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Abstract: In Australia, breast cancer is one of the most common cancers affecting women. Between
1987–1991 and 2012–2016, the five-year survival rate improved from 75% to 91%. The increased
chance of survival due to early detection and treatment interventions has resulted in more women
living with the diagnosis. This qualitative study was designed to analyse the journey of breast cancer
survivors, their experience of psychological distress and changes in quality of life (QOL) due to the
increased prevalence amongst Australian women. In-depth interviews were conducted; they lasted
over 45 min and comprised 15 participants. The main topics discussed were knowledge of breast
cancer prior to diagnosis, psychological distress, QOL and experience of use of healthcare services.
The results showed that the process of diagnosis, undergoing treatment and isolation post-treatment
resulted in high amounts of psychological distress. A reduction in QOL was also experienced due to
treatment and medication side effects, fatigue, cognitive changes, and body-image perception. These
findings can assist researchers in providing evidence-based frameworks for policy changes and for
further investigation into effective healthcare interventions.
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1. Introduction

Breast cancer is one of the most common causes of cancer-related deaths in women
globally. It occurs when abnormal cells in the breast grow uncontrollably. It is more common
among women; however, a small proportion of men also are affected by breast cancer [1].
After diagnosis, some common treatments that Breast Cancer Survivors (BCS) receive are
a lumpectomy, mastectomy, chemotherapy or hormone therapy [2]. Due to the raised
awareness and focus on early detection programs, survival is becoming increasingly likely
for breast cancer patients [3]. Within Australia, breast cancer in 2016 was the most common
cancer affecting women, with 330 new cases per 100,000 people [4]. Between 1987–1991 and
2012–2016, the five-year survival rate improved from 75% to 91%, increasing the number
of survivors in the community [4]. This is due to increased awareness campaigns and
breast screening availability provided by companies, including BreastScreen Australia [5].
BreastScreen Australia is the state and territory initiative of the Australian government to
increase early detection and thus decrease illness and death. It allows women over 40 to
have a free mammogram every two years [6].

For BCS, common issues range from treatment side effects [5], financial hardships [7]
and comorbidities [8] to social isolation [9]. Many studies have assessed the health related
QOL of BCS [5,10–12]; however, there is limited research that focuses on Australian women
who have survived cancer and continue to experience its detrimental effects. QOL and
psychological distress are essential patient-centred outcomes, assisting with assessing
cancer care delivery. BCS is a medical and social label for all who live with cancer diagnosis
until death, irrespective of the cause [13]. These BCS undergo considerable stress and
trauma throughout diagnosis, treatment and post-treatment, which continues even after
survival, subsequently impacting their QOL. The main factors identified in the literature as
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the significant causes of stress and trauma include psychological distress, financial stress
and social isolation.

Studies have indicated that BCS experience mental health issues as soon as they are
diagnosed with cancer, during treatment and survivorship. Two main concerns within
psychological distress have been identified for BCS: mental health issues and distress
surrounding cognitive function. One-fourth of breast cancer patients will develop anxiety
and depression at some point in the breast cancer journey [14]. Those aged younger than
50 years are especially likely to report psychological distress [15,16] compared to the older
cohort aged > 50 years. However, it is also said that 12 months post-diagnosis, most BCS
have returned to pre-diagnosis levels of distress [17]. This discrepancy between studies
highlights the importance of a study to outline mental health issues throughout the journey,
rather than just certain checkpoints.

QOL is an individual’s perception of their position in life, in the context of the culture
and value system they live within along with their goals, expectations, standards and
concerns [18]. It is clear from the review of the literature that various stressors have resulted
in a reduction in QOL for BCS. Previous research on QOL has focused on understanding
the QOL in the early phases of breast cancer and groups of older BCS [10]. Most of these
studies, however, focused on survivors 10 years post-diagnosis. The conclusions drawn
were similar, with the participants reporting low QOL with additional sexuality, pain and
psychological distress issues. This was illustrated in a quantitative study with BCS between
the ages of 40 and 49, which found that the presence of breast-related symptoms at the time
of survey completion had a profound impact on QOL [5].

Within the literature, there is insufficient focus on the qualitative experience of Aus-
tralian BCS from diagnosis to survivorship. Most of the literature available is based on
quantitative studies, with limited research being available on the experiences of BCS. This
research is an attempt to fill this gap. There has also been a focus on mental health and
cognitive disorders such as struggles with depression and increased anxiety; However,
there is a need for a greater understanding of the progression of these issues in Australian
BCS throughout their entire BC journey.

This research aims to understand the journey undergone by BCS diagnosed with breast
cancer from diagnosis to survivorship. Furthermore, it explores the challenges experienced
by the BCS due to physical changes, financial hardship, emotional distress and social
isolation The Australian healthcare system is unique due to the country’s cultural diversity
and different demographics. Understanding the experience of specifically Australian
women with breast cancer is essential, as it will allow healthcare providers to understand
the experiences of BCS in greater depth within the cultural context. This, in turn, may help
facilitate greater sensitivity when treating their patients and assist in developing strategies
and policies for BCS.

This cross-sectional exploratory research is based on a qualitative research method. It
aims to understand the journey undergone by women, diagnosed with breast cancer, from
diagnosis to survivorship. Further, it explores the challenges experienced by the BCS due
to physical change, financial hardship, emotional distress and social isolation.

2. Materials and Methods

Eligible participants were BCS; they were aged 35 years and above, living in Sydney
and had been diagnosed for at least a year. A total of 15 women with breast cancer were
recruited for the study. Participants were excluded if they had been diagnosed less than
one year ago to ensure all participants had completed their treatment. Participants that
were diagnosed greater than 11 years prior were also excluded as they may not clearly
recollect their early experience of diagnosis. Multiple strategies were used to recruit
participants including snowball and convenience sampling, social media and community
organisation advertising. For example, through the assistance of the organisation Pink
Hope, a preventative health charity, we acquired participants using flyers. Advertising on
social media gained the most traction, with participants sharing and passing on information
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to other survivors. Before recruitment commenced, ethics approval was obtained from
the University of Sydney Human Research Ethics Committee (25 August 2021). The
participants were also presented with the “Participant Information Statement” to ensure the
study had informed consent and that participation was entirely voluntary and anonymous.
The data were also saved in OneDrive and password-protected, and only researchers had
access. These in-depth interviews were conducted over 45 min with 15 BCS. The first author
participated in two days of training prior to the interviews commencing.

This specific qualitative method was chosen to ensure that the full experience of BCS
was explored effectively. In particular, QOL was measured subjectively rather than using
established measurement tools. Quantitative measurement of QOL qualifies experience’s
on a scale rather than exploring participants’ experiences which was important for this
study. In the in-depth interviews, the interviewer led the BCS through a series of open-
ended questions to establish the experience of breast cancer diagnosis, treatment and living
with the diagnosis (Appendix A). The interviews were conducted over 3 weeks in August
and September 2021 and were recorded via Zoom. These in-depth interviews allow the
participant to determine the direction of the interview and are, therefore, an effective
method for an exploratory study [19].

A thematic analysis was conducted by researchers on the interviews [20]. Firstly,
each interview was transcribed. An excel document was then prepared with each of the
interview questions as titles. The responses from every participant relating to that question
were then compiled for easy comparison. The first author then went through each response
and highlighted common words and phrases used by the participants. These words and
phrases were then grouped together to form the codes for each question. These codes were
used to identify the common themes and to identify similarities between the BCS journeys.

3. Results

The main themes identified within this study were emotional and psychological
distress throughout the journey of BCS, a reduction in QOL seen through social changes
and physical symptoms and access to health services.

3.1. Background Information
3.1.1. Sociodemographic Background

The sociodemographic background of the study participants is presented in Table 1.
The average age of the study participants is 45 years, the youngest being aged 35 years.
Participants had received their diagnosis between 1 and 11 years prior to the study. On
average, 66% of participants were employed with education levels ranging from year
12 graduation to tertiary studies. The majority (80%) of participants were married and had
between 1 and 4 children (See Table 1).

3.1.2. Previous Knowledge of Breast Cancer

Participants were asked to recount the knowledge they had of symptoms, diagnosis
and treatment of breast cancer prior to their diagnosis. Three participants had a family
history of breast cancer and were more likely to be informed about breast cancer. Symptoms
identified by the participants were lumps, swelling, sensitivity and pain in the breast.
Around 66.7% of participants had heard of a mammogram before, and 40% knew of
breast self-examination (BSE). The most common treatment identified was chemotherapy,
with 73.3% reporting prior knowledge (see Table 2). Some of the comments by the study
participant’s symptoms, diagnosis and treatment of breast cancer are presented in Table 2.
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Table 1. Sociodemographic Background.

Variables Subgroups % (n)

Age (average = 45)

35–39 26.6 (4)

40–45 20(3)

46–49 6.6 (1)

50–55 13.3 (2)

56–60 13.3 (2)

Employment Status

Fulltime 20 (3)

Part-time/casual 46 (7)

Unemployed 33.3 (5)

Level of Education

High School 26.6 (4)

Tertiary studies

- Diploma 26.6 (4)

- Graduate Certificate 6.67 (1)

- Undergraduate 13.3 (2)

- Postgraduate 26.6 (4)

Religion

Christian 66.67 (10)

No Religion 26.6 (4)

Muslim 6.67 (1)

Marital Status

Married 80 (12)

Divorced 6.66 (1)

Single 6.67 (1)

De-facto 6.67 (1)

Family Income

20,000–50,000 13.3 (2)s

50,000–100,000 26.6 (4)

100,000–150,000 6.67 (1)

150,000–200,000 26.6 (4)

200,000+ 20 (3)

Children

0 6.67 (1)

1–2 53.3 (8)

3–4 33.3 (5)

Country of Birth

Australian 80 (12)

Argentina 6.67 (1)

India 6.67 (1)

Bangladesh 6.67 (1)
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Table 2. Breast cancer previous knowledge.

Q: What did You Know about the
Symptoms of Breast Cancer?

Q: What did You Know about How to
Diagnose Breast Cancer?

Q: Did You Know How Breast Cancer
was Treated?

Example Responses Example Responses Example Responses

“If you feel a lump or anything abnormal
sort of on your chest or under your
armpit, sort of self-examining that way”
(P 005)

“My mother had had breast cancer . . .
GP was very conservative . . . I would
walk in and have a mammogram and an
ultrasound every year since I was 40”
(P015)

“Well, I knew obviously, chemotherapy
was gonna be usually . . . Other than
surgery, chemotherapy is usually the first
medical treatment after surgery, and then
I knew, obviously, radiation as well. I
didn’t know all the in-depth parts of
having to get set up for all those
treatments, but I knew about those
treatments” (P011)

As I always had thought, it would be like
a lump. I was always had the breast
cancer described as being a lump, like a
pea or like a stone” (P007)

“I hadn’t done any mammograms or
ultrasounds before. And to be honest, I’d
never checked myself really, ever. I think
I maybe did a couple of times, but it
wasn’t something every month like
you’re supposed to. So yeah, I didn’t do
that” (P010)

“Well, I thought it was literally just either
surgery or chemo like that two options,
that’s really it. But didn’t realise how
much options within each of those there
were as well, yeah” (P003)

Common Phrases % (n)

Lump 66.67 (10) Self-Check 40(6) Surgery 33.3 (5)
Changes 13.3 (2) Dr. Check 20 (3) Mastectomy 20 (2)
None 20 (3) Mammogram 66.67 (10) Chemotherapy 73.3 (11)

Ultrasound 20 (3) Radiation 46.67 (7)
Biopsy 6.67 (1) None 20 (3)
None 13.3 (2)

3.1.3. Diagnosis of Breast Cancer

Participants were asked, “How did you find out you had breast cancer?” The three
main methods of diagnosis were finding a breast lump through self-examination, noticing
changes in their breasts and through ultrasounds and mammograms. Approximately 40%
mentioned that, initially, they dismissed the symptoms as being hormonal or something
less serious (See Table 3).

3.1.4. Treatment of Breast Cancer

Of these 15 participants, the most common sources of treatment reported were
chemotherapy, radiation and surgery. Out of the total participants, 86.6% had chemotherapy
and 53% had radiation, and all the participants underwent surgery (the majority received a
mastectomy 66.6%). Side effects from these treatments and the preventative medications
were also highly reported to impact QOF (See Table 4).
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Table 3. Experience of Breast Cancer. How did you find out you had breast cancer?

Keywords % (n) Responses

Self-check to find lump 46.67 (7)
“I actually felt and saw the lump. I was just doing a little, not spring clean, but just
moving little things around and yes, found a lump form, tried to massage it, didn’t go
away and sort of went to my GP to check it out” (P005)

Changes in breast 33.3 (5)

“I just woke up one morning and had a swollen breast, one swollen breast that was a little
bit tender. [chuckle] And it was a little strange, it was different for me, but it was also
something that I was going to quickly dismiss and pretty much did really, ’cause it went
away within two days” (P003)

Pain 20 (3)
“I was in the shower one morning and I kind of leant over to wash myself and I felt a pain
kinda of in the side of my breast on the left, then I felt there and there was a distinct lump”
(P009)

Dismissed symptoms
(hormonal) 40 (6)

“Anyway, I had a . . . Early in the year, I did go and see my GP to say, ‘Something really
doesn’t sort of feel quite right’, but I was completely just putting it down to hormonal, to
relative to hormonal changes” (P007)

Fast diagnosis and
movement to
treatment

33.3 (5) “Went to the doctor straight away. So I think within two days, I had an appointment with
the doctor. From there, I went and had a mammogram and an ultrasound. He got me into
the specialist very, very quickly, I had a biopsy at the specialist, I saw the specialist, I had
breast cancer. So within . . . I think within probably two weeks” (P009)

Mammogram +
ultrasound 60 (9)

Misdiagnosed/long
diagnosis process 20 (3)

“Doctor on board Queen Victoria said, ‘I think you’re crazy, you don’t need to go back. I
thought you’ve already been cleared, you don’t need a biopsy’ . . . took them two years
for them to diagnose me on board Queen Victoria, and by then I’d seen five of their
doctors and I had reported with each of the doctors saying, ‘Oh, this couldn’t possibly be
any problem, and it couldn’t possibly need a biopsy. She’s just too young.’” (P006)

Table 4. Treatments % (n).

Mastectomy 80 (12)

Chemotherapy 93.3 (14)
Radiation 53.3 (8)

Reconstruction 26.67 (4)
Lumpectomy 13.3 (2)

Oncoplastic Resection 6.67 (1)
Hysterectomy 20 (3)

3.2. Psychological and Emotional Distress

The study participants were asked to share any experience they had of psychological or
emotional distress. Open-ended questions were used to assist participants in outlining their
experience during diagnosis, treatment and post-treatment. Responses were categorised
under the broad themes and presented below:

3.2.1. Experience of Receiving Diagnosis and Treatment of Breast Cancer

Most participants (46%) went into a state of shock when they received their diagnosis,
with three of the fifteen participants reporting a memory loss or blurred memories of the
moment and four others reporting a trauma response (hot flushes, anxiety).

Participant 010 described the experience as:

“My whole world just collapsed. And I think I just sat in his room for like 20 min
wailing, feeling like I was gonna be sick.”

Three of the fifteen participants reported crying, while four mentioned moving into
“survival mode” to attack the problem pragmatically. Participant 008 stated that:

“First question was, out of my mouth was what are we doing about it? Tell me
what to do next . . . I was very practical, very pragmatic.”
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3.2.2. Treatment: Chemotherapy, Surgery and Radiation

Of the 15 BCS interviewed, 13 went through at least one round of chemotherapy, either
pre- or post-surgery. About 40% of participants reported a feeling of losing their identity,
and 33% reported feeling helpless. For example, participant 015 stated that:

“Chemo is terrible ’cause you lose not just your hair, you lose your eyelashes and
your eyebrows, you lose absolutely everything . . . you just go grey, and again, it
is the treatment that makes you sick . . . I found it overwhelming at times, I was
quite emotional.”

3.2.3. Post-Treatment

After treatment had been completed, several BCS reported a lack of direction and
support, which caused psychological distress. Due to the continuing side effects of medica-
tions, menopause and the abrupt nature of ending treatment, 40% of BCS report of feeling
abandoned and isolated.

“I have had such a long time of treatment and now, I feel like I am going into this
open water of not as much intensity.” (P010)

Participant 011 also described the inability to deal with long-term medication side
effects that caused considerable distress in many BCS.

“There is always an end in sight . . . you have the surgery, and then you want
clear margins, and you get your diagnosis . . . You know how many treatments
of chemotherapy you are having over a period of time, You know how many
treatments of radiation you are having over a period of time. So, once you get
through all of that they put you on this medication, which the side effects don’t
end . . . There is no end in sight.” (P011)

3.2.4. Anxious for Recurrence

A common phrase repeated amongst participants was “scanxiety” (3 participants),
which describes the feeling of panic and stress before a check-up and scan. BCS also report
a hyper awareness of aches and pains and how they jump to the conclusion of cancer
quickly (46%). Four BCS described this anxiety as always being in the back of their minds
and as constant stress. Participant 008 especially struggled with this stress and described
her experience:

“Biggest thing that I battle with all the time, it’s always there. It may not rear its
ugly head every day, but it is always at the back of your mind, always.” (P008)

3.3. Quality of Life

Open-ended questions were asked about the impact of breast cancer on the QOL of
the study participants. These questions focused on daily activities, sleep, fatigue, cognition,
physical body image and sexuality. The three main themes that contributed to changes in
QOL were physical symptoms, support network issues and finally accessibility to services.

3.3.1. Physical Symptoms

Several common symptoms impacted the QOL of BCS. These included the inability to
sleep, increased fatigue, chemo fog, vaginal dryness and changes in body image. Almost
all BCS reported having issues with the perception of their bodies. The majority reported
embarrassment of their bodies, particularly how they look in front of others, feeling
unattractive to partners and a reduction in self-esteem. Five of the study participants
highlighted concerns with the reconstructions, while three BCS outlined how not having
nipples contributed to this issue. Participant 006 linked her issues with body image to her
relationship with her husband and her sexuality.

“Now it is just very obvious I don’t have nipples, but they are just it looks
like I’ve been massacred. And my husband is a bit sad about it all [chuckle].
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Unfortunately, men are very . . . They’re quite visual creatures, unfortunately, in
my experience, from what I’ve seen, but he’s very understanding, and I think it’s
more the problem of the menopause, which is why sex life is dwindling.” (P006)

Some BCS did report that cutting off their own hair before it fell out was a way to
regain some control.

“I did make a pre-emptive strike to cut off my hair, but not straight away, ’cause
I used to have really long, curly hair, and I thought, Well, that’s something . . .
Like I think a lot of women, something you can control.” (P007)

Difficulties sleeping were reported by 66% of the BCS, while the other four participants
had no issues with sleeping. Four BCS mentioned that hot flushes and side effects from
menopause are the reason for this poor sleep, whereas two others associated poor sleep
with an overactive mind. Three BCS use sleeping tablets and melatonin to get to sleep.

“So not very good sleep to begin with and the chemo, I couldn’t sleep, I couldn’t
. . . I just felt sick the whole time. Trying to sleep when you’re feeling nausea,
wasn’t fun, so it was very difficult trying to sleep and then getting up and smells
really affected me.” (P014)

Fatigue not only impacts BCS during chemotherapy but lasts for years post-treatment.
Three women reported that they feel like they have less energy, and two others say they
have issues with maintaining work-hour requirements. On average, fatigue was worse
during treatment, and now most BCS have reported improvements. Participant 009 was
one of many BCS who experienced issues returning to work due to fatigue.

“I would say for the first three years the fatigue is really, really tangible, very
hard to, I guess, to sustain things for a long period of time . . . I found working,
going back to work, even though it was a couple of days a week at first, were
exhausting. Now, I still, even now, I still don’t have the physical, I guess, stamina
that I used to have.” (P009)

Cognitive changes impact self-confidence and workability. BCS have reported feeling
like they can’t remember words and suffer from chemo fog and short-term memory loss.
Four of these participants are worried about these cognitive changes impacting their
working life. This issue was highlighted by participant 002, who stated:

“As well, so I think once I got back into that, I felt like my brain came back online,
but before that, It’s like I could. Sometimes I couldn’t even find the words to say,
and I was worried. I’m like how am I gonna go back to work and have these
conversations with families? And you know, I sound dumb pretty much.” (P002)

Bodily changes due to menopause, medication side effects and changes in self-esteem
have been seen to reduce BCS ability to be intimate. For varying reasons, from the experi-
ence of dryness and pain to a lower libido, 60% of the participants reported some change in
their sex lives. Participant 009 describes her struggle with getting hormone replacement
therapy to reduce symptoms and improve her ability to be intimate.

“I had a very healthy sex life with my husband before any of this happened. Now
it is non-existent. Not fun, not wanting to. But it is extremely painful. It doesn’t
. . . I can’t obviously, can’t take HRT, I have tried. I have begged, I have screened,
I have fought with doctors, I’ve been shut down at every turn.” (P009)

Another participant outlined the steps she has taken to improve her sexual functioning.

“Firstly, you don’t really feel like it, that’s for sure. But then afterwards, I think
because of menopause, you’ve dryness and discomfort, definitely suffering from
both of those. But because of my involvement volunteering with The Mater, I
was lucky enough in those groups . . . So, she talked us through the option of
laser in your cervix to get that sort of moisture back. But I . . . So we need to use
lubricant now because it’s never really got back to 100% normal.” (P008)
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3.3.2. Support Systems

Support system changes were identified in the breast cancer survivors’ relationships
with their children, husbands, friends and family members. These changes not only
impacted them emotionally during the time of treatment but have also had lasting effects
post-treatment. Most of these BCS (80%) were married and had children, and a majority of
them reported that their husbands were extremely supportive.

“He was very supportive. I was very lucky. I you know on being on breast cancer
support group pages that I so many stories of relationships breaking down and
you know divorce and all the rest of it. But yeah, no I was very lucky he was
100% in it with me.” (P002)

A few BCS did outline issues with children’s behaviour or difficulties amongst the
extended family unit. Participant 014 in particular noted the difficulties within a family
unit.

“My little girl was quite young at the time, so she didn’t really know what was
going on, but her behaviour started becoming quite bad during it all . . . So it
was difficult for the older kinds, but they all worked so they threw themselves
into work and study and friends and kind of like, I felt like they ignored me a
lot.” (P014)

Seven out of the fifteen participants’ social networks shifted during their journey. Three
BCS highlighted their desire for privacy throughout this time, while three others mentioned
that they felt forgotten. Six BCS specifically mentioned that they felt disconnected and
distant. Alternatively, 33% of BCS reported not feeling isolated and completely supported
by their community, family and friends

For participant 008, it came as a surprise as to who stepped up and who stepped back.

“I felt like my network went into the washing machine and some people went
down the drain, and others who came out lovely and fluffy; they are my posse.
I’d trust my life with them. It’s quite amazing the people who step away . . . But
I had a couple of very, very close friends who are not in my inner circle anymore,
and just stepped away.” (P008)

3.4. Health Services Experience

BCS in both the public and private sectors reported financial distress throughout their
journey (see Table 5). Out of the 15 participants, only 5 reported not having financial
stress during this time. Of these BCS, all five were part of the private health system.
Many did, however, acknowledge the steep prices and shock felt over the cost of their
treatment, commenting that they were “lucky” to be able to afford treatment. Of the BCS
experiencing financial stress, three were in the public system, and five were private. One
woman highlighted the stress of having a lack of income on her family:

Table 5. Financial Stress and Healthcare System.

Financial Distress n (%) No Financial Distress (n)

Public System 3 (20%) 0

Private System 5 (33%) 5 (33%)

No comment 2 (13%)

“My husband had to take time off because he had to return to his work. The
cancer therapy helped us pay half the bill, which they do because of the stress
that comes on between a family and then the kids trying to go to school, go to
work, and then your husband’s gotta look after the little one, cook, clean and
wash.” (P012)
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There were also reports that post-treatments, due to financial constraints, BCS were
not able to access services to improve their QOL.

“Everything that’s come after it is virtually out of pocket so that I can’t afford to
seek the therapy that I actually really need on a regular basis.” (P007)

During treatment, interactions with the medical staff and ease of using services con-
tributed to the overall QOL of BCS. One woman mentioned that she felt “like everyone
was treating me like a queen. It was great. I’m like everyone so nice to me because they
know I’ve got cancer” (P002), whereas another mentioned that during treatment she had a
few issues with communication that led to further anxiety.

“Oh, you’ve got more of a chance of it coming back somewhere else than in the
other breast”, and I remember thinking, “Did you just hear what you just said?”
They just . . . I know it’s hard for them and they need to be separate emotionally,
but they also need to remember that they’re dealing with people and they’re
dealing with people’s lives”

As mentioned previously, there was a drop-off in support after active treatment. Here,
BCS reported that they had difficulty getting help for the side effects of medications.

“They don’t give you any way to manage those symptoms of what you’re gonna
go through on the medication. They don’t identify things that you can go, “Oh,
that’s what that is, and this is how I can treat it, how to avoid it.” They just kind
of ignore the fact that you have side effects from it, or they say, “You know, I’ve
seen people worse off, so you’ve got it okay.” (P011)

4. Discussion

This study revealed that participants frequently reported psychological distress and a
reduction in QOL. This aligns with the previous literature, where issues of financial hard-
ships [7], comorbidities [8] and social isolation [9] were reported. The most prevalent issues
highlighted by these studies BCS were the harm of the side effects from post-treatment
medication, anxiety around cancer recurrence and issues with health service utilisation.

Psychological distress is the emotional suffering associated with stressors and de-
mands that are difficult to cope with daily. The results from this study illustrate that the
significant points of psychological distress along the journey of BCS are receiving the
diagnosis during treatment and, finally, the process of survivorship. The most commonly
endorsed stressors include chemotherapy trauma (46%) and loss of identity (40%). The
anxiety of reoccurrence was noted by all survivors, with three of the fifteen participants
reporting that it no longer concerns them. The literature has observed that BCS levels of
anxiety and depression decrease over time, which contradicts the findings of our study
where it has increased [21]. The increase in distress during the transition from active treat-
ment aligns with qualitative and anecdotal studies [22], whereas contradicting quantitative
studies report a decrease in distress at this time [23,24]. There were three main events
where psychological distress occurred for BCS. These included receiving the diagnosis,
completing treatment and post treatment abandonment which have also been observed
in other studies [25,26]. When diagnosed, participants went into a state of shock and
experienced trauma responses. Four of the fifteen participants did, however, mention that
their first instinct was to attack the problem pragmatically. The next source of distress was
going through treatment, especially chemotherapy. Side effects such as losing hair and
the feeling of helplessness were significant contributors to psychological distress. Finally,
post-treatment feelings of abandonment by the healthcare system and the lack of direction
also contributed to distress, which is supported by a growing body of evidence [27,28].
Here, it was evident that participants felt abandoned and struggled with not having any
support networks to assist with the transition.

Participants’ QOL was explored by discussing how certain indicators, identified from
the literature review, have impacted participants’ QOL. The significant concerns derived
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from these interviews were physical symptoms of BC, changes in support systems for BCS
and poor body-image perception.

Poor body image is associated with mastectomies and breast reconstruction surgery [11].
Although a smaller sample was used, this study supported those findings. Over half of the
BCS reported a drop in self-esteem, feeling unattractive to partners and embarrassed by
their breasts. There was a consensus amongst two of the BCS claiming to be unsatisfied
with their reconstruction, often suggesting that they struggle with having or not having
tattooed nipples. Survivors have reported sexual health concerns for up to 10 years post-
treatment [29]. In Pumo et al.’s (2012) study, sexual conditions that directly correlated to
psychological disorders were prevalent in 36% of their participants [30]. Within this study,
sexual issues and complications such as dryness, pain and low libido to side effects of
treatments were linked with medications rather than psychological disorders. There were
also reports of participants’ embarrassment of how they look affecting their desire to be
intimate with their partner.

Sleep and fatigue are both factors contributing to the reduction in QOL. Several BCS
reported insomnia, trouble staying asleep and extreme fatigue throughout the day. There
was a common trend of fatigue and sleep issues being more prevalent during treatment
and then improving as time went on, supported in the literature [31]. There was, however,
a few BCS that reported persistent trouble sleeping and fatigue even years post-treatment.
In Beck et al.’s 2010 study, this trend was also seen where some survivors continued to
experience problems with sleep many years later [32]. This constant fatigue has resulted in
reducing the workability of survivors and the ability to spend time with families, which
has led to a reduction in QOL.

Cognitive changes were linked to memory loss and reduced capacity for work for the
majority of the study participants. Similar findings were reported in previous studies, where
participants noticed language, memory, spatial ability and motor function changes [33].
However, there was some discrepancy among participants regarding whether the medi-
cation, treatment or effects of ageing were causing the changes in cognition. Collins et al.
(2009) discussed this phenomenon concerning hormonal therapies such as tamoxifen and
anastrozole [34]. It was concluded that hormonal therapies subtly have a negative influence
on cognition. This aligned with our findings as the negative side effects of tamoxifen were
mentioned by four of the fifteen participants and linked to their cognitive changes and
other physical symptoms. There were also conversations linking these cognitive changes to
stressors in the workplace, with BCS worrying that it would affect their performance. Simi-
lar findings were cited in Nelson and Sul’s (2013) study, which noted that the detrimental
effects of reduced memory and learning impacted the workplace and function roles [35].

The majority of participants were married and had children. This resulted in extensive
conversations about relationship changes and social isolation. Most BCS reported that
their husbands were highly supportive and a great help during this time. Only a minority
mentioned relationship breakdowns and increased stress due to their partners. Multiple
studies have illustrated the positive effect of supportive spousal relationships [36,37], which
our study supports. Even with this support, many BCS still feel isolated post-treatment due
to a lack of continued understanding of their experience from family and friends [38] and
continued side effects of medications. Perz et al. (2013) explored that the heightened fear of
rejection experienced by BCS with potential partners causes survivors to isolate themselves
even further [39]. The single woman who participated in this study reported that they felt
embarrassed by their breast appearance; however, this fear of rejection was not explicitly
mentioned. There was also no mention of participants further isolating themselves as they
sought out more connections via social networks, support groups and their own families.
Those who had better support networks of friends, family and communities mentioned that
going through treatment was easier with all the extra help, and thus they felt less isolated.
When this community was not present, there were often reports of feeling helpless and
overwhelmed by tasks. This is supported in the literature, where those who have strong
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relationships and communities to assist them felt protected from negative feelings such as
depression, anxiety and the stigma of BC [9,36,38].

The experience of using and accessing healthcare services was identified as a significant
factor contributing to QOL. Within Australia, Medicare is the publicly funded universal
health care insurance scheme that all Australians can access. In addition to this, private
health coverage is also available to paying customers to cover the gaps in Medicare. These
two services however still do not alleviate the entire financial burden of Breast Cancer
treatments and services. Financial distress acted as a significant barrier to healthcare
services for BCS [40]. This result was expected because various studies outlined expensive
costs and lack of coverage via Medicare and private health [40]. The previous literature also
outlined that breast cancer comorbidities would also be a barrier to returning to work [41],
which was also seen in this study. One central area discussed was the difficulties affording
services post-treatment. Through the public and private health sectors, most women
received some financial support.

In some cases, participants had to pick and choose the most needed services at a
specific time rather than having access to all services that may improve their QOL. Although
the majority did report that financially they were stable, all acknowledge the exorbitant costs
of life-saving and life-enhancing treatments during survivorship. Breast reconstruction
was a significant source of financial strain. It is not covered under Medicare, and as it is not
considered a life-saving surgery, private health services often do not cover it.

Treatment and communication by staff within the healthcare system had a significant
impact on survivors’ experience and distress. Four of the fifteen BCS reported at least one
issue of switching practitioners or feeling like they were not being heard. One of the most
considerable contributions to distress during diagnosis was the communication of medical
staff about the severity and course of action for treatments. Participants also highlighted
how their health was now in their own hands after treatment, and there was no transition
phase. Many felt abandoned and isolated by the shift in control as well as being at a loss
as to how to manage their symptoms into the future. Most participants continued to take
medication after their treatments to prevent cancer recurrence. These medications, however,
had harmful side effects that BCS have had to learn how to manage by themselves. This,
paired with financial restrictions, has resulted in a reduction in QOL.

However, there are a few limitations of the study. The limitations of this study include
social media and readiness bias. The effectiveness of social media recruitment resulted
in a biased sample toward BCS who do not use or do not have access to social media. In
addition, it also eliminates participants who are not yet ready to share their experiences as
they are still dealing with the consequences of their disease.

5. Summary and Conclusions

Fifteen BCS were interviewed to understand their journey from pre-diagnosis to
survivorship. The average participants were aged 35–45, had at least one child, were
married and were Australian. The most common issues mentioned throughout this study
were the lack of interventions for medication side effects, changes in their body image and
anxiety around cancer reoccurrence. There were also many accounts of how physical side
effects from treatments have impacted their work and social and sexual lives.

These findings are based on a qualitative study, with a small sample of 15 in-depth
interviews; therefore, a generalisation of the study cannot be made. Due to the small
number of participants and sampling error, there was also a lack of older participants from
diverse backgrounds.

This study has provided a preliminary basis for the experience of BCS and can ex-
panded on in a larger study using quantitative methods to assess QOL and psychological
distress. These findings have implications for policymakers and for the healthcare industry
along with the importance of a survivor’s relationship with their healthcare team and their
ability to access services, which was especially highlighted. It would be our recommen-
dation to focus future studies on the experience of BCS from ages 35 to 45 including their
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diagnosis. Future studies should also include BCS of culturally diverse groups and older
age cohorts.

From this research, it is also clear that younger women should have access to free and
convenient mammograms. Additionally, the experience of sexuality and early menopause
is an area that needs to be examined to provide better services and support for survivors.
Access to post-care services, links to support groups and information about medication
side effects should be prioritised in order to increase survivors’ QOL.
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Appendix A

Section 1: Breast Cancer Diagnosis: Treatment and Experience

1.1 Can you tell us how much you knew about breast cancer prior to your diagnosis?
(a) What did you know about the symptoms of breast cancer?
(b) What did you know about how to diagnose breast cancer (breast screening, mammography)?
(c) Did you know how breast cancer is treated and where to go for the treatment?
1.2 Can you tell us about your experience with breast cancer?
(a) When and how did you know you have cancer?
(b) What was your first reaction when you were first diagnosed with breast cancer?
(c) What treatment did you go through since you were diagnosed with breast cancer?
(d) Did you do any breast screening before your breast cancer diagnosis? When did you do the last mammography?

Section 2: Breast cancer diagnosis and distress

2.1 Tell us about any distress that you have experienced during the process of diagnosis and treatment of cancer
(a) Emotional/psychological distress? Emotional distress during the process of treatment, change in the physical appearance
(b) Financial distress? Distress due to impact on the financial situation.
(c) Social isolation? (Relationship issues, heightened fear of rejection from partner loneliness)
(d) Anxious about cancer recurrence

Section 3: Impact of breast cancer on quality of life

3.1 How has cancer impacted your daily life and your overall quality of life?
(a) Daily activities
(b) Work (paid work)
(c) Sleep (including sleep deprivation, sleep disturbances, insomnia and so on)
(d) Cognition (memory)
(e) Fatigue
(f) Physical/Body image (body image was associated with mastectomies, breast reconstructive surgery, etc.)
(g) Sexuality (Sexual disorder, discomfort)

Section 4: Health services utilisation

4.1 Which health services are currently available to you (e.g., reproductive services, doctor’s surgery and specialist services)?
4.2 Which of these services did you utilise? Tell us your experience of using these services
4.3 What health services are not available to you (e.g., reproductive services, doctor’s surgery and specialist services)?
4.4 What women’s health services (including reproductive health) would you like to have access to improve your health?



Healthcare 2022, 10, 2017 14 of 15

References
1. Australian Institute of Health and Welfare (A.I.o.H.a.W.R.). Cancer Data Australia. Available online: https://www.aihw.gov.au/

getmedia/43903b67-3130-4384-8648-39c69bb684b5/Cancer-data-in-Australia.pdf.aspx?inline=true (accessed on 2 June 2021).
2. Waks, A.G.; Winer, E.P. Breast cancer treatment: A review. JAMA 2019, 321, 288–300. [CrossRef] [PubMed]
3. DeSantis, C.E.; Bray, F.; Ferlay, J.; Lortet-Tieulent, J.; Anderson, B.O.; Jemal, A. International variation in female breast cancer

incidence and mortality rates. Cancer Epidemiol. Prev. Biomark. 2015, 24, 1495–1506. [CrossRef]
4. Australian Institute of Health and Welfare A.I.o.H.a.W.R. Australian Cancer Incidence and Mortality (ACIM). Available online:

https://www.aihw.gov.au/reports/cancer/cancer-data-in-australia/notes (accessed on 7 May 2021).
5. Casso, D.; Buist, D.S.; Taplin, S. Quality of life of 5–10 year breast cancer survivors diagnosed between age 40 and 49. Health Qual.

Life Outcomes 2004, 2, 25. [CrossRef]
6. Australian Government Department of Health (A.G.D.o.). About the BreastScreen Australia Program; Australian Government

Department of Health: Canberra, Australia, 2021; Volume 2021.
7. Perry, L.M.; Hoerger, M.; Seibert, K.; Gerhart, J.I.; O’Mahony, S.; Duberstein, P.R. Financial strain and physical and emotional

quality of life in breast cancer. J. Pain Symptom Manag. 2019, 58, 454–459. [CrossRef]
8. Campbell-Enns, H.; Woodgate, R. The psychosocial experiences of women with breast cancer across the lifespan: A systematic

review protocol. JBI Evid. Synth. 2015, 13, 112–121. [CrossRef]
9. Shrout, M.R.; Renna, M.E.; Madison, A.A.; Alfano, C.M.; Povoski, S.P.; Lipari, A.M.; Agnese, D.M.; Farrar, W.B.; Carson, W.E., III;

Kiecolt-Glaser, J.K. Breast cancer survivors’ satisfying marriages predict better psychological and physical health: A longitudinal
comparison of satisfied, dissatisfied, and unmarried women. Psycho-Oncol. 2021, 30, 699–707. [CrossRef]

10. Arora, N.K.; Gustafson, D.H.; Hawkins, R.P.; McTavish, F.; Cella, D.F.; Pingree, S.; Mendenhall, J.H.; Mahvi, D.M. Impact of
surgery and chemotherapy on the quality of life of younger women with breast carcinoma: A prospective study. Cancer Interdiscip.
Int. J. Am. Cancer Soc. 2001, 92, 1288–1298. [CrossRef]

11. Falk Dahl, C.A.; Reinertsen, K.V.; Nesvold, I.L.; Fosså, S.D.; Dahl, A.A. A study of body image in long-term breast cancer survivors.
Cancer 2010, 116, 3549–3557. [CrossRef]

12. Abrahams, H.; Gielissen, M.; Verhagen, C.; Knoop, H. The relationship of fatigue in breast cancer survivors with quality of life
and factors to address in psychological interventions: A systematic review. Clin. Psychol. Rev. 2018, 63, 1–11. [CrossRef]

13. Twombly, R. What’s in a name: Who is a cancer survivor? J. Nat. Cancer Inst. 2004, 96, 1414–1415. [CrossRef] [PubMed]
14. Naik, H.; Leung, B.; Laskin, J.; McDonald, M.; Srikanthan, A.; Wu, J.; Bates, A.; Ho, C. Emotional distress and psychosocial needs in

patients with breast cancer in British Columbia: Younger versus older adults. Breast Cancer Res. Treat. 2020, 179, 471–477. [CrossRef]
15. Champion, V.L.; Wagner, L.I.; Monahan, P.O.; Daggy, J.; Smith, L.; Cohee, A.; Ziner, K.W.; Haase, J.E.; Miller, K.D.; Pradhan,

K. Comparison of younger and older breast cancer survivors and age-matched controls on specific and overall quality of life
domains. Cancer 2014, 120, 2237–2246. [CrossRef]

16. Howard-Anderson, J.; Ganz, P.A.; Bower, J.E.; Stanton, A.L. Quality of life, fertility concerns, and behavioral health outcomes in
younger breast cancer survivors: A systematic review. J. Nat. Cancer Inst. 2012, 104, 386–405. [CrossRef] [PubMed]

17. Hewitt, M.; Herdman, R.; Holland, J. Psychosocial needs of women with breast cancer. In Proceedings of the Meeting Psychosocial
Needs of Women with Breast Cancer. Available online: https://www.ncbi.nlm.nih.gov/books/NBK215940/ (accessed on 10
October 2021).

18. World Health Organisation G.C.O.W.H. Breast Cancer Fact Sheet; World Health Organisation: Geneva, Switzerland, 2020.
19. Pope, C.; Mays, N. Qualitative research: Reaching the parts other methods cannot reach: An introduction to qualitative methods

in health and health services research. BMJ 1995, 311, 42–45. [CrossRef] [PubMed]
20. Castleberry, A.; Nolen, A. Thematic analysis of qualitative research data: Is it as easy as it sounds? Curr. Pharm. Teach. Learn. 2018,

10, 807–815. [CrossRef]
21. Henselmans, I.; Helgeson, V.S.; Seltman, H.; de Vries, J.; Sanderman, R.; Ranchor, A.V. Identification and prediction of distress

trajectories in the first year after a breast cancer diagnosis. Health Psychol. 2010, 29, 160–168. [CrossRef]
22. Stanton, A.L.; Ganz, P.A.; Rowland, J.H.; Meyerowitz, B.E.; Krupnick, J.L.; Sears, S.R. Promoting adjustment after treatment for

cancer. Cancer Interdiscip. Int. J. Am. Cancer Soc. 2005, 104, 2608–2613. [CrossRef]
23. Henselmans, I.; Sanderman, R.; Baas, P.C.; Smink, A.; Ranchor, A.V. Personal control after a breast cancer diagnosis: Stability and

adaptive value. Psycho-Oncol. J. Psychol. Soc. Behav. Dimens. Cancer 2009, 18, 104–108. [CrossRef] [PubMed]
24. Barez, M.; Blasco, T.; Fernandez-Castro, J.; Viladrich, C. A structural model of the relationships between perceived control and

adaptation to illness in women with breast cancer. J. Psychosoc. Oncol. 2007, 25, 21–43. [CrossRef]
25. Gallagher, J.; Parle, M.; Cairns, D. Appraisal and psychological distress six months after diagnosis of breast cancer. Br. J. Health

Psychol. 2002, 7, 365–376. [CrossRef] [PubMed]
26. Deshields, T.; Tibbs, T.; Fan, M.Y.; Taylor, M. Differences in patterns of depression after treatment for breast cancer. Psycho-Oncol.

J. Psychol. Soc. Behav. Dimens. Cancer 2006, 15, 398–406. [CrossRef] [PubMed]
27. Hinnen, C.; Ranchor, A.V.; Sanderman, R.; Snijders, T.A.; Hagedoorn, M.; Coyne, J.C. Course of distress in breast cancer patients,

their partners, and matched control couples. Ann. Behav. Med. 2008, 36, 141–148. [CrossRef]
28. Ward, S.E.; Viergutz, G.; Tormey, D.; DeMuth, J.; Paulen, A. Patients’ reactions to completion of adjuvant breast cancer therapy.

Nurs. Res. 1992, 41, 362–366. [CrossRef]

https://www.aihw.gov.au/getmedia/43903b67-3130-4384-8648-39c69bb684b5/Cancer-data-in-Australia.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/43903b67-3130-4384-8648-39c69bb684b5/Cancer-data-in-Australia.pdf.aspx?inline=true
http://doi.org/10.1001/jama.2018.19323
http://www.ncbi.nlm.nih.gov/pubmed/30667505
http://doi.org/10.1158/1055-9965.EPI-15-0535
https://www.aihw.gov.au/reports/cancer/cancer-data-in-australia/notes
http://doi.org/10.1186/1477-7525-2-25
http://doi.org/10.1016/j.jpainsymman.2019.05.011
http://doi.org/10.11124/jbisrir-2015-1795
http://doi.org/10.1002/pon.5615
http://doi.org/10.1002/1097-0142(20010901)92:5&lt;1288::AID-CNCR1450&gt;3.0.CO;2-E
http://doi.org/10.1002/cncr.25251
http://doi.org/10.1016/j.cpr.2018.05.004
http://doi.org/10.1093/jnci/96.19.1414
http://www.ncbi.nlm.nih.gov/pubmed/15467027
http://doi.org/10.1007/s10549-019-05468-6
http://doi.org/10.1002/cncr.28737
http://doi.org/10.1093/jnci/djr541
http://www.ncbi.nlm.nih.gov/pubmed/22271773
https://www.ncbi.nlm.nih.gov/books/NBK215940/
http://doi.org/10.1136/bmj.311.6996.42
http://www.ncbi.nlm.nih.gov/pubmed/7613329
http://doi.org/10.1016/j.cptl.2018.03.019
http://doi.org/10.1037/a0017806
http://doi.org/10.1002/cncr.21246
http://doi.org/10.1002/pon.1333
http://www.ncbi.nlm.nih.gov/pubmed/18317990
http://doi.org/10.1300/J077v25n01_02
http://doi.org/10.1348/135910702760213733
http://www.ncbi.nlm.nih.gov/pubmed/12614506
http://doi.org/10.1002/pon.962
http://www.ncbi.nlm.nih.gov/pubmed/16100708
http://doi.org/10.1007/s12160-008-9061-8
http://doi.org/10.1097/00006199-199211000-00008


Healthcare 2022, 10, 2017 15 of 15

29. Oberguggenberger, A.; Meraner, V.; Sztankay, M.; Hilbert, A.; Hubalek, M.; Holzner, B.; Gamper, E.; Kemmler, G.; Baumgartner,
T.; Lackinger, I. Health behavior and quality of life outcome in breast cancer survivors: Prevalence rates and predictors. Clin.
Breast Cancer 2018, 18, 38–44. [CrossRef] [PubMed]

30. Pumo, V.; Milone, G.; Iacono, M.; Giuliano, S.R.; Di Mari, A.; Lopiano, C.; Bordonaro, S.; Tralongo, P. Psychological and sexual
disorders in long-term breast cancer survivors. Cancer Manag. Res. 2012, 4, 61–65.

31. Davidson, J.R.; MacLean, A.W.; Brundage, M.D.; Schulze, K. Sleep disturbance in cancer patients. Soc. Sci. Med. 2002, 54, 1309–1321.
[CrossRef]

32. Beck, S.L.; Berger, A.M.; Barsevick, A.M.; Wong, B.; Stewart, K.A.; Dudley, W.N. Sleep quality after initial chemotherapy for breast
cancer. Support. Care Cancer 2010, 18, 679–689. [CrossRef]

33. Bower, J.E.; Ganz, P.A.; Desmond, K.A.; Bernaards, C.; Rowland, J.H.; Meyerowitz, B.E.; Belin, T.R. Fatigue in long-term breast
carcinoma survivors: A longitudinal investigation. Cancer 2006, 106, 751–758. [CrossRef]

34. Collins, B.; Mackenzie, J.; Stewart, A.; Bielajew, C.; Verma, S. Cognitive effects of hormonal therapy in early stage breast cancer
patients: A prospective study. Psycho-Oncol. J. Psychol. Soc. Behav. Dimens. Cancer 2009, 18, 811–821. [CrossRef]

35. Nelson, W.L.; Suls, J. New approaches to understand cognitive changes associated with chemotherapy for non-central nervous
system tumors. J. Pain Symptom Manag. 2013, 46, 707–721. [CrossRef]

36. Coyne, E.; Wollin, J.; Creedy, D.K. Exploration of the family’s role and strengths after a young woman is diagnosed with breast
cancer: Views of women and their families. Eur. J. Oncol. Nurs. 2012, 16, 124–130. [CrossRef] [PubMed]

37. Halkett, G.; Arbon, P.; Scutter, S.; Borg, M. The role of the breast care nurse during treatment for early breast cancer: The patient’s
perspective. Contemp. Nurse 2006, 23, 46–57. [CrossRef] [PubMed]

38. Keesing, S.; Rosenwax, L.; McNamara, B. A dyadic approach to understanding the impact of breast cancer on relationships
between partners during early survivorship. BMC Women’s Health 2016, 16, 57. [CrossRef]

39. Perz, J.; Ussher, J.; Gilbert, E. Loss, uncertainty, or acceptance: Subjective experience of changes to fertility after breast cancer. Eur.
J. Cancer Care 2014, 23, 514–522. [CrossRef] [PubMed]

40. Spence, D.; Morstyn, L.; Wells, K. The support and information needs of women with secondary breast cancer. Breast Cancer Netw.
Aust. 2015. Available online: https://www.bcna.org.au/media/2936/bcn1166-sbc-report-2015.pdf (accessed on 10 October 2021).

41. Mehnert, A. Employment and work-related issues in cancer survivors. Crit. Rev. Oncol. Hematol. 2011, 77, 109–130. [CrossRef] [PubMed]

http://doi.org/10.1016/j.clbc.2017.09.008
http://www.ncbi.nlm.nih.gov/pubmed/29017754
http://doi.org/10.1016/S0277-9536(01)00043-0
http://doi.org/10.1007/s00520-009-0662-y
http://doi.org/10.1002/cncr.21671
http://doi.org/10.1002/pon.1453
http://doi.org/10.1016/j.jpainsymman.2012.11.005
http://doi.org/10.1016/j.ejon.2011.04.013
http://www.ncbi.nlm.nih.gov/pubmed/21601525
http://doi.org/10.5172/conu.2006.23.1.46
http://www.ncbi.nlm.nih.gov/pubmed/17083319
http://doi.org/10.1186/s12905-016-0337-z
http://doi.org/10.1111/ecc.12165
http://www.ncbi.nlm.nih.gov/pubmed/24372983
https://www.bcna.org.au/media/2936/bcn1166-sbc-report-2015.pdf
http://doi.org/10.1016/j.critrevonc.2010.01.004
http://www.ncbi.nlm.nih.gov/pubmed/20117019

	Introduction 
	Materials and Methods 
	Results 
	Background Information 
	Sociodemographic Background 
	Previous Knowledge of Breast Cancer 
	Diagnosis of Breast Cancer 
	Treatment of Breast Cancer 

	Psychological and Emotional Distress 
	Experience of Receiving Diagnosis and Treatment of Breast Cancer 
	Treatment: Chemotherapy, Surgery and Radiation 
	Post-Treatment 
	Anxious for Recurrence 

	Quality of Life 
	Physical Symptoms 
	Support Systems 

	Health Services Experience 

	Discussion 
	Summary and Conclusions 
	Appendix A
	References

