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ABSTRACT

This study investigates the supportive needs of women diagnosed with breast cancer in the early treatment phase. The aim of this
study was to identify unmet supportive care needs in the early treatment phase of women treated for breast cancer. This study
employed a quantitative longitudinal design with baseline questionnaire (Time 1) and a six-month follow-up questionnaire (Time
2) that explored a variety of characteristics using both standardized scales and more explorative questions about employment
situation, needs, rehabilitation, psychological, physical and social experiences. Eighty-five percent of the invited potential women
agreed to participate, and 100 participants completed the baseline questionnaire. The analysis identified results concerning
employment situation, depressive symptoms, unmet needs, distress, sexual life, social constraints and cancer-related quality of
life. The study concludes that health professionals must embrace the challenges faced by the women and provide strategies to
support women achieving meaningful lives.
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1. INTRODUCTION

Breast cancer is the most common malignant disease and
leading cause of cancer mortality in women.[1] In addition,
there are one million new cases in the world each year, and

breast cancer therefore represents a major public health is-
sue.[2] Improved treatment and screening programs have
increased the number of breast cancer survivors and trans-
formed breast cancer diagnosis from being regarded as an
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acute illness to a more complex and chronic condition with
people living longer and experiencing more illness related
physical, socially and psychological side effects.[3, 4] The
transition from a healthy woman to being diagnosed with
breast cancer with a potentially fatal illness can be very
stressful. To become a breast cancer survivor with ongoing
follow-up consultations, can add stress and may be poten-
tially a disempowering experience and require the women to
go through a transition from perceiving herself as a healthy
woman to living with a chronic condition.[5] It has physical,
psychological and social implications for the women, who
receive a cancer diagnosis and It also add restrictions their
daily life such as disruption in social activities and decrease
their capacity to plan.[6, 7] The women might also be fur-
ther restricted by the physical symptoms, such as fatigue,
nausea, vomiting, weight gain, hair loss, that the treatment
often extracts.[6] Emotional distress and lower quality of life
among people diagnosed with breast cancer is well estab-
lished in the literature[8, 9] and along with higher levels of
psychological distress, depression and anxiety.[10, 11] Higher
levels of distress, depressive symptoms and decreased quality
of life is evident several years after completing treatment and
has an impact on woman’s return to normal life in several
ways,[8, 9] for example, the need for general rehabilitation,
income and returning to the work force.[12] Previous research
has investigated the transitional experience and health care
needs in people undergoing chemotherapy.[5, 13] Neverthe-
less, the current study seeks to identify unmet supportive
care needs in the early treatment phase of women treated
for breast cancer. Little is known about the unmet physical,
physiological and social needs in the very early treatment
phase a few weeks after diagnosis.[14, 15] In this early phase
the prevalence of different unmet needs could depend on sev-
eral factors like severity of the cancer, treatment protocols,
sociodemographic and comorbidity.

The aim of this study was to identify unmet supportive care
needs in the early treatment phase of women treated for
breast cancer. The secondary objectives were to investigate
differences in supportive needs between groups treated with
chemotherapy and radiation-therapy, and to compare levels
of unmet needs in the early treatment phase with levels in
the post-treatment phase.

2. METHODS
This paper presents the second part of a study investigating
the transition experience of women with breast cancer. The
first part of this study was a qualitative study revealing de-
tailed insights into the psychosocial health care needs in a
group of women newly diagnosed with breast cancer during
their primary treatment. These results are presented else-

where.[5] In this paper, only the second part, a quantitative
longitudinal part of the study is presented. This part investi-
gates the supportive needs of people diagnosed with breast
cancer in the early treatment phase of their condition.

2.1 Design
A quantitative longitudinal design with baseline question-
naire (Time 1) and a six-month follow-up questionnaire
(Time 2) was used to explore a variety of characteristics us-
ing both standardized scales and more explorative questions
about employment situation, needs, rehabilitation, psycho-
logical, physical and social experiences. All items and scales
in the final questionnaire were selected carefully after review-
ing the literature in the area of breast cancer survivorship
and the results from the first part of our study on transitional
experiences.[5, 16]

2.2 Participants
Over a six-month period, 123 Danish women diagnosed with
breast cancer, treated with mastectomy or lumpectomy, were
assessed for eligibility during their primary treatment period.
The inclusion criteria were: age between 25 and 70 years
old, able to read and understand the information involved in
the research, no previous cancer diagnosis and newly diag-
nosed with breast cancer. All women lived in a regional area
and attended the regional oncology clinic. All women were
undergoing either chemo- or radiation treatment.

2.3 Data collection
The clinic nurses screened the patient list at the Oncological
outpatient Clinic in a Regional Hospital in West Jutland in
Denmark, according to the inclusion criteria and provided
both written and oral information to the patients about the
project. Women who indicated their interest in participating
were provided with consent forms and given the baseline
questionnaires by the clinic nurses. The questionnaires were
completed at the middle of the primary treatment period (at
the first of three treatments for chemo patients and in the
beginning of the third of five weeks with radiation for the
radiation patients).

All women were encouraged to bring the questionnaire pack-
age home for consideration before they decided whether to
participate or not. The ward nurses received consent forms
and the questionnaires at the next treatment and registered
all participants and non-participants. Non-responders were
reminded and encouraged to bring the questionnaire and con-
sent form at the next treatment. Only ten women required
a reminder. The data from the baseline questionnaires were
collected from February 2014 through September 2014.

The follow-up questionnaire was mailed by postal service to
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the women six months after completing the baseline ques-
tionnaire. Non-responders were reminded by postal mail
after 4 weeks and again after 8 weeks. The data from the
Followup questionnaires were collected from October 2014
through marts 2015.

Questionnaires were produced and scanned electronically
(Teleform Software) by a professional staff at The Unit for
Psychooncology and Health Psychology, Aarhus University.

2.4 Ethical considerations
All data collected were stored according the guidelines of the
Danish Data Protection Agency and according to the guide-
lines from the National Ethics Committee, Danish laws[17]

and the Helsinki Declaration.[18] All women received oral
and written information about the study before giving written
informed consent. Participants were advised of the voluntary
nature of the study and their right to withdraw at any time.
The women were invited to participate by a nurse in the on-
cology clinic. The nurse was not directly involved in the care
of the potential participants. Hereafter, the women received
written and oral information about the study. Furthermore,
the women were given time to consider participation in the
study after being informed about anonymity, confidentiality
and privacy.

2.5 Instruments
Demographic information including items concerning so-
cioeconomic status, working hours, marital status, education
level, income status and treatment status.

The Supportive Care Needs Survey (SCNS-SF34 with sim-
plified response format) is a brief 34 item instrument for
assessing the perceived needs of people diagnosed with can-
cer. It consists of 34 items from five different domains of
needs including Psychological, Health system & Information,
Physical & Daily living, Patient care & Support and Sexual-
ity. Among the instruments available to evaluate supportive
care needs as applied to cancer, the Supportive Care Needs
Survey (SCNS), developed by Girgis and her Australian-
based team[19] appears to reach the optimum level of validity
and reliability.[20] The short version of 34 items has been
validated psychometrically in its original language, and also
in Japanese and Chinese.[19, 21–26] The original SCNS-SF34
uses a five point, two-level response scale with two broad cat-
egories of need: ‘no need’ and ‘need’. The ‘need’ category
consists of three subcategories: ‘low need’, ‘moderate need’
and ‘high need’. The ‘no need’ category consists of two
subcategories: ‘no need’ and ‘satisfied’. Patients find this
response scale as confusing and difficult to complete.[21] Es-
pecially the ‘no need’ subcategories are difficult and patients
finds it hard to differentiate between an absence of need and

needs that have already been satisfied. In accordance with
Shofield et al. 2012, we used the simplified four-point ver-
sion without the confusing ‘no need’: ‘satisfied’ subcategory
in our Danish Translation of the SCNS SF34. The simplified
version maintained the same factor structure and is reliable,
valid and more acceptable to cancer patients than the original
with five-point response scale.[21]

Depressive symptoms were measured with the short 13-item
version of the Beck Depression Inventory (BDI-SF)[27–29]

which is one of the most widely used measures of depres-
sion. The BDI has been translated into Danish using the
translation-back translation method and has been used in
studies with Danish patients and volunteers.[30] The items
stem from the BDI-I and only the total score is calculated. It
is of the grouped into ‘none or minimal’ (score 0-4), ’mild’
(5-7), ‘moderate’ (8-15), and ‘severe depression’ (16+), but
with a cut-off point at 9/10 it has been found to include some
false positive cases , and with a 13/14 cut-off point to leave
some depressive undetected.[31]

Cancer-related psychological distress was measured with
The Impact of Events Scale-Cancer (IES-C).[32] The IES-C
is a standardized measure of current subjective distress re-
lated to a traumatic experience and measures intrusive and
avoidance symptoms experienced in the previous 7 days. The
items of the IES-C were anchored to the specific stressor of
having been diagnosed with breast cancer. The combined
score (avoidance + intrusion) provides a total cancer-related
distress score. The IES-C total is considered as subclinical
‘scores’ (0-8), ‘mild’ (9-25), ‘moderate’ (26-43) and ‘severe’
(44+).

Health related quality of life was measured with the Euro-
pean Organization for research and Treatment of Cancer
Quality of Life Core Questionnaire (EORTC QLQ-C30), de-
veloped to assess the quality of life of cancer patients. It has
been translated and validated into 49 languages, including
Danish,[33] and is used in more than 3000 studies worldwide.
The EORTC- QLQ-C30 includes subscales of Global health
status (QoL), five functional scales: physical functioning,
role functioning, cognitive functioning, and social function-
ing, and a number of scales and items covering symptoms,
including fatigue, nausea, appetite loss, and insomnia.[34]

The calculated total score of global health status was used as
outcome measure in the present study.

The Social Constraints Scale (SCS-C) measures how often
the individual perceives the social environment to influence
her attempts to talk about a traumatic experience.[35, 36] In
this version, the respondent was asked 5 questions about the
constraining effect of the social environment on attempts
to talk about breast cancer. The five items were repeated
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twice, once with respect to the ‘most important person’ (e.g.
spouse/partner) and once with respect to ‘other people’ and
a total score was calculated.

Sexual life is a single item question rated on a 3-point lik-
ert scale: “How would you describe your sexual life before
the operation?” (very satisfactory/somewhat satisfactory/not
satisfactory). At Time 1 this question is asked retrospec-
tively, but at Time 2 the question is asked in present tense.
The self-rated experience of sexual life satisfaction can be
considered as a trustworthy measure of general quality of
life, and can often reveal if the informants are overstating
their scores in other quality of life measures with no items of
sexual satisfaction. Questions about sexuality can however
be controversial and are often linked to social taboo which
can result in many missing entries in this item.[37]

Figure 1. Flow chart

2.6 Analyses
A t-test was performed on primary outcomes. Non-normal
scales were log-transformed prior to analysis. Subscale totals
with more than 50% missing values were coded as missing,
and no total score was calculated. If missing values were
50% or less on a subscale, they were substituted with the
mean of the remaining filled items on the subscale for each
case. This procedure is preferable to procedures such as list-

wise deletion or scale mean-substitution of scale-score when
one or more values are missing.[38] Dropouts were assumed
not missing at random and were administered with list-wise
deletion in all analyses. All analyses were made with IBM
SPSS Statistics version 24.

3. RESULTS
Eighty-five percent of the invited potential women agreed
to participate, and 100 participants completed the baseline
questionnaire. Forty-nine women were under treatment with
chemotherapy, forty-five with radiation-therapy and four
women were treated with both chemo- and radiation-therapy.
Hormone treatment is combined with radiation-therapy and
26 out of 28 patients treated with hormones are also treated
with radiation and are thus not treated as a separate group
in this study. Twelve women dropped out of the study for
unknown reasons. The mean age differed between groups,
with 66 years in radiation group and 53 years in chemother-
apy group. All demographics results are presented in Table
1: Descriptive data.

Only 20% of the participating women were single and more
than a third with high education degree (Master level).

3.1 Employment situation
More women in the chemotherapy group, compared to the ra-
diation group, had higher level of education and more women
in the chemotherapy group were active in the labor market
before diagnosis as well as after diagnosis. More women in
the radiation group were retired and 22 percent of the women
were working full-or part-time after their diagnosis (Time 1),
however twice as many (46%) were employed 6 months later
(Time 2), and only 13% were on sick leave compared to 33%
at Time 1. The mean working hours dropped by half from
before diagnosis (retrospective baseline) to after diagnosis
(Time 1). At Time 2 the mean working hours were back at
the same level as before diagnosis.

3.2 Depressive Symptoms (BDI-SF)
A paired-samples t-test was conducted to evaluate the im-
pact of time on participants’ scores on the Beck Depression
Inventory Short Form (BDI-SF). There was a statistically
significant decrease in BDI-SF from Time 1 (M = 4,3, SD=
3,7) to Time 2 (M = 3,2, SD = 3,4), t (84) = 2,4), p > .05
(two-tailed). The mean decrease in BDI-SF was 0,64 with
a 95% confidence interval ranging from 0,10 to 2,35. The
eta squared statistic (0.01) indicated a small effect size.[39]

Only few women scored mild symptoms of depression and
the overall mean showed none or minimal symptoms of de-
pression at both Time 1 and Time 2.

4 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2022, Vol. 12, No. 3

Table 1. Descriptive data, demographic characteristics of participants and selected results
 

 

  

Radiation T1 Chemo※ T1 Total T1  Total T2 

N (%) 
Mean (SD) 

N (%) 
Mean (SD) 

N (%) 
Mean (SD) 

 
 

N (%) 
Mean (SD) 

Participants N (%) 51 49 100  88 
Age at study entry, Mean (SD) 66.3 (8.5)* 53.7 (8.9)* 59.6 (10.7)   
Age, non-participants (n = 23)   62.4 (8.4)   
Education, N (%)      
Lower secondary general (7-10 yrs.) 17 12 29   
Vocational school (11-13 yrs.) 9 10 18   
Upper secondary school (11-13 yrs.) 5 3 8   
Tertiary (14 to 17 yrs, < Master Degree) 11 21 32   
Tertiary (≥ 18 years, ≥ Master Degree) 2 5 7   
Other 1 2 3   
Missing 2 0 2   
Marital status, N (%)      
Married or cohabiting 31 42 73  67 (77%) 
Single 16 11 27  20 (23%) 
Employment situation before diagnosis, N (%)      
Self-employed 0 3 3   
Employee (full time) 8 25 33   
Employee (part time) 6 10 16   
Unemployed 0 1 1   
Old age or early retirement pension  33 11 44   
Sick leave (full or part time) 0 1 3   
Missing 0 0 0   
Employment situation (present), N (%)      
Self-employed 0 2 2 (2%)  2 (3%) 
Employee (full time) 3 8 11 (11%)  23 (27%) 
Employee (part time) 5 4 9 (9%)  14 (16%) 
Unemployed 0 0 0 (0%)  1 (2%) 
Old age or early retirement pension  33 11 44 (44%)  36 (41%) 
Sick leave (full or part time) 5 28 33 (33)  11 (13%) 
Missing   1 (1%)  1 (2%) 
Weekly working hours before diagnosis, M(SD) 24.7 (15.5) 31.8 (10.9) 29.7 (12.7)   
Weekly working hours (present), M(SD) 16.3 (15.0) 14.1 (15.6) 14.8 (15.3)  28.5 (15.2) 
Household income (Dkr./US$)     
< 300.000 / < 48.000 25 8 33   
3-500.000 / 48-79.000 10 19 29   
5-700.000 / 79-111.000 6 9 15   
> 700.000 / > 111.000 3 13 16   
Missing 3 4 7   
Type of Surgery, N (%)      
Mastectomy 2 10 12   
Tumorectomy 43 43 86   
Missing 2 0 2   
Treatment Radiotherapy, N (%)      
Radiotherapy 45 4 49   
Chemotherapy  53 53   
Hormone treatment 26 2 28   
SCNS (M / SD)      
Psychological needs 16.5 (6.6) 17.3 (6.1) 15.9 (5.8)  15.8 (6.3) 
Health system and information needs 24.1 (11.7) 21.9 (9.9) 21.9 (10.5)  18.4 (9.0)** 
Physical and daily living needs 7.6 (3.0)* 9.9 (3.5)* 8.5 (3.3)  7.8 (3.3)# 
Patient care and support needs 7.2 (3.0) 7.9 (3.2) 7.3 (3.0)  6.8 (2.8) 
Sexuality needs 3.5 (1.4)* 4.8 (2.4)* 4.3 (2.1)  4.3 (2.1) 
Depression (BDI)   4.3 (3.7)  3.2 (3.4)** 
Missing   3 (3%)  14 (14%) 
Impact of Event Scale (IES)   16.5 (13.6)  13.5 (13.4) 
Intrusion subscale   7.2 (7.5)  6.3 (6.6) 
Avoidance subscale   9.1 (7.5)  7.1 (7.7) 
Hyperarousal subscale   4.8 (5.5)  4.1 (5.2) 
Social Constraints Scale (SCS)   15.4 (6.1)  16.4 (6.7)# 
Other People subscale   7.8 (3.1)  8.3 (3.2)# 
Most important person subscale   7.6 (3.6)  8.0 (3.9) 
Quality of Life (EORTC-QLQ-C30)   69.6 (20.6)  73.5 (19.2)# 

※Participants treated with both cancer and radiation (n = 4) were included in this category. *Statistical significant (p < .05) difference between groups (radiotherapy/chemotherapy). 

Independent samples t-test (2-tailed). **Statistical significant (p < .05) difference from T1 to T2. Paired-samples t-test (2-tailed).# Statistical trend (p < .1) difference from T1 to T2. 
Paired-samples t-test (2-tailed). 
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3.3 Unmet needs
The subscales of the SCNS revealed good reliability (Cron-
bach’s alpha: .79 - .96) and the summated scores were
skewed and consequently log-transformed. An independent
samples t-test were conducted to compare the need scores for
radiotherapy-group (R-group) and the chemotherapy group
(C-group).

There was a significant difference between the Chemo-group
and Radiation-group on physical and daily living needs [t(93)
= -3,24, p = .002] and sexuality needs [t(90) = -3.36, p =
.001], but the magnitude of the differences in the means
were small (eta squared = 0.10 & 0,11).[39] After correction
for age, only physical and daily living needs remained as a
statistically significant difference between the two groups
over time, indicating that the Chemo-group remained with

a higher degree of need than the Radiation-group regarding
physical and daily living needs.

When collapsing the Radiation-group and the Chemo-group,
to run a paired-samples t-test to evaluate the impact of time
on participants’ scores on the SCNS, we found a statistically
significant decrease in health system and information needs
from Time 1 (M = 21.9, SD = 10.5) to Time 2 (M = 18.4,
SD = 9.0), t (84) = 3.36), p < .05 (two-tailed). The mean
decrease was 3.5 with a 95% confidence interval ranging
from 1.41 to 5.51. The eta squared statistic (0.03) indicated
a small effect size.[39] None of the other subscales revealed
any statistically significant change over time, however the
physical and daily living needs revealed a statistically trend
indicating a very small decrease over time (see Table 1).

Table 2. SCNS subscales (N = 98) at Time 1
 

 

SCNS sub scales 
No needs Low to moderate need Moderate need or more 

N (%) N (%) N (%) 

No needs reported on any items 7 (8)   

Psychological needs 17 (18) 31 (32) 3 (3) 

Health system and information needs 17 (18) 19 (20) 27 (28) 

Physical and daily living needs 25 (26) 32 (33) 8 (9) 

Patient care and support needs 34 (35) 13 (14) 6 (7) 

Sexuality needs 64 (66) 12 (13) 7 (8) 

 

Only 8% of the women reported no unmet needs at time 1
(see Table 2) compared to 12% of the women at time 2 (data
not shown) which indicates that almost all women in the
early treatment phase experienced some needs unmet.

3.4 Distress (IES)
A paired-samples t-test was conducted to evaluate the impact
of time on participants’ scores on the Impact of Events Scale
(IES). There was no statistically significant decrease in total
IES from Time 1 (M = 16,5, SD= 13,6) to Time 2 (M = 13.5,
SD = 13.4), t (83) = 0.92), p = .36 (two-tailed). The mean
decrease in IES was 0,99 with a 95% confidence interval
ranging from -1,17 to 3,15. None of the three subscales In-
trusion, Avoidance or Hyperarousal revealed any statistically
significant decrease (see Table 1). The overall mean reveals
mild distress symptoms at both Time 1 and Time 2 and only
a few women with moderate distress symptoms.

3.5 Social Constraints (SCS)
A paired-samples t-test was conducted to evaluate the impact
of time on participants’ scores on the Social Constraint Scale
(SCS). There was a statistically non-significant trend indica-
tion an increase in total SCS from Time 1 (M = 15,2, SD=

5,8) to Time 2 (M = 16,4, SD = 6,7), t (84) = -1,86), p = 0,07
(two-tailed). The mean decrease in SCS was -1,13 with a
95% confidence interval ranging from -2,33 to 0,08. The eta
squared statistic (0,01) indicated a small effect size.[39] This
trend was also found in the subscale ‘Other People’, but not
in the subscale ‘Most important person’ (see Table 1).

3.6 Cancer-related Quality of Life (EORTC QLQ-C30)
A paired-samples t-test was conducted to evaluate the im-
pact of time on participants’ scores on the Quality of life
scale (EORTC QLQ-C30). There was a statistically non-
significant trend indicating an increase in total QoL from
Time 1 (M = 68.4, SD = 21.0) to Time 2 (M = 73.5, SD
= 19.2), t (84) = -1.798), p = .08 (two-tailed). The mean
increase in QLQ was -3,92 with a 95% confidence interval
ranging from -8,26 to 0,41. The eta squared statistic (0,01)
indicated a small effect size[39] (see Table 1). The overall
mean score is considered within the normal range, compared
to the general Danish population.[40, 41]

3.7 Sexual Life
A paired-samples t-test was conducted to evaluate the im-
pact of time on participants’ level of sexual life satisfaction.
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There was a statistically significant decrease from Time 1
(M = 2,38 SD= 0,7) to Time 2 (M = 1,8 SD = 0,7), t (44) =
5,83), p = .00 (two-tailed). The mean decrease was 0.62 with
a 95% confidence interval ranging from 0,11 to 0,84. The
eta squared statistic (0,38) indicated a large effect size,[39]

indicating a significant decrease in satisfaction with sexual
life six month post-surgery.

4. DISCUSSION
To our knowledge, this is the first study to investigate un-
met needs in the very earliest treatment phase among Danish
women with breast cancer using the validated SCNS-34 short
version.

The results concerning distress, indicate that participants
experienced low grade levels of distress and depression in
the early phase after diagnosis. Importantly, both the low
grade of distress and symptoms of depression eased rapidly
and in addition, there was therefore no significant difference
between women in chemo – and radiation treatment when
data was adjusted for age. The overall mean reveals mild
distress symptoms at both Time 1 and Time 2 and only a few
women with moderate distress symptoms. These findings
are consistent with other findings with Danish breast cancer
patients.[42]

In relation to unmet needs, our results indicate that women
receiving chemo treatment, had a higher degree of need than
the women receiving radiation treatment regarding physical
and daily living needs. The patient perspective is an im-
portant parameter when assessing the quality of healthcare
concerning unmet needs. Information directly from the pa-
tients themselves, is increasingly in demand and constitutes
a unique source of information to e.g. knowledge of patient
needs and unmet needs.[43] Our results indicate that women
have unmet needs during the process of treatment. These
results can be seen in the context of transition. According to
Meleis, transitions can be considered as movement and flow
over time.[44] Transitions are characterized by periods during
which persons make the shift from one life phase, situation,
or status to another as well as periods of vulnerability to
risks inherent in health and the change from health to illness.
Patients may go through phases of uncertainty, confusion,
and anxiety during the transition, before they can enter a new
beginning.[44] Besides, patients in transition tend to be more
vulnerable,[44] hence the process of being treated for breast
cancer concerns related to identity as findings from the first
part of our study, there was an immense psychological impact
reported by the women related to them experiencing great
sense of uncertainty, sense of powerlessness, difficulties in
sustaining normality and also worried about their future.[5]

In this qualitative study the women managed their transition

by trying to establish normality in their everyday life. These
findings were also aligned in the in current study as employ-
ment was a significant contributor in the process towards
establishing normality in their everyday life. The transition
to living with a cancer diagnosis was also marked by finding
ways to maintain their identity. Employment plays an impor-
tant role to assist women maintain their identity which was
strongly linked to being employed or even being engaged in
voluntary work.[5] Other research indicates that employment
situation is a major factor affecting general wellbeing and re-
habilitation.[45, 46] Being employed and getting back to work
can be crucial for a positive trajectory or outcome of the tran-
sition, as working can be a sign of normality.[5] Furthermore,
participation in the workforce is a very important factor im-
pacting on the women’s experience of living a normal and
meaningful life.[47] The women’s decisions about working
were affected during the treatment phase due to uncertain-
ties and worries about ability to work, possible job loss and
physical appearance.[47] In our study 13% of women were
on sick leave 6 months after diagnosis. This suggests that
women’s work situation is important to address during the
process of treatment. There is a discrepancy in employment
rate in prior to and after the breast cancer treatment with only
46% of women reported returning back to the work force
after 6 months compared to 53% before diagnosis. Women
with breast cancer have been found to have higher levels of
unemployment after breast cancer treatment and also slower
return to employment than other patient groups.[47, 48]

Our results also suggest a significant decrease in satisfaction
with their sexual life six-month post-surgery. Interestingly,
more than half of the women in our study responded with
a ‘don’t know’ or ‘not relevant’ on the questions related to
the sex life. An integral part of people identity is our sexual-
ity[49] with research literature indicating that a high number
of women experienced problems related to their self-concept
and sexual health secondary to breast cancer.[49] However,
the women reported inadequate response from health profes-
sionals when sexuality were raised in the conversations.[49]

Women with breast cancer clearly need support to get back
into employment, more information or communication about
factors related to sex life after treatment following a cancer
diagnosis and support to sustain their identity in the new life
phase as living with a breast cancer diagnosis.

Health professionals need to consider an individualised plan
of care that consider the women are in transition with dif-
ferent care needs that constantly change in weeks after diag-
nosis depending on the woman’s’ social, psychological, and
physical circumstances.
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5. CONCLUSIONS AND IMPLICATIONS FOR
PRACTICE

Our study indicates that women receiving chemo treatment,
had a higher degree of need than the women receiving ra-
diation treatment regarding physical and daily living needs.
Furthermore, our results indicate that women have unmet
needs during the process of treatment. Women with breast
cancer clearly need support to get back into employment,
more information or communication about factors related to
sex life after treatment. Our results suggest that the woman’s
transitional experience from time of diagnosis to six months’
post diagnosis experience is contextual and individual. Their
particular experience of unmet needs is strongly influenced
by a range of factors, e.g., treatment type(s), relationship
status and age with the need for post treatment being employ-
ment.

The results suggest a gap between the unmet needs of women
with breast cancer in the early transitional phase to living
with breast cancer and the healthcare systems’ response their
needs. To meet this gap, health professionals must embrace
the challenges faced by the women and provide strategies
to support women achieving meaningful lives. More focus

on sexual needs during this transition period is needed as
well as supportive strategies to return to work. An approach
that supports and focuses on psychological and social unmet
needs is a priority in the post treatment care among this group
of women living with breast cancer.
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