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Abstract
This qualitative descriptive study explored the experiences of 10 women postoperatively following mastectomy surgery for breast cancer. The setting was an acute
surgical ward in a large tertiary hospital in a New Zealand where women are generally
hospitalised for one to two nights post mastectomy.
The purpose of this research was to: i) contribute to a greater understanding of the inhospital experience of New Zealand women immediately following mastectomy for
breast cancer, ii) identify women’s expectations of care and service delivery from
healthcare professionals, iii) generate data to inform the development of evidence-based
interventions and models of care for the breast cancer care team that are tailored to
meet the holistic needs of women post-mastectomy in the inpatient setting, and iv)
identify possible areas for future research.
Data collection was through face-to-face, semi-structured, individual interviews which
were audio-recorded and transcribed verbatim. The majority of participants were
interviewed within two weeks following surgery, although up to six weeks was
allocated for the interview period. The interview transcripts were analysed using a
thematic analysis. Three main themes emerged:
(i)

It’s not just physical

(ii)

Healing environment

(iii)

Task-focused care versus therapeutic care.

These findings suggest that a mastectomy is a momentous event in any woman’s life.
Physically, the removal of the breast(s) leaves a scar which visually announces the
disfigurement; however, unseen are the psychological ramifications of a cancer
diagnosis, altered body form and loss of feminine identity. In the initial post-operative
phase, the physical intrusion of the surgery and consequent inpatient environment
influence the healing process. Environmental factors include room allocation; mixedgender facilities; contact with other breast cancer patients; and aesthetics of the ward
atmosphere and environment. Post-operative inpatient care requires not only
professional competency with clinical and technical tasks, but additional therapeutic
nursing skills. Some members of the breast cancer care team are skilled in interactive
communication and can provide support to some psychological needs.
iii

These findings provide insight into the experiences of inpatient stay of postmastectomy patients in the New Zealand context; an area not previously explored.
While focussed on the experiences of individual women, there are commonalities and
aspects which may be relevant to nurses caring for other women, in other settings.
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List of Terms
Axillary lymph node dissection (ALND): Surgical removal of approximately 20 or
more axillary lymph nodes from the axilla (under the armpit) (Cil & McCready, 2018).
Continuity of care: The regularity of a health professional being allocated to the care
of a specific patient (or vice versa) to promote familiarity.
Elective surgery: A surgical procedure, that is not immediately required but is prescheduled.
Holistic care: Holistic care focuses on the whole person, including emotional, spiritual,
relational and lifestyle factors including nutrition, exercise and sleep and recognises the
patient-health professional relationship as a partnership (Cadet, Davis, Elks, & Wilson,
2016).
Modified radical mastectomy: The entire breast tissue, nipple, areola, surrounding
skin margins are surgically removed and ALND is performed, generally up to level
two, preserving the pectoralis muscles (Cil & McCready, 2018).
Nipple-sparing mastectomy: The entire breast tissue is removed but the nipple, areola
and some breast skin are conserved, a sentinel node biopsy or ALND is undertaken also
and immediate reconstruction may be performed (Cil & McCready, 2018).
Oncology: The study and treatment of cancerous tumours.
Person-centred care: “providing care that is respectful of and responsive to individual
patient preferences, needs and values and ensuring that patient values guide all clinical
decisions” (Kalra, Baruah, & Unnikrishnan, 2017, p. 365).
Radical mastectomy: The entire breast is surgically removed, together with removal of
muscle from the chest wall under the breast and along with axillary lymph nodes
axillary lymph nodes up to level three (Cil & McCready, 2018).
Sentinel lymph node biopsy (SLNB): A surgical procedure to determine whether
cancerous cells have spread to the lymph nodes. The sentinel node is first lymph node
to drain fluid from breast, thus cancer cells may migrate from breast to sentinel node.
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Simple mastectomy (also total mastectomy): The entire breast tissue is surgically
removed including the nipple, areola and surrounding margins of skin required, a
SLNB may be performed at this time without ALND (Cil & McCready, 2018).
Skin-sparing mastectomy: The entire breast, nipple and areola are surgically removed
whilst preserving of greater surrounding breast skin to allow for breast reconstruction
(Cil & McCready, 2018).
Wide local excision (WLE) (also breast conserving surgery): Surgical removal of
part of the breast tissue containing the disease and some healthy tissue surrounding the
tumour without skin or muscle, thus preserving the breast.
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Chapter One: Introduction and Background
Introduction
Breast cancer is undoubtedly the most prevalent type of cancer for females in both
developed and developing countries (World Health Organization [WHO], 2018).
Estimations of cancer occurrence and mortality are generated by the International
Agency for Research on Cancer (IARC), with the most recent data being presented on
the GLOBOCAN 2018 site. Worldwide, approximately 2.1 million new female breast
cancer cases were predicted to be diagnosed in 2018 which would represent
approximately one in four of all new cancer cases in females (Bray et al., 2018). In
female populations, breast cancer is the most commonly diagnosed cancer, and
described as “the leading cause of cancer death” (Bray et al., 2018, p. 394). However,
even when considering combined (male and female) populations, although lung cancer
is the highest cause of all cancer deaths at 18.4%, this is followed by breast cancer at
11.6% (Bray et al., 2018, p. 394). The highest rates of female breast cancer are reported
in Australia/New Zealand (NZ), Europe and North America with the highest levels of
mortality present in Melanesia (Bray et al., 2018).
The NZ Ministry of Health (MOH) identifies breast cancer as the third most common
cancer affecting the NZ population overall, accounting for approximately 600 deaths
per year (Ministry of Health [MOH], 2018). Breast cancer is the most commonly
diagnosed cancer in NZ females, accounting for approximately 30 percent of all newly
diagnosed cancer cases (MOH, 2016). From the most recent data on the New Zealand
Cancer Registry, the NZ MOH identified that approximately 3315 people were
diagnosed with breast cancer in NZ in 2017 and almost 3290 were women (MOH,
2019).
Diagnosis rates have been increasing each year but mortality rates continue to slowly
decrease (Breast Cancer Foundation NZ, 2020). Increased diagnosis rates have been
associated with a greater attendance for breast screening, an aging population in NZ,
more mature pregnancies and ignorance to a healthy lifestyle including alcohol
consumption and being overweight. Increased survival rates are linked to earlier
detection and diagnosis through advances in imaging and screening, increased
utilisation and effectiveness of treatments and improved public awareness (National
1

Breast Cancer Tumour Standards Working Group [NBCTSWG], 2013). While survival
rates have gradually improved, NZ’s overall survival compared to some other
developed countries is inferior (Tin Tin et al., 2016).
Surgery is the mainstay of clinical treatment (Lim, Devi, & Ang, 2011) and a
significant portion of women require a simple or total mastectomy whereby partial or
entire breast tissue with or without the nipple is surgically removed, unilaterally or
bilaterally. To comprehensively stage breast cancer, the axillary lymph nodes adjacent
to the affected breast are usually biopsied at the time of mastectomy (Klevos et al.,
2017). Breast reconstruction may be performed immediately following mastectomy
(immediate reconstruction) or at a later date (delayed reconstruction).
Optimal management of patients with breast cancer requires a multidisciplinary team
(MDT) approach (Klevos et al., 2017). The MDT consists of general and plastic
surgeons, medical oncologists, radiation oncologists, radiologists and pathologists
specialising in breast cancer and Breast Care Nurse (BCN) Specialists (Klevos et al.,
2017). To determine the most suitable course of treatment for each woman the different
specialities advise as to whether surgery or medical intervention is appropriate (Klevos
et al., 2017). In all confirmed breast cancer cases within each district are discussed at a
MDT meeting to develop the most appropriate treatment plan (NBCTSWG, 2013). The
outcomes of the meeting are clearly communicated to both the patient and her general
practitioner (GP) (NBCTSWG, 2013).
In NZ, following a confirmed breast cancer diagnosis, an individual is expected to
receive their primary cancer treatment within 31 days of the decision to treat
(NBCTSWG, 2013). The Standards of Service Provision for Breast Cancer Patients in
New Zealand – Provisional state “Mastectomy, rather than breast-conserving surgery,
should be considered if: the ratio of the size of the tumour to the size of the breast and
location of the tumour would not result in acceptable cosmesis; there is
multifocal/multicentric disease, or extensive malignant microcalcification on
mammogram that breast-conserving surgery cannot adequately clear with an acceptable
cosmetic result; there is a contraindication to local radiation therapy (eg, previous
radiation therapy at the site, connective tissue disease, severe heart or lung disease or
pregnancy); [or] mastectomy is the woman’s preference’’ (NBCTSWG, 2013, pp. 4849).
2

Mastectomy surgery in NZ generally requires a one to two-day inpatient hospital stay
post-operatively and an additional three to four weeks for wound healing (Breast
Cancer Foundation NZ, 2018). Internationally, short stay breast surgery has increased
in popularity and been offered by more medical institutions, involving admission to
hospital for planned surgery and discharge home within the same day or 23 hours
(Athwal et al., 2015). The appropriateness of day case surgery for patients undergoing
mastectomy with or without axillary lymph node dissection (ALND) or clearance
however is controversial (Athwal et al., 2015). Although the short length of inpatient
stay may be safe and economical for medical institutions, it may not be optimal for all
patients (Allard, 2006; Athwal et al., 2015). Contact with health care professionals is
reduced and greater responsibility is placed on the patients and their families to perform
post-operative care and symptom control (Allard, 2006). Athwal et al. (2015) note that
studies evaluating short-stay treatment for breast cancer surgery have primarily focused
on the perceived benefits for hospitals, including cost effectiveness and faster patient
turnaround, with little research that has explored the patients’ experience.

Researcher Interest
The interest in this study developed as a result of my clinical role as a Registered Nurse
(RN) in an acute surgical ward and the findings from a systematic review I undertook
during my Postgraduate Diploma. This review of literature explored whether the
psychosocial and physical needs of patients following breast cancer surgery were being
met by the surgical nursing role within the inpatient setting. It was highlighted that
there is a general body of knowledge identifies that in a health care system of
increasing specialisation, there is growing discomfort about looking after patients who
have conditions which fall outside the health professional’s direct expertise (Gill &
Duffy, 2010).
Ödling, Norberg, and Danielson (2002) found in their study that while the specialty
care for surgical procedures (such as mastectomy) falls within a surgical area, the
additional expertise associated with management of cancer care, and in particular breast
cancer, was an area of concern. Similarly, Remmers, Holtgräwe, and Pinkert (2010)
found that lack of oncology-based knowledge may cause surgical nurses to feel
inadequately equipped to meet the information and emotional support needs of women
undergoing breast cancer surgery. Notably, Ödling et al. (2002) suggested time
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constraints, prioritisation of care, the acute hospital setting, and nurses’ confidence in
oncology specialised care, all contribute to a focus on addressing physical needs rather
than the psychosocial needs of patient. These concepts are consistent with the purpose
of this thesis.
Prior to the completion of my Postgraduate Diploma, I viewed the post-operative
journey for women following mastectomy solely from a perspective held within the
‘culture’ of many surgical nurses. That patients who undergo surgical treatment for
breast cancer were generally referred to as ‘simple’ or ‘light’ cases, or ‘complex’ or
‘heavy’’ surgical patients referring to the level of care to be given. Post-operative
nursing care generally involved routine vital sign observations, monitoring of the suture
line(s) and typically one wound drain, and administration of analgesia and anti-emetics.
In a few hours post-anaesthetic most patients could mobilise and perform self-care
independently, or with minimal assistance.
However, working closely with this patient group following my investigation into the
patient experience post-mastectomy, caused me to reflect on my own clinical practice,
recognising that I too lacked knowledge specific to breast cancer care and its
oncological management. Therefore, in the final part of my Postgraduate Diploma I
took the opportunity to learn more from the specialists in this field which resulted in
having work experience with a BCN. It was found that I had sufficient general surgical
knowledge to deliver competent and safe post-operative nursing care but my oncologybased knowledge was limited. Consequently, I felt ill-equipped to answer patient
questions specific to breast cancer.
My clinical role also revealed that in an acute surgical ward with a high-turnover of
patients, due to time constraints nurses are pressured to prioritise physical cares that are
required such as recording of vital signs and the distribution of medicines, over
psychological needs which are more likely to consume time. In acute care hospitals,
nurses often feel torn between humanitarian models of nursing care and the taskorientated nature of the biomedical model with health system demands, which consume
their clinical time (Watson & Foster, 2003). This may result in rigidity and
regimentation of the nursing role.
Understanding what tasks had to be completed caused adaption of my own clinical
practice pushing me to be more mindful of the psychological aspects of physical,
4

routine care. For instance, the first-time women shower post-operatively is a significant
part of their inpatient experience. Through verbal expression and body language, some
women did not appear to be psychologically prepared to see their body in an adapted
form. Using a more holistic approach to the showering experience, I enquired if they
would like a nurse to assist them, have their partner with them or prefer to be alone
when viewing their body in an altered form.
Interestingly, many women reported to their surgeon that they had viewed their scar
post-operatively yet in reality, this had not happened. A question arose for me as to how
nurses could support women to view their scar prior to discharge? I was also more
mindful whilst performing visual checks of the suture line(s) or providing wound care,
asking women if they had used the opportunity to look at their wound post-operation.
These observations gave a need for adaptation in my clinical practice to use a more
therapeutic approach, it encouraged patients to relax, be less guarded and more willing
to have interactive communication. The result was a deeper connection with patients on
a more emotional level through this development of stronger therapeutic patient-nurse
relationship. It was from this stance and through my nursing experience with these
women, that the idea for this study developed after witnessing first-hand how personcentred interventions could improve inpatient stay following mastectomy.

The Purpose of this Research
The purpose of this qualitative study is to explore the inpatient experiences of women
following mastectomy surgery for breast cancer, nursed within a large city hospital in
NZ. The purpose of this research is: i) to contribute to a greater understanding of the inhospital experience of NZ women immediately following mastectomy for breast cancer,
ii) identify women’s expectations of care and service delivery from healthcare
professionals, iii) generate data to inform the development of evidence-based
interventions and models of care for breast cancer care team, tailored to meet the
holistic needs of women post-mastectomy in the inpatient setting, and iv) identify
possible areas for future research.

Research Question
What is the experience of post-operative inpatient stay for adult women following
mastectomy surgery for breast cancer?

5

Presentation of the Thesis
This thesis is presented in six chapters. This introductory chapter, Chapter One, has
provided background information relating to the clinical context of women undergoing
mastectomy in NZ inpatient settings, justification for the research and the researcher’s
interest. Chapter two presents a narrative review of the literature pertinent to the
experience of women following mastectomy. Chapter three presents the methodological
approach employed to explore the topic of interest. The study methods are described
and rationale for chosen procedures explained including: recruitment, data collection,
data analysis, ethical and cultural considerations and approaches to enhance the
trustworthiness of the study. Chapter four provides patient demographic data and the
study findings acquired from thematically analysed interview transcripts. Chapter five
presents a discussion of the study findings in relation to relevant literature. Chapter six
provides a brief overview of the research findings, recommendations for clinical
practice and service delivery and suggestions for further research. The strengths and
limitations of this study are also acknowledged.
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Chapter Two: Literature Review
Introduction
This chapter presents an overview of the literature related to the inpatient experiences
of women following mastectomy. It begins with a brief description of the NZ health
system, together with an outline of the approach taken in this narrative review. This is
followed by an overview of the general experiences reported by women following a
breast cancer diagnosis and mastectomy surgery. Next, there is a more focused
discussion on the complexity of emotions women face and how they deal with these,
the needs of women in the hospital inpatient setting, and their experiences of short-stay
hospitalisation. The chapter concludes with a summary of the literature presented.

New Zealand Health System
NZ has a well-resourced, publicly funded, national health system. All residents have
access to free hospital care and subsidised primary health services, irrespective of
private insurance status (Seneviratne, Campbell, Scott, Coles, & Lawrenson, 2015; Tin
Tin et al., 2016). The public system follows a community-orientated model of health
and consists of 20 District Health Boards (DHBs) that oversee, fund and provide health
and disability services to their geographically allocated districts, primary health care
facilities and primary health organisations (Chalmers, Ashton, & Tenbensel, 2017).
Parallel to public healthcare, the private health system offers a range of specialist
services and private hospitals, which deliver elective treatments and surgeries, funded
predominantly through health insurance (Tin Tin et al., 2016). Overall, healthcare in
New Zealand is positioned as ‘person-centred’ and ‘holistic’, in order to provide for a
culturally diverse population.
In NZ, biculturalism influences the development and application of health care.
Cultural safety or kawa whakaruruhau in Maori terms, is a concept embedded within
the biculturalism framework and aligns with the principles of the Treaty of Waitangi
(TOW), NZ’s founding document (Richardson, 2004). Cultural safety is defined in
nursing as: “The effective nursing practice of a person or family from another culture,
and is determined by that person or family. Culture includes, but is not restricted to, age
or generation; gender; sexual orientation; occupation and socioeconomic status; ethnic
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origin or migrant experience; religious or spiritual belief; and disability” (Nursing
Council of New Zealand, 2011, p. 7).
Two common Maori models of health care are used in NZ, Te Whare Tapa Wha and Te
Wheke which focus on different dimensions of health and wellness to form a holistic
perception of health (Tse, Lloyd, Petchkovsky, & Manaia, 2005). Both the TOW and
cultural safety principles govern health care within New Zealand. The ‘culture’ of
health care in NZ remains greatly influenced by traditional Western biomedical
approaches (Richardson, 2004). This positivist paradigm remains dominant in NZ
health care due to the tacit assumption of the advantages of scientific knowledge. The
validity of this observation is evident in the efforts to quantify the health status of
women undergoing mastectomy. While measurement and quantification provide
necessary and useful data, a quantitative focus on mortality and morbidity statistics
alone overlooks the essential knowledge that can only be gained through qualitative
experiences identified by actual women.
The term ‘person-centred care’ has emerged as a principal approach in modern health
care, particularly in nursing practice (Delaney, 2018). No universal definition is
available for ‘person-centred care’, partly because the concept continues to evolve, but
also due to being dependent on the specific needs, circumstances and preferences of the
patient (The Health Foundation, 2016). However, for the purpose of this thesis it is
defined as “providing care that is respectful of and responsive to individual patient
preferences, needs and values and ensuring that patient values guide all clinical
decisions” (Kalra et al., 2017, p. 365). Essential to providing integrative person-centred
care is the associated concept of holistic care. Holistic care focuses on the whole
person, including emotional, spiritual, relational and lifestyle factors including
nutrition, exercise and sleep and recognises the patient-health professional relationship
as a partnership (Cadet et al., 2016). Response to individual care needs through both
patient-centred and holistic approaches is fundamental to patients living with and
beyond a diagnosis of cancer (Cadet et al., 2016)
Patient’s experiences of care are increasingly used as a means to measure the
performance of healthcare systems and influence quality improvement initiatives
globally (Tsianakas, Maben, et al., 2012). By gathering patient experiences, health care
organisations are able to utilise this information to monitor organisational performance,
8

create and enact policy, inform patient decisions and create a sense of transparency and
accountability regarding their services (Tsianakas, Maben, et al., 2012).
The general experiences of women following mastectomy are frequently discussed in
the literature. This narrative review of previous published literature was undertaken to
discover what is already known about the inpatient experiences of women following
mastectomy for breast cancer. Three key themes were identified in relation to their
experiences: (i) dealing with a complexity of emotions to enable reconstruction of the
feminine identity following a mastectomy and a breast cancer diagnosis; (ii) the
experience of breast cancer care inpatient services for women undergoing mastectomy;
(iii) the experience of short-stay post-operation following breast cancer surgery.

Review Framework
A narrative review was selected for this comprehensive evaluation, summarising the
inpatient experience of women following mastectomy through a detailed summary of
synthesised published research. This approach was used to justify and refine the
research question underpinning the study in this thesis. It provides the opportunity to
recognise and avoid some of the limitations identified in previous research studies. The
review presents a broad perspective, providing a contextual overview to inform the
research study.
Narrative reviews are a useful format for presenting a comprehensive viewpoint on a
research topic and often evoke ideas and further debate (Green, Johnson, & Adams,
2006). The purpose of such a review is to collate and examine earlier published
research and identify areas for new research (Ferrari, 2015). The broad scope and
flexible structure of a narrative review allows for a wider range of elements of the topic
to be explored (Ferrari, 2015; Green et al., 2006).
Narrative reviews are often referred to as non-systematic, primarily due to absence of a
standardised structure and an explicit format as shown in a systematic review (Ferrari,
2015). These include criteria for article selection, critical appraisal standards and
methods used for extraction and synthesis of literature findings. Narrative reviews are
not typically appraised for their strength as an evidence-based foundation for clinical
information or scientific evidence when compared to the critical evaluation of
systematic reviews (Ferrari, 2015; Green et al., 2006). However, there has been
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increased popularity in the use of narrative reviews to inform the background of health
research, surpassing that of the stricter systematic reviews (Ferrari, 2015).
The wide scope and flexible structure of a narrative review does present weaknesses
including potential lack of rigour and/or selection bias. To overcome these weaknesses,
it is suggested narrative reviews adopt some of the methodological features of
systematic reviews (Ferrari, 2015). These include a clearly defined search strategy with
set inclusion and exclusion criteria so that the search can be replicable to others and a
quality appraisal of published articles chosen to be included in the review.

Method
Literature search
Search strategy
A comprehensive literature search was performed across the electronic databases of
CINAHL (via EBSCO), Google Scholar, ProQuest Central, Medline (Ovid) and Sage
Journals. The electronic search strategy included the following keywords: women*,
female*, mastectom*, breast cancer surger*, experience*, perception*, inpatient*,
hospital*, post-mastectomy, post-operative and post-operation. Key words were
combined with the appropriate Boolean operators (AND, OR) to link concepts. To
maximise results, related terms were also included in the search such as nurs*, breast
care nurs*, breast cancer nurs*, breast cancer, satisfaction*, perspective* and
recovery. Initial searches for this review found limited studies specific to mastectomy
inpatient stay, therefore no parameters were placed on publication dates in order to
maximise the yield of results. The Breast Cancer Foundation and Ministry of Health
websites were also accessed for data specific to NZ. An additional strategy to acquire
literature involved manual search of applicable references identified within relevant
published articles.
Inclusion criteria
Published literature was included if it examined at least three following of areas: i)
women’s experiences (physical, psychological, emotional, social) of mastectomy, ii)
breast cancer surgery including unilateral or bilateral simple mastectomy, with or
without sentinel node biopsy, or a radical mastectomy or modified radical involving
axillary node dissection/clearance, or iii) inpatient stay following breast cancer surgery.
Published research using qualitative, quantitative and mixed-methods were included in
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the literature search. However, the majority of yielded studies were qualitative, in
keeping with the methodology of this research.
Exclusion criteria
Studies were excluded if focus was on prophylactic mastectomy, breast reconstructive
surgery, or mastectomy with immediate reconstruction. Differences in experiences
(physically, emotionally and psychologically) would exist within these particular postoperative contexts due to different incentive for surgery or bypassing the disfigurement
of mastectomy by opting for immediate reconstruction. Studies published in languages
other than English were excluded from the search due to resource limits associated with
this study.
Exceptional criteria
There were limited studies found that focused on the inpatient stay following
mastectomy experience, and none in the NZ context. Therefore, international studies
were included in this review. This required a re-thinking of the exclusion criteria, and
studies that presented the experiences of women following wide local excision (WLE)
surgery, breast conserving surgery (BCS), immediate reconstruction and axillary
surgery were included when the experience of mastectomy was also explored in depth.
Internationally, popularity for short-stay following breast cancer surgery including
mastectomy was identified and therefore articles related to this are included in the
review. Evidence-based government audits were also considered due to their research
on the implementation of the 23-hour model.
Data extraction and analysis
The chosen articles were organised into three categories based on research
methodology: qualitative, quantitative and mixed-methods studies. From each study
included in the narrative literature review, data was extracted and organised into the
Study Matrix according to key features, including: author(s) and date of study, country
in which the research was conducted, study aim, research design and sample
characteristics, methods, key findings and study limitations (see Appendix A).
Data evaluation
Due to the unique research question of this thesis, the author found it challenging to
source relevant published studies directly relating to the topic of interest. Therefore,
multiple searches using combinations of several layers of terminology were used to
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expand and support this research, leading to the identification of 22 articles found to be
most applicable to topic.
Data summary
This narrative review included 22 articles. All were primary research studies:
qualitative studies (n=16), quantitative studies (n=5) and mixed method studies (n=1).
However, two of the quantitative studies had unspecified descriptions of their research
design. The studies took place in 12 different countries: United Kingdom (UK) (n=7),
Germany (n=1), Sweden (n=2), Denmark (n=1), Poland (n=1), Iran (n=1), Turkey
(n=1), Israel (n=1), China (n=1), United States of America (USA) (n=3), Canada (n=1)
and Brazil (n=2). The publication dates of articles ranged from 2002 to 2019.
Data assessment
Appraisal of the 22 articles was completed, the majority were assessed against the
Joanna Briggs Institute (JBI) tools (Joanna Briggs Institute, 2017a, 2017b). Comments
on the limitations of articles and in relation to the present study were included in the
‘limitations’ column of the Study Matrix (see Appendix A). However, formal scoring
and requirement to meet a set level was not required.

Results
The analysis of the findings resulted in three major narrative themes, which were
impact on feminine identity, the experience of hospital inpatient services, and the trend
towards increasingly short stays post-surgery.
Dealing with a complexity of emotions to reconstruct the feminine identity
The breasts in many cultures are a symbol of womanhood; representing the feminine
body, beauty, sexuality and nurturing as a mother (Koçan & Gürsoy, 2016; Zeighami
Mohammadi, Mohammad Khan, & Zohreh Vanaki, 2018). Learning to adjust and cope
with the distortion between the self and the physical body, several studies have reported
that the experience of losing the breast(s) is associated with feelings of confusion, strain
and uncertainty (Grogan & Mechan, 2016; Urio, Souza, Manorov, & Soares, 2019).
Surgery may have removed the threat of cancer but at what cost? For some, the loss of
the breast not only compromised their femininity but impacted on their status in the
family and society, robbing them of self-confidence and courage to move forward.
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Jorgensen, Garne, Sogaard, and Laursen (2015) suggested that for many participants in
their study, the breast meant femininity, beauty and motherhood with the meaning of
mastectomy varying according to individual age, family and status. To a number of
these participants, the loss of breast(s) was likened to being robbed of their identity
with some experiencing changed relationships with their husbands, altered sexuality
and loss of status in the family, whilst others abstained from social interaction and
attempted to alter their appearance by changing their dress style. Issues such as these
brought stress and anxiety as the women struggled to meld into their community and
return to their pre-operation style of living. Similar findings were supported by
Zeighami Mohammadi et al. (2018) who argued that changes in body image and the
feminine identity represent significant psychological strains associated with
mastectomy and breast cancer.
A sample of 36 women, recruited from across three Iranian healthcare centres, explored
the coping strategies for dealing with altered body image and how to reconstruct the
feminine identity after a breast cancer diagnosis and treatment (Zeighami Mohammadi
et al. (2018). Results in this study focused on self-care behaviours as a main coping
strategy with attention to weight management and adaptation of their physical
appearance. This included attention to hair, nails, skin, fatigue management and weight
loss. Others had actively sourced information regarding healthy lifestyle (diet/exercise)
and dealing with side effects/complications in an effort to win communal acceptance
and restore feelings of physical well-being, thus reinforcing self-empowerment by
boosting their self-confidence to re-enter their role in the household (Zeighami
Mohammadi et al., 2018).
Research by others also highlighted the importance of self-care following a breast
cancer diagnosis, finding that although many women appreciated their survival it was
overshadowed by the side effect of weight gain due to their treatment (Grogan &
Mechan, 2016). Impact on body confidence varied, some were embarrassed about
showing their scars and altered their style of dress in a manner to hide their altered
form, whilst others viewed their scars with pride as they resembled a win over their
“battle with cancer” (Grogan & Mechan, 2016, p. 1485). It was also found that some
women who appeared to have greater confidence with their post-mastectomy bodies
often had support from other breast cancer survivors either online and/or groups, which
gave them greater acceptance of their post-mastectomy identity (Davies et al., 2017).
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Gershfeld-Litvin (2018) explored restoration of the feminine identity, carrying out a
study with 18 women who had experienced a mastectomy, nine of whom had opted for
an immediate reconstruction. This was viewed as a way of lessening the shock of
altered body form and loss of feminine shape, however, this did not replace their sense
of altered normality. To some, the impact on self-image can be life-long and
reconstructive surgery may not provide the answer as it may address the physiological
problem but does always not solve the ambivalent psychological state (GershfeldLitvin, 2018; Jorgensen et al., 2015).
Several investigations of women’s experiences post-mastectomy found the sense of
disfigurement of a woman’s body may greatly affect her self-assurance and confidence,
the intensity of which may differ through cultural and religious traditions (Koçan &
Gürsoy, 2016; Urio et al., 2019). A qualitative descriptive study by Koçan and Gürsoy
(2016) explored the experiences of twenty women in Turkey, who were two weeks
post-surgery, many of whom faced emotional conflict. Their gratitude for survival was
marred by their perceived loss of feminine identity. Some had self-images of physical
deformity and feelings of shame which were amplified by thoughts of inability to carry
out domestic duties and return to their former role in the family. It was suggested that in
order to off-set these challenges, many turned to their religion and culture for strength
for support (Koçan & Gürsoy, 2016).
Similar findings were revealed in a Brazilian study by Urio et al. (2019) where
spirituality was also a seen as a source of strength by many women who believed their
faith had saved them. This small sample of 10, is one of few studies that focused on
examining not only the feelings of women with breast cancer and mastectomy but
identified their required sources of support. It highlighted the level of encouragement
received from a partner, family and friends was paramount to the women’s self-esteem,
providing a sense of acceptance and security. Unfortunately, it appeared that the
nursing team, who possessed opportunities to be figures of support to women postmastectomy, were not identified as part of the women’s care network (Urio et al.,
2019).
Gershfeld-Litvin (2018) noted that many medical professionals have a tendency to treat
the plethora of post-operative emotions that can emerge as simply ‘depression’ and
often treated with prescription of anti-depressive medication. Apparently, this
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depression can remain over a long period of time, therefore recovery may benefit from
the services of a counsellor or psychologist in the early stages of care. Some women
viewed the loss of the breast as something to be mourned and subconsciously were
grieving through the emotional process (Gershfeld-Litvin, 2018).
The emotional experience of a mastectomy patients has also been likened to that of
post-traumatic stress, when hearing the word ‘cancer’ immediately triggers the word
‘death’, and ‘just looking’ at the scars can potentially bring back the horror of the event
(Gershfeld-Litvin, 2018; Jorgensen et al., 2015). Therefore, it is important for survivors
to prioritise their mental health at every stage of their journey. It was pointed out by
Gershfeld-Litvin (2018) that almost half the participants in their study experienced
psychological ramifications of their mastectomy up to 15 years post-surgery. This study
emphasised how further exploration of the type and level of support was needed for
health professionals to understand the grieving process immediately post-operation to
reduce extended anxiety.
The experience of breast cancer care inpatient services for women
undergoing mastectomy
Literature exploring nursing and quality of care for women after a mastectomy within
the context of the inpatient setting is limited. However, the research that is available
and other published work in the outpatient context can identify implications for patient
care that could be transferrable to the inpatient setting and highlight areas of care for
breast cancer and mastectomy patients that need to be addressed. With increasing
survival rates from breast cancer, nurses may require additional education about breast
cancer and treatments as well as a need to develop a good relationship with patients to
identify details of each woman’s journey and address the physical and psychological
issues (de Almeida Araujo, da Silva, Bonfim, & Fernandes, 2010; Koçan & Gürsoy,
2016).
A valuable tool to develop a trusting nurse-patient relationship would be to expand the
level of knowledge specific to breast cancer and available treatment, together with the
necessary communication skills to engage the patient in such discussions (Ödling et al.,
2002; Remmers et al., 2010). According to Remmers et al. (2010), post-mastectomy
patients viewed the nursing role as not only involving professional competency with
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technical and routine-tasks but also a role from which patients sought comfort and
psychological support, particularly when viewing their wound(s) for the first time.
Nurses possess a responsibility to ensure women feel somewhat prepared, wellinformed and supported prior to and during the initial look at the appearance of their
wound(s) and post-mastectomy body (Herring, Paraskeva, Tollow, & Harcourt, 2019).
On the other hand, Ödling et al. (2002) identified nurses were aware of some of the
specific informational and support needs of patients but felt ill-equipped to satisfy these
needs, particularly how to appropriately respond to women’s reactions to their postoperation wounds. To fulfil these expectations would demand further education in
interpersonal skills to help identify any changes evident in the post-operative
participant needs (de Almeida Araujo et al., 2010; Ödling et al., 2002; Wronska,
Stepien, & Dobrowolska, 2007).
Concern has been raised that with greater standardisation of care and shorter hospital
stays resulting in a reduction in nursing interaction/observation, there may be more
distress in patients following their surgery (Jorgensen et al., 2015). It is suggested that a
person-centred approach and continuity of care would allow the presence of postoperative distress to be more identifiable (Jorgensen et al., 2015). Many mastectomy
patients see trusting and secure relationships with nursing staff as key to support them
cope with the disease and understand the fluctuation of emotional response. It is
understood that not all stress is visible, therefore may not be recognised and as a result
go untreated (Jorgensen et al., 2015). Several studies found that many post-mastectomy
women desire nurses to provide a human touch in their care and be treated as a person
in the context of their own world, rather than just another patient thus, allowing them to
feel that they are not just part of a ‘system’ (de Almeida Araujo et al., 2010; Jorgensen
et al., 2015; Tsianakas, Maben, et al., 2012)
Ödling, Norberg, and Danielson (2002) questioned why surgical nurses did not take
responsibility to engage with patients and their relatives in the discussion of breast
cancer and post-mastectomy care, including addressing psychological issues choosing
instead to put these issues onto other staff. It was proposed that to provide the necessary
psychological support post-surgery, there was a requirement for implementation of
communication skills when working specifically with post-mastectomy patients as part
of nursing education. Following these implications, de Almeida Araujo et al. (2010)
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also advocates that developing communication skills of nurses, extending wider
knowledge specific to breast cancer, treatment and associated ramifications postsurgery are required. Due to the nature of a mastectomy, many patients need a sense of
security and psychological support from nursing staff as well as the professional routine
tasks such as recording of vital sign observations (Ödling et al., 2002; Wronska et al.,
2007).
Effective communication using interpersonal skills has been recognised as the means to
facilitate a person-centred approach and a significant tool amongst other professional
competencies that protect patient safety. In the study by Jorgensen et al. (2015),
participants held the expectation that nurses possessed knowledge regarding the disease
but had additional appreciation when nurses were able to apply this knowledge to the
context of the individual. Some patients may not be able to express in words the depth
of emotions being experienced, therefore full and open dialogue serve as a lever to
lessen fear and anxieties.
One of the neglected areas of post-operative inpatient care uncovered in some studies
was nursing staff not proficient in assisting mastectomy patients to view their wound
for the first time (Davies et al., 2017). The first viewing of the surgical site postoperation for many can be a difficult and confronting experience (Koçan & Gürsoy,
2016). The length of wait time to see the surgical site post-operation can vary between
women, some looking soon after the surgery, others waiting longer due to uncertainty
of what they will see. It would appear further training and education is required by
some nursing staff to address the psychological and physiological difficulties of postmastectomy women.
To the author’s knowledge, a hermeneutic phenomenological study by Freysteinson et
al. (2012) was the first to investigate the experience of post-mastectomy women using a
mirror to view and assess their wound. It was suggested that nurses could provide
therapeutic care by helping the patient come to terms with their wound by viewing it
using the aid of a mirror. Recent research by Herring et al. (2019) explored women’s
initial experiences of visualising the results of mastectomy and highlighted the
psychological and emotional affect this could have on the individual. Preparedness for
the first view should commence prior to the operation to expose any doubts, concerns
and questions of the patients. Post-operative support should include further discussion
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of and assistance from nursing staff to lessen the shock of seeing the wound. It was
suggested this be done in a private but supportive atmosphere, according to a patient’s
need for assistance. However, further research is needed to explore how nurses can
effectively support women in viewing the outcome of their surgery for the first time in
the inpatient setting and the use of mirrors within a ward environment.
The use of effective interpersonal communication skills in the provision of care of
women post-mastectomy were also identified as crucial in the role of the surgeon.
Findings from a phenomenological study in China found many women respected
authoritative decisions by the surgeon and also any male in their family (Xiong, Stone,
Turale, & Petrini, 2016). This impacted negatively on their ability to contribute to
healthcare decisions. The surgeons gave no alternatives to mastectomy nor provided the
time to discuss choices, consequently the women felt they had given hasty consent to
their operation. On the other hand, this was off-set as some participants found strength
in the nursing team, relying on their expertise for information, guidance on nutrition
and post-mastectomy rehabilitation.
Remmers et al. (2010) discussed the role of the emotions experienced after surgical
intervention and the input nursing staff gave to understand and discuss patients’ needs.
They reported that many women suffered psychological as well as physiological issues
such as the fear of the actual operation, uncertainty of the outcome, and challenges
regarding self-perception and stress of the social environment. Therefore, for nurses to
understand the support and the needs of patients for the multitude of issues arising from
the mastectomy requires understanding the patient’s thoughts and being able to discuss
such concerns with them. In order to facilitate this relationship, there needed to be good
inter-personal skills of communication to build a strong therapeutic rapport with the
patient. It was also suggested that lack of interaction by nursing staff may be
‘avoidance behaviour’ due to lack of time to investigate a patient’s fears and anxieties.
A good relationship with nursing staff was central to support patients to cope with the
disease and for nursing staff to be supported by having other members of the team from
whom they could seek support for their own stress and anxiety (Remmers et al., 2010).
It could be taken as similar that a system approach is also used in the surgical care of
breast cancer patients; not avoiding patient input in decisions but offering regular
inpatient post-operative care for women following mastectomy. On the other hand, the
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application of person-centred and holistic care within the system approach is necessary
to reduce the level of distress in women moving through the cancer journey (Jorgensen
et al., 2015). However, further research is required to identify how to integrate personcentred and holistic care within a system focussed world which focuses on costeffectiveness and efficiency of regimented task-orientated cares
The application of person-centred care and impact of the post-operative environment on
immediate recovery was considered in results of a randomised trial that compared postoperative care at a patient hotel (n=65) and that of a general surgical ward (n=65)
(Huzell, Frisack, & Dalberg, 2015). There was no difference in patients’ feelings of
safety and security in either environment. Patients nursed in the general surgical ward
had issues with privacy due to being in a multi-bedded room, reluctance to discuss
sensitive matters and had longer wait times for a bed. However, the nursing staff were
courteous and responsive. Patients nursed in the patient hotel, some of whom felt too
isolated, also had negative comments about the non-adjustable beds. The hotel provided
a less chaotic environment with the privacy of single rooms to accommodate visitors
and build rapport with nursing staff in discussion of intimate topics.
On the other hand, Tsianakas, Maben, et al. (2012) carried out a mixed-method study to
explore how to improve breast cancer care services. This study reported participants felt
they had received inadequate basic nursing including neglect of wound management,
toileting and hygiene care by nursing staff. In addition, nursing attitudes were not seen
as positive and the care did not seem targeted to the care of oncology patients.
Consequently, the care did not appear to be person-centred and the lack of respect and
dignity made participants feel like a number and not a person. It was noted that the
surgical team performed their services in a professional manner and were consistent
with timing of administering the necessary services. Another study found correlation
between the patient’s educational status and the level of satisfaction of care, whereby
those with a higher level of education can be less appreciative than those with a lower
standard of education (Wronska et al., 2007).
Overall, the result of the literature reviewed revealed that while many women were
often satisfied with the operation and level of technical care received, many referred to
the lack of interaction with nursing staff. They recognised that this hindered their
progress, through lack of active communication to address unresolved anxieties.
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Short-stay post-operation for breast cancer surgery
The emerging trend across hospitals/outpatient centres for breast cancer surgery is
reduced hours for post-operative hospitalisation and care. Several studies have explored
the benefits and challenges of introducing a 23-hour pathway or day case model for
breast cancer surgery including mastectomy (Greenslade, Elliott, & Mandville-Anstey,
2010; Hainsworth et al., 2013; Lambert & Rusby, 2014; Weber et al., 2011; Woods &
McNamara, 2019).
From a three-month audit post implementation of the 23-hour discharge pathway for
elective in situ or invasive breast cancer surgery, as part of the National Health Service
(NHS) Improvement Programme, it was reported that the pathway was not only a safe
and efficient method of treating breast cancer but had improved productivity with no
further expense for additional resources (Hainsworth et al., 2013). It was found,
however, that the effectiveness of this pathway relied on good communication at a
systemic level, proactive clinical teams and service users, to be melded by an
experienced coordinator.
A quality improvement initiative in the USA was to reduce the length of inpatient stay
to 24 hours for mastectomies with or without tissue expander reconstruction (Weber et
al., 2011). Apparently, there were very few post-operative complications involving
reoperation or re-admission. Furthermore, Weber et al. (2011) advised that
complications post-operation were well-below or in average of standard mastectomy
post-operative care ranges, with longer-stay and no recorded readmissions which could
have been prevented by an extension of inpatient hospitalisation. However, while
previous researches have endorsed the feasibility and safety of a short-stay model,
rationalising the reasons for failed discharge, the patient’s experience or level of
satisfaction with the short-stay model was not assessed (Hainsworth et al., 2013; Weber
et al., 2011).
Women’s experiences of short-stay have been recognised as potentially empowering
and self-motivating for post-operative recovery. As a result of their investigation into
the patient experiences’ of the 23-hour pathway for mastectomy, Lambert and Rusby
(2014) suggested many women found short-stay post-operation a satisfactory self-care
approach which empowered them by giving them control over their recovery. Similarly,
Woods and McNamara (2019) found six women out of a sample of 10 were motivated
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to self-manage their recovery, feeling both physically and psychologically prepared to
discharge home the same day as surgery. Furthermore, a large incentive was the desire
to resume their pre-operative family role by a rapid return home. However, four women
did not to meet the criteria of a successful 23-hour discharge due to limited support at
home, stress around coping with drains and/or not feeling mentally or physically
prepared for discharge. It must be noted that these four women had more extensive
surgery including mastectomy with ALND or bilateral mastectomy.
Recognition of exceptions to the same-day breast cancer surgery model has been
reported in the literature (Athwal et al., 2015; Greenslade et al., 2010). Greenslade et al.
(2010) worked with a sample of 13 participants, nine of whom underwent
lumpectomies, whereas four women had mastectomies. The extent of the surgical
procedure did not affect the ability to cope and psychologically adjust post-operation.
However, it was argued that suitability for same-day surgery was more influenced by
the age of the patient, location and support persons. These facts should be taken into
account before offering same-day surgery, as this may not be appropriate for every
client. Interestingly, the larger sample of 63 participants in the audit by Hainsworth et
al. (2013), revealed the majority of participants who were successfully treated and
discharged within 23 hours had undergone WLE (31 participants), whereas out of the
12 mastectomy participants, seven remained in hospital longer than 23 hours.
Lambert and Rusby (2014) suggested success of the 23-hour pathway could only be
achieved when constructive information was identified and delivered pre- and postoperation. Furthermore, health professionals’ need to identify that support resources are
available and adequate for discharge. In addition, a Cancer Nurse Specialist (CNS) to
assist in the coordination of care was recommended. The findings of Hainsworth et al.
(2013) agreed the BCN played a crucial role in preoperative preparation, support and
providing realistic expectations regarding length of stay and post-operative care.
However, this research noted there was no breast care team available over the weekend,
making the 23-hour pathway only realistic for Monday to Friday. This resulted in the
development of a nurse-led discharge protocol. This involved the surgeon assessing the
patient immediately post-operation and further educating ward nurses to provide
relevant discharge information on the weekend.
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On the other hand, Athwal et al. (2015) who also explored patients’ experiences of
same-day breast cancer surgery argued short stay may not be of benefit to some
mastectomy patients. Findings revealed that despite extensive education and
psychological support pre-operatively, the limited time in hospital may have restricted
them from the benefits of continuity of inpatient nurse contact. Some participants
wished for an overnight stay because of the reassurance the hospital environment
provided, by having regular post-operative observations and the attendance of a
qualified RN. Moreover, one inpatient night post-surgery, provided the opportunity for
patients to become familiar with management of the wound drain. This support was
seen as critical for the patients’ ability to cope post-mastectomy. The studies that
focused specifically on the experiences of mastectomy patients as opposed to other
breast cancer surgeries highlighted there could be many physiological and
psychological challenges post-operatively (Lambert & Rusby, 2014; Woods &
McNamara, 2019). It was recommended that further research was required to determine
whether the emotional and mental support needs of this patient group (mastectomy)
were satisfied. Woods and McNamara (2019) added that those who had more extensive
mastectomy surgery appeared to have a less proactive role in their recovery and had
greater care/support needs, both in hospital and pending discharge. It was questioned
whether lack of time in the short-stay model could present more challenges to
delivering person-centred care than embodying interpersonal skills in task-orientated
care.

Conclusion and Summary of Articles
The studies included in this review examined women’s experiences of mastectomy.
Five articles focused on the psychological and physiological experiences of women
before and after mastectomy (Gershfeld-Litvin, 2018; Grogan & Mechan, 2016; Koçan
& Gürsoy, 2016; Urio et al., 2019; Zeighami Mohammadi et al., 2018). These articles
provided insight into patients’ acceptance of the cancer diagnosis and the many varied
ways of dealing with the consequences of living in an altered feminine form. It must be
noted the experiences of mastectomy in these studies ranged from six months to 15
years post-surgery.
During the initial recovery period, for many patients, survival was more important than
aesthetics and dealing with the loss of the breast(s) for some was a period of mourning
which extended to years beyond the initial mastectomy. The shock of breast loss
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brought about the full meaning of the breast as a part of a woman’s anatomy. Not only
was there physiological loss, but also that of altered feminine identity including
concepts of womanhood and role in nurturing a child. Age, culture and religion all
influenced the coping mechanisms needed in response to diagnosis, mastectomy and
rehabilitation. The literature indicated several coping strategies for reconstruction of the
feminine identity which focused on attention to self-care and family, including an
attempt to regain their pre-operative lifestyle and social status. These experiences were
generally evident after discharge rather than during their inpatient experience.
The importance of continuity between diagnosis, surgery and discharge for patients was
accelerated in 23-hour and short-stay breast cancer surgery (Athwal et al., 2015;
Hainsworth et al., 2013; Weber et al., 2011; Woods & McNamara, 2019). Their
findings supported the safety of this healthcare pathway as well as cost-effectiveness to
the health sector (Hainsworth et al., 2013; Lambert & Rusby, 2014; Weber et al., 2011).
Notably, patients deemed suitable for this pathway typically had less invasive
procedures. Furthermore, those patients who had BCS felt more comfortable to go
home within a few hours following surgery (Athwal et al., 2015).
The ability to cope with the short-stay surgery was influenced by being well-informed
pre-operatively, especially important given the accelerated time between confirmed
diagnosis and surgery. In addition, accessibility of community nursing services and
solid support networks on discharge was important (Greenslade et al., 2010; Lambert &
Rusby, 2014). Participants who underwent mastectomy were poorly represented across
study samples exploring 23-hour or short-stay breast cancer surgery (Greenslade et al.,
2010; Hainsworth et al., 2013). A larger study excluded bilateral mastectomy from their
sample which suggests the researchers acknowledged a differentiation between suitable
candidates for 23-hour stay (Athwal et al., 2015). There were two studies where the
focus was particularly on mastectomy patients (as opposed to other surgical procedures
for breast cancer) and those who were discharged within 23 hours, both of which
identified that further research exploring patients experiences was indicated to identify
whether psychological needs were addressed (Lambert & Rusby, 2014; Woods &
McNamara, 2019).
Although not the aim of the research identified, ‘being an inpatient’ was a key touch
point or theme in several studies (Athwal et al., 2015; Jorgensen et al., 2015; Koçan &
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Gürsoy, 2016; Tsianakas, Maben, et al., 2012; Woods & McNamara, 2019). It
highlights the importance of understanding inpatient experience during the first 24
hours post-mastectomy and emphasises this is often a momentous time in a woman’s
life requiring considerable amounts of physical and psychological support.
While there was diversity across the literature in several countries, and a number of
commonalities, there was no research of this nature found in the NZ context. This study
seeks to answer the research question: ‘What is the experience of post-operative
inpatient stay for adult women following mastectomy surgery for breast cancer?’ The
next chapter presents the methods used to answer this research question and address the
aims of the study.
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Chapter Three: Design, Methodology and Method
Introduction
This chapter outlines the context of the study and the chosen research design. The
presentation of the research design includes the philosophical, ontological,
epistemological and axiological perspectives within which this research is placed. The
research methods are also presented including sampling, recruitment and processes of
data collection, storage and analysis. This is followed by a discussion of ethical and
cultural considerations associated with this research. The chapter concludes with
strategies used to enhance data trustworthiness and quality.

Context of the Study
Recruitment of participants occurred from a specific 30-bedded surgical ward within a
large public hospital in NZ. These women (n=10) were post-mastectomy inpatients who
were nursed in this ward immediately post-operatively, until discharged. Patients with a
range of differential diagnoses and surgeries are nursed in this ward. Mastectomy
patients were most likely to share a six-bedded room with other women with varying
diagnoses (some also mastectomy) and although unlikely, there was the potential of
male occupancy in the room. Duration of inpatient stay ranged from one to five nights.
Teach participant had the same Consultant (surgeon) throughout the duration of their
stay. However, the assigned RNs and Enrolled Nurses (ENs) varied depending on
rosters and patient to nurse allocation. Approximately six patients per month met the
recruitment criteria. Recruitment began in August 2018 and the final participant was
recruited in April 2019.

Design
Qualitative descriptive research
A qualitative descriptive research methodology based on the work of Sandelowski
(2000b) was chosen for this study as it aims to broadly summarise the facts of precise
events or lived-experiences, in the everyday expressions and perceptions of the
participants. Sandelowski (2000b) argued that qualitative description provides the
foundations from which many other qualitative research methodologies are constructed.
Qualitative descriptive research contrasts with other qualitative traditions in the sense
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that it seeks to develop a rich description of experiences which are presented in terms
that are not difficult for the reader to grasp (Sullivan-Bolyai, Bova, & Harper, 2005).
Sandelowski (2000b) endorsed qualitative description as a valid method of inquiry for
research within healthcare settings such as nursing or health sciences. In this research
design, the researcher remains near the data with no in-depth scrutinisation or
overanalysing, consequently the findings presented do not stray too far from the
participants’ voices (Sullivan-Bolyai et al., 2005).
The finished product of a qualitative descriptive study is an articulate description of
individuals’ experiences, comprehendible by both lay personnel and health
professionals alike (Sullivan-Bolyai et al., 2005). For this reason, the findings have
great probability for translation directly into health care settings, presenting clear
recommendations on care and service enhancement (Sullivan-Bolyai et al., 2005).
Sandelowski (2000b) highlighted that qualitative description is often not appreciated
and may be overlooked by many researchers, despite it being a regularly utilised
approach. Unfortunately, some qualitative researchers may sense a need to protect their
chosen research design to provide it with “epistemological credibility” (Thorne,
Kirkham, & MacDonald-Emes, 1997, p. 170).
Morse (1991) noted that many student researchers use qualitative research methods and
methodologies incorrectly to explore nursing research topics, which may present a risk
of “product [that] is not good science” (p.16). To avoid such results, the researcher in
this study used a qualitative description design to produce clear and distinctive
descriptions of the inpatient experiences and results within the scope of a thesis, using a
straight-forward method and methodology.
In NZ, there was not found to be any published research regarding the topic of interest
in this study. It appears to be the first of its kind nationwide. Therefore, the researcher
aimed to stay close to the data and provide a true factual representation of the
participants’ perceptions of their experiences. The chosen approach is deemed suitable,
particularly in new areas of healthcare research “when straight descriptions of
phenomena are desired” (Sandelowski, 2000b).
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Methodology
Philosophical perspective and paradigm: Naturalistic inquiry
Creswell and Creswell (2018) discussed the philosophical perspectives (referred to as
paradigms) as foundational tenets of all research inquiries. These perspectives
influence the choice of research design and specific methods that transform the research
approach into practice. The interconnection of the paradigm, design and research
methods provide the framework for research studies (Creswell & Creswell, 2018).
According to E. G. Guba and Lincoln (1994), a paradigm is a worldview for a group of
beliefs that explain how individuals make sense of the world and their position.
Sandelowski (2000a) combined the work of Guba and Lincoln (1994) and Heron and
Reason (1997) to present the following description of paradigms:
…World-views that signal distinctive ontological (view of reality), epistemological
(view of knowing and the relationship between knower and to-be-known),
methodological (view of mode of inquiry), and axiological (view of what is valuable)
positions. Indeed, paradigms of inquiry are best understood as viewing positions: ways,
and places from which, to see (Sandelowski (2000a), p. 247)
Weaver and Olson (2006) suggested paradigms are also the basis to support the
terminology and theories of philosophies, as well as the assumptions and ethics
associated with a research study. This small qualitative descriptive study, lies within the
naturalistic approach as it aims to develop an understanding of the inpatient experiences
of women undergoing mastectomy for breast cancer, through accessing the meanings of
these perceptions as described by the women in their own words. Qualitative
descriptive studies are situated within the paradigm of naturalism (often referred to as
constructivism) (Sandelowski, 2000b), which aims to develop an understanding of
phenomena through gathering the meanings that participants give to them (Bradshaw,
Atkinson, & Doody, 2017).
By drawing on the clinical experiences of nurses’ who care for patients with breast
cancer, the researcher could use a naturalistic research approach as discussed by
Appleton and King (1997). This approach offered the researcher scope to include
experience, interests, intuitive ideas, and expand knowledge to guide to the research
process. Drawing on Lincoln and Guba (1985) and Willems (1967) work, Sandelowski
(2000b) defined a naturalistic research as “a commitment to studying something in its
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natural state, or as it is, to the extent that this is possible in a research enterprise” (p.
337). The choice of naturalistic inquiry derived from the researcher’s involvement and
observations of the women following mastectomy early in their post-operative care.
Ontological position: Relativism
Braun and Clarke (2013) described ontology as the study of existence that focuses on
understanding what constitutes reality, and how we interpret the nature of the real
world. As this study focused on collecting the individual experiences of women postmastectomy, it became apparent that the ontological position of relativism was reflected
in this naturalistic inquiry. This is illustrated in the adage ‘everyone’s journey is
different’. In relativism, the content of realities is determined by the individual or
groups who hold them and vary from person to person (E. C. Guba, 1990; E. G. Guba
& Lincoln, 1994). No version of reality is more true or precise than another, just simply
less or further informed (Braun & Clarke, 2013).
Epistemological perspectives: Subjectivism and naturalistic methods
Bradshaw et al. (2017) described epistemology as the theory of knowledge which
involves the understanding of how information can be acquired, cultivated and
expressed, Braun and Clarke (2013) add that epistemology considers what researchers
believe to be valid or accepted knowledge, and the processes undertaken to acquire or
produce the knowledge. It could be said that the methodology used in this study
embraced aspects of epistemology as it involves the participants in every step of the
research process, thus, developing an interaction between mastectomy patients and the
researcher.
Qualitative research lies within the epistemological position of subjectivism (Bradshaw
et al., 2017). E. G. Guba and Lincoln (1994) explained within subjectivism it is
assumed that the researcher and the participant are interactively connected and out of
this process of interaction is the construction of findings. Subjectivism was represented
in these research findings through the use of word-for-word quotes from the
interviewees. The transcripts of these interviews presented subjective evidence of the
participants’ relationship with the researcher.
Axiology
Axiology, or value theory, is related to “the nature of value itself as well as with the
various forms value can take” (Hiles, 2008, p. 52). Values hold a prominent position
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within the constructivism paradigm and are recognised as inevitable in shaping research
conclusions (Hiles, 2008). Axiology is concerned with the aim of the research and how
the researcher’s values ultimately influence each stage of the research process.
The researcher underwent a process of scrutinising the values that were developed and
utilised in her nursing career, including that of breast cancer patients. The observation
of the participating women’s hospital in-stay after breast cancer surgery, created a
growing awareness of the depth and trauma of this journey. Lack of recognition for the
ambivalence of their anxieties, prompted the need to provide a platform for these
mastectomy survivors to voice their physiologic and psychological anxieties. A
research study provided the vehicle to closely examine their experiences with an
interview designed by the researcher to assist with an honest evaluation of their
responses.
Collation and evaluation of these findings reflected the author’s core beliefs and values
giving the ability to shape the outcome and benefit inpatient care by health
professionals of women undergoing mastectomy in the future. It is hoped the results of
this study which show any discrepancies of hospital care but enable recommendations
for improvement which could be implemented.

Methods
Research methods are the specific tools, techniques, processes or systems used to
collect and interpret data (Bradshaw et al., 2017). The methods utilised in data
collection and analysis must demonstrate congruency with the methodological
assumptions behind the research (Bradshaw et al., 2017). This section focuses on the
specific methods employed in this research including access to participants, sampling,
recruitment, data collection and analysis. Ethical and cultural considerations are also
discussed.
Access to eligible participants
The ethical and consent processes were carried out in accordance with the University of
Otago Human Ethics Committee (UOHEC) (Health) who granted ethical approval
(reference number: H18/052). Consultation with the University of Otago - Kaitohutohu
Rangahau Māori /Māori Research Advisor and approval from Te Komiti Whakarite –
DHB Research Consultation with Māori also occurred. In addition, the Departmental
Clinical Directors and Service Managers were approached for their approval for locality
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authorisation within the DHB. The researcher attended a meeting to discuss the
research proposal with a General Surgeon (who represented all of the DHB breast
surgeons on their behalf) and the Department Line Manager. The outcomes of this
meeting were then forwarded to the other surgeons for their approval. BCN Specialists
were approached with information about study intent, expectations of participants and
eligibility criteria and agreed to be involved in the study.
Sampling
Decisions in the sampling process places parameters around the conclusions drawn
from the study findings (Colorafi & Evans, 2016). Participants for this study were
selected and recruited by means of purposeful or purposive sampling to enable sharing
of individual experiences and knowledge (Polit & Beck, 2017). A characteristic of
qualitative description is essentially that any type of purposeful sampling method may
be applied (Sandelowski, 2000b). This sampling approach entails purposefully selecting
participants who will best answer the research question and assist the researcher to
understand the issue under investigation (Creswell & Creswell, 2018). Not only does
purposeful sampling allow selection of participants who are readily available, it also
provides the additional benefit of the ability to hand-pick participants whose
characteristics and/or experiences best suit the requirements of the study (Bradshaw et
al., 2017). The aim of this study was to gain information-rich accounts of the inpatient
experiences of undergoing a mastectomy, consequently purposeful sampling was an
appropriate strategy to gain the most suitable participants.
The aim of this study was to recruit between five to 10 participants as this seemed
consistent with previous qualitative descriptive studies (Barrett, Hanna, & Fitzpatrick,
2018; Bowden, Reed, & Nicholson, 2018; Granger, Sandelowski, Tahshjain, Swedberg,
& Ekman, 2009; Marshall, Forgeron, Harrison, & Young, 2018; Tranter, 2016). This
number was also a reasonable sample size for the scope of a thesis. According to
Cleary, Horsfall, and Hayter (2014), adequacy of a sample is ultimately determined by
the ability to recruit participants and gain quality data. Likewise, Fawcett and Garity
(2009) suggested sample sizes in qualitative studies are deemed appropriate by their
ability to answer the research question sufficiently, through obtaining participants who
yield information-rich data.
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The researcher aimed to recruit a minimum of five and maximum of 10 participants
who met the study criteria. This number was noted on the detailed information sheet.
One year was allocated for the recruitment process. The research findings were not
intended to be generalisable to the larger population due to the small-scale nature of
this research. However, the study aimed to provide insight into the phenomenon of
interest which may underpin further larger-scale research in the future.
Recruitment: The process and inclusion and exclusion criteria.
Several methods for recruitment of participants for this study were utilised. Firstly, the
researcher approached the BCN Specialists within the hospital to present information
about the study’s intent, eligibility criteria and the expectations of the participants. As
recommended by Polit and Beck (2017), a screening tool defining the inclusion and
exclusion criteria was created to assist in the recruitment process (see Appendix B).
This method enabled the author and BCNs to assess eligibility of potential participants.
The BCNs provided a description of the study and a copy of the brief participant
information sheet (see Appendix C) to women who met the criteria. The BCNs are well
respected within the institution by both health professionals and patients and due to
close contact with women undergoing mastectomy, were able to distinguish eligible
participants. Recruitment rates are generally enhanced through face-to-face recruitment
and advocacy of the research by a respected individual (Polit & Beck, 2017).

The eligibility criteria for the study were:

Inclusion criteria:
•

Female aged 18 years or above.

•

Have undergone unilateral or bilateral simple mastectomy surgery for breast
cancer, with or without sentinel node biopsy, or a modified radical mastectomy
involving axillary node dissection/clearance, within the last six months.

•

Inpatient on the (the specified surgical ward in a large public hospital in NZ),
immediately post-operatively until discharged.

Exclusion criteria:
•

Male.
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•

Undergone prophylactic mastectomy surgery, to reduce the risk
of developing breast cancer in women carrying the Breast Cancer
gene 1 (BRCA1) or Breast Cancer gene 2 (BRCA2) mutation.

•

Undergone immediate reconstruction surgery.

•

Unable to consent to participation.

•

The researcher had directly been involved in the patient’s care.

The BCNs could approach potential participants during their outpatient appointment
within a timeframe of four weeks prior to surgery. Alternatively, potential participants
were approached on either the day of hospital discharge, or up to one-week postsurgery in the BCN outpatient clinic. The outpatient BCN clinic follow-up is usually
for a wound check only. Histology results are not usually discussed (due to turnaround
time) therefore, recruitment of participants during a potentially vulnerable time was
avoided. However, participants may have received negative histology results prior to
the scheduled interview time and were therefore given the opportunity to withdraw if so
desired.

The brief participant information sheet given to the potential participants from the BCN
included information about the study intent, participant inclusion criteria, expectations
of participants and how to participate in the research. The contact details (phone and
email) of the researcher were also provided so they could raise queries and/or express
interest to take part. Individuals were invited to contact the researcher within two weeks
of receiving the information sheet, should they wish to take part.

There was also a designated space for the patient to write their name and contact details
so the researcher could contact them if preferred. A prepaid stamped envelope,
addressed to the researcher at the Centre for Postgraduate Nursing Studies, University
of Otago was supplied. Participants were asked on the day of discharge to give the
sealed envelope to a ward nurse who would pass this onto the researcher. Alternatively
they could post the brief information sheet to the researcher once discharged.

When handing out the brief information sheet, BCNs were not asked to gain consent.
Instead, individuals who expressed interest were asked to either contact the researcher
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with the details provided, or provide their own contact details so that the researcher
could approach them. Therefore, individuals had the option to either contact the
researcher directly or have the researcher contact them. Approximately six patients per
month were forecast to meet the recruitment criteria in the area of interest.

A second method for recruitment was by means of an advertisement/information flyer,
outlining the study (see Appendix D). Flyers were displayed in various waiting areas
and breast cancer clinic rooms in the General Surgery Outpatient Department. The
flyers had tear-off tabs stating the study’s title and researcher’s contact details. The
response to the initial flyer printed on white paper was disheartening therefore, the flyer
and brief participant information sheet were revised using decorated ‘pink’ paper with
floral decoration to reflect a connection with breast cancer (as suggested by an early
participant who recommended a ‘softer’ approach) (see Appendix E and Appendix F).
In addition, the research was discussed in the researcher’s workplace at a nursing ward
meeting to raise to the nursing staff awareness of the research.

All participants responded to the invitation by writing their name and contact details on
the brief participant information sheet and posting in the supplied pre-paid envelope to
the University. The researcher then made contact to schedule the interview. Participants
were offered to either receive an e-mailed copy of the detailed participant information
sheet and consent form or, a physical copy of these documents in person on the day of
the interview (see Appendix G and Appendix H). All of the participants wished for the
latter option. The screening tool was utilised by the researcher prior to interviewing to
ensure the respondents met the study requirements. The researcher continued to recruit
until the maximum number of participants (10) was reached due to keen expression of
interest and the richness of data being collected.
Consent
Participants were provided a copy of the detailed participant information sheet to
inform their consent (see to Appendix G). Each participant received two exact copies of
the consent form to read and sign (see Appendix H). One copy was retained by the
researcher, the second given to the participant. Written consent was obtained prior to
the commencement of the interview. The consent form included a tick box to indicate
whether the participant wished to receive a summary report of the research findings.
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Data collection methods
Data collection in qualitative descriptive inquiry seeks to capture and understand “the
who, what, and where of events” (Sandelowski, 2000b, p. 339), thus data for this study
was gathered appropriately through in-depth, semi-structured interviews. Semistructured interviews are guided by a loose structure of open-ended questions and
allows researcher to explore a particular topic or response in greater detail (Britten,
2006). The interviews for this study were individual, face-to-face and involved openended questioning, which according to Polit and Beck (2017), permits collection of raw
narrative data, rich in personal accounts. Participants were asked a set of specific
questions from the interview guide and this was outlined in both information sheets (see
Appendix I). The researcher was initially guided by these questions, however could
deviate away from certain ideas or further explore specific thoughts of participants as
these emerged during the interviews.
A support person during the interview (chosen by the participant) was welcomed, as
well as a Māori Health Worker if the participant identified as Māori and wished for
their presence. At their preference, participants were interviewed in either their own
home, a meeting room in the researcher’s workplace, or a meeting room associated with
the University of Otago. All participants chose for the interviews to take place in their
homes, which (Polit & Beck, 2017) suggested is an appropriate and private interview
setting. Many participants expressed gratitude of this offer due to their inability to drive
following surgery but desire to take part. At the commencement of the interview, the
researcher reiterated the participant’s right to cease the interview at any point, should
they wish to discontinue for any reason.
The intended interview duration was 30 to 60 minutes. The participants’ depth of
exploration dictated the actual interview duration which ranged from 35 minutes to two
hours. The timeframe from recruitment to interview was allocated up to six weeks. This
was governed by receipt of the brief information sheet. The digital voice recorder was
clearly visible to the participants. Furthermore, field notes were written immediately
after the interview rather than during so as not to disturb the flow.
Demographic survey
To obtain demographic information of personal characteristics, each participant
completed a brief demographic survey (see Appendix J). This information was collated
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and assembled into a table (see Appendix K). In association with this demographic
data, the author also wanted to identify commonalities and diversities of the participant
sample. This information was taken into consideration during coding and generation of
themes from the data.

Method of Data Analysis
A thematic analysis is frequently employed in qualitative descriptive studies and is also
appropriate for researchers who desire a low level of interpretation (Vaismoradi,
Turunen, & Bondas, 2013). In this study, the Braun and Clarke (2006) method of
thematic data analysis was used to acquire clarification of the transcript data by
identifying, analysing and documenting patterns, meanings and themes. This method is
highly regarded in qualitative research as it offers six simple steps to analyse data to
create the final report. The steps include: 1) reading all of the transcripts several times
to absorb the data; 2) formulating initial codes from interesting factors across the data
set; 3) gathering similar codes to generate initial themes; 4) checking if the themes are
applicable in relation to both the individual coded transcripts and the data set as a
whole; 5) clearly naming and defining each theme; and 6) presenting a final report of
findings (Braun & Clarke, 2006).
After listening to all interview recordings, a professional service was engaged to
transcribe the data. Printed copies were then available for the researcher to scrutinise
and become familiar with each participant’s inpatient experience. Repeated readings
established authenticity and brought attention to points of interest. Notes were written
in the margins to summarise interesting data features or significant points identified in
particular sentences. Initial codes representing significant key words or expressions
were manually underlined with a different colour allocated for each code. A colour key
of the codes for each transcript was generated and used to compare the information in
those from the collation of transcripts. From the coded data, a selection was then made
and the main codes used to build themes yet to be explored. Themes were generated by
using the individual codes to categorise and name. Themes for this study were
established inductively from the raw material without influence of the researcher’s
preconceived thoughts. Inductive analysis is often utilised in new research in relation to
the specific phenomenon, thus the codes are developed purely straight from the raw
data (Vaismoradi et al., 2013). The finalised themes were defined and are represented
in the report outlined Chapter Four of this study.
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By the sixth interview, the researcher was aware of the emergence of several similar
ideas, signifying that informational redundancy was being achieved (Sandelowski as
cited in Saunders et al., 2018). The final four interviews confirmed data saturation
(Sandelowski as cited in Saunders et al., 2018). While they did not produce new
specific codes, they did highlight points of interest and expand on some already
established codes which confirmed the final themes. The researcher and two academic
supervisors liaised on several occasions to discuss codes and agree on final
representation of the themes. Microsoft Office Word was used to present the transcripts
and manage the data.

Ethical Considerations
During the consent process, there is an ethical obligation to fully inform participants by
providing sufficient information about the study’s intent to enable individuals to make
an informed choice (Greaney et al., 2012). In line with best practice guidelines,
Greaney et al. (2012) recommended that researchers create a generic document
addressing the study aims and details of participants requirements. For this study,
potential participants were given a brief information sheet outlining basic information,
followed by a secondary form with more detailed guidance. Equally important, the
second form outlined the benefits as well as the risks involved, and advised of available
supports.
It must be noted that participation in this study was voluntary and participants could
withdraw at any point without concern of a negative impact. This maintains the ethical
principle of respect for human dignity (Gerrish & Lacey, 2010; Polit & Beck, 2017).
Prior to interviewing, the researcher reiterated the nature of the study and purpose,
including the potential contribution to nursing practice. Participants were informed of
why they were chosen to be included in this study, and the time involved should they
choose to participate. The researcher clarified with each participant that they fully
comprehended what their involvement demanded and then written consent was
obtained from each participant (Yuko & Fisher, 2015). Each participant was asked if
they would like to receive a summary of the study findings once the research was
finalised. All bar one participant responded ‘yes’.
For the duration of this study, procedures were in place should there be a formal
complaint or comment about services received whilst in hospital. For example,
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participants would be encouraged to contact Customer Services at the hospital and
contact details would be provided for the Advocacy Services South Island, NZ. During
the interview, if the participant raised a significant safety risk or serious compromise of
care, the researcher would have discussed this with the participant at the time, and
would pass this information on to hospital management.
Ethical Approval
An application to the UOHEC (Health) was submitted to gain ethical approval to
conduct the research study. The aim was to provide evidence of the researcher’s
commitment to protect human participants in the proposed study. Ethics committees
review the research design, recruitment approach, process of gaining informed consent,
ethical considerations and how the researcher intends to safeguard participants and
respect their rights (Greaney et al., 2012). The initial application to the UOHEC
(Health) was granted 'conditional approval' on April 23rd 2018 (see Appendix L). The
offer was subject to the following:
•

The researcher’s response to any negative feedback received from participants
in relation to clinical staff who provided their care.

•

Clarification on how soon after discharge would the interview take place?

•

As specific questions would be asked of participants in the interviews, reference
to this was require in the Information Sheet.

•

Once available, provision of evidence of locality approval from [region] District
Health Board.

•

Provision of evidence that consultation was underway with the Ngāi Tahu
Research Consultation Committee (Te Komiti Rakahau ki Kāi Tahu).

Before ethics approval was granted to proceed, required amendments were made to the
study protocol and a written response addressing the above with updated documented
was forwarded to the UOHEC (Health). ‘Full ethical approval’ from the UOHEC
(Health) was granted on the 28th May 2018 (see Appendix M).
Māori Consultation
This research was identified as of interest to Māori. The study did not specifically target
the Māori population, however there was a potential to recruit participants who
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identified as Māori. Evidence shows that compared to non-Māori, Māori females have
one of the highest occurrence rates of breast cancer worldwide and that they are less
likely to attend breast screening clinics resulting in a greater chance of diagnosis at a
more advanced stage of the disease (Lawrenson et al., 2016). Therefore, to achieve a
more effective service delivery to Māori, the research may have identified potential
barriers to breast cancer services, through examination of the inpatient services
currently offered. Inclusion of Māori women in the present study may have identified
any specific health needs and expectations of post-operative inpatient care through
exploration of their experiences.
An element of ethical approval involved gaining approval from Te Komiti Whakarite
(the DHB Māori Research Committee) and consultation with the University of Otago Kaitohutohu Rangahau Māori (Māori Research Advisor). On the 28th March 2018, Te
Komiti Whakarite gave a letter of approval (see Appendix N). On the 12th April 2018,
the researcher had consultation with the Kaitohutohu Rangahau Māori (Māori Research
Advisor associated with University of Otago) and the outcome of this was confirmed in
the letter received from this source on the 13th April 2018 (see Appendix O). The
recommendations in this letter included:
•

Ensuring participants were aware that they were consenting only to this single
study.

•

If required to provide cultural support at the time of the interview(s),
clarification of availability of a support person associated with the DHB Māori
Research Committee.

•

Review of the additional support resources as outlined in the letter from the
Māori Research Advisor associated with University of Otago.

•

Consultation with Te Komiti Whakarite – the DHB Māori Research Committee
or Māori providers working with Breastscreen NZ to identify and discuss where
the findings may be disseminated locally.

Unfortunately, no recruited participants in this study identified as Māori. This was
ultimately determined by the women who were undergoing mastectomy at the time of
recruitment.
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Ethical Principles
The research design also involved careful consideration of ethical principles. This
section of the chapter consists of a discussion of the principles adhered to in this study.
These principles include respect and autonomy, fidelity and privacy, non-maleficence
and beneficence.
Respect and autonomy
Respect for human dignity incorporates issues regarding access to participants;
autonomy or self-determination; and the process of informed consent and privacy
(Greaney et al., 2012). Respect for individuals is inherently associated with the
principle of autonomy, which acknowledges the right for individuals to have freedom
of choice and address their concerns (Doody & Noonan, 2016).
In keeping with the above, each potential participant received a brief information sheet,
followed by a more detailed copy after they agreed to participate in this study.
Participants were also offered the opportunity to discuss the study and ask questions or
clarify concerns prior to, during, and post the interview. Autonomy necessitates that
individuals fully comprehend what is being asked of them including any potential
impact, both positive and negative (Doody & Noonan, 2016).
The application for ethics approval identified how the researcher intended to gain
access to participants through the various methods of recruitment and locality
authorisation from the establishment (hospital), which Greaney et al. (2012) explains
are integral processes to ensure respect for human dignity and autonomy of participants.
Fidelity and privacy
During the consent process, the researcher assured participants that the data would only
be accessed by the researcher, two academic supervisors and a professional transcriber.
This demonstrated respect for confidentiality through the secure handling and storage
of data (Scott, 2013). All identifying information was removed from the interview
transcripts. Participants were assured prior to interviewing that pseudonyms would be
utilised when reporting data to protect their confidentiality and anonymity. No
identifiable data is included in the hard copy of this thesis or in any future publications.
Consistent with the University of Otago’s ethics committee and research policy, all
gathered data was stored in a secure environment and on a password-protected
computer. The information will be stored for a further 10 years after which it will be
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destroyed. Participants were verbally informed of this process. The length of time and
means of data storage should be clearly stated in the ethics submission to demonstrate
protection of participant privacy (Greaney et al., 2012). The location of interviewing
participants was in their home environment where the researcher ensured no others
were present or within close proximity.
Non-maleficence
Non-maleficence requires researchers to prevent harm or discomfort to participants and
minimise any negative effects where harm is unavoidable (Greaney et al., 2012). Any
foreseeable distresses to the participants were outlined in the detailed information sheet
(see Appendix), as well as the benefits of participation. No major physical risks were
associated with this research; however, interview participation may have discussed
sensitive material.
The participants were given the option of a support person for the interview and this
was outlined in the detailed information sheet and reiterated prior to interviewing.
Should participation trigger emotional distress, the researcher encouraged participants
to make an appointment with their General Practitioner or BCN to talk about these
concerns and this was reiterated prior to interview commencement. As explained by
Greaney et al. (2012), should the participant become uncomfortable or emotionally
distressed, the interview could be terminated by the researcher. As a RN working
closely with women with breast cancer and post-mastectomy, the
researcher/interviewer possessed competency in communication including the ability to
recognise signs of discomfort or distress. During three interviews, the researcher
utilised these skills and decided to pause the interview. All participants wished to
continue after a break of couple of minutes.
Greaney et al. (2012) explained researchers must consider physical risks to participants
as well as potential causes of psychological distress or factors that may provoke
unwarranted discomfort. If sensitive material is discussed during an interview (in the
context of personal health-related issues), researchers have an ethical responsibility to
ensure supports are available to allow participants to debrief (Greaney et al., 2012).
Contact details for the Māori Health Worker were supplied on the detailed Information
Sheet. For those who identified as Māori and wished for a Māori representative during
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interviewing this could have been arranged. Additionally, if participants wished to talk
to a Māori Health Worker following interviewing this could have been facilitated.
Beneficence
Beneficence is the act of seeking to do good for others or protect participant wellbeing
(Greaney et al., 2012). Beneficence questions the rationale for the research, ensuring
that the prospective benefits of the research outweigh any harm or risks to participants
(Greaney et al., 2012). While there were no direct benefits expected for the participants
taking part in this study, they were aware that their participation signified contribution
to the body of knowledge surrounding the post-operative experiences of women
following mastectomy for breast cancer in NZ. Furthermore, that the data gathered may
be utilised to inform clinical recommendations to improve aspects of care and service
delivery for future women using breast cancer inpatient services in NZ.
Participating in this study offered the women an opportunity for dialogue and personal
reflection to share their post-operative inpatient experiences. Many of the women
interviewed expressed their gratitude for having this portal to ventilate intimate details
for which no previous opportunity was presented. This was similarly expressed by one
participant who suggested that if she could help one woman walk through a similar
mastectomy journey, her participation in this research had been worthwhile. For many,
participation in this study was therapeutic towards their recovery.

Trustworthiness and Integrity in Qualitative Descriptive Research
This section discusses the criteria for appraising the data quality in this study. To assess
trustworthiness, the research process is discussed using the principles of credibility,
dependability, confirmability, transferability and authenticity as recommended by Polit
and Beck (2017) .
Qualitative research methods are acknowledged to share consistent perceptions and
purposes with those of nursing practice (Ryan-Nicholls & Will, 2009). Nevertheless,
qualitative research is often scrutinised for its methodological rigour and how the
quality of qualitative work can be assessed (Rolfe, 2006; Ryan-Nicholls & Will, 2009).
Therefore, evidence of reliability and validity in qualitative studies is required
(Amankwaa, 2016). Lincoln and Guba (1985) suggested the value of research is
supported by its level of trustworthiness.
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Trustworthiness is the level of assurance researchers have in their research methods
and data analysation to establish value in their research findings (Polit & Beck, 2017).
Lincoln and Guba (1985) suggested a framework of credibility, confirmability,
dependability and transferability to assess the trustworthiness of qualitative work. A
fifth criterion, authenticity, was later added which fits more characteristically within the
naturalistic paradigm (E. G. Guba & Lincoln, 1994).
Credibility refers to the truth in the study and a confidence that the findings are
believable and a realistic representation of individual accounts (Polit & Beck, 2017).
This criterion requires the researcher to question whether there is congruency between
the chosen research methods and the specified research approach (Connelly, 2016). In
this study, individual interviews were undertaken with the intent to achieve credibility
by gathering participant perceptions of experiences. Interviewing provided the
opportunity to gain insight into the participants’ reality of the inpatient experience. This
method of data collection is congruent with a qualitative descriptive research approach.
During interviewing, the researcher followed an interview schedule. Through attentive
listening, the researcher was able to direct the line of questioning. The individual
interviews were audio-recorded and subsequently transcribed, which Polit and Beck
(2017) advised adds credibility and authenticity, therefore enhancing the value of a
qualitative inquiry. On the first occasion the audio-recorder failed, however the
participant gave permission for the interview to be rescheduled. The researcher
purchased a different audio-recorder and there were no further malfunctions in
subsequent interviews. The intention to audio-record interviews rather than rely purely
on interview notes, was to reduce researcher bias as Polit and Beck (2017) suggest
interview notes are often inadequate and swayed by the researcher’s personal views or
memory.
The audio-recorded and transcribed data could be reviewed numerous times, both of
which triggered the researcher’s attention to detail when analysing the content to
generate codes and themes. Immediately following each individual interview, the
researcher listened to the recording and documented field notes about key topics raised
by the participant, or points of interest pertaining to the study. The researcher also
documented their interpretations of the participants’ non-verbal behaviour and
implications from the tone of voice during interviewing.
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Peer-debriefing, the process of reviewing work with colleagues who hold neutral views
about the study, can enhance both the dependability and credibility of the research
through the subsequent provision of feedback (Amankwaa, 2016; Connelly, 2016).
After three of the interviews the researcher debriefed with one of the research
supervisors to discuss and clarify of significant aspects of the interview. Codes were
discussed at several supervision meetings until there was a mutual agreement of
representation of the themes across the transcripts. The supervisors also provided
feedback on the research design, methodology and methods and the final report of
findings. This feedback enabled elimination of any potential biases.
Confirmability refers to the level in which the findings are created by the participants
without the influence of researcher bias or motives (Amankwaa, 2016). To establish
confirmability, Lincoln and Guba (1985) suggested the researcher engage in the process
of reflexivity. In qualitative descriptive research, reflexivity is a vital component
(Bradshaw et al., 2017; Jootun, McGhee, & Marland, 2009). Reflexivity involves the
researcher examining, comprehending, and continually self-reflecting on the ways in
which their values, interests, role/position and preconceived ideas may influence each
phase of the research process and ultimately the results (Jootun et al., 2009). The
researcher identifies factors that may influence the construction of knowledge from the
study and this process enhances research credibility (Guillemin & Gillam, 2004; Jootun
et al., 2009). Bradshaw et al. (2017) argue that the potential for personal views and
prior knowledge to invade the research process is a concern when RNs conduct
research within their areas of clinical practice, however reflexivity may be a safeguard.
As a RN working in the research setting for the duration of the study, the researcher
identified insider knowledge as a source of potential bias during the interviewing and
analysis of data. To manage this risk, the researcher carried reflexivity prior to and for
the duration of the research. The researcher understood that this study was informed by
her clinical experiences as a RN who worked closely with women post-operatively
following mastectomy for breast cancer and acknowledged the influence of personal
values, experiences and knowledge on the research process. To avoid research bias, the
researcher also liaised with the Charge Nurse Manager in the setting of interest and
came to the agreement that the researcher would not be the primary nurse in the
provision of care for any post-mastectomy women for the duration of the study.
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The process of reflexivity also required the researcher to understand why the research
was being undertaken. The researcher was passionate about gaining new knowledge
about the individual perspectives of the post-operative inpatient experience. The
researcher aimed to assist health professionals to understand more about this
phenomenon and identify how to improve the inpatient journey of women postmastectomy within the fast-paced, high patient turn-around, ward environment of a
public hospital. Most importantly, the researcher desired to present post-mastectomy
women with a platform on which they could openly and safely talk about their
experiences. This was an opportunity to speak to another woman about a topic of
conversation that even in modern society, much of the public may shy away from, or
not know how to respond to.
Transferability is the degree in which the findings are applicable and beneficial to other
settings, situations or groups of people (Polit & Beck, 2017). The researcher aimed to
achieve transferability by describing the phenomenon of this research in sufficient
detail for the reader to evaluate how pertinent the findings are in relation to other
settings. Focus and time was spent on developing an interview schedule with questions
that would solicit extended answers and these constructed questions were reviewed
with a peer for feedback. During interviewing, the researcher asked open-ended
questions to seek detailed responses as opposed to one sentence answers. Probing
techniques were deliberately applied during interviewing, which Polit and Beck (2017)
advise can assist the researcher to confirm the participants’ meanings given to
experiences were comprehended. Probing topics addressed the impact of lifestyle
factors on the inpatient postoperative experience including age, previous medical
background, and knowing someone previously diagnosed with breast cancer. The topic
of age also touched on issues regarding children, relationship status, living alone,
occupation and facing previous adversities in life.
Authenticity is the extent to which researchers truthfully portray a variety of realities
and present an accurate representation of the participants’ experiences (Polit & Beck,
2017). In an authentic study, readers are able to create a true picture of lives being
illustrated and develop sensitivity to issues being described (Polit & Beck, 2017).
Authenticity was demonstrated in this study by use of purposive sampling to select the
most appropriate participants who could generate detailed descriptions of their
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experiences. The authenticity criterion involves careful selection of individuals who are
the most suitable for the sample (Connelly, 2016).
Conclusion
This chapter outlined qualitative description as the chosen design for this study. The
methodology of this research study was described including paradigm, ontology,
epistemology and axiological underpinnings of this research. The research methods
including recruitment data collection and data analysis were discussed. Finally, ethical
and cultural considerations and processes to ensure trustworthiness of this research
study were explored. The next chapter presents the findings of this research study.
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Chapter Four: Study Findings
Introduction
This chapter presents the findings gathered from semi-structured interviews with 10
women who had undergone mastectomy for breast cancer. To uphold confidentiality,
the participants’ names and elements of the narratives potentially distinguishable, are
not included. Pseudonyms are used in place of their names for anonymity.
Excerpts from the participants’ interview transcripts are presented as quotations to
illustrate the themes and give a true representation of their accounts. This is in keeping
with qualitative descriptive design (Sandelowski, 2000b).
Three main themes emerged from the interview transcripts:
•

It’s not just physical

•

Healing environment

•

Task-focused care versus therapeutic care

These three themes depict the participants’ voices, narrating the breast cancer journey
and initial inpatient experience. The themes emerged through initial coding of the data,
subsequent categorisations and concept development. Furthermore, themes were
developed from associations with the collated Participant Demographic Information (see
Appendix K). Within the main three themes, sub-themes are also identified.
Configuration of transcript data was required for clarification of significant quotations.
Where one or more sentences have been edited, it is represented by the use of three
ellipses. If not enhancing the meaning of a quotation, slang and repeated words/phrases
were removed. For greater clarity of quotations, an occasional word or phrase has been
altered or added, enclosed within square brackets. To give reference to the participant
whose words are illustrated, pseudonyms are presented at the end of each quotation.
Study participants
A total of 10 participants were recruited in this study. All participants were female,
whose ages ranged between 35-39 (n=1), 40-44 (n=1), 45-49 (n=1), 50-54 (n=1), 55-59
(n=1), 60-64 (n=1), 65-69 (n=1), 70-74 (n=1), 75-79 (n=1), 80-84 (n=1) and 85+ (n=1).
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Study participants revealed some diversity of ethnicity with NZ European (n=6), Other
European (n=2), English (n=1) and Canadian (n=1) being represented. All participants
had undergone a unilateral or bilateral mastectomy with or without lymph node surgery
for breast cancer, without immediate reconstruction. However, the type of operation
was not included in participant demographic information as this feature was deemed
potentially identifiable.

Theme One: It’s Not Just Physical
The essence of this theme is that a woman’s reaction following mastectomy is not just
related to the physical loss of a body part but also the removal of the threat of cancer.
For some participants, comparing their former healthy body to their altered body
identity challenged them on many levels. The modified anatomy of the physical form of
femininity may result in feelings of disfigurement and also impact the psychological,
social, representational and intimate aspects of womanhood. The meaning of the breast
was questioned including symbolism to motherhood, altered status in family dynamics,
and loss of part of self. For some, mastectomy caused a temporary loss of
independence. Within this overall theme, the findings are presented in three subthemes:
•

Coming to terms with a mastectomy - facing the physical reality.

•

Recognising the emotional and psychological challenges.

•

Nourishment.
Coming to terms with the mastectomy - facing reality

Some of the participants spoke of a dramatic impact on physical body image and threats
to femininity including changes in sexual identity and confidence in appearance.
Coming to terms with a mastectomy was a challenging process for all of the
participants. In the effort to save their lives, they accepted the loss of a body part, which
would ultimately alter their physical body image. All participants dealt with conflicting
emotions.
The psychological and physical preparation needed to deal with the realities of surgery
varied for the participants. Some struggled with the thought of what the physical
changes would look like, while others did not seem to feel the impact until after the
surgery. Hetty tried to prepare herself pre-operatively by viewing a photograph on the
internet of a woman showing a post-mastectomy scar. Hetty described:
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It took me five weeks to look at an image on the internet... once I saw that
on line it was easier for me to come to terms with what was going to happen
to me.
Despite this, the day after the surgery, she broke down during the Surgeon’s postoperative visit.
When I saw my surgeon I cried, because it was all reality then, prior to the
operation it wasn’t… Hetty
Hetty described the loss of a breast as equal to the trauma of amputating a limb;
believing that a breast being an external part of the anatomy, the loss of which would be
obvious. The fact that there would be outward evidence of the loss was suggested as
having a greater associated impact. This greater significance was described as:
It is part of you. I mean what’s inside is part of you but we don’t see it... I
was never an exhibitionist but it’s part of being a woman, right? Hetty
The concept of altered body image was also addressed by Emma, who was elderly and
lived alone. She voiced that while she did not feel any depression after her mastectomy,
the modification in her daily dress routine was accentuated, as she missed the physical
action of putting on a bra.
Mentally I didn’t feel anything too bad. I missed putting on a bra, that
sounds silly. I’ve only got three things to put on now, a shirt, pants and a
pair of trousers. Emma
A significant moment for many participants was looking at their scar for the first time.
There appeared to be a number of factors influencing participants’ experiences of
looking at their scars. For example, some participants expected the support of a nurse,
whereas others wished to be on their own or wanted to wait for the privacy and comfort
of their own home.
Dora talked about her experience of seeing the scar for the first time:
I didn’t like what I see [sic] I have to be honest… it’s stressful, I can’t deny,
it’s like a reminder forever of what happened to me but it’s also a good
reminder [of] the people who took care of me.
Similarly, Ivy, chose to focus on positive aspects of her experience:
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I thought, that’s what it looks like is it? Because you can’t imagine it can
you? And I just thought Hmmm she’s done a good job there...I had a good
look and I think [Nurse] said “oh what a lovely job”, so I had a good look
to see the good job. I wasn’t frightened and I wasn’t upset or anything I
just accepted it, because it’s cured me you see.
On the other hand, Joan spoke of examining her scar as a ‘two-phase process’ of first
looking down at the scar and second, seeing a full-frontal view:
I’d looked down my top…and [a nurse] said “have you seen it yet?” And I
went “no”. And then one day I did by accident and I thought...that was a
bit of a surprise...I actually thought I’m not actually ready to have a fullfrontal view just yet.
While Joan was comfortable looking down at her scar, she also acknowledged other
women could feel differently and an option to cover the scar could be helpful. For her
however, a cover would have been a hindrance. Joan continued on to speak of her
apprehension about seeing a full-frontal view:
When I went to have a shower,… I actually did notice that there wasn’t a
mirror and I thought that’s good then I don’t have to [look at it].
Although the shower did not have a mirror, there was one above the wash basin. Hetty
spoke about the benefits of a mirror:
I didn’t know how it was going to be to look at it, so I was just encouraged
to wash at that private washing station…What was really good was that the
mirror stopped there so when I looked at myself without anything on, I
didn’t see it [the scar]. So, it was still me.
The wash basin was also therapeutic for Bridget, who explained:
It was actually really nice to just go into the washroom by myself and take
my gown off and just look and see how I look. Because when you’re looking
down changing dressings and things you don’t really see the whole chest
area it’s just from the top.
Having initiated the first view of her scars, she further described feeling prepared for
greater exposure in the shower, leaving the only barrier to be managing the wound
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drains. For Bridget, having a wash and viewing herself in a mirror was described as a
cleansing experience, both physically and psychologically.
For several participants, the first post-surgery shower was a significant part of the
inpatient experience, as they were challenged by both physical and psychological
issues. For some, there was apprehension looking at their altered body image or dealing
with freshly healing wounds. There were mixed reactions as to the need for assistance
or maintaining autonomy.
Fran and Hetty talked about needing to be ready to look at the mastectomy scar:
I just didn’t look… I suppose everyone’s different… they can look straight
away or they don’t look straight away...I just shower and don’t look…if
there was somebody there you might be inclined to look at it. Fran
I was going to have a shower and they said you can have extra towels to
cover it if you don’t want to look... I think possibly because I said I don’t
want to look just yet, so they gave me a solution. Hetty
Alice was reluctant to view the scar alone and support from an accompanying nurse
would have been appreciated. However, the nurse said she would leave towels, a
flannel and a fresh gown at the end of her bed should she choose to shower.
Consequently, Alice decided to have a wash at the basin:
I just didn’t want to look at myself in any way. I didn’t feel ready to and I
didn’t think I could actually do that by myself so I just had a wash. I
thought I’d just have a shower the next day.
The following day, Alice had a more positive experience. She explained:
Well for me personally it would have been so much easier and better if the
nurse had said, I’ll come with you for the first shower and not because I
was just a bit unsteady but just the emotional and that first moment of
showering when you’re minus a breast… the second day the nurse [said]
because I said I hadn’t looked at my surgery site yet and I was a bit nervous
about my first shower and she said, ‘I’ll come with you and I’ll just wait in
there’… it was the whole mental, psychological, physical everything with
that first shower which I think probably needs just a little more addressing
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than just a normal surgery site. So, I was very appreciative of her to do
that.
For Alice, it was not the act of physical help but the need of emotional support to
reassure her she was not alone even though everybody’s breast cancer journey is
different. Alice felt the nurse had also identified a mastectomy scar is more than just a
wound. The altered body image may be challenging for the patient:
I did find her quite reassuring in that saying ‘yes it will look a bit different’.
But just perhaps preparing me that I wasn’t going to be looking the same as
I was before I had had the surgery. Alice
Recognising the emotional and psychological challenges.
The ward environment is the initial setting in which women first face the reality of
having had a mastectomy. Most participants spoke of this initial post-operative phase as
being the most challenging, requiring a sense of security and nursing sensitivity.
Dora expressed positive interactions with the nurses who provided reassurance and
reduced her anxieties:
All of them in their own way helped me to reduce the level of stress… I was
stressed, I was confused, I was half in pain, half drugged, …
She described the responsiveness of staff to her questions, noting the nursing empathy
and support which eased the process of understanding what was happening to her.
Conversely, Hetty had a negative experience with a particular nurse who seemed quite
abrupt and task-orientated. She described the first 24 hours post-surgery, feeling
nauseous and unwell:
One of the nurses who was looking after me [was] abrupt and spoke at me
instead of to me and she was ‘you have to get up, you have to do this’, and
she was really quite stern for a young person… I mean it’s for my benefit, I
had to get up and I had to get moving but I wasn’t feeling well, so it’s the
way in which you talk to somebody because all the other nurses I had were
more compassionate and had a kinder way of encouraging me to get up and
moving. Hetty
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Hetty felt the nurse was speaking at her instead of to her, this had a negative effect on
her post-operative mobilisation. Nursing support in the form of kind words was seen as
beneficial to recovery in the immediate post-operative period, as it was uplifting and
promoted confidence for mobilisation. Some of the participants preferred isolation as a
means of coping post-operatively, however, this also presents a barrier to nursing
interactions, as described by Bridget and Alice:
Sometimes you just wanted to be by yourself. Bridget
Perhaps because of the way I was feeling emotionally, …I felt more
comfortable with my curtains closed, I didn’t really want to make eye
contact with any of the other patients in the room…they [the nurses] poked
their head in now and then,…but I probably didn’t see them as often as I
would have because I had the curtains shut. Alice
Nursing compassion and empathy was described as critical, as it was seen as
encouraging strength and positivity in during this period, as suggested by Hetty:
I think they should realise that it’s a really shitty time that women are
going through so what in my opinion is needed is compassion and just
acknowledgement that it’s a shitty time and it will get better but we’re
allowed to just not feel 100% the day after we’ve just lost a symbol of
womanhood.
Hetty identified it is not the nurse’s sympathy that is desired, rather empathy towards
the situation. That ‘not feeling ok’ is a natural part of the post-operative journey.
Joan was the only participant who had been diagnosed with breast cancer previously
and underwent treatment of a lumpectomy. Unfortunately, this was unsuccessful as the
cancer returned, causing her to opt for mastectomy. When questioned whether the
emotions associated with having surgery again were different this time, Joan explained:
Last time I was really scared. This time I was more angry [sic] but I’d
already reconciled myself to the fact that I was going to have a mastectomy.
I’d already made up my mind.
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This highlights the mix of emotions upon the reoccurrence of a breast cancer diagnosis.
Joan went on to describe how her mindset challenged those of other women in her
room, three of whom had undergone mastectomies:
I think one of them said I’ve only got one breast now and I said well I look
at it that the cancer was in the breast and now it’s gone and that’s how I
look at it.
Joan was certain having this mindset was helping her coming to terms with the
mastectomy and her breast cancer diagnosis; removal of the breast meant removal of
the cancer. Similarly, this was strongly expressed by Dora:
When I saw [for] the first time…my scar [I] was like, oh, shock for my
system but on other hand [I] felt the relief because the main threat for my
life was gone…so I can live with a visual scar.
The scar became a symbol of their breast cancer journey; visible evidence it may have
saved their lives and was perhaps viewed as a way of moving forward from an
unpleasant, life-threatening experience.
Many of the participants seemed to question the severity of either their operation or
diagnosis due to the medical terminology used during their hospital experience. The
use of medical terminology on her report was questioned by Ivy, who thought the word
‘simple’ underplayed the seriousness of the procedure. Furthermore, during her
hospitalisation Ivy felt the nursing staff did not acknowledge her cancer diagnosis, the
cause of her mastectomy.
Nobody stressed how serious it was, I presume it was serious although even
in the report, …it’s just down as a simple mastectomy. That’s what struck
me, it was simple and I thought, what’s a complicated one?
The use of the word ‘simple’ did not fully disclose to Ivy, the challenges associated
with mastectomy, nor addressed the severity of cancer, the cause for this procedure. To
her surprise, even the nursing staff did not refer to cancer when discussing her
condition.
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Medical terminology was also questioned by Bridget, with a sense that the seriousness
of the diagnosis is minimalised with use of terms such as elective surgery. She
described her thoughts in the following way:
It’s called an elective surgery but...I mean I wouldn’t have chosen to leave
it untreated. Elective’s a funny word really...it’s not that I didn’t have a
choice, of course you have a choice, it’s your body, you could just say no…I
remember the pre-admission form, the first question was do you still want
to have your surgery? I thought no jeepers I don’t, I would never have
chosen to do this, but yes, I know I need it. Bridget
To Bridget, the word ‘elective’ suggested choices, of which she felt she had none. The
medical professionals had advised a bilateral mastectomy as the best treatment for a
positive outcome. To Bridget this procedure was abhorrent, as losing both breasts did
not seem much of a choice. However, her priority was living for her young children so
mastectomy was her only option against cancer.
It’s almost like I’ve made peace with the fact, …I’ve breastfed two lovely
children and I’m at a point in my life where I’m okay. I’ve made my peace
and said goodbye and it’s time to move on with my new life…it was almost
like once I actually reached the decision to do a mastectomy, I was calm
with it. Bridget
It is obvious that breast cancer journeys will differ enormously as directed by various
life factors. This was evident for the participants in this study as factors such as age,
marital or relationship status, motherhood, previous exposure to any breast cancer
either self or others, occupation, and personality and attitudes, varied. These differing
life factors demonstrated a significant impact on their ability to come to terms with the
mastectomy, rationale for treatment, coping strategies and post-operative recovery.
Some participants who claimed to have had life experiences felt mastectomy may be
the best option to treat the cancer and ‘get on with life’. For Ivy, as an older woman
with associated limitations, this played a significant part in her choice for mastectomy.
Ivy was offered alternative treatment options which would entail return journeys to the
hospital. She felt a mastectomy was a better choice because she had an elderly husband
and there were parking difficulties around the hospital, therefore other options would
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have caused her added stress. The impact of age was also expressed by Emma who felt
her age greatly influenced her outlook on her breast cancer diagnosis:
You have a longer[sic] term view of what’s important in your life and small
things don’t bother you so much and bigger things you learn to deal with,
you’ve had a few knocks and whatever anybody’s experienced in their life
has shaped how they look at things.
Emma exhibited a positive attitude which had served her well and she claimed both her
personality and age allowed her to identify what was important to her. Equally
exhibiting a positive view was Chloe, who had been with her sister on her journey with
breast cancer and therefore felt well prepared for the different stages:
She was on her own and I went up and stayed with her for quite a few
months… so I was prepared for what was happening because I’d been
through it with my sister, so I knew everything, the drains and all the
exercises.
This example suggested that previous exposure to breast cancer prepared Chloe for the
various stages of her journey. Three additional participants spoke of how previous
experiences with breast cancer in themselves, or with friends, influenced their ability to
come to terms with the process:
I think because it’s happened before I wasn’t as apprehensive even though
my surgery was more intense than last, because last time I had a
lumpectomy, …I mean I wasn’t blasé either, don’t get me wrong…because
it happened so quickly as well. Joan
It probably helped me a lot especially with all the things that were going to
be available like going back to the breast care nurse and having special
treatments and all the prosthesis that are available. Emma
I have a friend here who was diagnosed with breast cancer about three
months before me, …and so knowing what steps she was going through and
I was pretty much following similar steps I felt very comforted with that. I
almost knew what was coming next, …her experience has helped me a lot.
Hetty
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The examples from Emma and Hetty revealed familiarity with those who had survived
breast cancer following mastectomy provided comfort through the knowledge of what
to expect. Furthermore, they provided a step-by-step process of the treatment journey
which in turn created an expected recovery timeline.
In comparison, Fran highlighted the emotional implications of first-hand knowledge.
The medical professionals had satisfied Fran with their explanation of the physical
procedure in preparation for her mastectomy and touched on some aspects of
psychological nature.
Physically yeah, emotionally nope. Physically definitely. I actually thought
it would be a lot harder on the body, but no, emotionally no. I’m fairly
tough, it takes a lot too, but I think I’m more scared of looking at it. I
actually don’t know how I feel, but I guess that comes, I don’t know,
because I’ve never done it [look at the scar] but yeah... Fran
I didn’t think it would be this hard I just thought it would be a piece of body
gone and say goodbye… I will look at it in time I’m guessing and my
partner as he said ‘we’ll look at it when you’re ready’. Fran
Fran’s partner of 20 years was extremely supportive and sympathetic to the results of
the procedure. In other participants this helpful support from partners was missing. One
participant, Gloria, said she actually welcomed her hospital stay as it provided relief
from her domestic duties including that of being a wife and supporter of her elderly
mother. Many participants, knowing the reality of expectations associated with going
home, and that there was no assured support with domestic duties, appeared to
appreciate any extra inpatient time offered by the health professionals. In comparison,
Emma spoke of how being single gave her freedom in some aspects post-operative
recovery and her ability to come to terms with the operation herself:
Because I don’t have a partner, I can do what I like when I get home and I
don’t have to cook meals for a family which a younger person can do and I
can sit down if I don’t feel too good, I can go outside if I feel I want to. It’s
a lot more freedom but then you don’t have the backup…there’s the other
sexual consideration which I don’t have to think about.
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Nourishment
After a mastectomy, healing involves nourishing the body, mind and soul; not only by
satisfying the body’s physical needs with adequate nutrition but also spiritual and
emotional needs. In terms of the food provided, many described negative experiences
with meals and the majority of participants questioned the content and quality of
hospital food. Hetty had very poor opinion of the quality of the meals:
The food was awful. And it was awful on many fronts, …not good for you
and here you are being told you have cancer,…you shouldn’t be eating this
crap and that’s what they give you in hospital. It seemed just wrong... Next
time I’ll bring my own food, I think.
Hetty was disappointed with the hospital food, believing that it did not provide a
healthy diet of fresh fruit and vegetables.
Pre-operatively, Bridget had sought advice from a nutritionist regarding an appropriate
diet for strengthening her well-being. With this information in mind, the hospital staff
did their best to provide the requested diet:
I’d seen a nutritionist quite soon after my diagnosis just to get some advice
on no.1 long term, a good diet to keep my body strong and fight cancer but
also just in terms [of] building up my immunity for the whole operation...
Well I had a discussion and they kind of decided that the diabetic was
probably best…I did find people were helpful and quite open to any special
needs I might have. Bridget
Unfortunately for Dora, frustration was felt towards the catering division frequently
delivering the wrong meals. She was particularly upset at not receiving the food she
specifically ordered, in her attempt to meet nutritional requirements to fight the cancer
and nourish her body.
One participant, Dora, mentioned that at the start of her stay, she was asked if she
would appreciate a visit from the Chaplain. Whilst this offer was appreciated, Dora
declined and substantiated her beliefs as follows:
Well there was no judgement, …what kind of religion I belong. New
Zealand is a country [of various] cultural backgrounds and religious
backgrounds, …in hard moments people go and think about what they
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believe in, in my case I believe in God, …so someone to think about this
makes me feel that they really care about the person and someone
understands how strong the effect of positive thinking and faith is for
everyone.
On the other hand, Ivy was presented the opportunity of a brief conversation with the
Anglican Chaplain. However, this meeting did not satisfy her spiritual needs, as a
Catholic worshiper. The other participants mentioned that while they did not have any
specific religious or cultural beliefs, the subject was either ignored or avoided by
nursing staff.

Theme Two: Healing Environment
Key to this theme is that ideally the ward is a place of recuperation yet in reality, it is
often a busy, noisy environment with many disruptions. Participants spoke of security
issues, abuse towards staff and very little privacy. Privacy was particularly challenging
for the participants because intimate discussions regarding their care were not always
confidential. Despite these environmental challenges, the participants believed their
basic needs were met. These findings are presented in four sub themes:
•

Room allocation

•

Privacy

•

Aesthetics of the ward

•

Environmental disruption
Room allocation

The participants in this study were nursed in an acute surgical ward which
accommodated a variety of specialities (general; plastic and orthopaedic surgery; and
occasionally, general medicine). Segregation of genders in room allocation was subject
to bed availability and the female to male ratio in the ward at a given time. Therefore,
women undergoing mastectomy could be assigned to a mixed gender room with a range
of speciality patients. All of the participants discussed how their allocated room
affected their post-operative inpatient experience in both positive and negative ways.
For example, those in a room with male patients felt more comfortable with their
curtains closed, whereas those sharing a room with other women who had undergone
mastectomy happily opened their curtains to converse with others.
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Many of the participants were in a female only room. Chloe talked about the benefits of
gender segregation:
I was just in a general ward with six people but they were coming and
going, some were short stay, some were still there when I left... But yeah
lovely ladies in the ward and we chatted away and I didn’t have any
problems, privacy problems or anything like that but then I’m pretty easy
going as a person, so things don’t really get under my skin or bother me too
much… All women.
While there was a high turnover of patients in her room, this disruption did not worry
Chloe as the other women were pleasant. For Chloe, being in a room with other women
protected her modesty and from embarrassing or uncomfortable situations that could
arise if males had been present. Chloe emphasised the quality that she liked most about
her post-operative environment was the fulfilment of her desire for company:
Just the company when I was in there, someone to talk to. I wouldn’t like to
be in a room on my own.
While Chloe appreciated talking to other women, she did not feel it was necessary to
share a room with others who had undergone the same surgery:
I don’t want to be discussing everybody’s problems as I’m not that sort of
person, we just had a general laugh and a chat with the ladies that were in
there…we didn’t talk about our illnesses to be fair.
When Chloe entered into the conversation, she did not introduce her cancer. Chloe
wanted normality of enjoying light banter and the humour of spontaneous conversation.
For two other participants, the thought of sharing a room with other mastectomy
patients was not seen as a positive factor. They felt this may have encouraged others to
talk about their breast cancer journey, with an overall more negative focus. When
specifically questioned about whether they would like to have been in a room with
patients with similar conditions, Ivy and Hetty replied:
No… Do you know why? Because you’d have had moaners. I’m sure you
would and you would have had people comparing with you and it could
actually make it quite depressed whereas there was nobody, so I couldn’t
talk about my operation that was the trouble. No seriously though... I was
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glad I was the only one in for that operation because I didn’t want to hear
anybody else’s tales of woe. Ivy
I think I probably would have been more comfortable if it was only women
in the room. And as a matter of fact probably if everyone had gone through
breast cancer surgery at the same time I probably would have thought that
would have been awful because everybody would have had a different story
and everyone would have had something different happen to them based on
their situation, … and you can’t help but compare. There’s always
somebody better off, there’s always somebody worse off and I don’t think
that would have been a good combination. Hetty
These examples suggest that in the immediate post-operative phase, both participants
wished to retain a positive frame of mind. In order to do so, they wished to avoid
comparison with other women’s mastectomy stories.
On the other hand, those participants who had shared a room with women who had
undergone the same surgery or other breast cancer related treatment, all spoke
positively of their room allocation and interactions. For instance, Gloria described the
benefits of the rapport with others in a similar position:
They were mainly breast cancer people, so you have something in common,
quite beneficial really... it was good to be able to speak to somebody in the
room that had had the same surgery as you.
This example highlights how communicating with other women at a similar postoperative stage can be therapeutic. The value of this interaction between patients was
described by Joan, who believed being in a room with other mastectomy patients
created a bond:
It made me feel like I wasn’t there by myself, that it wasn’t just me this
happened to, it happened to someone else as well. And we all got on really
well.
This environment presented the opportunity for Joan to discuss what she was going
through. Consequently, communication lessened the feelings of isolation as they could
relate to one another:
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We all talked together a lot about what had happened to us and what was
going to happen with our next step after the surgery and had a few laughs
as well… I thought it was really good to have other women in the ward who
had the exact same thing as me, it gave me a chance to talk…we were there
for the same reason and then we could say… I’ve had this happen and
you’ve had that happen, we’ve all had it happen… we could say things that
we can’t say to anyone else. Joan
While there was comfort in the communication with the other breast cancer and
mastectomy patients regarding the illness and treatment, humour was also experienced
as an antidote to negativity. Joan explained why she felt more comfortable discussing
her diagnosis with other mastectomy patients as opposed to health professionals:
Because they get it. Because they’ve got it, they’ve got the same thing, they
get when you say something and they get it because they say the same
thing… I know nursing staff and doctors and that, they say things and they
tell you your diagnosis and what you have to do and stuff but they don’t get
it, I don’t think really… [it’s that] common ground.
Joan firmly believed that mutual understanding and common ground expediated her
recovery in the immediate post-operative period. A similar opinion was expressed by
Fran, who explained:
I wouldn’t speak to my friends. Like I’d speak to my friends about my pain,
like they’ll say how are you going? But they’d never ask how you’re feeling
about losing a boob. Because they don’t want to ask either, they’re most
probably thinking aww…you didn’t know them, number one, but you could
speak to them because they’ve been through it, yeah definitely.
Both of these examples draw attention to the fact that exchange of experience between
those who have had a mastectomy can offer support. Fran, who would usually refrain
from what she described as ‘girly gossip’ or ‘womanly discussion’, said the most
valuable part of her hospital experience was conversing with other women who were
post-operative either from mastectomy or breast related issues. She explained:
I’m one of those women that avoid all women discussions... [but] I think it’s
important that if you’re in there for the same thing… I got a lot out of
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talking to those ladies I have to be honest and because they were older and
been there, they were really good… I know you’re only there for two days
but I think it’s the fact that they’re going through what you’re going
through. And it’s a huge help.
When asked about the psychological issues with the surgery, Fran believed that the
opportunity for discussion helped her come to terms with her diagnosis and clarify her
thoughts in regard to breast reconstruction:
Because they’ve been there and some had had reconstruction some haven’t,
like I’ve decided I don’t want it, but speaking to them… choice type thing. I
actually thought that was quite important... just the reconstruction point of
view... just the pros and cons for it. Because you’ve got the pro lady that
didn’t do it and why she didn’t do and then you had the women that did do
it so it was good hearing different opinions.
Fran appreciated having personal opinions in conjunction with the surgeon’s medical
perspective. Another participant, Bridget, shared a room with a woman 10 days postmastectomy. Whilst it was initially challenging, it encouraged the flow of conversation
to reveal aspects of post-operative recovery:
A woman who’d had a double mastectomy 10 days before and her drain
holes had got infected and she was in a pretty bad way which when you’ve
just had a mastectomy it’s kind of like that’s a little bit challenging to be
watching that happening... you know your surgery went well but it also
makes you aware that it’s early days and there’s other things that can go
wrong... Bridget
This example highlighted the recognition for Bridget that post-operative complications
are a reality. This initially stimulated an element of fear for Bridget who was still in the
immediate post-operative phase. However, she was also able to observe the gradual
improvement in the woman’s condition which provided positive reassurance of
recovery. Initially Bridget had negative thoughts towards the situation but watching the
other woman’s recovery journey became very beneficial:
It just happened to be the night after my surgery; it freaked me out a little
bit that someone was in with infected drains... the following day when she
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was on antibiotics, …she’d come right, I had quite a big chat after and she
kind of had a similar philosophy, she’s really happy she’d done it... it was
quite good to be able to talk about it, ...it made me see that in a week or two
I’d be quite mobile and just kind of normal almost, well not normal but well
the new normal.
Observing the other patient’s journey from being very unwell to that of responding to
treatment, gave Bridget confidence that post-operative complications could be treated.
Furthermore, it was encouraging to see that in a week’s time she too would be mobile,
less dependent, and back to the ‘new normal’. The ability to talk to the other patient
also provided Bridget with an estimated timeline for recovery.
Significantly, the verbal interaction proved therapeutic as it identified their similar
philosophies. Both women felt privileged to have breastfed their children and as this
role was no longer required, the breasts had served their purpose. This notion helped
them come to terms with the loss of their breast(s) and provided confirmation for
Bridget that having a mastectomy was the right choice.
In the immediate post-operative phase, interaction between mastectomy patients was
instrumental in creating a breast cancer community within the ward environment. Joan
appreciated not only being able to talk to other women going through the same
procedure but also just being in their company and not feeling alone. She described her
experience:
We all got our packs from the Cancer Society and in the pack are your
exercises and stuff and I’d say come on girls it’s time to do the exercise so
we’d all do our arm exercises and things together and then having
problems going to the toilet you know, so has anybody been? and yeah,
yeah I’ve been, have you been? So, we’d talk about that as well because
that’s all part of having surgery.
As a group, these women were empowered by sharing their experiences and
encouraging each other through each small step of the healing process. They gave each
other strength and motivation to engage in the exercise regime, normalised discussion
of sensitive topics and creation of a comfortable environment that promoted freedom of
speech. No one felt out of step as they moved forward like an army of breast cancer
survivors. Joan further described this constructive environment:
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It was a pretty happy ward really considering what we all had done.
Because there were so many of us, we could sit and have a bit of a laugh
about things now and again and look out the window.
The breast cancer community created a positivity energy within this environment
despite the negative connotations associated with the surgery. The women were able to
embrace the benefits of humour and communication in the healing process. However,
not all participants were able to experience this sense of community. Alice viewed
herself as an outcast in the midst of other women as she was only mastectomy patient,
consequently she withdrew into herself:
I would have happily been in a room with my curtains open, feeling well not
comfortable but comfortable mentally, knowing that the woman that I was
facing or the woman who was diagonally opposite me or next to me was
experiencing exactly the same thing and possibly we would even had been
able to have a conversation or talk about where we were at because we
would have all gone through the same thing. There’s an unspoken
understanding that you would have with other patients. I realise room
space wise and public system and that, don’t get me wrong, I’m so grateful
to have had it but I just feel I would have felt so much better to know I was
with others who had gone through exactly the same. I wouldn’t have had
my curtains shut.
Alice would have welcomed being in the midst of other mastectomy patients as it
would have presented the opportunity for discussion about current experiences. Unable
to relate to the women in her room, Alice isolated herself by closing her curtains in
efforts to come to terms with her surgery. Post-operatively Alice shared a room with
five other people, one of whom was a male who came in briefly. She commented that
there were definitely no other women in the room who had undergone the same
procedure. The other patients had a variety of injuries which led her to believe they
were from the Accident and Emergency Department. Alice reflected on how not being
with other breast cancer patient coloured her experience:
I knew at the beginning that I would be in a room with others and could
possibly be in a mixed room. I didn’t think about it too much before the
surgery but when I was in that room, I didn’t feel that comfortable because
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even though we were divided by curtains, I could hear every conversation...
I knew that everyone could hear every conversation with any nurse, visitor
or Doctor or anyone that came in to see me... I would have felt more
comfortable if I was perhaps in a room with other women or one or two
others who had perhaps had the same surgery. I understand the way it was,
but it just felt so public, excuse the pun!
Despite understanding the realities of the public health system, Alice felt exposed
sharing a room with acute or trauma patients. Although there were curtains dividing the
bed spaces, they were not sound proof. The idea that other patients would hear any
discussions accentuated Alice’s feelings of discomfort due to the personal nature of her
surgery. The preference for Alice, was to be among other post-operative mastectomy
survivors because of their mutual understanding and empathy for each other:
I just felt I didn’t really want to be talking or having discussed about what I
had just been through because of still trying to come to grips with myself. I
mean if my dog had bitten me on the finger and I was in there to have that
addressed I think I would have been quite happy being there but it was just
the whole cancer, the whole mastectomy, the everything was I just wanted
to be in a bubble, …having had a mastectomy, dealing with that and being
in a room with other people, I’m not going to say minor surgeries but not
having the understanding or the empathy perhaps... I was just in my mind
trying to pretend I was in a hotel rather than having just had major
surgery.
Alice was still coming to terms with the surgery and was uncertain that the other
patients sharing a room with her could relate to what she was going through.
Consequently, Alice experienced feelings of vulnerability and withdrawal which
aroused coping mechanisms such as the creation of her own ‘bubble’ and the pretence
of staying in a hotel. Alice strongly identified a clear distinction between non-cancer
related injuries and mastectomy, and this was her primary reason for taking part in this
study:
The reason that I want to do this survey is just feeling…just being in that
room with other patients in such close proximity. I know that they were
undergoing various surgeries and treatments, but I just felt that mine was
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just completely different mentally and emotionally…I mean even to get up
and go to the toilet I knew that they would all know that I had been in there
because I had had a mastectomy...I just felt I was in the wrong room for
what I had been through.
There may have also been an element of fear for Alice that she too would be
stereotyped as the ‘lady with the breast cancer’ or the ‘lady who had undergone a
mastectomy’. Another participant, Emma, also expressed her thoughts on the attitude of
others to a breast cancer diagnosis in comparison to physical injuries:
People’s attitude to someone whose had breast cancer is totally different
from people’s attitude to if you, say, break your wrist, they look at you in a
different way, they don’t know what to say to you and they look straight at
your chest to see if you’ve had a mastectomy or not and then if you haven’t
they’ll probably ask you when you’re going to have the surgery. If you
have, they won’t say anything else about it but they’ll still give you funny
looks. Any people who’ve had breast cancer can talk to each other properly
about it without being nosey.
Emma further elaborated:
The word cancer probably is the big stumbling block and people
automatically think ‘oh yeah she’s going to go downhill from here on’.
Yeah, they start feeling sorry for you whereas if you have an accident,
you’re going to get better, you’re going to be patched up and you’re going
to go home and do normal things.
These examples from both Emma and Alice highlight presumptions that the ‘cancer’
label holds negative connotations of an uncertain future. Both participants sought
empathetic understanding which they felt would have been offered from other breast
cancer patients. Emma enjoyed the privacy and peacefulness of a single room but
would have welcomed the opportunity to talk to other women who were also postoperative following a mastectomy. She explained:
It would have made a difference [because] you haven’t really got anyone to
sympathise with basically.
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Regardless of breast cancer diagnosis, all participants were adamant male occupancy
within the same room was not appropriate. Some participants emphasised their
abhorrence to the idea of discussions and exposure of their altered body within close
proximity to males. Due to the intimacy of post-operative cares such as nursing checks
of the mastectomy site, mixed-rooms were offensive to all of the participants. Emma
and Fran stated they would have felt ‘very uncomfortable’ and Gloria supported this
view, suggesting mixed-rooms ‘wouldn’t have been pleasant’. Chloe further offered her
response to the question of mixed rooms:
No. I don’t particularly like that scenario, I know it happens but I don’t
think I’d have liked it, because you do hear the doctors discussing your
problems…I don’t think I’d like men in the room when they’re discussing
my boobs and things to be fair, no.
Given that a mastectomy is a predominantly female surgery of a personal nature,
mixed-rooms present problems with privacy, modesty and restrict a more relaxed
recovery environment. These examples suggest the presence of men would have
created discomfort. For Fran, she explained that even with the curtains closed, audible
communication could be heard:
Because you can still hear what [your] talking [about], no I’d be
uncomfortable. I’d deal with it because you’ve got to be I would be
uncomfortable…I would deal with females better than males for opening up
definitely... That’s why if there was males in the room, I wouldn’t say I
wouldn’t have coped but I would have but you don’t talk as much.
Some of the participants experienced surprise when discovering mixed-gender rooms
were a reality:
I think it was just nicer having women to be honest. Do they have mixed
wards, do they? I didn’t know that. Gloria
This suggests that pre-mastectomy, women expect to be in a female only room. One
participant, Bridget, elaborated on this expectation:
The nurse at the admin clinic had warned me that it was a mixed ward, it
was good. She said that was the one thing she found that people were
shocked about, that there were men in the ward as well, and might be in the
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same room. I was really appreciative she told me about that because it was
like I was ready.
Having been pre-warned about the reality of mixed-rooms in the post-operative
environment, Bridget felt prepared. Unfortunately, not all participants were given this
warning pre-operatively and were shocked when finding themselves in room with men.
One participant, Hetty, strongly expressed her feelings of negativity towards the
presence of three men in her post-mastectomy room. The men were very graphic and
loud when conversing about their injuries which made her feel incredibly
uncomfortable. This was particularly discouraging when her expectations were that she
would be in a female-only room. Consequently, Hetty kept her curtains closed for
privacy, she advised this would not have been the case had it been all women.
In conversation with the BCN prior to surgery, Hetty approached the topic of her postoperative environment. However, the BCN was not forthcoming with the information
that Hetty may encounter a mixed-gender room. The BCN only stated the room may
have up to six people. Hetty never questioned the presence of males, assuming that she
would be in a women-only environment. Perhaps her assumption of a female-only ward
or room, arose from the sensitivity of the type of surgery undertaken. This highlights
the importance of pre-operative preparation for the post-operative environment.
It was found that privacy was easier to maintain within a female-only room. However,
one participant, Gloria, who shared a room with other mastectomy patients had the
following experience:
Yes, we all kept our curtains open and even at night actually, not the first
night so much because everyone was probably tired after the surgery but
the next two nights everyone had their curtains open… I think a couple of
us felt claustrophobic with the curtain around so it’s just a little bit more
open.
This example suggests women sharing similar surgical experiences were more
responsive to having the privacy curtains open.
Privacy
In a public hospital, privacy is often compromised in a ward setting as rooms do not
permit a totally enclosed environment as they must comply with health and safety
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standards. Nevertheless, the lack of privacy was intensified for some participants due to
the intimate nature of their surgery and the possibility of being in a mixed-gender room.
Three participants each gave an extended explanation as to why they felt so strongly
against males in the room in relation to privacy:
I don’t have a problem with men or anything like that but I don’t know if it
would be ideal if there was a man in the room with you…I think you’d be
more conscious of talking and I actually don’t think it would be good for
the man either from his point of view…most probably you wouldn’t talk,
you’re not going to talk to the man who’s lying beside you about your
booby and he most probably don’t want to talk to you if he’s got prostate
[cancer]… No, I wouldn’t [like mixed-rooms] I don’t think that would be
right, but I respect it’s got to happen obviously in public [hospital], I think
it would be sad. Fran
I mean the ward did have male patients but they had their own
rooms...Yeah, I think that would have been really uncomfortable especially
with breast cancer. If I’d had a broken leg it wouldn’t have been so bad…it
would have been uncomfortable for the men too… [it would]be equivalent
to a man going into a ward full of women when he’s had a
prostatectomy…It would have just been not quite right. Emma
Although you shut the curtains [so] you can’t see, you can still hear the
talking and I don’t want anyone to hear. It was alright this time because
we were all in there for the same thing [mastectomy]. So that didn’t bother
me, but if there was a man…and he’s in the bed next to me and my doctor
comes in and wants to feel around and discuss things about what
happened…then he’s going to hear and I wouldn’t like that...Because it’s
personal, it’s none of his business and in the same token I don’t want to
hear what’s going on with him either. Joan
Both genders can suffer cancer in intimate body parts and it was felt that this alone
could demand separate rooms. Fran, Emma and Joan suggested that separate rooms
were advantageous to either sex in order to provide both auditory and visual privacy.
This was strengthened through their comparison between cancer of a male orientation
against that of mastectomies.
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Whilst curtains provide visual privacy, all verbal communication can be heard by most
sharing the room. Not all participants were troubled that others in the room may hear
their conversations with health professionals, particularly in regards to the postoperative consultation with the BCN. For Chloe, perhaps this was her acceptance that a
six-bedded room did not permit auditory privacy. On the other hand, while Joan felt
comfortable with general discussion being in a room with other mastectomy patients,
she did not wish to engage in any discussion of the intimate details of her surgery. She
explained:
Because you can talk about it so much, and it’s like, just let it go for a
while.
The risk of open room conversation is this may restrict the participants’ discussion with
medical staff which was highlighted by Alice:
When the breast care nurse came to give me my take home pack and
explain to me about further appointments it would have been so much better
if at that time we could have just gone to some smaller room or somewhere,
I could have had the discussion or she could have talked to me then without
divulging everything about it…I possibly would have asked more questions
had we been in that more private situation. It was just too open and I didn’t
feel comfortable wanting to talk [with] everyone was in such close
proximity.
When asking Alice if there was annoyance that others in close proximity, could
overhear her conversations. Alice elaborated by giving the following explanation:
You could hear a pin drop. It was just very uncomfortable. I think you’re
also trying to come to grips with this whole situation yourself it’s hard
enough thinking about it but then also having to talk it out loud when
you’re still dealing with it, you really don’t want strangers to be just
listening in…It didn’t matter if it was a broom cupboard just somewhere
away from the other patients.
Fran suggested a more private setting for the post-operative consultation with the BCN
would have been more productive as it could offered private space to absorb the
exchange of information about post-operative care. She explained:
70

I just would have asked more questions about the aftercare, I think. And
most probably taken my partner. He wasn’t there but if he was there it
would have been nicer…like a consulting room [would have been more
private].
The intimate nature of the surgery may have influenced Fran’s feelings of vulnerability.
Similarly, other participants commented that their feminine modesty was challenged.
For example, Emma stated:
By the time you’ve had both breasts off your modesty’s gone a bit.
Consequently, such participants whilst wishing to be presentable, found the hospital
gowns proved too awkward to fulfil their dignity, especially in a mixed-gender room or
ward. The hospital gowns were designed with two ties for easy access peri-operative
and post-operative but did not serve to protect modesty. The importance of segregated
gender rooms was noted:
Sometimes we can’t kind of cover ourselves completely. Dora
The wish for complete coverage post-mastectomy, in relation to the inadequacy of the
gowns whilst being in a mixed-gender ward was discussed by Emma and Bridget:
Well walking around with two drains, because I had both breasts off, is
quite embarrassing and the nightwear you have to wear in the hospital
which has to be easily accessible, you can’t wear your own pretty nighties.
Emma
It was always a wee bit hard with those gowns I was always trying to make
sure the gown was closed at the back because I had two drains in so you’ve
got tubes everywhere…I would tuck it in to my undies because you don’t
want to be walking down the ward with lots of people flashing your undies
and all your tubes… I just had to take my time and organise everything and
get off the bed and straighten my gown…tuck my gown in and make sure
nothing was caught and twisted. Bridget
These examples suggest Emma and Bridget felt challenged by the awkwardness of the
open-back theatre gowns, paired with holding the wound drains and tubing either side
of their body. To address these issues, Joan requested pyjama bottoms to protect her
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modesty as she identified her surgery was above the waist. This eliminated the need to
hold the open-back gown closed which left her hands free to carry her drains and hold a
supportive cushion under her arm.
Ivy expressed anxiety towards the skimpiness of the gown as it did not serve to
adequately cover all of her body. As there were men in close proximity, this was found
to be a very embarrassing situation:
I thought I’ll cause a scandal, that’s a big thing that worried me…I
grabbed hold of my gown and I thought I have to go [to the toilet]…If it had
been said curtains weren’t drawn and he was sitting up in bed, I think I
would have been a wee bit embarrassed because it was embarrassing
getting out of bed with my gown on…I don’t think really any woman would
[comfortable] because she’d be making sure she covered herself…A sense
of feminine modesty. Ivy
On the other hand, all participants acknowledged that nursing staff were meticulous in
their efforts to protect patient privacy by respectfully closing curtains at appropriate
times. When performing routine inspections of the surgical site, Gloria was very
appreciative of the nurses’ sensitivity by exposing only the operation site, thus
maintaining patient dignity. Respect was also shown, by nurses physically knocking on
Emma’s door, whilst at bed spaces with curtains, nurses announced their entry with an
auditory salutation, as noted by Dora:
‘Hello, how are you? Knock knock!’ at the door and there is no door but
they try to not intrude my privacy when the curtains are closed.
Dora appreciated the nurses’ consideration, improvising by pretending to knock. This
would give the patient a warning before the nurses’ entry, in turn respect their privacy.
Aesthetics of the ward
Patient recovery, health and wellbeing can be greatly influenced by the physical postoperative environment. The physical location of this study included the hospital
buildings, and the specific ward setting where the participants were nursed. Some
rooms afforded views of natural scenery while others offered views of concrete
exteriors. One participant commented on the effect of the physical environment, and
visual environment which she felt was not conducive to her recovery:
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The dreadful view… they hadn’t done any gardening down there and there
were weeds everywhere and there were pigeon poos all over the place, it
was quite disgusting…The environment affects me quite a lot… I wanted to
get out there and pull the weeds up and tidy the place up…it just made me
want to get home and look at something nice. Emma
Emma found the view of concrete walls, unkempt courtyard gardens and dirty exterior
creating an industrial environment which was dull and unpleasant.
In comparison, aesthetically pleasing surroundings which include external life and
natural scenery were more conducive to recovery. Two participants explained:
I actually liked being by the window, it was real [sic]good by the window, I
could stand up and look outside and watch the traffic and the people
jogging. Joan
I was going for a walk [outside of the hospital]. I spent most of my time
outside obviously. Because I’m an outside person too, I don’t like [to be]
cooped up. Fran
Not only the visible scenery, but also the importance of natural light was noted. This
was described by Dora:
The room was very light, very clean… It was very nice and warm but also
fresh air, wasn’t stale air...So pretty happy with the environment.
Dora’s comfort was increased as the position of her bed by the window not only
allowed the entry of natural light and fresh air, it also created a peaceful atmosphere.
There was also a lounge in the ward where patients and visitors could relax. However,
for Bridget, the ability to relax was overshadowed by the heavy furnishing and
displeasing aesthetics. She therefore retreated to her bed and surrounded herself with
own personal belongings for warmth and relaxation:
[It] didn’t really feel that inviting…there was just so much furniture. It seemed a
bit overcrowded it didn’t seem like a relaxing space somehow…it felt more comfy
[sic] in my bed with my love heart pillow and my book and my I-pad. Bridget
Bridget also described how the openness of a room had positive effects:

73

Everybody else had gone so the room was empty. All the curtains were
pulled back, the outside [hallway] curtains were pulled back, the sun was
streaming in, it was peaceful and quiet and there was just me on my bed…I
was just sitting there reading my book in this open space…when it’s chocka
and there’s people coming and going and the curtains are all pulled it feels
really claustrophobic and not very relaxing. Bridget
Environmental disruption
There were many disruptions in the ward environment that affected participants’
experiences as inpatients. These included the constant flow of admissions and
discharges; security issues; and critical incidents, both social and environmental. Such
disruptions created a busy, noisy and sometimes chaotic environment.
Many participants commented on how noise from other patients or their visitors was
not conducive to rest. Three participants described how the noise of the environment
disrupted their sleep:
One night, [approximately nine o’clock] a child [a visitor for a patient]
came in and screamed and screamed and kept everybody awake…so
everybody in the whole ward managed to stay awake I think, most of the
night until this child was quietened off…that was the most disruptive thing I
think for me from an emotional point of view, because I was siding with the
staff [who had asked the visitors to leave as it was past visiting hours]…she
was so patient. I would have told them ages ago, told them where to go. No,
I don’t know how she kept it together. Emma
It was quite noisy for a start… I remember the noise of the other patients,
particularly the lady opposite who seemed to eat chips all night even with
my ear plugs in, and her phone she was receiving text. I remember her
saying I’ve got three businesses that I have to try and run from here so she
was getting texts all night. Alice
Not sleeping…The noise, none of us did. Chloe
While many of the participants commented on the level of noise and busyness, some
accepted that this was the reality of the acute hospital setting. This was expressed by
Chloe:
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They come in and do blood pressures all night and people [are] being
discharged in the middle of the night and things. It’s only natural isn’t it?
You can’t have a quiet ward when people are having treatment.
The level of noise and amount of disruption may also be circumstantial in relation to
the ward occupancy at a given time. This was evident during a critical event, when
exceptions were made to the allocated visiting times, Ivy explained:
He was only in two days but his friends, people were coming in and I think
it might have been his mother came because she stayed for hours and they
could come in any time…Well it was quite interesting really. He came in
and then his friends came in about half past nine…No, I never thought
anything of it, I just thought they’re giving him special privileges [because
of the nature of the incident].
Ivy further explained that the out of hours visiting brought the intrusion of three male
visitors, one of whom spoke politely to some of the patients in the room on his way to
be with his friend. Ivy was accepting of this disruption due to the nature of the incident
and the fact it was a public hospital.
However, some participants were not as accepting of certain disruptions, such as abuse
towards staff. For Alice, the use of threatening language towards staff made her feel
uncomfortable:
A patient, a male patient, [who was] quite agitated …I heard him
threatening, verbally threatening a nurse on his way out, on crutches on the
corridor outside our room. With really disgusting language which made me
feel a bit uncomfortable.
This participant highlights the effect of noise invasion due to traffic from the corridor,
including abuse towards staff, loud voices and transfer of people and equipment. The
nature of some admissions can also contribute to noise invasion, particularly late at
night:
Somebody that was admitted [at] about one or two o’clock in the morning,
a male and a female, and the female was the one that was in trouble and the
male ended up staying all night, …they told him that he had to go … and
she used some lovely language and said he’s not going anywhere so he
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ended up staying all night…they did talk quite a lot when they came in and
I was thinking I hope they will be quiet soon…He was quite abusive to staff
which I’m sure they get sometimes…they were quite rude to some of the
staff….I guess I would have just had to go along with it because it’s not up
to me to make the rules of what goes on in the hospital really. Gloria
Gloria noted nursing staff did not alert the female occupants in the room that a male
visitor (who would not leave) stayed the night. His offensive, foul language was loud
and threatening. Gloria found this disconcerting due to the lack of barrier between bed
spaces i.e. the curtain, however, she felt that she could not alter the outcome due to it
being a public hospital. The noise created by this admission further disrupted her ability
to sleep.
Joan also described the same incident, where a patient with an acute injury was
admitted to the multi-bedded room, accompanied by her partner. Both were rude and
disruptive towards staff. Staff informed the couple of the hospital regulations; however,
the man refused to leave and stayed the night. Joan agreed with the nurse who said he
should leave, so as not to set a precedent for others. Despite the couple’s unpleasant
behaviour, Joan observed her nurse treating the patient with professionalism and
courtesy. The nurse commented that everybody should be treated equally. However,
this was not the case, while all patients deserve to be treated professionally and
courteously, this couple received opportunities not normally available.
On the other hand, some noise can have positive effect on creating a healing
atmosphere. One participant described the effect of observing the interaction of nurses:
The [positive] vibes in the room where the nurses [were] when I [was]
walking past them in the corridor… I could see [the] friendly
conversations, there was laughter and it was good for me and I suppose for
other patients when they rest in their beds, to see that there are no fights or
bad negative feelings, you hear laughter and you can see that, well I could
hear it and when I walked around I could see only smiley faces…pretty
much for four days I saw that on a regular basis…young or old it doesn’t
[sic] matter any background because they are [sic] quite different you
know people from different backgrounds you can [sic] see that or hear it,
it’s very friendly environment. I just was very pleased to see that because
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that affects me in a certain way, I don’t want some angry nurse to come and
give me an injection, no way. So, I’m very grateful of that positivity. Dora
In a public hospital, critical situations can drastically impact environmental dynamics.
On her first night in hospital, Bridget, encountered a disturbing critical incident which
evolved from an unwell patient trying to escape from the ward:
I don’t think I’ll ever forget the first night… there was quite a lot of
comings and goings out in the hallway…someone tried to escape…out a
window…quite close to where my room was so you know you can’t really
block it out…so I was quite aware of what was going on.
The person that had tried to escape had a few issues and was screaming
and yelling at people and swearing and calling names … I don’t know
exactly what was going on but it was pretty noisy and there were a lot of
people in the corridor, the lights were on and there was a lot of
discussions…there were security guards placed in the room and outside …
and discussions were happening in the hallway…I suppose it’s just not
conducive to getting rest.
It was getting reasonably late and I was starting to get quite anxious about
not getting any sleep and it was just that not knowing how long it was going
to go on I suppose…everybody has a right to be there and a right for rest
and recover as well…whether she’s in the right place or how long it was
going to go on…because I was feeling a bit agitated about it.
Whilst unsettling for Bridget, the many factors that contributed to this particular night,
highlight the reality of the fragile hospital environment as it is a centre for diagnosis,
treatment and emergency situations as well as a place of recovery.
Unfortunately, in close proximity to Bridget, an unwell patient attempted to escape
through a window and this required assistance from security guards for patient and staff
safety. This prolonged incident required extra medical staff and ongoing private
discussions outside Bridget’s room; all of which added to the business and noise of the
environment. The security issues did not seem to be completely under control until
much later. For Bridget, the unknown source of distress for the other patient, and the
uncertainty of what was happening or how long it would continue, prohibited rest:
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I didn’t feel unsafe because there was a lot of security guards. It was kind
of full on to just lie there and listen to that, yelling…It was just like the
elephant in the room…for me having some kind of acknowledgment early
on that there was something happening and it was being managed then it
would have been, less unsettling I suppose… …I didn’t want to be adding to
unnecessarily to workloads and things. Bridget
Due to patient confidentiality, nurses could not give specific details of what was
happening to the other patient. However, this was not required, rather it was basic
acknowledgement that there was a disruption that was being managed. The incident
also affected Bridget’s perception of her own level of acuity, due to feelings of low
priority, therefore she was reluctant to ask for help.
Another participant, Ivy, was also an inpatient at the time of a critical incident. She was
impressed by the communication of the nursing staff:
We had a lot of interruptions with the [emergency situation]. That had a
lot of effect. Because one nurse, she said ‘I’m sorry I couldn’t get back to
you’…she said ‘but we’re just flat out’.
Ivy recognised the nurse’s acknowledgement that her return had been delayed and
accepted her explanation:
I didn’t feel neglected or anything like that. I knew that there was this
emergency, I just accepted it because I thought it was just the normal
procedure, but I was very well cared for. And when I rang the bell, I wanted
to go to the toilet in the night, I had to go in a wheelchair and take all those
clamps [sequential compression device to prevent deep vein thrombosis] off
my feet, and nothing was any bother to anybody, they were very, very nice,
so kind. It was a genuine kindness to me, it wasn’t put on, they wanted to
help if I needed it…everything was just normal, I wasn’t ignored or
anything but looking back now I realised they must have been under terrific
pressure, particularly as the injured came in on our ward.
Nursing care was professionally and routinely carried out under difficult circumstances,
which gave Ivy assurance that the situation was well managed.
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Theme Three: Task-focused Care versus Therapeutic Care
After mastectomy a woman could be described as a ‘victim’ due to the need for surgery
to reduce the attack of cancer on her body. Post-operative patients then require a
combination of nursing approaches to guide and care for women during this
time. Supporting women post-mastectomy from the status of victim to that of a survivor
requires a balance between task-focused, person-centred and therapeutic care. A taskfocused approach provides a lifeline during the initial stage of the recovery journey as it
delivers a regime of medications, wound checks and post-operative observations to
fully embrace the physical requirements. Using ‘instrumental’ or ‘technical skills’
based on evidence-based practice the nurse is able to assess patient stability and guide
clinical decisions (Ahmad Zawawi & Nasurdin, 2017; Needleman, 2017).
Consequently, a sense of trust and security can be established due to the patient’s
physical needs being met.
After the initial shock, reality creeps in. Therefore, a more person-centred and
therapeutic approach is called for to open dialogue and discuss concerns. The empathy
and compassion within this communication can assist the patient to adapt to her altered
body and the nurse to assess both physical and psychological status (Labrague et al.,
2017). Listening skills are of vital importance to encourage the patient to share her
thoughts, emotions and question the process at each stage. The assurance of personcentred care is crucial to support the woman when looking at the wound for the first
time and encouraging self-hygiene by discussing this process with the patient. Thus, it
is the amalgamation of nursing approaches that can assist patients resurrect their preoperative lifestyle/position to re-gain confidence whilst feeling sustained in a safe
environment.
The participants of this study spoke of different approaches to care. The transcripts also
highlight discrepancies in the participants’ expectations of a surgeon compared to that
of the nurse. In order to discuss the care received, the mastectomy patient group and the
participants understanding of what it means to become a ‘patient’ must first be
understood. These findings are presented in three sub themes:
•

Autonomy, Independence and The Call Bell

•

Therapeutic Nursing

•

My Surgeon
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Autonomy, Independence and The Call Bell
The call bell is an integral part of the ward environment, as patients use this to signal
when needing assistance from the nurse. When the patient arrives on the ward, nursing
staff explain where the bell is located and show the patient how, and when to ring for
help. In the interview, several participants talked about a reluctance to use the call bell.
Joan and Gloria gave these examples:
I think I did it once and I think it was for pain relief…whoever was
on said if you need some help just ring the bell and I said “yeah, I
will” … I knew I wouldn’t unless I fell over. Joan
They give you the bell, but I thought I don’t know whether I want to
bother them but in the end I had to, because I needed to get
everything disassembled so that I could go to the toilet … they [the
nurses] didn’t make me feel like I was interrupting their cup of tea
or whatever during the night. Gloria
Gloria suggests one reason she was hesitant to use the call bell was her fear of disturbing
the nursing staff during their break or routine duties. This was echoed by other
participants who talked about observing the busy workload of the nurses which
influenced their willingness to ask for assistance:
I knew there was all this pressure and I thought, “no you can’t be
asking” … [I was reluctant to ring the bell] not so much because it
was [an] emergency but I’m just not that type. Ivy
I think I pressed it [the buzzer] twice my whole stay. I mean I was
able to get up and move about, so why would you, they’re busy
enough… Fran
[The nurses] popped in and out but … they were absolutely frantic
and I didn’t need to ring the bell or anything…I was fairly mobile.
Emma
Bridget gave an example that suggests she did not use the call bell because she felt
other patients’ needs were more important than her own needs:
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There were a few times where I felt, “oh, I’ll have to get someone”
but I felt like there was so much else going on, I was reluctant to call
people unless I really needed something major… [there] were
people that were in a lot of pain…
Another reason as to why participants may not use the call bell was more practical, in
that they could not reach it. Hetty and Alice explained it like this:
I couldn’t move this arm [and] that’s actually where my button was,
on this side and it probably would have been better to have had the
button on the other side. Hetty
The bell was there [but] a couple of times I just couldn’t get to it.
Alice
Alice also explained that because her curtain was closed, she could not ‘really make eye
contact’ which highlighted the importance of the call bell as a means of communication
with the nurse.
Independence
Post-operatively, mastectomy patients have healing incisions, internal drainage tubes
and external drain bottles which may compromise their muscle movements and
strength. As a result, they often need assistance after surgery. For some participants,
depending on others for their cares was challenging:
I’m always quite independent and didn’t know whether I wanted to
be annoying somebody but then as my daughter explained and
[husband] said “they want you to do that, they’ve given you the bell
so do it!” Gloria
The bed didn’t have an automatic thing so I had to always press the
bell for somebody to adjust the bed, that’s very frustrating. You can’t
be independent at all if you can’t lift your bed up! Hetty
The worst part was trying to have a…shower...I could have asked
for help but I didn’t because I don’t do that…I did have a nurse help
to take the stockings off and put them back on… I think maybe they
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could tell that I wouldn’t want anyone in there with me anyway…I
can do everything else. Joan
The example from Joan suggests she desired some independence after her surgery and
therefore only asked for assistance when she could not do it for herself for example, the
compression stockings. Similarly, Emma wanted some independence, but also support
from the nurse. One potential reason for this was Emma lived alone therefore, she
wanted to test her ability to look after herself or explore the tasks still requiring
assistance before discharge. She explained it like this:
She [nurse] walked down with me and put me in the shower and I
said “I can do my own stuff” … she stood outside the door and she
said “give me a shout when you’re ready” … she gave me a stool
to sit on…she would have come in and done it for me but I said
“no, I can do it myself”…Well I just wanted to see how much I
could do for myself because I knew I was going to have to do it at
home.
As this example from Emma illustrated, not all mastectomy patients have support
systems at home. For these patients, moving from dependence to a level of
independence during the post-operative period and also identified discharge needs was
important. On the other hand, Chloe had reached a level of independence and therefore
declined a shower before discharge because of the workloads of the nurse. She
explained:
They came in Friday morning to see if I wanted a shower and I said
“no” because I knew I was going home … I said “I’ll wait till I get
home and have one in my own home”, rather than tie staff up.
During the post-operative period, participants varied in their level of independence. For
some, a desire for independence could influence whether they accepted help from the
nursing staff. Others might be reluctant to use the call bell because they do not want to
add to the nurse’s workload, or they may downplay their own needs.
Therapeutic nursing
Therapeutic nursing ensures the patient’s self-care needs are met in a manner that
promotes dignity and empowerment. Therapeutic nurses evaluate the patient’s
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perceptions and emotions towards their altered health (Santana et al., 2018). The nurse
works in partnership with the patient to help them understand their health status through
education, whilst providing information on the steps ahead to recovery (Feo,
Rasmussen, Wiechula, Conroy, & Kitson, 2017; Kornhaber, Walsh, Duff, & Walker,
2016). Therapeutic nursing allows for the use of effective communication and
interpersonal skills to engage with the patient, develop and maintain therapeutic
relationships, and demonstrate empathy, compassion and respect (Feo et al., 2017).
These include active listening, asking the patient about their concerns, relaying plans of
care, educating, comforting, advocating or simply ‘being with’ the individual
(Kornhaber et al., 2016; Labrague et al., 2017). These interpersonal skills are held at the
heart of nursing and provide meaning to the ‘technical' skills of a task-focused
approach, through recognition of the therapeutic functions of routine cares.
For the purpose of this thesis, therapeutic nursing refers to quality care that
encompasses a combination of task-focused, person-centred and holistic approaches,
where ‘technical’ skills are complemented by ‘interpersonal’ skills (Percy &
Richardson, 2018). Fully understanding what constitutes therapeutic care is something
nurtured and established throughout the health professional’s education and hands-on
training to arrive at one’s own personal nursing philosophy developed from core values
of giving equality of care regardless of culture or lifestyle choices (Percy &
Richardson, 2018).
Several of the participants talked about the kindness and care of the nurses, particularly
in regards to helping them feel physically comfortable. Ivy and Alice gave these
examples:
They kept asking me if I was comfortable …so they would alter the
pillows [and] the blankets…they were very kind. [They] got me out
of bed and they [sat] me in a chair and put all warm blankets on
me…[They would say] “oh here is your [mastectomy] pillow!”.
Ivy
When the breast care nurse came she brought a heart-shaped
cushion which was fantastic because it would fit under my armpit,
so my arm wasn’t actually lying on my surgery site and it was just
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a bit more support for my back…When I asked for an extra blanket
I was given that…I did feel comfortable in the bed. Alice
Both Ivy and Alice mentioned their appreciation of the mastectomy pillow, which was
a unique heart-shaped cushion included in a breast cancer pack they received on
admission. However, Bridget suggested it would have ‘been good to have had that
earlier’ with a description of how to properly use it. On the other hand, some
participants did not find their cushion beneficial because they were too small, as
described by Gloria:
The breast nurse gave a pillow thing which I didn’t find comfortable anyway
so I didn’t use and I haven’t used because it was too small. One of the other
ladies got a bigger one and she found it good to put under her arm but the
woman next to me and myself we just got little wee ones and I put it under
there but I didn’t find it comfortable at all so I didn’t use it. Gloria
Many participants also talked about being comforted by the nurses. Two participants
spoke of positive attributes of caring nurses:
[I] liked the fact that all the girls who were taking care of me treated me not
only as a patient [but] I was treated nicely, was taken of and I felt as normal
person…every one of the girls [were] beyond amazing, kind and caring…the
ladies were very supportive…really nice and professional. Dora
I think being in a place where I was being looked after and I had total trust
in the staff who were looking after me there…the knowing that I was being
looked after at the time of my stay there. Alice
These participants seemed to be comforted by feeling ‘normal’ and developing a sense
of trust within the therapeutic relationship. Other participants appreciated the nurses
who included a chat while doing their routine tasks, particularly if they seemed busy.
For example, Fran talked about one nurse who addressed her emotional state while
checking the wound:
She was busy yeah, but she was talking the whole time she was working…she
stuck out…whether she sensed that I was uncomfortable around the wound I
don’t know…they must read body language or I suppose you tense up don’t
you?
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The nurse was able to identify how Fran felt through verbal and non-verbal gestures.
Fran further explained to the nurse that she did not wish to see the wound. The nurse
offered coverage of the wound and replied ‘you’ll do it when you’re ready’. Alice
commented that some nurses appeared to have a more intuitive idea of giving comfort:
I think she [the nurse] had an understanding of how I was actually feeling.
She wasn’t there just to take my temperature and blood pressure and that
sort of thing … she just had a little bit more time just to have a chat to me
about some of my concerns…she just seemed a little bit more intuitive to my
needs.
Alice also gave this example:
I had the same nurse [on] Thursday afternoon, Friday and Saturday…she
was the one that when I did get a bit upset at having not looked at my surgery
site, actually took the time to sit on the side of my bed and talk to me because
she could see that I was upset and I just needed to talk to her…
Continuity of having the same nurse may have motivated Alice to engage in open
conversation. However, due to staff rostering, it can be difficult to provide this
continuity of care. Many participants appeared to appreciate nursing continuity as it
was beneficial in the forming of a therapeutic interpersonal relationship. Both Gloria
and Fran believed ‘a rapport’ was developed when they enjoyed two consecutive days
with the same nurse as the nurse became a ‘familiar face’. Other benefits included open
communication and the ability to monitor patient progression or deterioration, both
physically and emotionally. Whilst continuity was found beneficial for the majority of
participants, it did not suit everyone. Hetty described her experience of continuity of
care:
There was a lady that I had on my first day and she was there the next day
but she didn’t really come to me because I guess she figured I wasn’t very
happy with her. If you have somebody who you get along with and who is
helping you and it’s working it’s nice to have the same team. But if you get
stuck with somebody who’s not speaking to you the way you would respond
well to, and we all respond differently to different people you know, then that
would be bad. If you’ve got somebody you respond well to its nice. It’s also
nice, different people offer different things you know…I think they would
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have seen your progress…that male nurse…I liked him a lot, yeah, he was
lovely…so he knew how I was one night and then he saw how much different
I was the next night so I think it’s good for them to see actually she is
progressing as opposed to, or she’s not actually, there could be a problem
here right. The same person would actually see that.
Hetty experienced two different nursing approaches and personalities. While continuity
of care is key to identifying progress or deterioration, Hetty identified that a positive
nurse attitude facilitates a more favourable outcome in continuity of care.
The continuity of BCN was mentioned by most of the participants. Joan remarked that
all of her post-operative information was delivered by the BCN in one post-operation
visit. She explained:
I had her last time which was really nice to see her again this time…She is
very gentle… I just remembered her and when I saw her again, I just felt
lucky, lucky to have her...because I was actually pleased to see her. Joan
Similarly, Chloe said:
She’s just a breath of fresh air. She makes you feel very comfortable and safe
in their hands and safe that you’ll be looked after…She obviously loves her
job.
Dora described both the pre-operative and post-operative support in a physical and
psychological sense:
The breast care nurse, she is absolutely amazing and supportive and she’s
not only doing paper work she also is like a psychologist, gosh, she helped
me to overcome a lot of issues, especially at the beginning, related to my
impending operation at the time, and after the operation she took care of my
treatment.
The examples indicate familiarity with the BCN may develop trust and for Chloe, a
feeling of safety. However, some participants had a different BCN for their postoperative inpatient visit. Fran talked about a visit with a different BCN:
She just spoke you through, gave you a bag and ... pulled all these forms out
and sort of left…would have been ten minutes.
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For Fran, this interaction seemed focused on the delivery of information by way of
forms and pamphlets advising of counselling, post-operative bra fitting, and exercises
which contrasted with the experiences of Joan and Chloe.
Task-focused care
While the provision of comfort is important, nursing care for post-operative
mastectomy patients also includes specific tasks. These involve vital sign observations
and assessment of the surgical site (on return to the ward from recovery, hourly in the
first four hours, then two hourly for next four hours, followed by four hourly or as
indicated by early warning score) and administration of adequate analgesia and antiemetics if required and assistance with personal cares as necessitates. Many participants
commented on nurse professionalism and efficiency which included wound checks,
drain care and post-operative information.
Two participants had similar experiences with the potential for a post-operative
haematoma and the nursing care that followed. Chloe explained:
The nurse was worried about my drain [and] called him [the surgeon] in…
they were in and out and they were keeping me up to date with everything
that happened, so I knew exactly what was going on…
Chloe felt reassured by being kept informed. Dora also described how a nurse assessed
her drain which was not functioning effectively giving rise to the possibility of a
haematoma formation.
Emma appeared pleased with the post-operative information and nursing
communication she received from the nurses:
They gave me the signs of infection and to ring up straight away [the ward]
or ring the general practitioner or get hold of a breast care nurse… They just
pointed out areas on my chest where I would get some fluid build-up once
the drains came out and to come back in and get it drained off…They said
the District Nurse would come and check the drains… you’re not allowed to
lift anything much till your drains come out and move your arms, they gave
me arm exercises to do which I didn’t find a problem, I can do them all.
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Emma felt well-informed regarding post-operative care and communication details
upon discharge. While it was highlighted that the nursing team processed theoretical
and the practical skills, the ability to form a therapeutic relationship was of importance:
Some of the girls have amazing soft skills, which includes ability to
communicate with people in different situations [and] in a therapeutic way,
because it’s crucial, honestly, it’s crucial…it’s important to know that you’re
supported [even though] you probably will never meet these people again.
Dora
I think being in a place where I was being looked after and I had total trust
in the staff who were looking after me there…the knowing that I was being
looked after at the time of my stay there. Alice
Although the participants acknowledged these tasks were important, some felt they
received priority at the expense of therapeutic care. Hetty and Alice explained it like
this:
There was no emotional, psychological support. It was very task oriented
but it was done in a very kind manner. Hetty
Other nurses [would] just check the wound as it if was just another surgery
or wound site…there was no recognition of the surgery that I’d had in itself.
It was just more checking the wound, checking the obs [sic] and did I need
anything for pain? Alice
Alice also commented that a smooth comfortable bed was important to her yet it was
not remade for the duration of her stay and because her mobility was restricted, she was
unable to smooth out the bed herself.
For one participant, Hetty, the lack of movement and physical weaknesses with no
assistance offered, did not permit her to remove her compression stockings, shower or
wash her hair:
Nobody could wash my hair and I couldn’t wash it because I couldn’t get my
arms up… I just asked them how can I wash my hair and they said something
like well we can sort of help you with that but nobody offered to do it. The
only offer was we could give you a shower cap… No I didn’t actually have a
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shower while I was there [because] I couldn’t do it myself. I couldn’t stand
there… I had towels and I just sort of gave myself a wash…I had those long
socks on too, I think maybe [it’s] complicated to take off the socks and
everything…nobody took them off. No nobody took them off. I had them on
till I got home, I took them off the next day when I had a shower which was
wonderful…I don’t even know where a shower was to be fair. I would have
loved having my hair washed. Hetty
This quote demonstrates that Hetty’s self-cares were not addressed by nursing staff
from Tuesday until Saturday when discharge took place. Hetty also had to ask for clean
underwear two days post-operation.
Communication
Several participants talked about the nurses’ communication in the ward setting. Gloria
and Bridget both commented that ‘cancer’ was not discussed during the administration
of nursing care, even though it was the reason for surgery:
No-one spoke to me about that at all…so it was more the physical side of the
care. Gloria
I don’t recall having conversations with people about having breast
cancer…I think the care was focused on making sure [that] post-operative
everything was going well [and the] blood pressure was okay and I was
drinking enough water and checking the wounds…there wasn’t any
discussion of the breast cancer diagnosis. Bridget
Bridget also talked about the importance of discussing a cancer diagnosis in a caring
and non-judgmental manner:
A number of people said “oh you’ve done a really good thing, it’s the best”
and actually had an opinion about it… I’m hoping they [the nurse] wouldn’t
say to someone who’d had a lumpectomy “oh you should have had a
mastectomy”… there’s not much privacy and there’s other people in the
room that may have had different choices. Bridget
Hetty talked about her disappointment in regards to the abrupt mannerisms of some
nurses:
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[I] know how you have to get people moving but it was not happening for
me, I needed the walker, I needed a chair and I faint easily. My experience
with any operation I faint really fast…. I was very clear at the start every
time for those two days I said “look this is me, I have low blood pressure and
if I stand up too quickly or whatever so I know, so I have to sit there for a
while” and she was like “come on, get up”, and I didn’t feel well and I wasn’t
sure if I was dizzy or nauseous and I said I was “dizzy” so then she said …
“so actually you’re nauseous”, so then she was yelling at me that I used the
wrong word.
Twenty-four hours after surgery you are pretty vulnerable and pretty raw.
That is when you probably need kinder words [rather] than get up and go,
and move.
This quote highlights Hetty’s concerns at what she felt was poor communication by the
nurse, and failure to listen to her.
Emma talked about the effect of a communication approach:
They just came and had a look and said “it’s fine”. It feels funny… [feeling]
like a six-year-old again, minus the teats.
This example demonstrated nurses came to do the physical task but the communication
associated with the task left the Emma feeling like a child.
Communication with and influence of the Surgeon
The participants in this study were cared for by different surgeons, all experienced in
breast cancer management. During their initial consultation, the participant and family
members/friends were presented with treatment options outlined by their surgeon. The
BCN was present during this consultation. Many of the participants commented on their
surgeon’s interpersonal communication and developmental of a therapeutic relationship
in the pre-operative phase, and the follow through of this into the hospital experience
Five of the ten participants shared the same surgeon and although they talked about his
performance, there seemed to be more emphasis on his personality. Two positive
qualities identified were person-centred care and communication.
Alice spoke of her interactions as follows:
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Right from our first initial meeting he was quite clear and concise
and easy to understand… it just wasn’t all medical jargon. I
understood completely… He really does tell it the way it is, in a way
that as a patient you can understand. So I’m exceedingly grateful
for that and I feel very lucky to have had him at the head of the team
Alice
This illustrates that communication of information in a way that was easy to
comprehend was valued, together with honesty and an approachable bedside
manner.
The importance of using lay terminology was also highlighted by Fran:
[The Surgeon] was laid back…very relaxing which is important
because a lot of people won’t speak to educated people when you’re
not so educated yourself. Fran
This example suggests Fran may have felt intimidated if the surgeon used medical jargon.
Instead, the surgeon’s easy-going mannerisms put Fran at ease during consultations.
Similarly, Dora and Joan also valued honesty from their surgeons:
Every time when I had a conversation with him, he managed to
explain what exactly was going on with me, what the potentially
positive and negative sides of operation could be. I was prepared for
the best and the worst…he managed to be honest and in a
professional way to tell me the things…I was ready…I reached the
level when I really, really counted the days and the hours before I
get this sorted out and go back to my normal life, only because I’ve
been told what to expect, the way it is. Nothing was hidden from me,
or exaggerated, or said “oh you’ll be fine” and that was something
that could be a problem, so I knew either way what could happen,
good and bad stuff. Dora
I had her last time and she’s very good. She’s very matter of fact and
she just says it like it is and that’s what you want. When she saw me
the day after, she said that she was happy with the surgery, how it
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all went and I thought that’s good enough for me…she doesn’t say
things that she can’t back up. Joan
Honesty appeared to be crucial in the relationship between surgeon and patient.
Other participants shared similar experiences, identifying the surgeon’s clear
communication skills and pleasant bedside manner:
The surgeon, he’s very good, he explains everything very clearly.
He’s not shy of putting out the complications. Emma
He explained everything. My husband and … daughter were there
too. She said he was really great the way he explained it all…You
could ask heaps of questions if you wanted to. Gloria
Very comfortable to be around, he leaves no stone unturned, he
explained everything and asks a lot of questions of you, making sure
you haven’t got any questions. He’s just got a very, very lovely
bedside manner. I felt very comfortable with him… Chloe
These examples suggest Chloe, Gloria and Emma valued the surgeon’s excellent
communication skills, which enabled trust within a therapeutic relationship. The
surgeon could be viewed as forming a partnership with the patients whereby they were
actively involved in all parts of their care. His professionalism and empathetic manner
created an atmosphere that encouraged questions. He clarified any aspects of which
they were uncertain, giving frank and honest answers. The surgeon thus expanded and
tailored his explanations to each individual, thus ensuring these ladies were well
informed and prepared for their cancer journey.
Hetty and Ivy also talked about the supportive and enduring qualities in their surgeon:
She spoke to me and it was about me… [and] what was going on
with me…I think I was very blessed to have her as a surgeon… She’s
a lovely, well put together, classy lady…she did a beautiful stitching
job. Hetty
She is very kind. When I went into theatre she was by my side and
she held my shoulder. Another time she would hold my hand and I
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think that helped a lot… [when the anaesthetist] put a mask on,
because I’ve got claustrophobia. [She] stayed by my side all the
time. Ivy
In these examples, a patient-centred approach is clear. The interactions were focused on
their situations. Hetty was impressed by the neatness of her scar and appreciated the
care the surgeon had taken. The surgeon herself was presentable in appearance which
may have given Hetty confidence in the aesthetic outcome of the scar. During the
interview, Hetty explained that the surgeon helped bring her surgery forward so her
sister would be present for her post-operative care. For Ivy, therapeutic touch and a
sense of presence were comforting; Ivy further commented that her surgeon treated her
not just as a patient, but as an individual. She explained that the surgeon conversed with
her on many topics of mutual interest that were not medically related.
The participants talked about their surgeon’s care during their hospital stay. Alice
commented:
When he came in, regularly actually… [we] talked about the surgery
and how it went and he was just checking in on me and I do
remember him coming in on his day off as well! He was wonderful
actually.
Likewise, Emma spoke of seeing her surgeon shortly after her return to the ward to
check her condition, the drains, and explain what he had done. She said this visit gave
her confidence because he was happy with her post-operative progress. Both Ivy and
Gloria were impressed that after the nurse informed the surgeon of a suspected postoperative haematoma, their surgeons came to review their condition as soon as able.
Several participants talked about their discharge. For Chloe, Emma and Gloria having
input into their discharge day was important:
I had the choice [to stay or go home the day after my surgery] I
chose to go home on the Friday because I was feeling fine, I wasn’t
in pain…I was very comfortable going home [and that] they didn’t
kick me out. Chloe

93

You didn’t feel like you were being pushed out after two nights…It
reassured my husband because we’re out of town a bit…if anything
had gone wrong, I was right there…and then just having an extra
day to be lazy if you like. Gloria
I was still in quite a lot of pain and I wasn’t really moving very
independently. I did have a shower by myself on the Saturday but it
was more of a struggle basically. I just felt I needed that extra day
to get enough energy to get doing stuff at home. Emma
The option to stay an extra day offered these participants reassurance and a feeling of
safety as they were not required to go home until they were ready. Joan also talked
about a feeling of safety in the hospital:
When I had that other [breast cancer surgery] two years ago, I was
only in overnight and I didn’t feel quite [right], but I didn’t have a
drain either last time either…I had a drain this time and I think that’s
probably why I wanted to stay that extra day…just in case because
things can go wrong and I’ve already had to go back to surgery for
that haematoma…so I thought one more day.
Alice spoke of her emotional anxiety of leaving the safety of a ward environment:
The day after my surgery I was thinking there may have been an
expectation I was going to be leaving that day…[The surgeon] said
it was up to me if I wanted to go home that day but not to feel
pressured and if I felt I wanted to stay another night that was
fine…[it] was really good reassurance for me because I still didn’t
quite feel [right], I still felt quite groggy…[I] wasn’t sure whether I
was emotionally ready to leave the hospital…I am pleased that I had
that option of staying another night.
During their pre-operative consultation, the surgeon may suggest the length of stay in
hospital which is usually two to four days (depending on the type of operation, preexisting medical conditions, post-operation stability, pain management and discharge
support). Some surgeons prefer that older patients stay over the weekend due to a
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higher risk of immediate post-operative complications. Older patients may also need
more time to familiarise themselves with the management of their wound drains. The
experiences of these participants suggest it is not only older patients who need more
time and involving the patient in discharge decisions may help the patient relax thus
encouraging the healing process.
These participants valued the surgeon’s honesty, respect and patient-centredness as it
helped remove elements of fear from the forthcoming operation. The participants
appreciated the feelings of security which arose from their surgeon’s forthright
explanations of present and future outcomes. By avoiding medical jargon and
delivering health information in simple terms, the surgeons were able to clarify the
procedure in terms both patients and their families understood.

Conclusion
The study participants shared personal accounts of their inpatient experience postmastectomy. Three main themes emerged from the participants’ narratives and although
distinct, meanings within the themes are inter-woven throughout the findings. The
findings illustrated the hurdles facing women on their post-operative journey following
mastectomy within the context of the NZ inpatient setting.

Not only does a mastectomy impact the physical body but it poses many emotional,
psychological and familial/social challenges in the wider context of their lives. Women
were faced with the reality of altered body image and self-identity, and the challenges
of re-entering their former life. In addition, the impact of the physical environment and
atmosphere of a general surgical ward on post-operative recovery was highlighted.
Finally, the benefits of health professionals’ provision of a person-centred approach to
care within a task-orientated regime was apparent. The following chapter will provide a
discussion of these findings in view of previous literature.
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Chapter Five: Discussion
Introduction
There have been rapid advancements in the last 20 years in the methods of diagnosis
and treatments including the evolution of surgical techniques, for breast cancer (Ng,
Ong, Jegadeesan, Deng, & Yap, 2017). It is not only these innovative methods of
diagnosis and treatment but also the ever-expanding interest from social media that has
created a platform for communication between health professionals and the community
at large (Mansour et al., 2018). Mastectomy remains a common outcome for breast
cancer. The surgery typically requires a hospital stay of two to three days, with some
international services aiming for a 23-hour turn around. While shorter inpatient stays
may be economically driven, post-operative consequences vary according to the
individual and their circumstances (Woods & McNamara, 2019). Therefore, the care of
women post-mastectomy demands a person-centred approach. Person-centred care
comprises of interventions that are mindful of and responsive to the patient’s unique
preferences, morals and needs whilst demonstrating consideration of the individual
within their personal, psychosocial and cultural contexts (Santana et al., 2018).
The 10 participants in this study were aged between 40 and over 85 years and all had a
diagnosis of breast cancer which required an inpatient stay following mastectomy. The
surgeon for each individual suggested the hospital stay could be between one and five
nights, depending on the patients’ condition and stability. The data for this study,
derived from semi-structured interviews, resulted in three themes:
(1) It’s not just physical
(2) Healing environment
(3) Task-focused care vs. therapeutic care
These three themes described a number of factors that reflect aspects already
recognised in the wider literature, while also demonstrating the specific issues and
emphasis that emerged for this NZ cohort. Familiar aspects include the challenge to
participants sense of femininity (Koçan & Gürsoy, 2016); difficulty coming to terms
with the reality of the situation on both physical and psychological levels (Zeighami
Mohammadi et al., 2018) and the implications of use (or failure to use) specific
language to acknowledge the cancer diagnosis (Manderson & Stirling, 2007).
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This chapter discusses the concepts identified in these themes, and links these to the
nursing knowledge and known understandings of the breast cancer survivor’s journey.
Additional findings unique in the NZ arena, or that offer a new perspective, are
highlighted.

Coming to Terms with a New Identity
The altered self
The study participants, as with many others identified from the literature,
acknowledged that the surgery associated with breast cancer had an impact that was
more than just physical. Coming to terms with the mastectomy for some of these
participants involved emotional trauma when required to face the reality of the altered
‘self’ and female identity. Similarly, other studies have discussed the broken image of
the feminine body and the challenges to accept the post-mastectomy figure (Grogan &
Mechan, 2016; Koçan & Gürsoy, 2016; Urio et al., 2019). To overcome a sense of loss,
women needed to adjust to their altered identity in both physical and psychological
sense (Grogan & Mechan, 2016; Koçan & Gürsoy, 2016; Urio et al., 2019).
A participant in this study highlighted the need for honest and clear description of the
appearance of the surgical outcome. Although she had explored visual graphics online
and felt prepared for the surgery, the magnitude of the reality and emotional shock was
only apparent after the mastectomy and discussion with the surgeon the following day.
While the participant accepted there would be a physical alteration to her body, she had
not grasped the extent of the psychological impact of the amputation. Greenslade et al.
(2010) emphasised the importance of providing an adequate amount of information and
timing pre/post-operation to help most women cope with same-day breast cancer
surgery. The present study supports the need for adequate preparation and the need to
be well-informed.
Moreover, it could be argued that while information is merely rhetoric, an amputation is
a tangible, physical event. As such, information alone cannot fully prepare women for
the impending psychological ramifications and experience of a mastectomy. This raises
the question of whether enough attention is given to the potential emotional
implications available in currently provided after care? While Lambert and Rusby
(2014) argued for further research into the emotional needs of women within shorterstay models for mastectomy care, the present study highlights a paucity of information
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about psychological support needs and coping mechanisms following mastectomy
within the inpatient setting, even in the timeframe of two to five nights.
The body as a battle ground
For some participants in the present study, their experience represented a field of battle
in a metaphorical sense, with the fight occurring inside their body. The removal of a
breast caused external disfigurement and was symbolic of a war wound. To some, this
physical and emotional scarring was much more traumatic than that following internal
surgery.
One participant specifically compared a mastectomy to the experience of a soldier
losing a limb in action. This analogy is well documented in related literature, and is
associated with the idea that a healthy body and mind can reconfigure its image and
expedite the healing process (Grogan & Mechan, 2016). Amputation refers to the loss
of a limb, but seldom for the removal of a breast, yet both alter the body image and can
be a trigger for post-traumatic stress (Kroemeke, Bargiel-Matusiewicz, & Kalamarz,
2017). There is a potential for psychological harm in both cases, yet this is not
necessarily stressed in the case of mastectomy. The literature suggests the experience of
mastectomy could lead to issues in the longer term including depressive symptoms and
post-traumatic stress (Kroemeke et al., 2017).
While the experience of undergoing a mastectomy may have some similarities to that of
losing a limb (Stutts, Bills, Erwin, & Good, 2015), when a limb is lost, a prosthesis can
provide some support and also function as the lost body part. However, after
mastectomy, there is no prosthesis that can replicate all the functions and aesthetics of a
breast.
Several participants in this study likened the loss of a breast to the loss of womanhood;
a concept widely recognised and discussed in the mastectomy literature (Farooqi, 2005;
Heidari, Shahbazi, & Ghodusi, 2015; Manganiello, Hoga, Reberte, Miranda, & Rocha,
2011; Yiimazer, Aydincr, Ozkau, Aslay, & Blige, 1994). Cancer is not often externally
visible and the breast can appear quite normal which may make the mastectomy harder
to accept. While the wound will heal and there may be restorative options such as a
prosthesis or reconstruction, the findings in this study support the importance of
addressing the potential emotional trauma, as well as other issues both physical and
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familial. However, the level of support will depend on the individuals’ rate of healing
as each person is different and this requires a person-centred approach.

Identifying a Need for Support
Fitting back into the family
Six participants in the present study lived with a partner, having grown children who
had left home. Of these, some partners had accepted the ‘central role’ within the
household in the recovery period, attending to all domestic duties. Such support
allowed several of these women to extend their recovery time and enjoy their home
environment with no pressure to resume a central role. For others, contributions were
lacking in regard to some household duties, and some participants did not have the
necessary energy to assist in general household chores but felt they were expected to
resume their pre-operation role. The dynamics of the participants’ home situation,
appeared to influence how they came to terms with their mastectomy while awaiting
their discharge. In addition, non-verbal communication (such as facial expressions and
body language) during some of the interviews indicated that families made
compromises in regards to their roles and responsibilities post-surgery. Similarly,
Davies et al. (2017) also highlighted the importance of having good support systems at
the time of diagnosis and throughout treatment and post-mastectomy. Personal
circumstances vary, as do an individual’s willingness to acknowledge if they need
support.
Three participants, who had young children and a partner, were also employed. The
dynamics in these families were complex, as the job of running a household is a fulltime occupation for a woman with good health and this job is demanding after a
mastectomy. This was a crucial time when friends and family could help with recovery
by relieving more strenuous activities. Some participants whilst in hospital reviewed
their previous lifestyle, including their responsibilities and the duties of the mother role
which upon discharge may have placed more strain on their inpatient recovery than was
spoken of. Anxieties regarding inability to resume usual domestic duties following
discharge and being a burden to the family was similarly reported by Jorgensen et al.
(2015).
On resuming her role in the family, a woman may tackle the domesticity without
complaint, appear to have everything under control, and not request assistance. This
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may be due to their independent nature overriding sensibility. This was demonstrated
by participants during their inpatient stay who were reluctant to ask for physical
assistance. It would seem that women attempt to regain control of their ‘normal’ life in
order to evade the ‘cancer’ label and demonstrate their resilience of moving on from
such a diagnosis, both to themselves and others, a finding supported by Doumit, El
Saghir, Abu-Saad Huijer, Kelley, and Nassar (2010).
Women, caring, and putting others first
All the participants in this research had children, most of whom had left home. The
nature of the maternal role of caring for others, or putting others before themselves,
may have influenced their behaviour in the inpatient setting. This was suggested in their
reluctance to utilise the call bell or to ask for help with personal cares in fear of taking
up staff time. Participants expressed concerns about burdening the nurses and they
often believed the needs of others were greater than their own. They therefore waited
for an offer of help. The maternal role has also been associated with womanly identity,
as reported in other studies of women with breast cancer (Vaziri, Lotfi Kashani, Akbari,
& Ghorbani Ashin, 2014; Zeighami Mohammadi et al., 2018). Post-mastectomy
women have been shown to attempt to resume the role of mother to create a sense of
normality in the home environment and maintain family morale, sometimes at the
expense of concealing their own feelings (Tavares, Brandão, & Matos, 2018; Zeighami
Mohammadi et al., 2018).
There may be a potential for mastectomy patients to feel pressured to return home
early, either by the needs of family (whether real or perceived) or as a result of the
expectations of shortened stay in hospitals and the business of ward areas (Tsianakas,
Maben, et al., 2012). In the current study, participants who had good support and
seemed physically and emotionally stable, did not appear to feel the same urgency to
return home or be willing to ask for, or accept an offer to stay an extra day in hospital.
On the other hand, if helpful support at home was lacking, or there was a concern about
how others were coping in their absence, some participants may have felt pressured to
accept the original discharge date and be reluctant to request an extra day even though
anxious about leaving the ward. In these circumstances, an active offer from the
surgical team to stay longer was particularly appreciated. This suggests that for some
women, there needs to be a sense of ‘permission’ or approval allowing them to accept
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such an offer, in contrast to asking for what might be seen as an otherwise unnecessary
or undeserved ‘extra’ benefit.
Making compromises
In this study, many of the participants needed nursing assistance post-operatively,
however, some refrained from seeking help. Some participants seemed to prefer
autonomy during their hospital stay, knowing that upon discharge they would be
expected to resume activities of daily life. Literature exploring nurses’ experiences of
caring for mastectomy patients, identified that some nurses did not prioritise the care
needs of mastectomy patients (Ödling et al., 2002). However, the present study argues
it should not be assumed that independence is present for all mastectomy patients, as
levels of nursing support may differ according to the physical limitations, psychological
well-being and personality of each individual.
Several of the participants who appeared independent and strong minded by nature,
wished to retain this during their hospital stay, adamantly wishing to perform self-cares
independently. Other participants, equally independent, chose to disguise their
vulnerability in different ways until the situation demanded the need for assistance. One
participant stressed assistance to shower was not required with expressions of
preference to wait until discharged rather than occupy staff time. This could be due to a
fear of exposure in the hospital environment, or a means to assert her independence.
The internal level of strength differs with each person whereby regardless of age, some
can do their self-care independently and others may require some level of assistance in
the post-operative phase. There is a paucity of information exploring the attitudes and
emotional strengths of women immediately post-mastectomy within the inpatient
setting, however, the concept of maintaining a level of independence or disguising
vulnerabilities may be due to the fear of losing control and therefore lack of security
(Jorgensen et al. (2015).

Psychological and Emotional Reactions
A community of knowledge
Four participants in this study had prior knowledge of the mastectomy treatment
process which was gathered from observations of close family or friends who had
undergone similar treatment. While prior expectations may have been comforting or
provided an element of psychological preparation, each inpatient journey followed a
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different timeline of recovery. Nevertheless, insight into other women’s mastectomy
experiences during their hospital stay created a community of women through the
common bond of cancer. In comparison, those participants with no prior knowledge of
mastectomy, appreciated being well-informed by medical professionals of the physical
demands of surgery. For some participants the scar became a symbol of their breast
cancer journey; visible evidence it may have saved their lives and perhaps viewed as a
way of moving forward from an unpleasant, life-threatening experience. In this way, it
also marked them as members of a community of survivors.
Viewing the wound for the first time
For the participants in this study, the act of viewing the wound for the first time was an
intricate part of accepting the mastectomy scar. Some experienced this as a threatening
part of their inpatient experience as they needed to face anxieties or fear. In addition,
there was a reluctance to look at the wound as this could evoke feelings such as a loss
of femininity and altered body image. Some participants refrained from viewing the
surgical site for some time, whereas others missed the physical act of wearing a
brassiere (bra). To many women, a bra is not just material but a means of enhancing
femininity and a source of comfort and confidence (Risius, Thelwell, Wagstaff, &
Scurr, 2012). This stresses the need for more psychological support to be implemented
in association with physical-orientated tasks.
Some participants spoke to their nurse regarding anxiety about looking at the wound,
particularly when showering. When viewing the wound for the first time, therapeutic
communication could help reveal hidden anxieties, prompting a more person-centred
approach by having the physical presence of the nurse.
The offer of wound coverage as psychological aid was also suggested by some nurses.
The concept of wound coverage was not evident in the literature exploring experiences
of viewing a mastectomy wound for the first time and was brought to attention by
several participants in this study. The offer of wound coverage was appreciated, even
for those who did not personally feel the need to cover their wound to limit the visual
exposure. The physical issue of showering was challenging as it involved managing
drains, tubing and wound dressings. Remmers et al. (2010) discussed the trauma of
looking at a mastectomy wound for the first time and highlighted that nurses should be
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aware of the physical challenges when first showering, while being intuitive toward the
patient’s need for psychological support.
For some participants it was not physical assistance from the nurse that was required
but psychological assurance from a person-centred approach. The decision to shower
could be seen on several levels – it involved basic hygiene, an opportunity for
cleansing, and a sense of relief. The decision presents a choice of autonomy or having
assistance. This is also a time when looking at the wound or not, is addressed, and
confronting self-perception, a concept recognised by Remmers et al. (2010). An
alternative for self-hygiene was a wash at a basin, usually with a mirror above. This
could be less intimidating and carried out by patients independently at their own pace.
This allowed patients greater control over how much and when to view their scar(s).
The body in the mirror
The experience of viewing oneself in a mirror whilst in hospital was discussed by many
of the participants in this study. The literature has identified the therapeutic benefits of
looking in a mirror (mirror-therapy) for miscellaneous conditions including that of
neurological disorders and amputations (Foell, Bekrater-Bodmann, Diers, & Flor, 2014;
Kim & Kim, 2012; McCabe, 2011; Tabak, Bergman, & Alpert, 1996; Thieme et al.,
2018). However, only two published studies discussing the benefits of mirror-viewing
by women post-mastectomy were identified (Freysteinson et al., 2015; Freysteinson et
al., 2012).Viewing oneself in a mirror helped some participants in this study to
familiarise themselves with the scar, and in turn, face the reality of their altered body
form.
This finding was particularly illustrated when one participant described being alone in
the washroom when viewing her scar for the first time. When sitting, the mirror at the
basin was positioned just above her chest only revealing partial décolletage and her
face. The participant remarked that this reflection, which obliterated the wound in the
mirror, made her feel like the same person as pre-surgery. However, when standing, the
mirror revealed her scar in full and her altered body shape. The location, orientation
and size of the mirror enabled the participant to have complete control over how much
of the wound she viewed in her reflection. Furthermore, this could be done at her own
pace in privacy. The mirror, being an inanimate object, could not form judgement,
however, it must be considered this reflection would also show her immediate

103

emotional reaction to scar and emphasise the realisation part of herself had been taken
away.
Freysteinson et al. (2015) suggested incremental mirror-viewing as a way to reduce the
initial shock, beginning with a small hand mirror and gradually increasing the mirror
size until obtaining a full-length view. The present study supports the idea of viewing
one’s scar in the mirror post-surgery but disagrees with the concept of viewing the
wound with the incremental use of mirrors of different sizes. In the inpatient setting
where patients have varying lengths of hospitalisation, incremental mirror-viewing
would be time-consuming, unrealistic and intrusive.
The significance of mirror placement in the ward environment was raised in the present
study. It was found that not all women appreciated a mirror in the shower area. On the
other hand, a mirror placed above the wash basins offered the participants the choice of
partial or full view the wound when sitting or standing, allowing the participant to view
it incrementally and was their choice.
A model for wound viewing
The long-term effects of mastectomy on body image and female identity have been
widely published, however limited research has explored the initial experiences of
looking at a mastectomy scar for the first time which is said to be a daunting experience
(Freysteinson et al., 2012; Herring et al., 2019). As a result of participant feedback in
this study, it could be suggested that a ‘two-phase process’ of looking at the scar would
be beneficial. In phase one, the patient could look down at the wound whilst the nurse
carries out routine checks of the surgical site and if desired, at the same time, invite the
patient to look during this process. Alternatively, the nurse may suggest viewing at a
later stage when the patient feels ready or if they wish to be alone. Having completed
phase one, participants suggested they felt more prepared for a full-frontal view. Phase
two, the full-frontal view, could take place either in hospital in front of a mirror, or in
the privacy of their own home once discharged.
Slowly revealing the full appearance of the wound could perhaps lessen feelings of
repulsion. No evidence was found in published literature that references the birds-eye
view and full-frontal view of looking at the wound as mentioned above.
Prior to the initial viewing of the scar, the nurse should prepare the patient for an
emotional reaction such as surprise, shock, anger, sadness or relief. Preparation by
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nurses of the potential feelings towards the scar’s appearance was supported by
Freysteinson et al. (2015) who also recommended nurses provide an objective
description of wound and drain(s).The present study has shown that during the inpatient
stay, not all women will be ready to look at the scar. It is the responsibility of the nurse
to assess the patient’s preparedness and offer choices to support the first viewing
experience. Added to which, nurses could give reassurance that it is quite normal in the
early post-operative stages to only look when ready. These interventions demonstrate
an element of therapeutic nursing.

Nursing Roles and Care Provision
Team and task-focused care
Historically, the traditional model for patient care was the functional regime for a taskbased team (Mäkinen, Kivimäki, Elovainio, & Virtanen, 2003). The model was
designed to provide a routine to ensure equal consideration for every patient (Mäkinen
et al., 2003). However, this model was largely regimented in physical tasks that must be
completed within a set time frame. In comparison to task-focused nursing, therapeutic
nursing is a holistic approach which is person-centred and considers the patient as a
whole through acknowledgement of their physical, psychological, social, and spiritual
needs (McEvoy & Duffy, 2008). A therapeutic nurse-patient relationship is based on
open communication, mutual respect and honesty which in turn, serves to build trust
and assists in advancing the patient’s physical and emotional wellbeing (McEvoy &
Duffy, 2008).
It is important to give clarification to the different ‘roles’ nurses in this study displayed.
From an administrative point of view, it was team-orientated using task-based
procedures to provide equal and safe care to each patient. On the other hand, awareness
of the benefits of therapeutic nursing was restricted due to time-limitations. However, it
was noted that when task-orientated care was combined with the more therapeutic
approach, this produced positive inpatient experiences. Achieving therapeutic nursing
was often challenged in the public hospital as it required stepping outside the
limitations of regimented care. Similar findings are given by Ödling et al. (2002) who
also refer to prioritisation of time given to communicate with breast cancer patients.
Task-focused routine care may be criticised due to its rigidity. However, it is necessary
to focus on action to ensure medical procedures are carried out competently and nursing
105

protocols are in place to avoid error. This routine also demands interventions be
completed within the allotted time adhering to critical measures for assessment and
regulation of patient stability, thus ensuring security and safety.
It was evident some nurses in this study appeared detached when focusing intently on
the task at hand but were praised for their competence in general surgical skills. The
increasing pressures of a changing environment, expansion of workload, and
interventions involving technology may be criticised for lack of compassionate care
(Valizadeh, Zamanzadeh, Dewar, Rahmani, & Ghafourifard, 2018). Huzell et al. (2015)
conducted a study comparing experiences of post-operative mastectomy patients in a
private setting to those in an over-crowded under-staffed public hospital. It was found
that nursing staff in private settings were able to carry out their tasks and practice good
interpersonal communication as they had more time to deliver clear information to
their patients (Huzell et al., 2015). The nursing staff of the public hospital were on a
tight work schedule and were dealing with increased patient loads. Stress and lack of
time prohibited giving the necessary information and when combined with no privacy,
invited mistakes and confusion as a result (Huzell et al., 2015). In the present study, a
nurse with a serious manner who performed the task efficiently was welcomed by some
participants as this was seen as total focus on their job. Other participants translated this
detachment as avoidance of discussion about their breast cancer and mastectomy, and
desired a more interactive approach. This poses the question of how nurses can provide
the required level of person-centred care for post-mastectomy patients in hospitals that
are endeavouring to economise shorter-stay without compromise to quality.
Therapeutic interactions
All of the participants in this study expressed satisfaction with the treatment offered and
received as the nursing regime provided consistency of routine care. However, aspects
of a therapeutic approach were not given consistently. Attention to the participants’
cleanliness, self-care and psychological support were areas demanding a more personcentred approach as important to early recovery as discussed by Zeighami Mohammadi
et al. (2018).
Several participants found some ward nurses avoided discussion of breast cancer and
the consequences of a mastectomy. It was suggested that there was a need for more
education for nurses on the diagnosis, treatment options and psychological aspects of
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breast cancer and mastectomy. Whilst carrying out task-routine care, some nurses
offered their opinions as a form of support, rather than using therapeutic
communication (active listening, observing body language and mannerisms) when
answering patients’ questions. This emphasises a need for up-to-date education specific
to breast cancer care and the required interpersonal communication skills (Jorgensen et
al., 2015; Ödling et al., 2002; Remmers et al., 2010; Urio et al., 2019).
The present study found that some nurses were able to pre-empt participants unspoken
needs. Sensitivity to support needs involves assessing when patients wish for alone
quiet time to come to terms with the mastectomy, or when engagement in conversation
is desired; a concept also reflected in the literature (Remmers et al., 2010).
The significance of basic cares-personal hygiene and nutrition.
Lack of focus on personal hygiene often stemmed from both the participant not seeking
assistance and nurses not offering to attend such tasks. There may have been an
assumption that these patients can independently perform personal hygiene, a finding
acknowledged in previous literature (Tsianakas, Maben, et al., 2012). Early
mobilisation post-operation and/or participant age may have given an active appearance
and misled nurses to assume participants were capable of looking after cleanliness and
appearance.
For those participants who were post-operatively restricted due to limited upper-body
mobility, attendance to personal hygiene such as washing or brushing hair, showering
and changing underwear, was important Remmers et al. (2010) identified that in the
initial post-operative phase, restricted mobility created a need for extra nursing support
to ensure patients’ level of hygiene was attended to. Protecting modesty was valued by
all participants, and could be as simple as ensuring the hospital gown was closed at the
back and/or offering pyjama bottoms as the surgery was above the waist. Zeighami
Mohammadi et al. (2018) suggested attention to self-care and modesty assisted in reestablishing the feminine identity.
The act of showering/washing was also described by some participants as therapeutic
due to the action being likened to ‘washing away’ anxieties and stress, thus promoting
return to ‘normal’ activities. The inpatient experience of the first shower immediately
post-mastectomy was not identified in any supporting literature but the therapeutic
benefits of showering during times of tension have been documented by Stark (2013).
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Self-care to some participants involved consideration of diet and nourishment which
they found lacking in the hospital fare. This finding was consistent with the findings of
Zeighami Mohammadi et al. (2018), who recommended a diet before and after
mastectomy consisting of fresh fruit and vegetables, lean meat, chicken and fish with
avoidance of all processed meat and sugar with limited alcohol. However, in an
institutional environment, catering is for the majority not the individual.
Whilst personal care helped reconstruct the feminine identity, the input of the surgeons
was also important. To some participants, the care taken with the suture line
represented the care taken with the actual operation. When the surgeons’ needlework
was neat and professional, it was seen by some participants to represent respect, and to
counteract or lessen the loss of the breast. Those participants to whom this was
important also commented on the presentable appearance and interpersonal skills of the
surgeon. The importance of scar symmetry was noted in the study by Koçan and
Gürsoy (2016).
Continuity of care
The value of continuity in care for breast cancer patients, together with the
development of roles specifically designed to improve the cancer patient journey is well
recognised in the international literature (Lafferty et al., 2011; Plate, Emilsson,
Söderberg, Brandberg, & Wärnberg, 2018). In settings where oncology patients are
treated in surgical settings not specialising solely in cancer related conditions, there are
typically fewer specialist resources. The presence of the BCN is well established as a
key resource, but often not available 24/7, and ward-based nurses may not have specific
education in the field of cancer nursing. With the impending establishment of short-stay
for mastectomy patients, it is recommended that ward-based nurses are fully educated
in the skills to care for oncology patients and have awareness and knowledge of up-todate treatment.
In the present study, the majority of participants voiced the desire for continuity of care
from the ward nurse(s) and BCN specialist. Having the same staff member during the
inpatient stay allowed not only for familiarity of person but consistent staff
observations of patient progress. It was found ward nurses who appeared to have
developed a good bedside manner due to their open attitude, promoted trust and respect
from their patient to disclose any issues. Due to the potential vulnerabilities of breast
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cancer patients, continuity of care has been identified as supportive in their well-being
(Jorgensen et al., 2015; Tsianakas, Maben, et al., 2012). In addition, to avoid retelling
their breast cancer story to ever-changing staff members, continuity of care conserves
energy in the post-operative period (Jorgensen et al., 2015; Tsianakas, Maben, et al.,
2012)
Equally, for these participants, the continuity of BCN appeared beneficial owing to the
fact the BCN attended and participated in pre-operation appointments. This contributed
to familiarity with the participants’ cancer case and their personal background. One
participant was extremely disappointed when visited post-operation by an unfamiliar
BCN with whom she had no previous rapport. The interaction had limited
communication which was task-focused and brief and did not invite discussion of any
intimate details.

Sensitive Operation that Requires a Sensitive Approach
The power of language
In this research, the connection between surgeon and participant was found to be honest
and respectful. The options presented by the surgeons provided information which
enabled the participant to make an informed choice. Respect was shown to the
participant and even though the situation may have been critical, time was allowed for
them to make a decision. The BCN was included in the initial consultation to elaborate
on any details of the treatment options and offer support to the participant and any
accompanying family or friends
An important aspect of the surgeon and BCN’s role is to clarify and explain medical
terminology. While some terms are confusing to the lay person, they help health
professionals differentiate certain procedures. For example, to a health professional,
‘simple mastectomy’ means removal of the breast tissue, nipple and areola in a bid to
remove all cancerous content. Most participants found the term ‘simple’ misleading,
and even dismissive, as the word was thought of in the generalised context to imply
something uncomplicated/minimal, when in fact it was still a critical operation to the
participant. On the other hand, ‘elective surgery’ means surgery that is scheduled in
advance. The word ‘elective’ was often used pre-operatively and should be explained as
referring to the planning and not the actual surgery. For the participants in this study it
would appear that each surgeon provided them with an empathetic and sensitive
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description to explain the operation procedure, however, this is not always the case
(Xiong, Stone, Turale, & Petrini, 2016). This raises a question concerning the
responsibility of health professionals to be sensitive in their use of language.
The sensitive nature of a mastectomy demands gentle expression of the surgeon’s
communication skills. In the present study, the therapeutic approach of surgeons was
demonstrated by encouraging inclusion of family or support personnel. Their attention
to each participant pre/post-operation was beyond their expected ‘duty of care’. The
surgeons’ willingness to understanding participants’ anxieties and meet any demand for
their services, included approval of extended inpatient stay. They acknowledged when
participants felt ill-prepared and vulnerable to face the day-to-day realities of returning
home, and their anxiety of leaving the security of the ward environment.
All participants appreciated their surgeon providing them the option of discharge date
and found comfort in the knowledge that any questions could be presented and
answered. In comparison, in some hospitals surgeons are more detached from the
patient pre-operatively with paucity of information and limited choice of treatment
(Xiong et al., 2016). Post-operatively, surgeons may be disengaged from the patient
because they do not schedule time in their busy agendas (Xiong et al., 2016). This
disengagement of medical staff may overlook factors important to the recovery such as
psychological concerns.

Expected Length of Inpatient Stay Post-Mastectomy
The data gathered in this research used a sample of 10 women, only one of whom opted
to go home on the day following her operation. The remaining nine were discharged
after two to five nights post-operatively. Of these, five had requested an extra day in
hospital due to restricted mobility, adding to their anxiety of returning to their preoperative lifestyle.
There is an increase in international public hospital and private facilities moving
towards standardisation of a 23-hour pathway or same-day surgery, these surgeries
range from the less complex WLE to the more extensive bilateral mastectomy with
ALND. Previous studies endorse an early discharge, reporting it is not only safe and
feasible but beneficial to patients as it allows them to return to their home environment
and encourages self-care (Hainsworth et al., 2013; Weber et al., 2011). While this is
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approved, it must be remembered progression of recovery will only occur if the
infrastructure at home can support this (Greenslade et al., 2010)
The movement towards a 23-hour pathway for mastectomy is advocated by researchers
who focus primarily on the safeness and practicality from the physical stance of postoperative recovery with little leniency towards the extensiveness of different breast
cancer surgical procedures (Hainsworth et al., 2013; Weber et al., 2011; Woods &
McNamara, 2019). Lambert and Rusby (2014) explored mastectomy patients’
experience with the 23-hour pathway and while deemed favourable, it was also noted
that these women were not given an option regarding an extended length of inpatient
stay. Previous research compared breast cancer day-surgery (outpatient) to inpatient
surgery with an overnight stay. This study found only 10% of inpatients wanted day
surgery, whereas around 40% of the those who were ‘day-stay’, preference would have
been for one night in hospital, due to the continuity of care and safety of the hospital
environment (Margolese & Lasry, 2000). Similar findings were reflected in more recent
research by Athwal et al. (2015). However, regarding the experiences of short stay for
mastectomy, there remains a lack of data addressing satisfaction or complaints.
Patients hospitalised for the minimum of 23-hours, lose the benefit of continuity of care
which is required to off-set the psychological and physical onslaught of a mastectomy.
There is a general trend for patients and families to take on more post-surgical care and
understand the consequences of trauma that the operation brings (Greenslade et al.,
2010). Added to which, patients are expected to absorb and implement a vast amount of
information and instructions for their rehabilitation back into ‘normal’ life. This is often
daunting in itself and more stressful when coupled with the need to perform many of
the domestic chores and attend young children or aged parents, as was reported by
several participants in this study.
The nature of the operation may govern the length of hospital stay. ‘Straight forward’
simple mastectomies are favoured for short stay whereas those undergoing more
invasive procedures, including bilateral mastectomy and mastectomy with ALND,
require a longer duration of stay (Woods & McNamara, 2019). Athwal et al. (2015)
reported that those who were highly anxious about their discharge and unsure if they
could manage their drains on top of the challenge to return to a pre-operative lifestyle
were more likely to request for a longer hospital stay. Greenslade et al. (2010) stressed
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that every patient is different and recommended implementation of a screening tool to
assess the appropriateness of a candidate for same-day surgery
It could be argued that the longer hospital stay of participants in this study may have
prevented complications and psychological anxieties as they had extended continuity of
care in the initial post-mastectomy recovery period. They also had supervision for
attention to self-care including hygiene, post-operation exercises and education on
drains and wound care.
Longer inpatient stay offered an opportunity to intermingle with other patients who
were on the same journey and had experienced the same trauma. All participants who
shared a room with other post-mastectomy patients mentioned the positive influence
this had on their experience. Friendships established during the treatment process
between mastectomy patients in the safety and security of the hospital environment, has
been documented to be more valuable than that of a formal support group once
discharged (Williams & Jeanetta, 2016).

The Impact of the Ward Environment and Atmosphere
On a holistic level, improving the interpersonal connections between hospital staff and
patients may improve the hospital ward environment as the feeling of loss of
independence and control in the institutional environment not only restricts self-help
but increases dependency and boredom (Douglas & Douglas, 2004). When in hospital,
a patient’s bed-space becomes a multi-purpose living area, it is “their world”. Not only
a bedroom, this becomes a lounge, dining area, treatment room and in some instances, a
bathroom. All of which can greatly influence a patient’s recovery.
The influence of room occupancy and interactions
Post-operatively, participants in the current study were allocated to a 30-bedded mixedgender surgical ward consisting of several single and six-bedded rooms. One
participant was placed in a single room and appreciated the undisturbed sleep, privacy
and peaceful atmosphere this provided. The disadvantages were limited communication
and social interaction, particularly with other women undergoing a similar journey. In
addition, other than pressing her bell, there was no opportunity to get spontaneous
attention from passing nurses.
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Two participants were in a mixed-gender room and struggled to accept the male
occupants, attempting to ignore their presence. Nursing staff respected the need for
privacy by drawing the curtains at all times but whilst this was welcomed, it did not
shut out noise from other patients or external noises. In institutions similar to the one
used in this study, mixed-gender wards are accepted practice. Unfortunately, allocation
of a bed is governed by availability and space to create single-gender rooms. Due to the
intimate nature of breast cancer, all participants disliked this arrangement. Equally,
male patients, regardless of diagnosis, may be offended in a mixed room due to
auditory discussion of diagnosis, treatment and care. Despite the significance of this,
mention of such was not found in any published literature regarding the inpatient
experience of women post-mastectomy.
Whilst there was a preference for a female only ward, all participants said no to being
in a ward labelled ‘oncology’ to avoid the implication of the ‘cancer label’. In contrast,
research by Tsianakas, Maben, et al. (2012) found breast cancer patients admitted to a
general surgical ward believed a specialist oncology ward would provide nurses who
may have a greater knowledge of breast cancer and post-operative psychological
ramifications in the initial post-operative phase. However, the present study found some
preference to be in a room with other women who had also undergone similar surgery.
It must be noted the importance for these women was not of labelling but the
knowledge that the nursing staff had the expertise to support any of their physiological
and psychological needs.
The main benefit for mastectomy and breast cancer surgery patients being allocated to
the same room post-operatively, would be the opportunity to develop a ‘breast cancer
community’, building camaraderie through interpersonal communication. The
participants in this study suggest that being among other women on similar breast
cancer journeys lessens their need for isolation as their wounds, visibility of drain
bottles and discussion of intimate details of their surgery is less confronting, therefore
no need to hide. Consequently, they are able to share results and discuss the many
challenges associated with a breast cancer diagnosis. In addition, some spoke of how
the congeniality of such rooms positively impacted their inpatient experience, a finding
supported by Remmers et al. (2010).
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For some participants in a female room without others who had also undergone
mastectomy, there was fear of being labelled by others in the room with different
diagnoses as the ‘mastectomy patient’ or ‘lady with the breast cancer’. Most
mastectomy survivors experience a degree of uncertainty about the future and having
such a group as the ‘Breast Cancer Community’ would garner a strong feeling of moral
support as they had travelled the same road at the same time. The concept of
camaraderie amongst women who have undergone breast cancer surgery and associated
holistic support has been documented in relevant literature (Davies et al., 2017;
Williams & Jeanetta, 2016). Recognition of this has largely been within the outpatient
setting, however, this research highlights its benefits and strength in the inpatient
setting.
Attention also focused on the lack of private space for participants to converse with
health professionals to exchange information. Such conversations usually take place at
the patient’s bedside which puts constraints upon any discussion of intimate details of a
personal nature. In a multi-bedded room, the conversation may be over-heard by others.
This was discussed by Huzell et al. (2015) who suggested a there was a need to have a
separate space in a general ward environment where conversations between patients
and health professionals can take place to lessen the stress to women post-mastectomy.
It would appear that some participants in the current study were disappointed that staff
did not engage in any conversation which enlarged on their cancer diagnosis or ongoing
treatment. There appeared to be lack of opportunity with the nurse to open
conversations on such subjects due to nurses’ time always at a premium due to pressure
of workload, on the other hand it may be related to lack of education on this level. The
above findings are reflected in several studies as these highlight the importance of
interpersonal communication as it gives clarity to exchange of information (Jorgensen
et al., 2015; Ödling et al., 2002; Remmers et al., 2010; Valizadeh et al., 2018).
Furthermore, many participants in the present study expressed feelings of vulnerability
and had a need to offload their anxieties to an appropriate person. A barrier to this
could be the lack of continuity of nursing care which would deter the establishment of
any rapport or trust with a familiar health professional (Tsianakas, Robert, et al. (2012).
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A light environment, a light atmosphere.
Ideally, the ward should be a place for recuperation; in reality, many participants felt it
was a chaotic, noisy environment with many disruptions, a finding previously identified
(Huzell et al., 2015; Lambert & Rusby, 2014). Moreover, the nature of a public hospital
means critical situations can occur without warning, drastically impacting
environmental dynamics. While there is little literature coverage reporting on nurses’
response to such events in a ward setting, it is known that the noise of a chaotic
environment can have a negative impact on patient experiences (Powell, Bruce, &
Redfern, 2015). The present study highlighted a patient’s level of understanding when
nursing staff keep them fully informed and at the same time continue their regular
patient checks, thus meeting their basic care needs.
The effects of physical environment, appeared to have a great psychological impact on
the immediate post-operative recovery for many participants in this study. For the
participant who occupied a single room with a view of an unkempt garden and concrete
wall, these evoked feelings of depression and a rush to return home. It has been noted
such views have a negative impact on inpatient recovery (Huisman, Morales, van Hoof,
& Kort, 2012). Similarly, Ulrich as cited in Zadeh, Shepley, Williams, and Chung
(2014) found surgical inpatients allocated to rooms which had an external view of
natural surroundings had reduced hospitalisation and were more satisfied with their
care in comparison to those assigned to rooms facing a blank wall.
Those participants who resided in areas surrounded by nature in rural/coastal locations
remarked on the therapeutic influence of viewing the world outside the hospital. It was
felt that being close to nature, colour and life, improved their sense of wellbeing, a
finding supported in research by Huisman et al. (2012). The ability to view the external
world may have created a distraction from their immediate problems and discomfort of
what they were going through, bringing them closer to a sense of normality.
The above refers to bedroom space, but equally to the ward patient lounge, which has
large windows overlooking views of a river, parks and part of the city as well as
allowing plenty of sunshine and fresh air. Unfortunately, the clutter and
unattractiveness of furnishings were not in keeping with the relaxation and respite this
room could offer. Environmental factors such as views of nature, soft lighting and de-
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cluttered space have a positive effect on recovery as reported in the literature (Zadeh et
al., 2014).
The desire of many participants was to ‘escape’ from the confines of their hospital bedspace and the lounge area in this ward provided an ideal alternative. However, due to
the uninviting atmosphere of the lounge room, some participants resorted to isolating
themselves within closed-curtains or the pretence of staying in a hotel. Supporting the
idea of the need for withdrawal or escapism from the reality, Remmers et al. (2010)
found many post-mastectomy women whilst in hospital sought a private place to which
they could withdraw; in many cases the Chapel was only tranquil place they could go.
While many participants noted the nurses did not always engage in interpersonal
communication, all appreciated the general friendly conversations, laughter and smiling
faces which displayed a positive nursing culture within the ward. The interaction
between nursing staff regardless of creed, colour or age radiated a positive atmosphere
and healing environment. Equally, Remmers et al. (2010) identified how a friendly
atmosphere can create a positive influence on the ward environment. Therefore, this
research also brought to attention the vital link that exists between the environment and
the organisational culture within a ward setting.

Conclusion
This chapter raised discussed several areas which highlight both challenges and benefits
to inpatients having undergone mastectomy surgery. The findings suggest that this
experience is not just physical therefore there is a need to address the psychological and
familial impact. The benefits of mastectomy are the attempt to remove any threat of
cancer and allow the patient to re-engage with their pre-operative lifestyle. The
challenges are what remain when the surgery has been completed and the visual
devastation of an amputation is revealed, and the impact of the perceived loss of their
feminine identity. This can be a shock and may require specialised services to address
the psycho-physical trauma.
It is within the scope of both surgeon and BCN to prepare the participants and impart
the necessary information to clarify the mastectomy process so an informed decision
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can be made. If the preoperative phase is compromised, such as a short-turnaround, it
may result in heightened stress and consequential post-traumatic stress to the patient.
In this study, both task-focused and therapeutic nursing approaches were applied in the
post-operative care for participants. The task-focused approach ensured safety and a
standard of equal care that is required by a public health system. On the other hand,
therapeutic nursing with a person-centred and holistic approach, delivered support
beyond that of basic needs through using skills of interpersonal communication. In the
ideal world a combination of both approaches would be beneficial however the
demands of care immediate post-operation can be satisfied by the task-focused
approach that gives the immediate attention to patients and is also the primary choice of
public hospital systems. As there is an increased tendency for shorter inpatient stay, this
creates time-constraints for the provision of the person-centred approach. However, the
inpatient care for mastectomy patients requires more than basic tasks of nursing and
necessitates the understanding of psychological aspects of physical care (wound
dressings, showering, self-hygiene) which the literature supports as a vital component
of post-operative care.
Participants experiences of inpatient stay are not only affected by the physical
environment of a public hospital ward but also the surrounding atmosphere in which
they find themselves post-operation.
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Chapter Six: Recommendations for Nursing Practice
and the Healthcare Setting
Introduction
As a practicing senior RN working closely with breast cancer patients, this thesis has
provided an opportunity to pursue a Master’s degree using knowledge acquired in the
clinical setting to research inpatient experiences. The findings have the potential to
produce changes not only in my individual practice and the study setting, but also to
identify knowledge and experiences which may inform others caring for women
undergoing a mastectomy and in-hospital recovery. This final chapter provides a
summary of the key findings, recommendations related to practice and for future
research, and identifies the strengths and limitations of this study. The chapter closes
with a personal reflection on the thesis journey.

Summary of Key Findings
The purpose of this research was to explore the inpatient experiences of women
following mastectomy surgery for breast cancer, nursed within a large city hospital in
NZ. The objective of this qualitative study was to: i) to contribute to a greater
understanding of the in-hospital experience of NZ women immediately following
mastectomy for breast cancer, ii) identify women’s expectations of care and service
delivery from healthcare professionals, and iii) generate data to inform the development
of evidence-based interventions and models of care for breast cancer care team, tailored
to meet the holistic needs of women post-mastectomy in the inpatient setting.
The findings revealed that continuity of care (patient to health professional allocation)
improves patients’ well-being, being a catalyst to establish good rapport to build
trusting relationships. Continuity of nursing care is not always guaranteed due to
rostered shifts. Therefore, to support and encourage the patient, alongside performance
of tasks, effective interpersonal skills are vital. In line with expected standards of care,
nursing focus is typically intense during the first 24 hours post-operatively. However,
care should not be reduced beyond this timeline but extended to cover the physiological
and psychological stability of the patient.
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This study identified the role and importance of communication. The findings suggest
more discussion and preparation regarding the expected post-operative environment is
needed pre-operatively, either by the surgeon or BCN. This includes the physical
aspects of the environment such as ward layout, multi-bedded rooms and the possibility
of mixed gender rooms. Even if this was already identified, there is the potential to
further consider the implications by discussing with the women what this environment
might mean in terms of privacy, willingness to discuss or disclose concerns, and the
potential lack of ‘private’ space. The need for access to privacy was raised by many
participants in this study who emphasised the importance of having an area where
discussions could occur on a one to one basis and not in the ward for others to hear.
While the normal in-stay for mastectomy patients for participants in this study was
between two and four days, there is a growing emergence of a 23-hour timeframe for
this surgery. Only one participant in this study was discharged follow the day of
surgery, which limits comments on the impact of this timeframe. The role of the
surgeon was also mentioned in relation to information about discharge, and the
approximate dates for this. There was evidence to suggest that offering an extension to
the targeted discharge date, should be raised, and the patient given the opportunity to
consider whether this was needed.
It was noted that during the post-operative inpatient experience, viewing the wound for
the first time, coming to terms with the trauma, changes in feminine identity, and
challenges to their pre-operative life-style was significant. However, it was also
understood that not all patients wish to view the scar, which is not only a reminder of
their loss of breast but may be an avoidance tactic to ignore the reality of the
mastectomy. As each woman responds differently to the internal conflicts of mind and
body experienced in the initial recovery phase, post-operative nursing care demands a
sensitive and individualised approach, in which care is tailored on a case by case basis.
These findings suggest there is a need to introduce wider education for general surgical
nurses regarding a breast cancer diagnosis and the mastectomy process. This would be
beneficial there is limited time during the BCN post-operative visit therefore general
surgical nurses may act as a back-up for information delivery and emotional support.
Nurses would be a further resource to women, a supportive element in the personcentred care approach. However, further exploration of nurses’ pre-existing knowledge
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base and possible barriers to communication is needed to determine if the perceived
lack of information sharing is a result of knowledge deficit, lack of confidence,
communication skill issue, time constraints or other issues.
An additional finding in this research suggests more attention and nursing time should
be given to support early introduction of exploring the wound area post-operatively.
This resulted in the formulation of a ‘two-phase model’. This method of incremental
viewing may ease the patient into accepting the surgical outcome through a process of
looking at the wound from the top down thus preparing for the second phase of a fullfrontal view. This could be enhanced with the use of mirrors with consideration of
where they are placed in the ward.
Evident in this study was the extent and variability of inpatient experiences of how
women come to terms with mastectomy and feelings towards their altered feminine
identity. For example, some patients who were self-confident may refuse assistance and
could be disguising psychological/physiological issues for fear of loss of control or
preparedness. However, health professionals should not assume that all women may
feel negative towards their mastectomy and altered body image.
Due to the nature of mastectomy, the significance of enhancing female identity should
be seen as important in the care of personal hygiene. Furthermore, mindfulness of the
therapeutic functions of task-orientated nursing cares is of high importance. Some
actions that may be dismissed as ‘simple’ or ‘mundane’ tasks such as brushing of hair
or applying make-up, may actually hold greater meaning to these women and are vital
steps to regaining a sense of normality and femininity.
The ward environment has been shown to have significant impact on the experience of
women following mastectomy. In Public Hospitals, often out of necessity, wards are
multi-bedded and mixed-gender. However, the majority of participants in this study
spoke of having a female-only room (especially mastectomy) as a major requirement.
This was found in other published work that sharing a room with other mastectomy
patients could be beneficial as sharing intimate details was therapeutic. Health
professionals must also understand patients’ need for privacy at each stage of the
inpatient journey.
In addition, while the busy and sometimes chaotic acute hospital setting may present
challenges, strategies to create an atmosphere and environment that promotes healing
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and comfort need to be considered. The provision of a comfortable space (lounge) with
ample views of external environment may promote relaxation as the patient can enjoy
short spells away from their hospital bed. At times of environmental disruption,
emergency, or other unexpected situations, RNs should attempt to keep all patients
informed and updated at regular intervals without breaching patient confidentiality.
Furthermore, continue to meet basic care needs of mastectomy patients during times of
disruption.

Recommendations
This study identified several key points that were supported by previous published
findings. The following recommendations are suggested as an initial way forward in
addressing the needs of NZ women who are coming to terms with a mastectomy in an
inpatient public hospital setting. These may well have wider relevance, or trigger
similar considerations in other settings or patient populations.
Nurse-Patient interaction
•

Facilitate further educational programmes for RNs working with breast cancer
patients to expand their knowledge of breast cancer diagnoses and the
mastectomy process.

•

Acknowledge the impact of continuity of care and facilitate this for patients
where possible.

•

Implement a ‘two-phase model’ for viewing the mastectomy wound to ease the
shock of first viewing. Women’s responses to viewing the wound for the first
time will be varied, therefore initiating the conversation around this must be
tailored to individual. Offer wound coverage for those who do not wish to look
at the wound. The RN could revisit the invitation of viewing the wound during
the inpatient stay.

•

RNs to acknowledge how they can assist women in the process of
reconstructing the feminine identity. This includes assistance with self-care due
to restricted physical mobility (i.e. helping patients wash and/or brush their hair,
apply moisturisers, and, apply their perfume and make-up (away from the
wound region), all of which are expressions of femininity.
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Communication
•

Facilitate discussion and therapeutic communication with the patient to identify
any psychological and physiological anxieties. RN to use interpersonal skills to
invite patients to engage in viewing their wound.

•

Surgeons to set an expected date of discharge and also explain the need for the
patient to be ‘ready’ for discharge post-operation. ‘Readiness’ for discharge
includes both physical and psychological factors. Therefore, the actual date of
discharge will be subject to the individual’s circumstances and needs. As some
patients will be reluctant to face re-connecting with their previous lifestyle, they
may require an extra day in hospital to either seek further assistance at home or
be more confident in managing their wound. In which case the nurse may
advocate for this to the Surgeon on behalf of the patient.

•

Educational development of interpersonal skills for nurses to assist them to give
breast cancer related information and description of tasks to patients.

•

Clear communication prior to surgery from the breast cancer team to the patient
regarding the expected post-operative environment.

Environment
Room allocation
•

Gender segregation to promote privacy and encourage women to speak more
freely about their intimate surgery to health professionals, relatives and other
patients. This may promote patient comfort and help patients feel less ‘exposed’
during wound checks and with the wearing of hospital gowns.

•

Where possible allocate breast cancer surgery patients (including mastectomy),
to the same room post-operation to offer a sense of community.
Privacy

• Creation of an area for women who have had breast surgery for relaxation and
sharing of experiences which may provide a sense of normality away from the
institutionalisation of lying in a hospital bed.
• Provision of a private room (away from the bed-space) where the patient and
health professionals can exchange information and raise questions.
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• Promotion of privacy within a mixed-gender ward by offering pyjama bottoms
for the patient to wear (as the surgery is above the waist). Asking if the patient
would prefer curtains open or closed.
Nourishment
•

Re-organise menu and delivery of food for those recovering from mastectomy.
Introducing a healthy diet during in-stay encourages patients to continue this
after discharge.

Potential Directions for Further Research
While undertaking the review of literature for this study, it was found there were
limited published studies available exploring women’s post-operative inpatient
experiences following mastectomy. Therefore, further research would be beneficial to
clarify some aspects raised in this study.
The study findings identified a variety of care needs and personal expectations of
inpatient services within a small group of 10 women post-mastectomy. Further research
involving a larger study sample may give greater representation of diverse personal
characteristics such as age, socio-economic and familial status, which may influence
the inpatient experience following mastectomy. In addition, a larger study sample may
yield a more culturally diverse cohort which would be beneficial to identify any
discrepancies within the care needs of patients with different cultures.
This study focused on one NZ city. Future research would produce larger samples if
participants were recruited from both the North and South Islands in NZ. The
comparison between two geographical localities such as a city hospital in the North
Island and similar in the South Island may produce more cultural diversity and affect
the inpatient experience following a mastectomy.
The experience of general surgical nurses caring for women post-mastectomy, currently
is an unexplored territory with the NZ setting and global research is limited. Many
findings in this study, reflected both the positive and negative interaction between
patient and nurse. Therefore, investigating nurses’ perspectives may produce alternative
methods which could promote smoother delivery of health services.
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The present study proposes the implementation of the ‘two-phase model’ for
incremental viewing of the mastectomy wound during inpatient stay. A study of this
process from the patient’s perspective would be helpful in evaluating this method.

Strengths and Limitations of this Study
There was both strengths and limitations of this research.
•

The overall approach was appropriate to address the research question as it
generated a rich description of the experiences of post-operative inpatient stay
for women following mastectomy in NZ.

•

A robust sample size was achieved within the accepted parameters for
qualitative research and chosen methodology. This was sufficient to enable data
saturation, following achievement of information redundancy through the
recognition of the similar ideas that had emerged across the data set
(Sandelowski as cited in Saunders et al., 2018).

•

The study findings have provided valuable insight within the context of the
patient population of mastectomy for breast cancer and some concepts may also
be transferable to other healthcare settings or patient populations. For instance,
the assessment of the implementation of the ‘two-phase model’ for incremental
wound viewing and the concept of offering wound coverage if required.

•

To the best of the researcher’s knowledge, this was the first study with a NZ
population.

Inevitably, there were aspects that limit the findings.
•

Despite the establishment of an initial interview guide, the actual interviews
were challenging through lack of the interviewer’s experience.

•

Only those patients who were present during the study time frame and who were
willing to take part were recruited, which limits the study sample.

•

While the study was open to all women who met the criteria, there was limited
representation of women who identified with differing cultures, in particular
different ethnicities and differing sexual identities. It may be that women from
these, or from other cultural groups not present in the study, would have had
differing experiences.
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•

The researcher was also approached by other women in the community who
became aware of the study, requesting inclusion, but they were excluded due to
having had their mastectomy in a private hospital.

•

The study was limited to one ward within one hospital, so the ability to
generalise the findings is limited (although not a specific intent of the study).
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Reflection on the Journey to My Master’s
Reflection is seen an important learning technique and a valuable tool for life-long
learning as well as a review of one’s own ability. It also acts as a spur to deal with
similar experiences in the future. Therefore, reflection is shown in the opening chapter
of this research paper as it was initiated by my clinical practice as a RN when caring for
post-operative breast cancer patients and the findings from a systematic literature
review for my post-graduate nursing diploma. My learning from this period was the
observation that due to the standard task-focused nursing routine to ensure equal
attention to all, it did not allow for any psychological support. This added to my
growing awareness that post-mastectomy women required more than the standard taskorientated approach.

The interaction with two patients drew my focus to a need for a more therapeutic
approach to task-orientated routine cares with the use of skilled interpersonal
communication to identify the ambivalent issues that arise from breast cancer surgery.
The first incident involved a patient who isolated herself immediately after admission
by drawing her curtains for privacy and refraining to communication. Later, while
chatting to her I discovered she was afraid of what her husband would think of her
wound. Later when her husband visited, I encouraged participation of both individuals
in the instructions of how to monitor the wound and look for signs of any infection of
complications. The husband asked if he could view the wound to fully understand my
instructions.

On seeing the wound and listening to instructions he responded intelligently and with a
smile to his wife, ‘I don’t know what you are worrying for’. He examined the wound
while she looked straight ahead. I looked up to see a tear in her eye and a smile. This
was a sign of her relief. When this patient and her husband left the ward hand in hand,
she turned back and smiled at me. This interaction highlighted to me the importance of
presenting choices to post-mastectomy women when they are faced with opportunities
to visualise their altered body image, such as showering or during the nurse’s visual
checks of the wound. More so, allow women to feel that they can do so in their own
time. This incident also revealed the importance of inclusion of the patient’s partner or
support person in all parts of the breast cancer journey.
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The second patient was brought to my attention by a junior nurse who requested I check
a patient’s wound as she suspected a post-operative haematoma. On asking this
participant how she was feeling, her reply was ‘good, I’m not in too much pain’.
Following through on this response, I expended the question ‘No, how you feeling
within yourself?’ Without warning the patient broke down in tears and apologised,
explaining this was the first time she had cried since her diagnosis as she wanted to
appear strong for her husband. The response of crying was from her recognition of my
acknowledgement of the cancer diagnosis and permission to not feel okay. The main
area of reflection here was how the effective use of communication and showing
compassion can help reveal hidden anxieties of the patient. Furthermore, how nurses
can adapt physical tasks of care, such as monitoring a wound, to address the holistic
needs of the individual by use of good communication skills.

Before these incidents, I failed to see how surgical nurses could incorporate personcentred approach within a task-orientated system. More so, what would be the patient’s
response to incorporating psychological factors into physical cares such as showering
and viewing the wound for the first time? Upon reflection I acknowledged that prior to
this research, I, like many within the ‘culture’ of nurses, held bias toward categorising
patients as ‘simple’, ‘light’, ‘complex’ or ‘heavy’. While this terminology may help to
differentiate care needs of patients for safe patient to nurse allocation, nurses must be
mindful to consider the holistic needs of patients.

There is an increase in my awareness of the gaps in the services currently provided and
the need for a platform to let breast cancer patients voice their preferences of care. It is
my wish this study may give strength to amalgamating task-focused routine care with
the therapeutic and provide more education for building interpersonal communication
skills for nursing staff, particularly those working in oncology settings.
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56 participants, age
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Statistical analysis.
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discharge on the same
day as mastectomy.

Larger randomised study.
Included:

BCS patients felt more prepared to

mastectomy with

discharge the same day as surgery.

prospective way is
recommended by

SLNB, mastectomy

researchers.

with ALND or BCS
with ALND.

This was conducted in

Patients seen the morning after by
BCN who will ring the day after
discharge to see how managing.

Day surgery may hinder mastectomy
patients’ ability to deal with
diagnosis; patients would not receive
same level of support as inpatients

Post-operative inpatient support for
psychological concerns is crucial.
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Breast cancer patients require a
holistic approach to care and surgery
including psychological and
emotional support and receiving info
about their disease, treatment and
recovery.

Zeighami

Iran

To investigate Iranian

Qualitative,

46 semi-structured

Coping strategies for altered body

Provides insight into the

Mohammadi et

women’s coping

naturalistic

interviews.

image after breast cancer include:

way’s women attempt to

al. (2018)

strategies for altered

paradigm.

1) Adapt physical appearance in

body image following
Interview duration

breast cancer.
Purposive sample

30-120 minutes.

attempts to win societal acceptance
and restore feelings of physical
attractiveness (choosing fashion that

with maximum

emphasises other attractive features).

variation = 36

reconstruct the feminine
identity or cope with
body image following
breast cancer, however
the study location was
Iran. Therefore, may

women recruited

Content analysis:

2) Self-care (attention to hair, nails,

have different cultural

from two hospitals

Graneheim and

skin, fatigue management and

expectations for women

with a mean age of

Lundman.

weight) and self-empowerment by

following breast cancer

reinforcing her self-confidence

treatment.

24-64 years.
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through adopting healthy life-style
(diet and exercise).

Not specific to

3) Psychological self-empowerment

mastectomy or inpatient

with positive affirmations

setting.

4) Attempts to resume pre-surgery
lifestyle (maintaining maternal and
marital roles).
5) Actively seeking information
regarding healthy lifestyle and side
effect/complication management.

Remmers et al.
(2010)

Germany

1) To explore the

Qualitative design.

expectations of support

Two pre-test

Psychological stressors following

Recruitment involved

interviews.

their operation took up more

initial selection by

interview time during than the

nursing staff which could

physical factors.

pose a bias.

from nursing staff during
women’s hospital stay

42 participants, ages

following breast cancer

ranged from 33-79

surgery.

Interviews
conducted two to
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Country

Study aim

date

Research design

Methods

Key findings

Limitations

Stressors identified:

Interviews took place in

and sample
characteristics
2) Identify stressors

years. 60% BCS,

five days post-

breast cancer patients

40% mastectomy.

surgery.

possess during their

1) Concern with the surgical
procedure.

hospital, which may
impact results.

hopsitalisation.
Structured interview
guideline.
Duration of

2) Fear of uncertain future.
3) Altered of self-awareness.
4) Social environment.

interviews 20 to 50

Provided insight into
patient’s expectations of
nursing support however,
not only mastectomy

min.

patients in study sample
The main care needs of patients:
Content analysis.

1) Good interpersonal
communication, a therapeutic

and those with BCS: may
have different stressors
post-operation.

relationship responsive to physical
needs as well as psychological and
social.
2) To be treated as an individual by
using a person-centred approach with
professional competency.
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

In-depth interviews,

Women face ongoing challenges

Small sample, findings

with open-ended,

following viewing scar for the first

cannot be generalised to

probing questions.

time.

large population but in

and sample
characteristics

Davies et al.

United States

To explore the lived

(2017)

of America

experience of women
immediately post-

Qualitative,
phenomenological
study.

mastectomy for breast

Viewing scars for the first time not

cancer and identify
concerns regarding the
appearance of the chest.

Purposeful sample of
10 women from a
community hospital
who had undergone

Interviews lasted
between 15-25
minutes and were
recorded.

mastectomy within
last six to 12 months.

adequately addressed by healthcare

keeping with qualitative
research.

professionals.
Themes that emerge:
1)Lasting, personal and relationship
impact.

Directly related to topic
of interest, however,
short duration of
interviews due to

Interviews
conducted in a
private office.

2) Gratitude for life.
3) Supports systems through
diagnosis, surgery and treatment

participant fatigue from
the questioning and their
emotions.

(offered reinforcement).
4) Responsiveness of healthcare

Researchers suggested

workers due to their religious faith.

follow-up interviews to

152

Author(s),
date

Country

Study aim

Research design

Methods

Key findings

Limitations

Interviews

5) Support from community of breast

establish more

conducted over six-

cancer survivors.

information.

and sample
characteristics

month timeframe.

6) Coping strategies included women
returning to work and resuming pre-

Two experienced

operative lifestyle.

The gap between surgery
and interviewing (six to

qualitative

7) Timing from diagnosis to surgery

12 months) may impact

researchers

was quick.

results due to distorted

performed the
analysis.

8) Physical pain from mastectomy

memory.

wound.

Some participants found photos of
mastectomy scars, videos and verbal
descriptions pre-op supportive and
provide mental preparation.
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

Interviews guided by

Biggest threat is fear of their future.

Researchers of study did

a script of semi-

Breast cancer is not only a clinical

not identify any of their

structured questions.

disease it affects individuals’ lives in

limitations.

and sample
characteristics

Urio et al.
(2019)

Brazil

To understand the
feelings and support
network of women

Qualitative,
a descriptiveexploratory study.

experiencing breast

the biological, psychological and

cancer and before and

social spheres.

after mastectomy.

10 female
participants who had

Bardin content

Time of interview up to

analysis.

one year post

undergone
mastectomy.

Women facing a mastectomy have

mastectomy, may have

emotional conflicts in which death

distorted results.

Interviewed in

and loss of breast are constant threats

participants’ homes.

for the individual and their family.
Staying alive is more important than

the analysis viewed lack

loss of the breast.

of support for the
participants by health
professionals at a critical

Many negative aspects but also

time of uncertainties and

positive feelings of strength, hope

adaptation.

determination to overcome disease.
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

Support for post-mastectomy women

Small sample but in

require methodologies from health

keeping with qualitative

professionals for coping with

research.

and sample
characteristics

diagnosis.

Huzell et al.
(2015)

Sweden

Comparison of patients’

A questionnaire

Quality of care in both groups was

Paucity of information

experiences of

(IN2005-E) was

high but generally perceived the

regarding specific type of

perioperative care for

used to evaluate the

hotel group had better experiences of

breast cancer surgery of

participants’

care including coordination of

different participants.

experience of care.

services, privacy (which encouraged

breast cancer in a patient
hotel to a general surgery
ward.

Quantitative.

Prospective,
randomised clinical

discussions regarding psychological

trial.

Over two-year
period.

concerns), information delivery and

Surveys as data

After diagnosis but

accessibility and respect of the

collection, interviews

prior to surgery

nurses.

may have acquired a

participants asked to

more detailed account of

fill out questionnaire

experiences.

(SF-36) about

Care at patient hotel overrides care in

characteristics and

a general surgical ward.

quality of their
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Study aim

Research design

Methods

Key findings
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and sample
characteristics
151 participants

health (physical and

Provides great insight

(randomised: 76 to

mental).

into the experience of the

ward group and 75 to

post-operative

hotel group).

environment however,
Statistical analysis

No differences were
found between two
groups regarding
surgical procedure
and tumour type.

experience of
mastectomy patients is
not well represented. 21
participants in ward and
13 in patient hotel out of
151 total participants.

Excluded were
patients with
significant comorbidities.
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Study aim

date

Research design

Methods

Key findings
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and sample
characteristics

Grogan and

United

To explore younger

Qualitative

Semi-structured

Aesthetics were less important than

Treatment completion

Mechan

Kingdom

women’s experiences of

approach.

schedule.

survival from breast cancer by

prior to carrying out

mastectomy.

online questionnaire

(2016)

both positive and
negative impacts on body
image following

Sample of 49

Online questionnaire

mastectomy for breast

participants, aged

(anonymous).

cancer.

19-45 years at the
Inductive thematic

English speaking,

analysis using Braun

had bilateral (n=8) or

and Clarke’s (2006)

unilateral (n=41).

method.

varied:

to terms with their new body

11 had not yet finished

identities. For some, post-

treatment,

mastectomy body was seen as a new

point of diagnosis of
breast cancer,

Post-mastectomy participants came

identity and these women embraced

20 had treatment less
than a year before,

the need to adapt to the new norm.
Some reported their appearance was

14 participants one to

highly important post-surgery.

two years prior; one
participant three to five

Ethnicity: 41 White

Women compensated for their

British, two as White

feelings of reduced femininity by

Irish, two as White

Both authors

accentuating other parts of their body

other and four did

engaged in

and appearance.

not respond to the

reflexivity during

question.

analysis.

years; three were six to
10 years.

Treatment side effects were a large

Length of time from the

concern for many such as weight

evident/treatment to

gain.

completing the
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

Invited to participate

Initial codes then

Impact on body confidence was

questionnaire could

through online

thematic map

varied amongst women, as some

affect results

support network.

produced.

were worried about showing their

and sample
characteristics

scars. Others did not feel ashamed of
scars as these were viewed as battle
Excluded:

wounds.

prophylactic
mastectomy.

Jorgensen et
al. (2015)

Denmark

To understand the
experience of stressors in
relation to surgery and

Qualitative,
phenomenological-

Semi-structured
interviews.

2) Losing their Identity.

continuity care for breast
Interview duration
12 women who had

1) Anxiety timing.

the types of breast cancer
surgery not specified,
thus there may be

hermeneutic.

cancer.

Four identified themes:

3) Person-centred care.

differing experiences
between surgery type.

15-68 min.
4) Feeling part of a system.

recently had breast
cancer surgery
across six
departments for

Participants were part of
a larger study, therefore
those who declined to
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Author(s),
date

Country

Study aim

Research design

Methods

Key findings

Limitations

breast surgery in

10 in participants

Impact of breast cancer on mothering

participate in this study

Denmark.

home and two in

role should be acknowledged by

may have been

hospital.

health professionals so women are

experiencing stress from

recognised as mothers and not just

taking part in the larger

patients.

study.

Person-centred care requires those

Participants varied in

who have sufficient knowledge of

clinical characteristics.

and sample
characteristics

the issues causing the patient
distress.

Health professional must take more
holistic approach, beyond the
surgery.

Future research required to identify
how to integrate person-centred care.
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

and sample
characteristics
in a system world which focuses of
efficiency and cost-effectiveness.

Freysteinson

United States

To describe the

et al. (2012)

of America

experience of viewing
oneself in a mirror
following a mastectomy.

Qualitative,
Ricoeur's
hermeneutic
phenomenology.

Completed the

Mirrors appear to be important part

Small sample, however

National

in viewing the mastectomy site post-

did two further

Comprehensive

op so patient can assess wound.

interviews to confirm
data saturation.

Cancer Network’s
(NCCN) primary
screening for

Nurses to discuss the mirror-viewing
experience with mastectomy patient

Purposive sample of

distress algorithm

12 women,

tool, the Distress

pre- and postoperatively. Mirrors to

Thermometer.

be offered when nurses perform

Three to 12 months

initial dressing change and teaching

postmastectomy,

wound care.

across three hospitals
in non-profit
healthcare systems.

Tape-recorded
conversational

Not immediately postmastectomy, mirrorviewing introduced
(women three to 12
months post-mastectomy,
so experience may be
very different.
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Author(s),
date

Country

Study aim

Research design

Methods

Key findings

Limitations

interviews, lasting

Educational resources are required

First study (to authors’

up to 30 mins.

for both nurse and patients regarding

knowledge) investigating

mirror-viewing process.

mirror-viewing in post-

and sample
characteristics

mastectomy women.
Demographic data.
Future research needed to explore
use of mirrors for first view of scar
Structural analysis

post-mastectomy.

and phenomenologic
interpretation.

Data saturation by
10th interview. Two
further interviews to
confirm data
saturation.
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Author(s),

Country

Study aim

Methods

Key findings

Limitations

Free observation and

Communication is a fundamental

Poorly described

semi-structured

nursing tool for quality care and is

research methods.

between nurse and

interviews to explore

vital in caring for women post-

women post-mastectomy.

situational

mastectomy.

date

Research design
and sample
characteristics

de Almeida
Araujo et al.
(2010)

Brazil

To explore the
communication process

Qualitative,
grounded theory.

Sample of eight

Lack of advanced

dynamics.

education specific to

nurses between 25Inter-personal communication is

breast cancer and

Poorly described

required in order to know the woman

mastectomy post-op care

research methods.

by firstly presenting oneself to them,

for nurses and that nurses

in order to fully understand their care

wished for greater

needs as a result of the breast cancer,

knowledge.

42 years old, who
worked in the
hospitalisation unit,
recovery, surgical
centre, ICU and
outpatient clinic.

surgery and adaptations to their
individual, social/familial and
occupational life.

Small sample size.
limited demographics of
nurses including level of

Honest interaction strengthens of

expertise and education.

trust and therapeutic relationships.
Every moment of contact should be
progress in relationship.
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

and sample
characteristics
Perspective of nurses, not
patients which could be
valuable in identifying
where communication
needs to be improved.

nurses not all from
inpatient wards so
findings may not be
transferable to present
study in the inpatient
setting.

Tsianakas,

United

To explore the value of

Maben, et al.

Kingdom

(2012)

Mixed methods.

Two independent

Total dissatisfaction with day

Unclear sample size, 13

surveys and detailed

datasets from two

surgery due to chaotic environment

interviews and 82 survey

patient narratives of

different methods:

and staff attitudes.

participants stated in

patient experiences of a

13 participants in

breast cancer service, in

narrative interviews

1)Experience-Based
Co Design (filmed

abstract but in body of
article different numbers
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

patient narratives,

Focus of the study was not inpatient

of sample size are

ethnographic

stay, but the experience of inpatient

presented.

observation and

stay was a key touchpoint:

and sample
characteristics
identifying priorities for
improving breast cancer
care.

82 participants. in
postal survey.

interviews with

1) Poor attitude from staff.

staff).
Two hospitals.

2) Patient experience

2) Feeling neglected and receiving

the survey data was only

inadequate nursing attention/care.

useful to identify

survey (Picker
Institute designed

3) Nursing care not directed at

survey was adapted

cancer patients/oncology.

for this pilot study).

problems and did not
provide guidance on how
to improve service.

4) Patients felt they were not treated
as a person but as a number. Nursing
care lacked respect and dignity

Thematic qualitative

Researchers identified

towards.

analysis.

Patient narratives were
more beneficial in
identifying issues with
breast cancer care and

5) Friends and family not welcomed

offering direction for

by staff.

solutions.

6) Lack of immediate response and
attention to basic-care needs
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

and sample
characteristics
including wound care, toileting and
assistance with hygiene.

Koçan and
Gürsoy
(2016)

Turkey

To obtain a holistic
understanding of how

Qualitative
descriptive approach.

Semi-structured

The first viewing of surgical site

Participants were

interviews in

post-mastectomy.

traditional Muslim

body image is affected

participants homes,

housewives in rural areas

by mastectomy as a

on week two post-

offering little education.

result of breast cancer.

Purposeful sampling.

mastectomy.

Feeling post-mastectomy:
1) Emotional conflict.

Cultural traditions
proved a barrier to
education.

Sample of 20
participants.

Thematic analysis

2) Altered

using Braun and

appearance/deformity/shamed.

Clarke’s (2006)
method.

3) Altered self-esteem as a female,
loss of femininity, loss of social

Focus of study was not
on inpatient stay but
research touched on
many aspects
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Author(s),
date

Country

Study aim

Research design

Methods

Key findings

Limitations

Recruited from two

identity, loss of symbol of

immediately post-

different city centres.

motherhood/womanhood

operation.

and sample
characteristics

4) Change in relationships with
Inclusion: primary
breast cancer,
undergone unilateral

family members including concern
for effects of health and operation on
children.

modified radical

5) Avoidance of social situations

mastectomy, no

through need to hide breast loss.

Unsure of how long the
women were hospitalised
post-mastectomy.

reconstruction, not
had systemic
treatment, aged 18-

With increasing survival rates from

60 years, no

breast cancer, nurses require

psychiatric history,

additional education about breast

no health problems

cancer and treatments that impact on

that could affect

their patients. Nurses and other

body image

health professionals need to develop

(amputation,

interpersonal communication to

blindness,

identify details of each woman’s

disability).

journey.
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

Semi-structured, in-

Participants wished have greater

Small sample, not

depth interviews.

input into their healthcare decisions

representative of all

Member-checking.

and many felt authority from the

Chinese women.

Surgeon and the male in their family.

Researchers recommend

and sample
characteristics

Xiong et al.
(2016)

China

To explore women’s
experiences of making
decisions about their
healthcare following a

Qualitative,
Colaizzi’s
phenomenological
study.

breast cancer diagnosis.

further qualitative and
Colaizzi’s
Purposeful sample of
eight women.

quantitative research to

phenomenological

Participants left decision-making to

explore experiences of

analytic method.

Surgeons but felt they gave

making healthcare

uninformed consent.

decisions about breast
cancer treatment.

Surgeons lacked interpersonal
communication skills, gave no

Cultural differences in

alternatives to mastectomy and did

China, indicate family
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

not give the patient time to discuss

have authority to make

healthcare choices. Women wanted

decision regarding

to be more involved but they were

healthcare for the woman

discouraged.

with breast cancer.

and sample
characteristics

Women relied on the expertise of
nurses for information guidance on
nutrition and post-mastectomy
rehabilitation/

Participants wanted to remove the
barriers (including cultural) in
healthcare to make informed
decisions and advocate on their own
behalf.

Wronska et
al. (2007)

Poland

To identify and assess
the level of satisfaction
of women after

Quantitative,
survey research.

Alpha Cronbach

Nurses’ professional tasks in terms

Reliability of the Alpha

index survey.

of therapy post-operation were

Cronbach index is

assessed very high. However, the

questionable, as function
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

lowest marks were given to nurses’

of scales may cross into

tasks of physical rehabilitation.

an area of prediction.

Intermediate scores were given to

Furthermore, it is not the

nursing, psychosocial support and

endpoint of the research,

education delivery.

rather a means to gather

and sample
characteristics
mastectomy for nursing
care.

Nursing inquiry
217 female
participants after

question categories
included:

radical mastectomy.

1)Nursing cares.

Research carried out

2) Psychological

at a surgical clinic,

support.

oncology centre.

variables for use in
objective
Women living in smaller villages felt

frameworks/models.

they had high levels of psychosocial
3) Educational.
4)Prophylactic.

support, education and physical
rehabilitation task-base cares

Research paper 2007 but

compared to those living in cities.

informative results which

5) Therapy.

were relative in
comparison to more

6) Rehabilitation.
Women who had undergone their

recent studies.

mastectomy within the last year
Statistical analysis
of data using U

assessed nurses’ professional tasks,
psychosocial support and

Survey completion by

participation in therapy higher than

21% of participants were
five years or more post-
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

Mann-Whitney and

those who had their mastectomy over

operation, thus patient

Kruskal-Wallis tests.

one year ago.

recollection of

and sample
characteristics

experience may be
questioned.

(Herring et al.,

United

Women's initial

Qualitative

Online survey with

2019)

Kingdom

experiences of their

approach.

pen‐ended questions.

Four key themes:
1) “preparedness and support”.

appearance after

patients, some had
immediate

2) “first thoughts and emotions”.

mastectomy and/or breast
reconstruction.

Not all mastectomy

Sample of 128 who

reconstruction.

3) “loss and grief”.

had undergone
To gain insight into the
experiences of women at
the point in their
treatment pathway when
viewing of their breast or
surgical site for the firsttime post-surgery and the
available support.

mastectomy and/or

4) “the reaction of others”. (p. 2076)

Participants recruited

breast reconstruction

through support groups;

following a

therefore, experiences

diagnosis of breast

Varied experiences of the level of

may differ to those who

cancer or to reduce

emotional support at this time.

were not involved with

their risk of

such groups.

developing the
disease.
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Author(s),
date

Country

Study aim

Research design

Methods

Key findings

Limitations

Touched on inpatient support of

Recollection bias due to

nurses.

time since surgery ranged

and sample
characteristics

from 6 months to 11
years (retrospective
Health professional have a

design).

responsibility to ensure all women
are well-informed and feel supported
when viewing the surgical outcome

Limited ethnic diversity
in sample.

of their altered body for the first
time.

To address psychological needs,
necessary improvements to be made
in pre-operative preparation and
discussions and support post-surgery.
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Author(s),

Country

Study aim

Methods

Key findings

Limitations

Semi-structured

Nurses believed the need to talk and

Researchers appeared to

of nurses caring for

interviews, taped

receive information important factors

make several

women on a surgical

and transcribed

for women and their relatives

assumptions rather than

date

Research design
and sample
characteristics

Ödling et al.
(2002)

Sweden

To explore the opinions

Qualitative.

ward following for breast

Sample of 31

cancer surgery and

surgical ward nurses,

identify their needs for

who took care of

support for the women,

women both with

Qualitative content

training on communication skills and

Years of clinical

relatives and themselves.

newly diagnosed

analysis.

how to support patients’ when

experience and speciality

looking at post-surgical wounds.

expertise of sample of

breast cancer and

verbatim.

identify true limitations.
Nurses on surgical wards lack

those with cancer in

nurses was not identified.

advanced stage.
Nurses felt inadequate to satisfy the
informational needs of patients and

Further research required

relatives (disease, treatment,

to explore patient’s

specifics about the surgery and

experience of being on a

prognosis).

surgical post-surgery for
breast cancer.
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Author(s),
date

Country

Study aim

Research design

Methods

Key findings

Limitations

Nurses on surgical wards may

Does not provide specific

underestimate the care needs of post-

details of the types of

operation breast cancer patients.

surgery for breast cancer.

and sample
characteristics

Furthermore, the needs
of early stage and late
Nurses feel their task-orientated

stage breast cancer may

routine does not allow time to

be different.

develop rapport and talk to patients.

Those with early diagnosis of breast
cancer compete with advanced
cancer patients for nursing time,
which puts a strain on the nurses.

Nurses wish for greater education on
the philosophy, psychology and
spirituality in the support of breast
cancer patients. Development of
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Author(s),
date

Country

Study aim

Research design

Methods

Key findings

Limitations

and sample
characteristics
professional knowledge about the
disease and treatment so nurses feel
more equipped to answers questions
from patients and relatives.

Nurses on surgical ward believed
patients ‘need’ to talk was often
unmet due to prioritisation of acute
care.

Nurses felt where patients can talk to
other women in the surgical ward
with similar cases, appeared to
received enough support from these
discussions.
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Author(s),

Country

Study aim

date

Research design

Methods

Key findings

Limitations

Semi-structured,

Three main concepts:

Explores the experience

and sample
characteristics

GershfeldLitvin (2018)

Israel

To understand women’s

Qualitative.

experiences post-

retrospective

mastectomy from the

interviews, as per

perspectives of loss and

Maximum variation

Denzin (1989),

grief.

sampling.

recorded and

1) Being diagnosed.

post-mastectomy over
time (from amputation up

2) The mastectomy.
3) Life without breasts.

transcribed.

to 15 years postmastectomy), no
immediate post-op
experience. However,

Sample of 18 women
who had undergone

Denzin’s (2001)

mastectomy, aged

approach for data

27-80 years. Three

analysis.

divorced, one a
widow, and the rest

Mastectomy is the procedure to save
their lives in light of their cancer
diagnosis, however many women

does provide insight into
the psychological
ramifications of surgery.

found it hard to come to terms with
the loss of their breast(s) and
struggled to let themselves grieve.

Not about inpatient

married. Time since

experience. Diagnosis

mastectomy: one and

and recovery explored.

a half years (six
women), two to three
years (four women),

reconstruction processes were used
to reconstruct their bodies and
identities

Theoretical questions

10 years (six

raised about the

women) and 15

processes of mourning

175

Author(s),
date

Country

Study aim

Research design

Methods

Key findings

Limitations

years (two women).

Those who had immediate

whilst coping with

Nine underwent

reconstruction attempted to eradicate

mastectomy; practicality

mastectomy without

feelings of loss and any feelings of

of exploring these

reconstruction.

loss were replaced with feelings of

processes is limited.

depression.

Further research needed

and sample
characteristics

to assess effectiveness of
support programmes as
Acknowledging the loss is a vital to

recommended.

allow themselves to properly grieve
and should be a focal point in
therapy/post-operation counselling
by health professionals.
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Appendix B – Screening Tool

Inclusion/Exclusion Criteria

Inclusion criteria:
-

Female aged 18 years or above.

-

Have undergone unilateral or bilateral simple mastectomy
surgery for breast cancer, with or without sentinel node biopsy,
or a modified radical mastectomy involving axillary node
dissection/clearance, within the last six months.

-

Inpatient on the (ward in the hospital in the setting of interest),
immediately post-operatively until discharged.

Exclusion criteria:
-

Male.

-

Undergone prophylactic mastectomy surgery, to reduce the risk
of developing breast cancer in women carrying the BRCA1 or
BRCA2 gene mutation.

-

Undergone immediate reconstruction surgery.

-

Unable to consent to participation.

-

If researcher has directly been involved in the patient’s care.
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Appendix C – Brief Participant Information Sheet

Brief Participant Information Sheet
Research Study
Understanding the experiences of inpatient stay for adult women following
mastectomy surgery for breast cancer: A qualitative descriptive study.
We would like to explore the experiences of inpatient stay for women following mastectomy
surgery for breast cancer within New Zealand. The aim of this study is to identify aspects of postoperative care and inpatient service delivery that are working well within [City] Hospital, and
areas that require improvement to satisfy the health and care needs of women following
mastectomy.
We are looking to interview five to 10 participants. If you meet the following criteria and wish
to take part in this study we would be very pleased to hear from you:
•
•
•

female patient aged 18 years or above;
who has undergone a unilateral or bilateral simple mastectomy surgery for breast
cancer, with or without sentinel node biopsy, or a modified radical mastectomy
involving axillary node dissection/clearance, within the last six months; and
have been an inpatient on the [Ward], [City] Hospital, immediately post-operatively
until discharged.

This study will involve a 30-60 minute face-to-face, individual interview to discuss your
experience. You will be asked specific questions about your experience of being in hospital
following your mastectomy.
By participating in this study, you will be making a positive contribution to the knowledge
surrounding the postoperative experiences of women following mastectomy surgery for breast
cancer in New Zealand. Your help will enable us to identify how we can enhance the
postoperative care and provide improved patient-focused service delivery for women undergoing
mastectomy.
Your participation is entirely voluntary (your choice). The student investigator is available to
answer any questions you may have before making a decision. If you wish to take part, we thank
you, if you decide not to take part your continuing or future medical care will not be affected in
any way.
If you wish to take part please contact the student investigator within two weeks of receiving this
information sheet. Alternatively, you can write your name and contact details in the area provided
so that that investigator can contact you and please post this information sheet to the investigator
in the prepaid stamped envelope.
Student
Researcher:
Celine
froce107@student.otago.ac.nz.

Frost,

phone:

0277252402/(03)3255062,

email:

This project has been reviewed and approved by the University of Otago Human Ethics Committee (Health).
Reference: H18/052

I would like to take part, my details are:
Name:

Phone Number:

178

Appendix D – Advertisement/Information Flyer

Research Study
Understanding the experiences of inpatient stay for adult women
following mastectomy surgery for breast cancer: A qualitative descriptive
study.
We would like to explore the experiences of inpatient stay for women following mastectomy surgery for
breast cancer within New Zealand. The aim of this study is to identify aspects of post-operative care and
inpatient service delivery that are working well within [City] Hospital, and areas that require improvement
to satisfy the health and care needs of women following mastectomy.
We are looking to interview five to 10 participants. If you meet the following criteria and wish to take part
in this study we would be very pleased to hear from you:
•
•

female patient aged 18 years or above;
who has undergone a unilateral or bilateral simple mastectomy surgery for breast cancer,
with or without sentinel node biopsy, or a modified radical mastectomy involving axillary
node dissection/clearance, within the last six months; and
have been an inpatient on the [Ward], [City] hospital, immediately post-operatively until
discharged.

•

By participating in this study, you will be making a positive contribution to the knowledge surrounding the
postoperative experiences of women following mastectomy surgery for breast cancer in New Zealand.
Your help will allow us to identify how we can enhance the post-operative care and provide improved
patient-focused service delivery for women undergoing mastectomy.
This study will involve a 30-60 minute face-to-face, individual interview to discuss your experience. You
will be asked specific questions about your experience of being in hospital following your mastectomy.
Primary investigator: Dr Sandra Richardson. Contact details (Student Researcher): Celine Frost, phone:
0277252402, email:froce107@student.otago.ac.nz

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

This project has been reviewed and approved by the University of Otago Human Ethics Committee
(Health). Reference: H18/052
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Appendix E – Brief Participant Information Sheet (amended version)

Brief Participant Information Sheet
Research Study
Understanding the experiences of inpatient stay for adult women following
mastectomy surgery for breast cancer: A qualitative descriptive study.
We would like to explore the experiences of inpatient stay for women following mastectomy
surgery for breast cancer within New Zealand. The aim of this study is to identify aspects of postoperative care and inpatient service delivery that are working well within [City] Hospital, and
areas that require improvement to satisfy the health and care needs of women following
mastectomy.
We are looking to interview five to 10 participants. If you meet the following criteria and wish
to take part in this study, we would be very pleased to hear from you:
•
•
•

female patient aged 18 years or above;
who has undergone a unilateral or bilateral simple mastectomy surgery for breast
cancer, with or without sentinel node biopsy, or a modified radical mastectomy
involving axillary node dissection/clearance, within the last six months; and
have been an inpatient on the [Ward], [City] Hospital, immediately post-operatively
until discharged.

This study will involve a 30-60 minute face-to-face, individual interview to discuss your
experience. You will be asked specific questions about your experience of being in hospital
following your mastectomy.
By participating in this study, you will be making a positive contribution to the knowledge
surrounding the postoperative experiences of women following mastectomy surgery for breast
cancer in New Zealand. Your help will enable us to identify how we can enhance the
postoperative care and provide improved patient-focused service delivery for women undergoing
mastectomy.
Your participation is entirely voluntary (your choice). The student investigator is available to
answer any questions you may have before making a decision. If you wish to take part, we thank
you, if you decide not to take part your continuing or future medical care will not be affected in
any way.
If you wish to take part please contact the student investigator within two weeks of receiving this
information sheet. Alternatively, you can write your name and contact details in the area provided
so that that investigator can contact you and please post this information sheet to the investigator
in the prepaid stamped envelope.
Student
Researcher:
Celine
froce107@student.otago.ac.nz

Frost,

phone:

0277252402/(03)3255062,

email:

This project has been reviewed and approved by the University of Otago Human Ethics Committee (Health).
Reference: H18/052

I would like to take part, my details are:
Name:

Phone Number:
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Appendix F – Advertisement/Information Flyer (amended version)

Research Study
Understanding the experiences of inpatient stay for adult women
following mastectomy surgery for breast cancer: A qualitative descriptive
study.
We would like to explore the experiences of inpatient stay for women following mastectomy surgery for
breast cancer within New Zealand. The aim of this study is to identify aspects of post-operative care and
inpatient service delivery that are working well within [City] Hospital, and areas that require improvement
to satisfy the health and care needs of women following mastectomy.
We are looking to interview five to 10 participants. If you meet the following criteria and wish to take part
in this study we would be very pleased to hear from you:
•
•

female patient aged 18 years or above;
who has undergone a unilateral or bilateral simple mastectomy surgery for breast cancer,
with or without sentinel node biopsy, or a modified radical mastectomy involving axillary
node dissection/clearance, within the last six months; and
have been an inpatient on the [Ward], [City] hospital, immediately post-operatively until
discharged.

•

By participating in this study, you will be making a positive contribution to the knowledge surrounding the
postoperative experiences of women following mastectomy surgery for breast cancer in New Zealand.
Your help will allow us to identify how we can enhance the post-operative care and provide improved
patient-focused service delivery for women undergoing mastectomy.
This study will involve a 30-60 minute face-to-face, individual interview to discuss your experience. You
will be asked specific questions about your experience of being in hospital following your mastectomy.
Primary investigator: Dr Sandra Richardson. Contact details (Student Researcher): Celine Frost, phone:
0277252402, email:froce107@student.otago.ac.nz
This project has been reviewed and approved by the University of Otago Human Ethics Committee

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

froce107@student.otago.ac.nz

for breast cancer.

for adult women following mastectomy surgery

Understanding the experiences of inpatient stay

(Health). Reference: H18/052

181

Appendix G – Detailed Participant Information Sheet

Research Study
Participant Information Sheet
Study Title:

Understanding the experiences of inpatient stay for adult
women following mastectomy surgery for breast cancer: A
qualitative descriptive study.

Principal
Investigator:

Name: Dr Sandra Richardson

Contact phone

Department: Postgraduate Nursing

number:

Studies, University of Otago, [City]

(03) 364 3850

Position: Senior Lecturer

Thank you for showing interest in this study. Please read this information sheet carefully.
Your participation is entirely voluntary (your choice). Please take time to read the
information sheet to decide whether to take part and if you meet the criteria required. A
family member, friend or support person may assist you in making your decision about
whether to take part in the study and may help you ask questions of the investigators and
understand the information being provided. You are welcome to contact the investigator
to ask any questions before deciding to take part. If you decide to participate we thank
you. If you decide not to participate, you do not have to give a reason, there will be no
disadvantage to you in any way and we appreciate your consideration of our request.
If you agree to take part in this research, you will be asked to sign a Consent Form. A
copy of both the Participant Information Sheet and the Consent Form will be given to
you to keep.
What is the aim of the study and research approach?
We would like to explore the experiences of inpatient stay for women following
mastectomy surgery for breast cancer. The study aims to identify aspects of postoperative care and inpatient service delivery that are working well within the [Region]
District Health Board, particularly [City] Hospital. Additionally, areas that require
improvement to satisfy the health and care needs of women following mastectomy may
be identified. By identifying the experiences of women who have utilised these services,
the expectations of care and service delivery from healthcare professionals and other
Christchurch Hospital staff can be identified and assessed.
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By participating in this study, you will be making a positive contribution to the
knowledge surrounding the experiences of women following mastectomy surgery for
breast cancer in New Zealand. Your help will enable us to identify how we can enhance
the postoperative care and provide improved patient-focused service delivery for women
undergoing mastectomy.
What type of participants are being sought?
We are seeking to recruit any female patient aged 18 years or above, who has undergone
a unilateral or bilateral simple mastectomy for breast cancer, with or without sentinel
node biopsy, or a modified radical mastectomy involving axillary node
dissection/clearance, within the last six months. Participants must have been an inpatient
on the [Ward] at [City] Hospital, immediately post-operatively until discharged.
We are seeking five to 10 participants. The first 10 potential participants that meet the
study criteria will be selected to take part. We appreciate your interest.
What will participants be asked to do?
Should you decide to take part in the study, you will speak with the student investigator
to make a time for an interview. You will be invited to attend a face-to-face interview to
discuss your experiences of being in hospital following your mastectomy. The interview
will take approximately 30 to 60 minutes depending on how much you would like to
discuss. However, the duration will ultimately depend on the experiences you share and
the time it takes for you to talk about these. A support person may be present with you
during the interview. This support person may be the Maori Health Worker if you identify
as Maori and wish for them to be present.
The interviews will follow some specific topics and questions but will be mainly guided
by your experiences. The type of questions you may be asked include “What do you
remember most about your time in hospital?”. The interviews will be held in your
preferred location of either your own home, the [Speciality] Surgery Meeting Room at
[City] hospital or a meeting room associated with the University of Otago, [City].
What are the possible risks and benefits to you for participating?
While no major physical risks are associated with this study, participation in the interview
may involve sensitive material. Should discussion of your experience trigger any
emotional or psychological distress, you will be encouraged to make an appointment with
your General Practitioner (GP) or Breast Care Nurse (BCN) to the discuss issues raised.
You can stop the interview at the time if you wish. If you identify as Maori, you are
welcome to contact a local Maori Health Worker using the contact details provided.
Should you wish to formally comment or provide feedback about any of the services you
received whilst in hospital, please use the Customer Services contact details provided. If
you require independent support to help you resolve an issue about any health or
disability services received, you can contact the Advocacy Services South Island. During
the interview if an issue of significant safety risk or serious compromise of care becomes
apparent, the researcher may need to pass this information on to hospital management; if
this should occur the researcher would first discuss this with you.
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No direct benefits are expected for the participants taking part in this study. However, by
participating in this study, you will be contributing to the knowledge surrounding the
post-operative experiences of women following mastectomy for breast cancer in New
Zealand surgical inpatient settings.
Who pays for the study?
You will not incur any costs to partake in the study. This study has no external sources
of funding.
What data or information will be collected and what use will be made of it?
In the interview some general information is gathered, such as age and type of surgical
procedure. Clinical notes may be accessed in order to obtain relevant clinical information
if you are unable to recall details of your procedure.
Your interview will be recorded (audio-taped). The findings will then be reviewed by the
investigators. All identifying data will be removed from the notes and interview
transcript to ensure confidentiality. The interviews will either be transcribed by a research
team member or a professional transcriber (who will sign a confidentiality agreement.
This study will be conducted over a period of five months.
The results of this research may be published and be available in the University of Otago
Libraries but all personal identifiable information will remain confidential between and
the researchers during the study and will not be present in any spoken or written report
of the research.
The final study results may be shared amongst Physicians, Registered Nurses and Allied
Healthcare Workers across New Zealand. In the dissemination of research findings, every
attempt to protect your anonymity will be made. The findings will not be used
commercially.
What are your rights as a participant of this study?
Your involvement in this research is entirely voluntary (your choice). If you choose not
to take part, you will have no disadvantage to you personally or to your continuing or
future healthcare. If you agree to take part, you are able to withdraw at any time prior to
when the data analysis is occurring. Feel free to bring along a whanau, friend or support
person to the interview.
Participating in this research will be of no personal benefit to you. However, it may help
us understand more about the experience of inpatient stay for women following
mastectomy surgery for breast cancer so that we can improve the experiences for women
undergoing the same surgery in the future.
You have the right to access any information collected about you and should you wish to
know the results of the study, you can request a copy on the Consent Form prior to study
commencement. All data obtained for the study will be retained for 10 years on a
password locked computer as per University of Otago protocol. All information
including documentation, demographic data, clinical notes, forms and any other personal
information will be de-identified and strictly confidential. All identifying data will be
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removed, being replaced with a pseudonym (a different name) to ensure confidentiality.
Only the investigators involved in the study and potentially a professional transcriber will
have access to the data.
What if participants have further questions now or in the future?
If you have any further questions please utilise the contact details provided below.
Name: Dr Sandra Richardson
Position: Primary Investigator
Department: Postgraduate Nursing
Studies, Otago University, [City].
Name: Raewyn Lesa
Position: Co-investigator
Department: Postgraduate Nursing
Studies, Otago University, [City].
Name: Celine Frost
Position: Student Investigator
Department: Nursing

Telephone: (03) 364 3850
Email: sandra.richardson@otago.ac.nz

Email: raewyn.lesa@otago.ac.nz

Mobile: 027 725 2402
Email: froce107@student.otago.ac.nz

What are the Māori Health Service contact details?
Name: Monica Lei
Telephone: 03 364 0640 ext: 88078
Position: Maori Health Worker, [City]
Mobile 027 467 7514
Hospital, [Region] DHB
Department: Ngā Ratonga Hauora Māori Email: monica.lei@ [region]dhb.health.nz
(Māori Health Services)
What are the Customer Service contact details for [City] Hospital, [Region] District
Health Board ([Region]DHB)?
Name: Customer Services

Telephone: (03) 364 0843
Address: PO Box 4710, [City].

Feedback/Complaints form for
[Region] DHB

http://[region]dhb.health.nz/About[region]DHB/Pages/Feedback-Form.aspx

What are the contact details for the Advocacy Services South Island?
Name: Nationwide Health and
Disability Advocacy Centre

Free Phone: 0800 555 050
Telephone ([City]): (03) 377 7501
Address: PO Box 1307, [City].
Email: advocacy@advocacy.org.nz
Website: http://www.advocacy.org.nz/

This study has been approved by the University of Otago Human Ethics Committee (Health). # H18/052. If you
have any concerns about the ethical conduct of the research you may contact the Committee through the Human
Ethics Committee Administrator (phone +64 3 479 8256 or email gary.witte@otago.ac.nz). Any issues you raise
will be treated in confidence and investigated and you will be informed of the outcome.
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Appendix H – Consent Form

Research Study
Understanding the experiences of inpatient stay for women following
mastectomy surgery for breast cancer: A qualitative descriptive study.
CONSENT FORM FOR PARTICIPANTS
Principal Investigator: Dr Sandra Richardson (sandra.richardson@otago.ac.nz/
(03)364 3850)
Once signed and returned to the research team on the day of the interview, this form with be
stored securely for 10 years.
Name of Participant:
1. I have read the Information Sheet relating to this study and understand the purpose of
this research.
2. I have had sufficient time to consider my participation in this study and understand what
is being asked of me as a participant.
3. I agree that I meet all of the suitability criteria for participation, detailed in the
information sheet.
4. I have had sufficient time to talk with whanau/family, a friend or other support people of
my choice about my participation in the study.
5. I feel satisfied that all questions I may have, the research team have thoroughly answered
and I am aware I can request any further information regarding the study at any time.
6. I understand that my participation in the study is voluntary (my choice) and that I am
able to withdraw from the research before the data analysis is occurring should I wish to
do so, without any disadvantage to my continuing or future healthcare.
7. I consent to the research team collecting and processing my information, including
information about my health, age and type of surgical procedure.
8. I understand that as a participant I will take part in a face-to-face interview to explore my
experience of being an inpatient following mastectomy surgery as listed in the
information sheet.
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9. I understand that if any questioning in the interview causes me to feel uncomfortable in
any way I have the right to decline to answer any particular question(s) and/or may freely
withdraw from the study without any disadvantage to me of any kind.
10. I understand the interview with the researcher will be audio-taped for use in this research
project.
11. I understand that my participation is strictly confidential and that all information which
could personally identify me including clinical files and personal information will be deidentified and only be accessed by the student investigator and the primary and secondary
investigators.
12. I understand that a third party such as a transcriber may have access to the audiorecording and data.
13. I understand the nature and size of any potential risks, discomfort or harm to me during
my participation which are discussed in the Information Sheet.
14. I understand no remuneration will be offered for participation in this research.
15. I understand the data obtained from this study will not be used commercially.
16. I understand that the results of this research may be published and be available in the
University of Otago Libraries, but that all personal identifiable information will remain
confidential between myself and the researchers during the study and will not be present
in any spoken or written report of the research.
17. I know that when the project is completed all personal identifying information will be
removed from the paper records and electronic files which represent the data from the
project, and that these will be placed in secure storage and kept for at least 10 years.

Name of participant:

Signature of participant:

Date:

I would like to receive a summary of the study findings:

Yes

No

If so, please provide contact details for these to be sent to you.

Name:

Phone:
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Declaration by member of the research team:
I have given a verbal explanation of the study to the participant and answered all
questions asked.

I feel that the participant has been given clear, adequate information about the study and
understands the study requirements in sufficient detail to make an informed choice to
consent to participate.

Name of person taking consent:

Date:
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Appendix I – Interview Guide
Questions for the interview

What do you remember most about your time in hospital? (prompts…)
Who looked after you when you were in hospital? What were their roles? How often
did you see them during your time in hospital?
What was the best part of your hospital experience?
What was the worst part of your hospital experience?
Which hospital staff do you remember and why?
Do you think that the different staff were able to maintain your privacy and how was
this managed?
Can you describe any situations when your privacy was not able to be maintained?
Did you find yourself able to ask for help when you needed to, and who did you ask?
What things about the room you stayed in do you remember most? What did you like
about the room? What things did you not like?
What information do you remember receiving before you left hospital? Who provided
this information? Where were you? How did you feel when this information was
provided to you?
Do you think that the different staff acknowledged any specific spiritual or cultural
practices and/or beliefs and how so?
There are a lot of emotional issues with surgery
⎯ How well do you feel your emotional needs were recognised?
⎯ Who did you feel most comfortable talking to about your diagnosis while in
hospital?
Is there anything you wish that had been done differently?
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Appendix J – Demographic Survey

The following information is being sought for demographic purposes only. No
identifying information will be used in any publications or reports resulting from this
research.

Which of the following best represents your age group?
a. 18-24

b. 25-29

c. 30-34

d. 35-39

e. 40-44

f. 45-49

g. 50-54

h. 55-59

i. 60-64

j. 65-69

k. 70-74

l. 75-79

m. 80-84

n. 85+

Which of the following best represents your ethnicity? (You may select more than one)
a. NZ European
e. Other European

b. NZ Maori

c. Pasifika

d. Asian

f. Middle Eastern/Latin American/African

g. Other (please specify)________________________
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Appendix K – Participant Demographic Information

Participant Demographic Information
Participant Age

Ethnicity

‘Other’ ethnicity specified

range
A

55-59

New Zealand (NZ) European

B

50-54

NZ European

C

65-69

NZ European

D

40-44

Other European

E

75-79

NZ European

F

40-44

NZ European

G

70-74

NZ European

H

50-54

NZ European

Canadian

I

85 +

NZ European

English

J

60-64

Other European

191

Appendix L – UOHEC (Health) ‘Conditional Approval’ of Ethics
Confirmation Letter
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Appendix M - UOHEC (Health) ‘Full Ethical Approval’ Confirmation
Letter
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Appendix N - Te Komiti Whakarite Letter of Approval

[DHB Logo]
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Appendix O - University of Otago - Kaitohutohu Rangahau Māori
/Māori Research Advisor Consultation Letter
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