Breast cancer 
autoethnography gives the opportunity to combat dominant narratives that do not take 
into account the voice of women who have experienced it (Greenhalgh 2017). Its lack of 
distinction between the subject and the object of the research is the main criticism of this 
method. In the recent literature, it is seen as a problem that can be solved by argumen-
tations (Cardano 2020) that are more careful, critical and transparent in reporting the 
methodological choices and interpreting the results than are those of previous analyses 
(Gariglio and Ellis 2018). 

Autoethnographic notes were written during the treatment paths: in analysing the 
notes, we shadowed our bodies following the trajectory framework stated by Corbin and 
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Strauss (1991). The trajectory framework is a conceptual model built on the idea that 
chronic conditions have a course that varies and changes over time. The term trajec-
tory is used to signify the pathway of an illness or disease and the interaction of several 
factors (medical, psychosocial, cultural) in shaping outcomes. The trajectory framework 
gives structure to the lived experience of illness through the conceptualisation of specific 
phases along a continuum. Corbin and Strauss describe these phases as pretrajectory, 
trajectory onset, stable, unstable, acute, crisis, comeback, downward, and dying, even if 
the pathway is not linear and remains a dynamic and unpredictable process. Significantly, 
in redefining the trajectory framework, Corbin (1998) emphasised that all the actors 
involved (individuals, families, health care providers, resource agencies, communities, 
organisations, institutions) give shape to the course of an illness. 

Referring to Corbin and Strauss’s model (1991), we have redefined both of the au-
thors’ disease trajectories by identifying diagnosis, intervention, treatment, reconstruc-
tion and rehabilitation as their main phases.

The two illness and care paths are now briefly described.

First authoress’s diagnosis and treatment path 
In 2016 I underwent a bilateral mastectomy performed at a cancer research and care center 
in the province of Turin (Piedmont); a treatment chosen not because of the still unknown 
genetic data but because of my family’s significant history of breast cancer. Subsequently 
to the histology and cancer diagnosis I began the genetic diagnostic procedure. I then 
underwent surgery for breast cancer in 2016, given that the CHEK2 genetic mutation 
had been detected both in my case and in that of my sister, who died in 2007 from 
breast cancer at the age of 41. In the absence of a clear specific protocol for the CHEK2 
mutation, screening examinations should therefore be prescribed by the gynecologist in 
consideration of the medical history of the family. The field notes were written during 
the period from the examination that showed a suspicious lesion until the genetic testing 
of my granddaughters. They are predominantly accounts of the visits to different special-
ists written in the first instance to keep track of the conversations that took place and my 
observations regarding some inconsistencies, which are accompanied by notes on the dia-
logues that took place with the family network concerning the treatment choices and the 
interruptions in the flow of communication among the actors in the field. 

Second authoress’s diagnosis and treatment path
Immediately after diagnosis, at the start of chemotherapy, a genetic counseling was re-
quested also in order to drive the course of treatment in case I had aggressive triple-
negative cancer at my rather young age (38). I tested negative, so the treatment path 
proceeded as the protocols prescribe: infusion chemotherapy, operation with conserva-
tive surgery (quadrantectomy), radiotherapy, further chemotherapy, from March 2018 
to July 2019. The treatment was carried out in Turin, with a consultation at a specialised 
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institution in Milan, where I also had the surgery. I had two additional consultations with 
recognised specialists in this field, and I was then included in an immunotherapy trial, 
but in the control sample. These consultations were due to the uncertainty of my case: be-
ing negative by family history and genetic testing, while the tumor was non-receptive to 
some treatments (e.g., hormonal), made the search for causes and consequently the search 
for care more difficult. Autoethnographic notes were written throughout this period in a 
daily diary which collected data in different categories from food to emotional condition.

Starting from our individual experiences, we have deeply talked about the meaning of our 
respective trajectories paying attention to similarities and differences in medical advice and 
in the choice of treatments. We collaboratively discussed emerging themes and conducted 
analyses throughout the activity (see Geist-Martin et al. 2010). Our trajectories partially 
differed according to the specificity of our cancers: in this chapter we focus on treatment 
and reconstruction, which are respectively the central phase for Author 2 and Author 1. 

A good external shape: the camouflage during the treatment 
In facing a year of neoadjuvant and adjuvant chemotherapy, my major concern was about 
the impact of treatment on the well-being of my body. The doctors’ instructions were 
only focused on maintaining a “healthy exterior”: i.e., getting my eyebrows tattooed and/
or using a wig (I did not). In my opinion, care of my “internal health” was even more 
important. The body changes and suffers during chemotherapy. The effects vary across in-
dividuals, but they are intense and remind the patient that the treatment is acting on every 
single one of his/her cells. Some common effects are expected by doctors, who suggest how 
to treat them: in my case, anti-nausea medication, skin creams to counteract small wounds 
on my fingers, cortisone as an anti-inflammatory solution. The injections to support my 
immune system, in turn, created annoying osteoarticular pains: I avoided them by moving 
to the mountains, where “magically” my white blood cells started to increase on their own. 
“Mountain air”, it seems, has a real effect and not just a psychosomatic one; but nobody 
had told me this in advance. Being hungry for information on other substances or practices 
that could have helped, I put the same question to the doctors on shift (often different 
ones and often residents) at each check-up before the infusion session: «How can I help 
my body to react to the toxicity of the treatments? I don’t mean the way it looks but the 
way it works». Given the doctors’ lack of guidance in this regard, I purchased two herbal 
preparations and aloe juice from my trusted herbalist, who had experienced cancer.

Blood tests not perfect. Liver is suffering. At the check-up there were not only residents but 
also a doctor I had never met before [and would never meet again, ed.] who paid particular at-
tention to me. He forbade me to take integrators of any kind, except one for intestinal spasms. 
Aloe is probably contributing to the liver distress: it is a natural chemotherapy drug, he told me. 
This is why the liver gets stressed. (Author 2, April 2018)
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But the main revelation was another.

While explaining to me why I shouldn’t purify anymore, his face broke into a smile and he said: 
“We have to poison you, otherwise you won’t get well. Whatever purifies you kills the benefits 
of the chemotherapy drugs. You will be able to get your body into good shape later”.
[…]
Suddenly, getting my body into good external shape seemed grotesque to me. 
I had never thought of a cure as a poison. Oncology treads a fine line between poisoning a body 
just enough to recover it and killing it. Behind the wigs and make-up, I have begun to notice 
the signs that women undergoing chemotherapy bear: the hollowed-out eyes, the weight loss 
combined with the swelling caused by cortisone. I keep on getting massages from a therapist to 
help my body, and I wonder if a practice like this one shouldn’t be included in the information 
package provided by doctors. (Author 2, April 2018) 

This example evidences a misalignment between clinical management and individual self-
tracking of treatment effects in daily life. The only clear advice on how to preserve the 
body focused on how to preserve the physical appearance in order to maintain a good 
external shape with camouflage during the poisoning due to chemo. In the specialist’s 
worlds, this was not only a matter of beauty; it was also a matter of duty. The justificatory 
rhetoric surrounding advice often centered on my role as a mother.

Last night we went out for dinner. There was a bald woman, and my children kept on looking 
at her. They were upset. My little daughter clung to me all the evening. I wouldn’t do this to 
your children. (Ex-post reconstruction of what one of my oncologist doctors said, March 2018)

I was implanted with an internal device, “the port”. This is a pad under the skin, from 
which a 15 cm canula runs to a large central vein, and into which the needles are inserted 
to infuse the chemotherapy. Only later did I discover that I could have opted for an exter-
nal device on my arm, which would have avoided a horrible, everlasting scar between my 
neck and breast: but because I was the mother of a one-year-old girl, it had been autono-
mously judged an uncomfortable solution by the doctors. In many Western societies, 
mothers usually do not wear necklaces and earrings for the first years of their children’s 
lives because their babies will try to pull them.

In the absence of a protocol, priorities on what is a good shape to be preserved are 
established in a somewhat arbitrary manner. This uncertainty is particularly evident in 
the case of radiotherapy treatment. This involves bombarding the cancer site with a beam 
of rays on a daily basis after the tumor’s surgical removal. In order to direct the rays cor-
rectly, three blue-green tattoos are engraved on the body in the form of three small dots 
slightly larger than a nevus. I found out that the patient could negotiate with the doctor 
the exact point to receive the tattoo, but this was not possible in my reference hospital.
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The doctor explained to me that the tattoo is done discreetly, because many women complain 
that it is visible when they wear a bikini and people can guess they have had breast cancer. I am 
really amazed. In the debacle of the body, these women look at a dot on the neckline. (Author 
2, November 2018). 

This returned to my memory during the removal of my port. It was a rushed operation, 
in which I had a vagal crisis because the doctors didn’t give me any sedatives. This left me 
with a 5 cm long scar above my breast. It is very visible on my neckline and would need 
another operation to be eliminated.

Those differences in considering marks on the body can be understood as referring 
to divergent cultural organisations which orient doctors in their practices and hence cure 
trajectories. 

Breast reconstruction and body restoration?
Implants and surgical reconstruction technologies may be part of one of the stages in the 
trajectory of breast cancer. Women diagnosed with early-stage breast cancer must decide 
– before undergoing the surgery – whether to undergo breast conservation or mastectomy 
as part of their treatment. 

I’ve had my first session with the oncologist. There was a long discussion. The oncolo-
gist favored quadrantectomy but I still opted for mastectomy. Then he spoke to me about 
reconstruction, but my attention was focused on the surgical option. Today, the theme 
of reconstruction has become secondary. (Author 1)

Considering my age, my family history, the mutation status, and the higher risk of 
developing a contralateral breast cancer, I underwent a bilateral mastectomy – persuaded 
by the normalisation of breast reconstruction in medical narratives and practices, where it 
is often posited as beneficial to the quality of life and psychological adjustment – followed 
by an immediate breast reconstruction using prosthetic breast implants in multiple stag-
es. The first stage of the procedure is placement of a tissue expander; following placement 
of the expander in the submuscular pocket, expansion is carried out at intervals of one 
week on an outpatient basis. The completion of expansion takes several weeks until the 
desired size is achieved. The temporary expander is then removed (several months later, 
but in my case three years later) and replaced with a permanent implant. The expansion 
phase of the implant can last a varying amount of time, also in relation to the goal that 
the plastic surgeon wants to achieve. Breast surgeons seem to be conditioned by implicit 
cultural norms and ideal models of the female body.

I’ve been to the hospital today, and I saw the same male breast surgeon that operated on me. I 
thought we were going to talk about the replacement of the expander. I thought he wouldn’t 
add any more saline. Instead, he took the syringe and proceeded. I told him that his female 
doctor colleague, during the previous examination, had told me that it was not necessary to fill 
the expander any further. According to the female doctor, I had completed the expansion. He 
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disagreed. He looked at my body and said I had not yet reached the proportionate measures. 
“What proportionate measures does he have in mind?”, I wondered. His colleague had also 
spoken of proportionate measures achieved, but evidently they did not agree with each other 
on what they were and did not even ask me what my expectations were. (Author 2)

After (or before) a mastectomy due to breast cancer, a woman must decide whether to 
undergo reconstruction of her breast(s). By choosing reconstruction, women restore not 
only their body but also their socially acceptable selves. Who can define to whom, why, 
and under what conditions a reconstruction is desirable?

Doctors promote the prosthesis as a device that aligns the post-surgical body with 
well-being and normality. Therefore, prosthetics are a point of convergence where the 
self and the body appear to be in harmony (Crompvoets 2012). The Italian guidelines 
state: «After mastectomy surgery, immediate breast reconstruction is desirable because it 
improves the quality of life of women» (Aiom 2019). 

Whilst during the diagnosis phase image-related issues may be less important than 
survival, sometime after surgical treatment the suffering due to a loss of control over 
one’s bodily appearance and self-presentation is a significant experience (Ucok 2005). 
Furthermore, a breast prosthesis is not necessarily integrated into the body because it does 
not have a real purpose of restoring functions other than those that refer to the appear-
ance and image of integrity. Women often perceive breast restoration as a matter couched 
mainly in visual terms (Gershfeld and Jacoby 2020) as a multidimensional performance 
of recovery, of normality and of gender (Crompvoets 2012). However, my experience 
shows that the model to which the two breast surgeons referred – the universalised natu-
ral female body (Haraway 1991) – is not uniform and remains implicit.

Conclusion: re-politicising care and cure

The breast cancer trajectory can be interpreted as an «assemblage of health» (Andrews 
2019) in order to reveal how the spatial and temporal dimensions interact in producing 
and reproducing discourses, practices, and experiences of health, illness, and medical 
care and, thus, female body representations and meanings. The care trajectories briefly 
described in this chapter show how medical representation of breast cancer has been out-
lined in terms of disease (organic injury): the effects of treatments are relevant if they have 
had an impact on the ensuing cure pathway. On a broader view, medical discourses are 
often monopolised by the two main groups of social expectations and related normative 
pressures on women’s bodies that can be traced back to patriarchy: on the one hand, the 
sexualised body; on the other, the maternal body, an aspect less explored in the literature.

Practices intended to camouflage the signs of cure on the body are rhetorically present-
ed as “keeping up the mood” by making people feel colorful and beautiful. We can identify 
at least two latent functions. The first is purely clinical. It has been proven that mood has 
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an effect on the body’s resistance to treatment: so that anything that helps to preserve the 
continuity of infusions, and thereby their effectiveness, is welcomed and supported by the 
medical profession. The second function is social: in a society where bearing the signs of 
cancer on the body (which are the signs of treatment in the case of breast cancer) is still con-
sidered a stigma, giving women advice on how to camouflage them means helping them to 
maintain the mundane relationship as “normal” as possible. Advice that insists on frivolous 
aspects such as make-up contributes to the definition of pink activism (the activism carried 
out by women who experienced cancer) well known in the literature (Ehrenreich 2001; 
Sulik 2010). On the other hand, pink activism has been crucial in helping women not 
to hide themselves during treatment, even if this behavior is still sadly widespread among 
patients (Morsello 2021; Herzlich and Pierret 1987). This is when a major contradiction 
emerges: restoring the affected body means reinforcing the normative ideal of the ableist (a 
“normal” body of a non-disabled person) and handsome female body. 

Parenthood is not gender neutral (Naldini 2015). Normative pressures are stronger 
and become even more coercive when a society is gender inequal, as in the Italian case. 
Such norms are embedded and traceable also in the practices of managing women’s bod-
ies during cancer treatment, where they act in defining how it is licit and desirable to im-
agine these bodies and their functions. Motherhood could even have a positive influence 
on illness by providing psychological and material resources to cope with it. This is not 
just a matter of intersubjective relations between mother and child (Morsello 2021), or 
of re-evaluation of the work-family balance (Mackenzie 2014; Shannon and Shaw 2005) 
and of the caregiving status (Sulik 2009); it also concerns how imaginaries of mothers’ 
bodies – and their functions – affect the trajectories of treatments. 

Reconstruction is entangled, on the one hand, with hegemonic body norms, plastic 
surgeons’ discourses (Coll-Planas et al. 2017) and individual choices concerning one’s 
body (Crompvoets 2012), and on the other, with potential divergent ideal types of “pro-
portionate bodies” that orientate breast surgeons. Thus, many elements contribute to 
shaping uncertain treatment trajectories (and bodies). Therefore, patients have to deal 
with the uncertainty of the restoration process, with a body that changes several times 
with the mastectomy and the insertion of the temporary implant during the various ses-
sions of filling the expander, and finally with the replacement of the expander with the 
definitive prosthesis. The familiar body becomes an unfamiliar body for a long period 
even though women’s breast cancer narratives recount reconstruction as a way to re-
cuperate a woman’s feminine identity, restoring “wholeness” and wellness to her body 
(Crompvoets 2003, 2012). Technologies mediate actions by attempting to implement 
adequate, acceptable, or desirable practices and experiences (Verbeek 2006). This abil-
ity to mediate (moral) practices and experiences, however, is not a compulsory or static 
property of the artifacts themselves; rather, it emerges from the context in which these 
artifacts are used and within complex networks of interaction among the different actors 
involved, both professionals and lay people. 
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In the context of pressures to normalise post-mastectomy breast reconstruction to re-
store “lost” femininity, it is also necessary to remember the increasing number of women 
who decide against breast restoration and negotiate their non-normative “flat” bodies (La 
et al. 2019). In the breast cancer literature, breast loss means femininity loss (Crompvoets 
2012; La et al. 2019). Crompvoets talks about a process of “risk switching” from being at 
risk of disease (spreading, returning) to being at risk of compromising bodily and gender 
integrity, in other words “fantasy wholeness” (Crompvoets 2012). Plastic surgeons who 
perform reconstructive breast surgery draw on healthy bodies which clearly align with 
normative ideas of femininity and they label non-reconstructed post-mastectomy bodies 
as incomplete and physically deformed (Coll-Planas et al. 2017). The normalisation of 
breast restoration is linked to norms of femininity. Indeed, “femininity” can be under-
stood as a way of “doing” gender as a woman (Paechter 2006).

It has been shown that oncology is a field – like many others in medicine – in which 
care differentiation is needed (Crabu 2017) also in relation to the individual body’s reac-
tions to cure. This concerns thematising and objectifying the following: priorities, the 
factors deemed worthy of consideration when counselling oncology patients about treat-
ments, the devices to be incorporated (Maestrutti 2011), and the marks that these will 
leave on bodies. The issues that should be taken into account during the cure decision-
making process are numerous and complex. In order to reduce complexity, doctors often 
simplify. However, not providing patients with all the necessary information may gener-
ate asymmetrical and power-imbalanced relationships between practitioners and patients. 
Thus, doctors can exercise greater discretionality and patients – especially those with 
fewer cultural resources – end up with less power to negotiate their needs and preferences. 
Our reflections in this chapter question the several treatment effects on the body and 
the different strategies with which to limit negative side-effects. Massages, acupuncture, 
sexual counselling, sport assistance, are paid-for services provided by private centres and 
not available at public hospitals. Female bodies bear different signs of breast cancer treat-
ment. They depend on many factors, and the perception of them is highly subjective, 
even though it is influenced by “pink activism”, which is becoming commercial. 

Neoliberal health discourses focus on choice, positioning the subject as both a patient 
and a consumer who actively and responsibly seeks out health information and produces 
health by making his/her choices accordingly (Briggs and Hallin 2007), and in line with 
the information provided by health professionals. Within this neoliberal rhetoric, a breast 
cancer patient has the responsibility to make the “right” and “best” decision (Gibson et al. 
2015), which hopefully conforms with the dominant clinical discourses.

Furthermore, following Sontag’s injunction to resist a metaphorical interpretation of 
illness (Sontag 1978), we also suggest extending and differentiating – in both open and 
inclusive cure contexts – “possible” discourses and meanings of female bodies in order to 
overcome their patriarchal normative representation as well as the consumerist logic that 
surrounds them.
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