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This systematic review explores the complex impact of breast cancer diagnosis and treatment on women's mental health in the United Kingdom. With breast cancer representing the most common cancer among UK women and survival rates improving markedly, the growing population of survivors faces persistent psychosocial challenges extending beyond physical recovery. Drawing on a comprehensive synthesis of UK-based qualitative, quantitative, and mixed-methods studies published from 2015 to 2025, the review highlights the elevated prevalence of psychological distress including anxiety, depression, post-traumatic stress, and adjustment disorders. These challenges often begin at diagnosis and may persist for years, compounded by treatment side effects such as fatigue, chronic pain, cognitive dysfunction ("chemo brain"), and sexual dysfunction.
Beyond common symptoms, survivors frequently experience biographical disruption involving altered body image, disrupted identity, and social isolation, especially among younger women and ethnic minority groups. Access to adequate mental health services remains inconsistent, with socioeconomic disparities and cultural barriers limiting equitable care. Effective interventions like cognitive-behavioral therapies, peer support, stress management, and digital health solutions show promise but are underutilized in routine practice.
The review underscores the importance of a holistic, integrated survivorship care model incorporating multidisciplinary teams, routine mental health screening, culturally sensitive support, and personalized follow-up to address the multifaceted needs of survivors. The synthesis also identifies significant gaps in research on long-term psychological trajectories, interventions for sexual and cognitive dysfunction, and mechanisms underlying vulnerability and resilience.
Despite medical advances increasing survival, the psychosocial burden of breast cancer remains high, necessitating health system reforms to enhance mental health support and reduce disparities. These findings provide a critical evidence base to inform clinical guidelines, policy development, and future research to improve quality of life and mental wellbeing for breast cancer survivors across the UK.
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[bookmark: _Toc6180]1.1 Breast Cancer Prevalence in the United Kingdom
Breast cancer remains the most frequently diagnosed cancer among women in the United Kingdom, constituting around 15% of all new cancer cases (Cancer Research UK, 2023). According to recent figures from the Office for National Statistics (ONS, 2022), approximately 55,900 women were diagnosed with breast cancer in the UK in 2020, with incidence rates continuing to rise gradually. On average, one in every seven women will be diagnosed with breast cancer at some point in their lifetime (Public Health England, 2021). On average, one in every seven women in the United Kingdom will be diagnosed with breast cancer at some point in their lifetime (Public Health England, 2021). The age-standardised incidence rate for invasive female breast cancer in the UK is approximately 170 cases per 100,000 women, with the highest rates observed in women aged 50 to 70 years, who are routinely invited for NHS breast screening (Cancer Research UK, 2024). This high prevalence underscores the substantial burden of disease and highlights the importance of timely diagnosis and continued surveillance within this demographic.(Cai et al., 2025).
Despite its high incidence, survival outcomes have improved significantly over the last few decades. Advancements in early detection through national screening programmes, coupled with more effective treatment protocols, have led to increased survival. The five-year survival rate now stands at over 85%, and ten-year survival exceeds 76% (Cancer Research UK, 2023; Allemani et al., 2018). Consequently, the UK has a growing population of breast cancer survivors, many of whom live with long-term consequences of their diagnosis and treatment. This shift from acute cancer care to survivorship has brought increased attention to quality of life and psychological well-being in post-treatment life.
Although survivorship is often presented as a medical success, it comes with complex physical, emotional, and psychological challenges. Survivors may continue to experience persistent fatigue, pain, or lymphoedema, in addition to facing employment difficulties, altered family roles, and financial strain (Maher, 2010; Foster & Fenlon, 2011). These challenges frequently intersect with mental health outcomes, making the psychosocial aspect of breast cancer a critical focus for research and care.
[bookmark: _Toc29929]1.2 Psychological Impact of Breast Cancer
A diagnosis of breast cancer is often described by patients as a life-altering event, associated with high levels of emotional trauma, uncertainty, and fear. From the point of diagnosis through treatment and into survivorship, women are at increased risk of experiencing significant psychological distress. Depression, anxiety, post-traumatic stress disorder (PTSD), and adjustment disorders are among the most frequently reported conditions (Burgess et al., 2005; Carreira et al., 2018). A UK-based longitudinal study by Burgess et al. (2005) reported that over 50% of women with early breast cancer experienced depression, anxiety, or both in the first year following diagnosis, with some symptoms persisting five years post-treatment.
The psychological burden is often exacerbated by the physical consequences of treatment. Mastectomy and other surgical interventions may alter body image and perceptions of femininity, leading to reduced self-esteem and sexual dysfunction (Fobair et al., 2006; Grassi et al., 2004). Chemotherapy and hormone therapy may induce premature menopause, cognitive impairments, or chronic fatigue, which further impair psychological adjustment (Rehse & Pukrop, 2003). A recent systematic review and meta-analysis by Mudiyanselage et al. (2025) reported that 10% of breast cancer patients experience suicidal ideation, with suicide risk being higher among younger women and those with advanced cancer stages. The review highlighted that unmarried status further increases risk, emphasizing the need for comprehensive mental health support for women with breast cancer
Furthermore, the fear of cancer recurrence (FCR) has been recognised as a major psychological concern. Studies show that over 70% of breast cancer survivors report moderate to high levels of FCR, which can persist for many years and is associated with anxiety and reduced quality of life (Simard et al., 2013; Lebel et al., 2016). Psychological impacts also vary across demographic groups. Younger women, for instance, tend to report greater levels of distress than older women, potentially due to concerns related to fertility, child-rearing, and disrupted life plans (Howard-Anderson et al., 2012). A study of Kim et al.(2023) found that cancer survivors of Black/African American race/ethnicity, those who were unmarried, with lower income, lower education, or living in rural areas, experienced poorer mental health. The research highlights that socioeconomic disadvantage, limited social support, and minority status are significant risk factors for adverse mental health outcomes among cancer survivors, including those with breast cancer.
Despite the high prevalence of psychological distress, many women do not receive adequate support. Factors such as stigma, limited awareness of available services, and insufficient training among healthcare professionals often result in underdiagnosis and undertreatment of mental health conditions in breast cancer patients (Fann et al., 2008; Van Beek et al., 2022).
[bookmark: _Toc8480]1.3 Mental Health and Cancer Care in the UK
In recent years, there has been a growing recognition of the importance of integrating mental health care into routine oncology services. In the United Kingdom, the National Institute for Health and Care Excellence (NICE) has established guidelines recommending the routine assessment of psychological needs among cancer patients (NICE, 2021). The guidelines advocate for a stepped-care model, ensuring that patients with mild distress receive self-management resources or counselling, while those with more severe needs are referred to specialist psychological services (NICE, 2018).
Despite these policy recommendations, implementation in practice remains inconsistent. A recent large-scale survey by Breast Cancer Now (2025) found that the most significant gap in support for people affected by breast cancer across the UK was around their mental health and wellbeing, with many reporting unmet emotional needs at various stages of their cancer experience. Limited availability of psycho-oncology services, long waiting times, and regional disparities in mental health provision contribute to these challenges (Scott and Hoskin, 2024). Moreover, clinicians often prioritise physical health outcomes over emotional well‑being due to time constraints, lack of training, or systemic pressures within the NHS. (Fernando et al., 2023).
Community and voluntary sector organisations have attempted to fill this gap through peer support groups, helplines, and digital resources. However, access to these services may be uneven, and evidence on their effectiveness in improving clinical mental health outcomes is still emerging (Bender et al., 2011).
In the context of evolving survivorship care, ensuring comprehensive and equitable access to mental health support is essential for improving outcomes and quality of life among women with breast cancer. Understanding the scope and impact of mental health issues within this population is therefore vital for informing service development, clinical guidelines, and research priorities (Cristiane Bergerot et al., 2023).
[bookmark: _Toc9652][bookmark: _Toc7131]Prevalence and Nature of Mental Health Challenges
A growing body of research, including meta-analyses and systematic reviews, demonstrates that breast cancer survivors are at a higher risk of experiencing anxiety and depression compared to women with no history of cancer. For example, a meta-analysis found that the prevalence of depression and anxiety among breast cancer patients was up to 32.2% and 41.9%, respectively (Wang et al., 2020). Another review estimated that 34% of women with breast cancer experience clinically significant anxiety, 31% experience post-traumatic stress, and 20% experience depression in the period following diagnosis (Fortin et al., 2021). These risks are especially pronounced in the first few years after diagnosis and are more severe in younger women and those with advanced disease (Forbes et al., 2024). Importantly, the risk of anxiety remains significantly increased for at least two years, and depression for up to four years after diagnosis, while sleep disorders and chronic fatigue are also prevalent, often lasting five to ten years post-diagnosis. These symptoms are closely interrelated, creating a cycle of psychological and physical distress that can severely impair daily functioning (Fortin et al., 2021; Wang et al., 2020; Forbes et al., 2024).
[bookmark: _Toc27190][bookmark: _Toc6327]Additional Psychological and Physical Sequelae
Beyond the commonly reported symptoms of anxiety and depression, breast cancer survivors frequently experience a range of additional psychological and physical sequelae that can significantly impact their quality of life. One such under-recognized but highly prevalent issue is sexual dysfunction(Chang et al., 2023). Research has shown that breast cancer survivors are at a significantly higher risk of experiencing sexual health problems compared to women without a cancer history(Hernández-Blanquisett et al., 2022). These issues include decreased libido, vaginal dryness, dyspareunia (pain during intercourse), and difficulties achieving orgasm, largely attributed to the effects of chemotherapy, hormonal therapies (e.g., tamoxifen, aromatase inhibitors), premature menopause, and body image changes following surgery or radiation (Elliott et al., 2024). Despite its prevalence, sexual dysfunction is often inadequately addressed in routine oncological follow-up, highlighting a gap in holistic survivorship care (Boquiren et al., 2015).
In addition to sexual dysfunction, survivors commonly report chronic pain, lymphedema, and peripheral neuropathy, which contribute to long-term physical disability and psychological distress. Persistent pain following treatment—particularly after surgery or radiation—has been linked to heightened levels of anxiety, sleep disturbances, and depressive symptoms, creating a cycle of psychological burden that may persist for years post-treatment (Forbes et al., 2024; Fortin et al., 2021). Lymphedema, a swelling typically in the arms due to lymph node removal or radiation, can be both physically debilitating and emotionally distressing, affecting body image and limiting daily activities (Hidding et al., 2014).
Another area gaining attention is cognitive dysfunction, often referred to as “chemo brain” or cancer-related cognitive impairment (CRCI). This includes difficulties in memory, attention, executive functioning, and information processing speed. While some survivors report these symptoms subside over time, others experience lasting effects that interfere with occupational performance, social interactions, and self-esteem (Paltrinieri et al., 2024). Recent research of Blaes et al. (2023)suggests that inflammation, hormonal changes, and stress may affect the mental and physical health of breast cancer patients. Treatments like chemotherapy can disrupt hormones and cause mood changes, while chronic stress may increase inflammation, making recovery more difficult(Walker, Chan and Vardy, 2022). These factors are now being studied to improve support for patients during and after treatment (Vignjević Petrinović et al., 2023). More longitudinal, high-quality studies are needed to clarify these associations and to develop effective cognitive rehabilitation strategies.
Overall, addressing these multidimensional challenges requires a comprehensive, multidisciplinary survivorship care model that goes beyond cancer eradication to encompass sexual health, pain management, mental wellbeing, and cognitive support.
[bookmark: _Toc31754][bookmark: _Toc22891]Risk of Suicidal Ideation and Contributing Factors
The risk of suicidal ideation and self-harm is also elevated among breast cancer survivors, particularly in younger women and those with advanced disease. The risk is highest in the initial years following diagnosis and is associated with the severity of depression and lack of social support (Forbes et al., 2024). Demographic and clinical factors such as younger age at diagnosis, advanced cancer stage, aggressive treatments, and physical comorbidities increase psychological vulnerability. Socioeconomic factors, including lower income, lack of social support, and pre-existing mental health issues, are significant predictors of adverse outcomes. Social isolation is common, and many women report feeling more isolated at the end of treatment than at diagnosis (Paltrinieri et al., 2024; Elliott et al., 2024).
[bookmark: _Toc23603][bookmark: _Toc13859]Lived Experiences and Unmet Support Needs
Qualitative research provides valuable insight into the lived experiences of women with breast cancer. Many describe the diagnosis as shocking and distressing, accompanied by fear, anger, confusion, and guilt. Coping mechanisms vary widely; some women demonstrate resilience, while others experience prolonged psychological distress. The emotional impact is influenced by personal beliefs, family support, and the quality of communication with healthcare professionals. Changes in body image, femininity, and sexuality are central to the psychological experience of breast cancer, with stigma and concerns about attractiveness and desirability leading to withdrawal from intimate relationships and social activities (Hughes et al., 2024; Schmidt et al., 2024). Many women report a lack of information and support regarding the psychological effects of breast cancer, with only a minority receiving information about the potential long-term mental health effects. There is a clear need for better integration of psychological support into routine cancer care, as unmet needs and gaps in support are frequently reported (Hughes et al., 2024; Elliott et al., 2024).
[bookmark: _Toc8122][bookmark: _Toc13679]Long-Term Trajectory and Quality of Life
Long-term psychological symptoms often persist well beyond the end of active treatment, with some women experiencing anxiety, depression, and fatigue for up to a decade post-diagnosis. Although the risk of mental health disorders diminishes over time, it remains elevated compared to the general population. Mental health problems significantly reduce quality of life, affecting relationships, employment, and overall well-being. Women with unresolved psychological symptoms are less likely to return to work and more likely to experience social isolation and financial difficulties (Forbes et al., 2024; Paltrinieri et al., 2024)).
[bookmark: _Toc31309][bookmark: _Toc24926]1.4 Interventions, Policy, and Research Gaps
Early identification and management of mental health problems are crucial for improving outcomes among breast cancer survivors. Routine screening for anxiety, depression, and other psychological symptoms should be integrated into breast cancer care pathways. Psychological interventions, including cognitive-behavioural therapy, support groups, and psychoeducation, have been shown to reduce distress and improve quality of life. Peer support and survivorship programmes can help reduce isolation and promote coping. Greater awareness and training for healthcare professionals are needed to improve detection and management of mental health problems in breast cancer survivors, particularly regarding sensitive issues such as sexual dysfunction and body image. There remains a need for more UK-based longitudinal studies to better understand the long-term psychological trajectory of breast cancer survivors, and research into interventions for fatigue, sexual dysfunction, and cognitive symptoms is particularly lacking (Paltrinieri et al., 2024); Hughes et al., 2024; Elliott et al., 2024).
[bookmark: _Toc18315][bookmark: _Toc24973]Key Mental Health Outcomes Table:
	Mental Health Outcome
	Evidence of Increased Risk
	Duration Post-Diagnosis
	Key References

	Anxiety
	Yes
	2+ years
	Fortin et al., 2021; Wang et al., 2020

	Depression
	Yes
	4+ years
	Wang et al., 2020; Forbes et al., 2024

	Sleep Disorders
	Yes
	5–10 years
	Fortin et al., 2021; Paltrinieri et al., 2024

	Fatigue
	Yes
	5–10 years
	Paltrinieri et al., 2024; Forbes et al., 2024

	Sexual Dysfunction
	Yes
	Long-term
	Elliott et al., 2024

	Pain
	Yes
	Long-term
	Forbes et al., 2024; Paltrinieri et al., 2024

	Cognitive Dysfunction
	Mixed
	Unclear
	Paltrinieri et al., 2024

	Suicidal Ideation/Self-Harm
	Yes
	Early years
	Forbes et al., 2024
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[bookmark: _Toc4285]Conclusion
In summary, breast cancer has a profound and lasting impact on the mental health of women in the United Kingdom. Anxiety, depression, fatigue, sleep disorders, and sexual dysfunction are prevalent and often persist for years after diagnosis and treatment. The risk is highest in the early years post-diagnosis and among younger women, those with advanced disease, and those lacking social support. Despite the high burden, psychological needs are frequently unmet, highlighting the need for integrated mental health care, routine screening, and tailored interventions within breast cancer services. Addressing these challenges is essential for improving quality of life and long-term outcomes for the growing population of breast cancer survivors in the UK.
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[bookmark: _Toc29685][bookmark: _Toc20614]2.1 Introduction
Breast cancer remains the most commonly diagnosed cancer among women in the United Kingdom, affecting over 55,000 new cases each year. Recent improvements in early detection and treatment have significantly increased survival rates, with around 80% of women now surviving ten years or more after diagnosis. As the survivor population grows, the long-term psychological impact of breast cancer has become a central concern for clinicians and researchers alike.(Moore et al., 2022).
Survivors often face complex psychological and social challenges that persist beyond the completion of primary treatment, including anxiety, depression, sleep disturbances, chronic fatigue, sexual dysfunction, cognitive complaints, and concerns about body image. These symptoms not only reduce quality of life but may affect treatment adherence, social relationships, employment, and overall wellbeing.  The experience of diagnosis, treatment, and survivorship is often accompanied by substantial psychological distress, including anxiety, depression, sleep disorders, fatigue, pain, and sexual dysfunction(R. et al., 2023). These mental health challenges can endure for years, deeply affecting quality of life, social relationships, and the ability to return to work or engage in daily activities (Fortin et al., 2021; Wang et al., 2020). This review synthesizes evidence from large-scale cohort studies, qualitative investigations, and systematic reviews to explore the breadth and depth of mental health challenges confronting breast cancer survivors in the UK.(Falagas et al., 2007)
[bookmark: _Toc1396][bookmark: _Toc30163]2.2 Epidemiology and Mental Health Burden
National audits and cohort studies consistently reveal that breast cancer survivors face a significantly elevated risk of mental health disorders compared to the general population. A matched cohort study by Carreira et al. (2021), utilizing the CPRD database, identified that breast cancer survivors are at notably higher risk for anxiety (hazard ratio [HR] = 1.33), depression (HR = 1.35), fatigue (HR = 1.28), pain (HR = 1.22), sleep disorders (HR = 1.68), and sexual dysfunction (HR = 1.27) for up to ten years post-diagnosis. These results are supported by a breadth of longitudinal and cross-sectional research, highlighting the lasting mental health impact of breast cancer survivorship. 
Furthermore, recent NHS audits report that depression affects approximately 25% of breast cancer survivors, with a similar proportion struggling with persistent anxiety following treatment. Sleep disturbances, fatigue, and pain are prevalent in over half of survivors during the first five years post-diagnosis, with some symptoms continuing even a decade later (Davide Soldato et al., 2023). Population-based studies suggest that the highest mental health risks occur during and immediately after active treatment; however, for many survivors, psychological distress remains a chronic concern well beyond this period.(Monroy-Iglesias et al., 2024)
These findings emphasize the critical need for integrated mental health support throughout the cancer care continuum, from diagnosis through long-term survivorship, to address the sustained psychological burden experienced by breast cancer survivors.
[bookmark: _Toc30935][bookmark: _Toc11249]2.3 Qualitative Insights and Survivor Narratives
Qualitative evidence offers in-depth perspectives on how breast cancer affects women’s psychological and social lives in the UK. Sophie et al. (2025) conducted interviews revealing themes of persistent fear of recurrence, altered body image, emotional isolation, and strained relationships, particularly prevalent among younger survivors. Studies by Boland V. et al. (2020) and (Ahn and Suh, 2023) highlight a recurring sense of loss of femininity, identity, and intimacy, which are not always mitigated by completion of treatment or positive prognoses.
Many women describe difficulties communicating their worries to clinicians, while family members themselves often experience significant distress. Emotional support from partners, children, and friends is crucial for adjustment, but concerns about upsetting loved ones sometimes drive women to internalize their distress. These studies indicate that psychological challenges are complex, multifaceted, and frequently entwined with social and relational factors (Yi et al., 2015).
[bookmark: _Toc22716][bookmark: _Toc12150]2.4 Social, Economic, and Ethnic Disparities
Socioeconomic and ethnic disparities have a profound and complex influence on the mental health outcomes of breast cancer survivors in the United Kingdom. Evidence indicates that women from lower socioeconomic backgrounds encounter greater psychological distress, experience reduced quality of life, and are less likely to access psychosocial support services compared to their more affluent counterparts (Slade et al., 2024). Financial hardship due to lost income during treatment, costs associated with travel to care centres, and limited resources for supplementary therapies compound this vulnerability, often leading to feelings of stress, isolation, and helplessness (Elliott et al., 2024). 
Minority ethnic groups face unique barriers that intensify these challenges. Hirko et al. (2022) and Flynn et al., (2025) document that linguistic obstacles, discrimination within healthcare environments, and cultural stigma surrounding mental health frequently hinder effective communication, timely diagnosis, and the acceptance of psychological support (Hirko et al., 2022; Flynn et al., 2025). In many cases, cultural expectations regarding stoicism or privacy further discourage women from seeking help, resulting in under-diagnosis of mental health conditions and limited engagement with available support (Public Health England, 2021).
Regional analyses reveal significant variation in survivor experiences. Those living in deprived urban or rural settings are disproportionately affected; they are more likely to report elevated symptom burden, greater levels of fatigue, depression, anxiety, and overall poorer health-related quality of life (McGarvey et al., 2020). These women also encounter more frequent service gaps, with a lack of accessible mental health clinics, support groups, and culturally appropriate interventions exacerbating feelings of abandonment and distress (Elliott et al., 2024). Such disparities mean that the postcode lottery remains a reality for breast cancer survivors’ psychological care.
Despite sustained NHS commitment to tackling health inequalities, service gaps persist across multiple dimensions. National reviews and policy briefings highlight that women in under-resourced areas frequently struggle to navigate the system, face long waiting times for psychological therapy, and rarely have access to peer networks or specialized interventions tailored for their needs (Public Health England, 2021). As a result, disparities in psychosocial outcomes are perpetuated and may even widen over time.
Addressing these intersecting inequities requires targeted policy action, improved funding, culturally sensitive programming, and proactive outreach to marginalized communities. Expanding tailored mental health services and reducing logistical, cultural, and structural barriers could make a tangible difference for thousands of breast cancer survivors, helping to mitigate the long-term emotional and social burden of the disease.
[bookmark: _Toc13778][bookmark: _Toc11127]2.5 Treatment Effects: Surgery, Chemotherapy, Radiotherapy
Medical treatment for breast cancer—including surgery, chemotherapy, radiotherapy, and hormone therapy—can profoundly shape psychological wellbeing in survivors. Mastectomy, often seen as a life-saving procedure, is frequently accompanied by severe body image disturbances, feelings of diminished femininity, and loss of sexual self-esteem(Dinapoli et al., 2021). Reports indicate that many women grapple with inadequacy and struggle to reestablish personal and intimate relationships after surgery, with impacts often lasting for years (Graham, 2024). Chemotherapy and endocrine therapies contribute to elevated rates of anxiety, depressive symptoms, fatigue, and sexual dysfunction, with younger patients often experiencing more pronounced psychological effects due to concerns over fertility, early menopause, and disrupted life plans (Izci et al., 2016). The intensity of these psychological symptoms—including depression, anxiety, sleep disturbances, and cognitive complaints—can often be at their worst during initial treatment and persist long after its completion (Catarina Lopes et al., 2022)
Radiotherapy, while less extensively discussed in comparison with other modalities, has also been independently linked to chronic pain, depressive symptoms, and challenges with cognitive functioning (Macmillan Cancer Support, 2023). For many survivors, late effects such as cognitive impairment and chronic fatigue further complicate a return to normal daily life, amplifying distress and limiting social and occupational participation(Joly et al., 2019). Additionally, early menopause and fertility loss resulting from aggressive treatments represent particularly distressing side effects for younger women, who face the double burden of health uncertainties and unmet family aspirations (Izci et al., 2016). The psychological impacts of such changes—ranging from grief for lost fertility to anxiety about future wellbeing—often require sensitive, ongoing support.
Collectively, these findings reinforce the urgent need for holistic, individualized survivorship care. Approaches must address both the physical consequences of treatment and the complex, long-term psychological sequelae experienced by breast cancer survivors. Comprehensive psychosocial assessment, shared decision-making, and integrative support services are vital to promote recovery, resilience, and lasting quality of life.
[bookmark: _Toc26479][bookmark: _Toc31543]2.6 Cognitive Function, Fatigue, and Pain
Persistent cognitive impairment, commonly termed "chemo brain" or cancer-related cognitive impairment (CRCI), represents a significant yet often under-recognized consequence of breast cancer treatment. Although widely reported by survivors, cognitive deficits involving memory, attention, processing speed, and executive function are frequently marginalized in clinical discourse, overshadowed by more visible or immediate physical health concerns. Retzer et al. (2023) note that such impairments can severely disrupt daily functioning, employment, and social engagement, suggesting that their impact extends beyond subjective inconvenience and into broader domains of survivorship quality. Despite growing acknowledgment of CRCI, clinical pathways for its assessment and management remain inconsistent and underdeveloped.
The persistence of these symptoms well beyond the treatment period challenges earlier assumptions that cognitive changes are transient side effects of chemotherapy. Palesh et al. (2025) highlight that for many women, cognitive symptoms continue for years post-treatment, contributing to chronic anxiety, reduced self-efficacy, and impaired psychosocial adjustment. Neuroimaging findings have substantiated these lived experiences, revealing structural brain alterations such as decreased grey matter volume in regions implicated in cognitive processing (Zhou et al., 2024). However, the causal mechanisms remain contested, with studies pointing to multifactorial origins—ranging from neuroinflammatory responses and hormonal fluctuations to oxidative stress and genetic predispositions. This complexity underscores a critical gap: the lack of standardized diagnostic criteria and biomarkers for CRCI, which impedes early detection and personalized intervention.
In parallel, cancer-related fatigue (CRF) emerges as another debilitating and poorly managed symptom. Described by survivors as a profound and unrelenting exhaustion that is unresponsive to rest, CRF significantly limits post-treatment recovery and reintegration into pre-illness roles (Macmillan Cancer Support, 2023). Unlike fatigue experienced in the general population, CRF is qualitatively different and often accompanied by emotional distress, yet remains inadequately addressed in routine care. The invisibility of fatigue and its fluctuating nature contribute to social misunderstanding, often leading survivors to internalize blame or frustration when support systems fail to recognize its severity.
Chronic pain—particularly in those who undergo mastectomy or lymph node dissection—further compounds the symptom burden. Graham (2024) links persistent post-surgical pain with heightened levels of anxiety and depression, suggesting a bidirectional relationship between physical and psychological distress. Despite being highly prevalent, chronic pain in breast cancer survivors is frequently normalized or minimized within the medical context, reflecting a systemic undervaluing of survivorship concerns that are not immediately life-threatening.
Critically, these three symptoms—cognitive impairment, fatigue, and chronic pain—do not occur in isolation. Instead, they frequently interact in complex, synergistic ways that exacerbate each other and create a cumulative toll on wellbeing. For instance, fatigue can impair cognitive performance, while persistent pain can disrupt sleep and concentration, contributing to both physical and mental deterioration(Van Dyk et al., 2018). The interdependence of these symptoms calls into question the efficacy of siloed approaches to survivorship care. Current models of follow-up often fail to capture the nuanced and evolving nature of post-treatment challenges, leaving survivors underserved and unsupported. What is needed is a shift toward integrated, multidisciplinary care frameworks that account for the intersecting biopsychosocial dimensions of survivorship. This includes not only improved clinical screening and management strategies but also policy-level recognition of the long-term impacts of cancer treatment. Without such a shift, breast cancer survivorship will continue to be marked by fragmented care, where persistent, quality-of-life-limiting symptoms are under-treated and survivors are left navigating complex health needs in relative isolation.
[bookmark: _Toc31342][bookmark: _Toc31327]Sexual Health and Intimacy
Sexual dysfunction is highly prevalent among breast cancer survivors, with up to 70% reporting difficulties such as reduced libido, vaginal dryness, pain during intercourse, and problems with emotional and physical intimacy. These challenges are not only physiological—often stemming from the effects of surgery, chemotherapy, radiation, and hormone therapy—but also psychological, as women navigate changes in body image, self-esteem, and identity after treatment. Stabile et al. (2017) and Gil‐Olarte et al. (2022) document that these issues are frequently neglected in routine clinical care, with healthcare providers often lacking the time, training, or comfort to initiate conversations about sexual health. As a result, many women are left without appropriate support, resources, or referrals to specialists such as sex therapists, gynecologists, or counselors. The stigma and embarrassment associated with sexual concerns further impede open communication, both in medical settings and within personal relationships, leading many women to suffer in silence. This lack of dialogue intensifies emotional distress, feelings of isolation, and strain on intimate partnerships, which can significantly impact overall quality of life and long-term psychosocial well-being. Addressing sexual dysfunction in survivorship care is therefore essential—not only to improve physical health outcomes but to support holistic recovery and empower women to reclaim their sense of self and intimacy after cancer.
[bookmark: _Toc671][bookmark: _Toc17568]2.7 Access to Psychosocial Interventions and NHS Support
Psychological therapy, including cognitive-behavioral therapy (CBT), psycho-educational interventions, and supportive-expressive group therapy, alongside support groups and exercise programmes, has demonstrated consistent efficacy in reducing distress, anxiety, and depression among breast cancer survivors. These interventions contribute not only to improvements in mood but also to enhanced overall quality of life and psychological resilience during and after treatment (Bellver-Pérez A. et al, 2019). Psychological group therapies help survivors develop coping skills, reduce fear of recurrence, and foster personal growth and emotional well-being (Guarino et al., 2020). Exercise programmes complement psychological support by alleviating fatigue, reducing anxiety, and improving physical functioning, thereby enhancing mental health outcomes (Sweegers et al., 2017). 
However, disparities in access to these essential services persist. Gudenkauf and Ehlers, (2018) highlight significant inequalities in NHS service provision, noting that many survivors outside major urban centers have limited access to psychological therapies and supportive care resources. Parliament.uk, (2021) audits reveal that almost 50% of breast cancer survivors report inadequate assistance for emotional or psychological problems during and after treatment. These gaps contribute to unaddressed psychological morbidity and limit survivors’ recovery potential.
To address these challenges, there is an urgent need to improve signposting and widen the availability of evidence-based psychological interventions across the cancer care pathway. Integrating mental health support proactively within oncology and survivorship services—and tailoring interventions to meet diverse survivor needs—will be critical to optimizing outcomes for the growing breast cancer survivor population (Cancer Research UK, 2017).
[bookmark: _Toc15477][bookmark: _Toc15472]Barriers to Mental Health Support and Service Gaps
Stigma, lack of awareness, and cultural obstacles all act to limit access to mental health care for vulnerable populations (Joulaei et al., 2024). NHS England acknowledges continued gaps in mental health assessments and supports for breast cancer survivors, especially in deprived regions and among individuals from minority backgrounds (NHS England, 2024). Women consistently call for earlier intervention, routine screening, and greater education about psychological risks associated with breast cancer, reflecting a critical unmet need (Von Ah et al., 2023).
[bookmark: _Toc5604][bookmark: _Toc14962]Protective Factors and Post-Traumatic Growth
Strong social support, meaningful relationships, and opportunities for post-traumatic growth serve as significant protective factors against poor mental health outcomes among breast cancer survivors (Lavoie et al., 2017). Research demonstrates that older survivors and those with strong support networks—whether through family, friends, peer groups, or community resources—have enhanced resilience and psychological adaptation, often developing a deeper appreciation for life and personal wellbeing after their cancer experience (Ruiz-Rodríguez et al., 2022). These positive changes reflect how post-traumatic growth can emerge even amid adversity, with survivors finding new sources of motivation, meaning, and connectedness in their lives (Groarke et al., 2016).
[bookmark: _Toc14895][bookmark: _Toc26985]Innovations and Future Directions
Current trends in breast cancer mental health care highlight the growing value of personalised, culturally sensitive interventions, digital health solutions, and remote support options (NHS Confederation, 2023). NHS Improvement and recent research advocate for comprehensive mental health screening and support to be seamlessly integrated into the cancer care pathway, ensuring that all patients receive holistic psychosocial care (NHS England, 2024). Innovations such as social prescribing, telemedicine, and survivor peer networks have demonstrated promise in addressing persistent gaps, enhancing accessibility, and improving outcomes for diverse survivor populations (NHS Confederation, 2023).
[bookmark: _Toc11062][bookmark: _Toc10176]Conclusion
Breast cancer’s psychological impact on UK women is substantial and multifaceted. Survivors often carry elevated risks of anxiety, depression, sleep disturbances, pain, sexual dysfunction, cognitive impairment and body image issues long after treatment, with social disparities further compounding these challenges. More integrated, patient-focused care models—combining clinical interventions, psycho-social support, education, and peer groups—are urgently needed to improve survivorship experience and quality of life.(Marzorati, Masiero and Pravettoni, 2024)
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[bookmark: _Toc12124][bookmark: _Toc30836]Chapter 3: Methodology
[bookmark: _Toc2669][bookmark: _Toc23258]3.1 Introduction
The methodology chapter details the rigorous, transparent, and systematic approach used to conduct this review on the psychological impact of breast cancer in the United Kingdom. The study employed a systematic review framework, following the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2020 guidelines. Critical Appraisal Skills Programme (CASP) tools guided quality assessment and risk of bias appraisal. This chapter outlines the research design, protocol registration, eligibility criteria, search strategy, study selection, data extraction, quality appraisal, synthesis methods, and ethical considerations central to the integrity and reproducibility of this research.
[bookmark: _Toc15135][bookmark: _Toc3860]3.2 PRISMA Framework Explanation
[bookmark: _Toc14857][bookmark: _Toc5460]3.2.1 Rationale for PRISMA
The PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) statement is an internationally recognized guideline for transparent and thorough reporting of systematic reviews and meta-analyses. PRISMA's 27-item checklist and flow diagram standardize the reporting of literature identification, screening, study eligibility, and inclusion/exclusion justifications, thus enhancing review transparency, completeness, and reproducibility. By following PRISMA, this review ensures full and accurate documentation of the review process, facilitating critical appraisal by readers.
[bookmark: _Toc17983][bookmark: _Toc14908]3.2.2 PRISMA Checklist and Flow Diagram
All components of the systematic review- from title, abstract, and methodology through results, discussion, and funding—were meticulously structured to align with the PRISMA 2020 checklist, which is comprised of 27 key items designed to promote transparency, completeness, and reproducibility in reporting systematic reviews (PRISMA, 2020). Each manuscript section integrated reporting recommendations specific to its purpose: for instance, the abstract followed PRISMA’s dedicated abstract checklist to present clear goals, methods, results, and conclusions, while the methods section described systematic search strategies, eligibility criteria, and study selection processes in detail, as recommended by PRISMA and supporting best practice guides (PRISMA, 2020). 
A core element of PRISMA is the use of a flow diagram that visually records every step of the literature search and study inclusion process. The diagram provides a succinct summary of records identified through various databases and additional sources, progress through screening by eligibility and inclusion criteria, and reasons for excluding studies at each stage. This visual tool is especially useful for illustrating the pathway from the initial, wide-ranging literature search to the final body of evidence upon which conclusions are drawn. For each major decision point—such as de-duplication, abstract screening, full-text eligibility, and reasons for exclusion—the diagram annotates the corresponding numbers, helping readers to interpret where and why records were lost or retained, and ensuring that reviewer decisions are fully traceable (Page et al., 2021; PRISMA, 2020).
Detailed reporting was further supported by the expanded PRISMA checklist, which documents procedural elements such as reviewer roles, use of automation tools for screening, protocols and registration, search strategies for all databases, and synthesis methods. The checklist was routinely completed and reviewed throughout the writing and documentation process, facilitating consistent adherence to high-quality reporting standards. By combining both the checklist and the flow diagram, the review offers an explicit audit trail of all study identification, selection, exclusion, and inclusion steps, thereby allowing peer reviewers, editors, and other stakeholders to critically appraise the reliability and validity of the review. Such comprehensive documentation was integral to the credibility and academic rigor demanded of systematic reviews published in leading journals and recommended by leading methodological bodies (PRISMA, 2020; Page et al., 2021).
[bookmark: _Toc4844][bookmark: _Toc829]3.3 Protocol and Registration
Prior to commencing the review, a comprehensive protocol was meticulously developed, incorporating the research objectives, eligibility criteria, databases to be searched, detailed search strategy, and planned methods for data synthesis and analysis. This protocol followed internationally recognized guidance for systematic reviews, including both the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) standards and the Critical Appraisal Skills Programme (CASP) approach to ensure methodological rigor and transparency.
Adherence to the protocol was routinely monitored during the review process as recommended by CASP best practice. Any deviations—such as the incorporation of additional eligible sources, expansion of databases, or modification of data extraction items—were systematically logged and fully justified in the review documentation. All protocol changes were considered with potential bias and methodological integrity in mind, using the CASP tool to continually assess the clarity and appropriateness of the study design, recruitment, and methods (CASP, 2018).
By following these steps, this review upholds high scientific standards, supporting the credibility of findings and ensuring replicability for future research.
[bookmark: _Toc29798][bookmark: _Toc9473]3.4 Study Design and Rationale
A systematic review was selected as the methodological foundation for this study in order to offer the most comprehensive, evidence-based synthesis possible of psychological challenges, interventions, and outcomes experienced by breast cancer survivors in the UK. Unlike traditional narrative reviews, systematic reviews utilize explicit and replicable procedures, including standardized literature searches, rigorous eligibility criteria, structured data extraction, and transparent synthesis methods, all of which are designed to minimize bias and enhance reproducibility of findings (PRISMA, 2020). By adhering to these rigorous steps, the review not only answers well-defined research questions but also facilitates the integration of evidence from diverse primary studies—spanning randomized trials, cohort studies, and qualitative research—thereby generating nuanced insights that can shape clinical practice, influence policy development, and inform future research agendas (Kemp et al., 2022). 
This approach enabled a multi-dimensional mapping of survivorship issues, revealing patterns in psychological symptoms and the effectiveness of available interventions, while also highlighting significant gaps such as underrepresentation of domains like chronic pain, sexual dysfunction, and financial hardship (Khajoei et al., 2023). By applying a systematic review framework, the study systematically tracked the entire literature landscape, documented all reviewer decisions and rationale, and mapped outcomes using established frameworks for survivorship care quality. Not only did this methodology identify where interventions succeed or fail, it also spotlighted areas in need of further research and improved clinical guidelines, supporting the ongoing evolution of UK breast cancer survivorship care. Ultimately, such structured, evidence-based reviews ensure the findings are credible, impactful, and actionable for healthcare providers, policy-makers, and the broader research community (PRISMA, 2020).
Research Question
What is the impact of breast cancer diagnosis and treatment on the mental health of women in the United Kingdom?
[bookmark: _Toc7567]Research Aim and Objectives
[bookmark: _Toc24007]Aim
This research aims to study the impacts of breast cancer diagnosis and treatment on women's mental health in the United Kingdom, with a focus on quality of life, emotional distress, anxiety, and depression.
[bookmark: _Toc5417] Objectives
The research identified the below three objectives:
1. To investigate the psychological disturbance in UK women who have been diagnosed with breast cancer.
2. To evaluate the different forms of treatment (for example radiotherapy, chemotherapy, and mastectomy) affect mental health.
3. To determine the elements—such as treatment results, socioeconomic condition, and social support and image which can trigger psychological discomfort.
[bookmark: _Toc26409][bookmark: _Toc26065]3.5 Eligibility Criteria
Clear inclusion and exclusion criteria were developed to ensure relevant and high-quality evidence was reviewed:
Population: The review focused on women aged 18 years or older who had been diagnosed with primary breast cancer and were residents of the United Kingdom. This inclusion criterion ensured that the population studied was representative of adult breast cancer survivors within the UK, where healthcare systems, cultural factors, and survivorship needs might differ from other countries. To broaden the evidence base while maintaining relevance, studies that included only women or other cancer types—were eligible only if the data specific to breast cancer survivors could be extracted separately. This approach ensured that findings would accurately reflect the targeted survivor group without confounding from other populations, thereby increasing the applicability of results to UK breast cancer survivors.
Interventions: Studies were included if they investigated psychological, supportive, or psychosocial interventions intended to address the mental health and well-being of breast cancer survivors. This encompassed a wide spectrum of interventions, ranging from formal therapy modalities like cognitive-behavioral therapy and counseling to supportive care measures such as peer support groups and educational programs. Observational studies examining the psychological impacts of breast cancer, without an active intervention, were also considered. Including such studies allowed for a comprehensive understanding of the psychological challenges faced by survivors as well as the effectiveness of various supportive approaches.
Outcomes: The review considered a variety of psychological and quality of life outcomes known to affect breast cancer survivors. These included clinical and subclinical symptoms of depression, anxiety, post-traumatic stress disorder (PTSD), and adjustment disorders. Additionally, patient-reported outcomes relating to quality of life—such as fatigue, body image issues, sexual dysfunction, and cognitive symptoms often grouped under "chemo brain"—were also included. This broad outcome scope enabled a holistic examination of both mental health disorders and related psychosocial sequelae that impact daily functioning and overall well-being in survivorship.
Study Design: To capture the full range of evidence, a broad range of study designs was eligible. This included qualitative research that provides rich, in-depth insights into survivor experiences; quantitative studies such as randomized controlled trials (RCTs) that test intervention effects; cohort and case-control observational studies that explore associations and risk factors; cross-sectional studies that capture prevalence and correlates; and mixed-methods research that combines qualitative and quantitative approaches. Adopting this inclusive design criterion enhanced the capacity to triangulate findings, strengthen evidence synthesis, and provide actionable recommendations.
Language and Date: Only peer-reviewed articles published in English were included to ensure accessibility and consistency in quality appraisal. The publication date range was restricted to studies published between January 2015 and 2025. This time frame was chosen to reflect contemporary breast cancer treatment modalities, psychosocial care advancements, and healthcare contexts relevant to current UK practice. Limiting to recent literature helped ensure the review findings would be applicable to modern survivorship care.
Setting: Included studies were required to be conducted within the UK or to present subgroup data that distinctly represented the UK population. This geographical focus was critical to ensure contextual relevance, given the variations in healthcare systems, social determinants, and survivor support frameworks that differ worldwide. Restricting to UK-specific data strengthens the applicability of the findings for informing local clinical guidelines, policy, and service development.
Exclusion Criteria: Studies were excluded if their focus fell solely on cancers other than breast cancer, reflecting the need for a targeted investigation of survivorship issues unique to breast cancer patients. Research involving male breast cancer survivors and paediatric populations was also excluded to maintain homogeneity in the adult female survivor population under study. Grey literature, such as theses, reports, or unpublished data, was excluded to prioritize peer-reviewed, scientifically vetted evidence that meets higher methodological standards. Conference abstracts without full peer-reviewed manuscripts were omitted due to insufficient detail and review rigor. Similarly, non-peer-reviewed sources—such as opinion pieces, editorials, or narrative reviews—were excluded as they do not provide original empirical data or robust evidence for synthesis.
These detailed inclusion and exclusion criteria closely align with best practices recommended in the PRISMA 2020 statement to minimize bias, improve reproducibility, and enhance the relevance and credibility of systematic reviews. Explicitly defining these criteria also facilitates clear and consistent study screening and selection, providing a transparent methodological foundation for the review process. This rigor ultimately supports the validity of the review’s conclusions and the potential impact of its recommendations on breast cancer survivorship care in the UK.
[bookmark: _Toc16443][bookmark: _Toc12957]3.6 Information Sources and Search Strategy
A comprehensive, librarian-verified electronic search was conducted in the following databases: MEDLINE/PubMed, EMBASE, PsycINFO, CINAHL, Web of Science, Scopus, and Cochrane Library. Supplementary hand-searching included key journals, reference lists, and relevant UK cancer and health services websites.
[bookmark: _Toc31775][bookmark: _Toc26209]3.6.1 Search Terms
Searches utilized controlled vocabulary (e.g., MeSH) and free-text terms for "breast cancer", "psychological", "mental health", "depression", "anxiety", "quality of life", "suicide", "fatigue", "sexual function", "cognition", "United Kingdom", and "survivorship". Boolean operators combined terms to capture the widest set of relevant studies. Example search strategy (MEDLINE):
text
(breast neoplasms[MeSH Terms] OR "breast cancer" OR "mammary carcinoma") AND(mental health OR psychological OR depression OR anxiety OR suicide OR quality of life OR fatigue OR cognition OR "sexual dysfunction") AND("United Kingdom" OR UK OR England OR Scotland OR Wales OR "Northern Ireland")
Grey literature was intentionally excluded to focus on peer-reviewed empirical work relevant for clinical and policy contexts.
[bookmark: _Toc8602][bookmark: _Toc14670]3.7 Study Selection Process
The study selection process was carefully structured into two distinct phases to ensure a thorough and systematic assessment of eligible studies.
In the first phase, an initial screening of titles and abstracts was performed. This step involved independently reviewing the title and abstract of every record retrieved from the database searches to assess whether the study appeared to meet the pre-defined eligibility criteria. The goal during this phase was to rapidly exclude clearly irrelevant studies, such as those unrelated to breast cancer, studies focused on different populations, or studies that did not address psychological outcomes or interventions. This screening was conducted systematically to maximize efficiency while maintaining sensitivity, ensuring that potentially relevant papers were not prematurely excluded. Multiple reviewers independently screened the titles and abstracts to reduce subjective bias and increase reliability. Records were classified as “include,” “exclude,” or “unsure,” with those marked as “include” or “unsure” moving to the next phase. This primary filtering step is critical because the vast majority of initial search results are typically excluded here due to topic mismatch or not meeting basic inclusion criteria.
The second phase comprised a full-text review of all studies that passed the initial screening. During this more detailed examination, reviewers obtained the complete articles and evaluated them against the eligibility criteria with greater depth and precision. This included verification of population characteristics, intervention details, study design, outcomes reported, and setting to confirm suitability.
Reviewers applied rigorous judgment following the systematic review protocol, resolving ambiguities by consensus or consultation with a supervisor in cases of disagreement. 
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Figure 2: PRISMA Flow Chart



[bookmark: _Toc23143][bookmark: _Toc32715]At this stage, studies that failed to meet eligibility—for example, due to inadequate reporting of UK-specific data, inappropriate study design, or irrelevant outcomes—were excluded with the rationale documented. This phase ensures that only high-quality and relevant evidence is included for data extraction and synthesis.
Throughout both phases, the dual review process and collaborative resolution of discrepancies aimed to maintain accuracy and objectivity, minimizing errors or bias in study selection. The numbers of records included and excluded at each phase, alongside reasons for exclusions during full-text review, were transparently recorded and effectively visualized using the PRISMA flow diagram. This diagram provides a clear, stepwise account of the study identification, screening, eligibility assessment, and final inclusion, reinforcing the reproducibility and transparency of the review process.
By adopting this two-phase selection methodology—initial rapid screening followed by in-depth full-text review—the review optimizes rigor and efficiency, ensuring that final conclusions are drawn from relevant, high-quality, and appropriately contextualised studies.
3.8 Data Extraction
A standardized extraction form was piloted and iteratively refined. Key data were extracted by two reviewers and included:
Citation (authors, year, title, journal)
Study design and setting
Population details (sample size, demographics)
Interventions
Psychological outcome measures
Main findings for each outcome
Funding sources and declared conflicts of interest
Data inconsistencies were resolved via cross-checking. Authors of primary studies were contacted about missing or unclear data as required.
[bookmark: _Toc22064][bookmark: _Toc4283]3.9 Quality Assessment – CASP
The Critical Appraisal Skills Programme (CASP) checklists were used to assess study quality and risk of bias appropriate to design (separate tools for RCTs, cohort, or qualitative studies). CASP evaluates:
Study aim clarity
Appropriateness of methodology
Recruitment strategy and subject representativeness
Data collection and analysis rigor
Ethical considerations
Conclusions supported by data
Each study was rated as high, moderate, or low quality. Risk of bias summaries informed synthesis and interpretation, with sensitivity analysis where appropriate to test robustness of findings.
[bookmark: _Toc19060][bookmark: _Toc2597]3.10 Data Synthesis
[bookmark: _Toc26688][bookmark: _Toc19690]3.10.1 Qualitative Data
For qualitative outcomes, the review employed thematic synthesis as the primary method for aggregating and interpreting key findings. Thematic synthesis is a widely recognized, systematic approach to bring together qualitative data from multiple studies by identifying recurrent patterns and important divergences within participants' reported experiences and perceptions (Thomas and Harden, 2008). This method typically involves three stages: firstly, line-by-line coding of the qualitative data extracted from each study to capture meaningful units of information; secondly, organizing these codes into descriptive themes that remain closely tied to the primary data; and thirdly, the generation of analytical themes, where reviewers interpret the data at a higher conceptual level to develop new insights or theoretical constructs beyond the original studies’ findings.
Accordingly, the thematic synthesis in this review emphasized identifying frequent and consistent themes across studies, while also giving careful consideration to outlier or minority perspectives that provide a richer, more nuanced understanding of breast cancer survivors' psychological experiences. The approach was grounded in qualitative research traditions, aiming to preserve context and participant voices, but also sought synthesis that is relevant and actionable for clinical and policy decision-making. Where possible, evidence tables summarizing thematic findings were constructed, and narrative synthesis techniques were used to weave together complex qualitative evidence coherently. To assist visualization and interpretation, and where data permitted, forest plots or charts were also generated to illustrate trends, especially where quantitative elements were embedded within mixed-methods studies.
[bookmark: _Toc19141][bookmark: _Toc7294]3.11 Sensitivity Analysis and Quality Assurance
Sensitivity analyses were implemented to assess the robustness of the review findings. These analyses involved systematically excluding studies rated as low quality based on Critical Appraisal Skills Programme (CASP) criteria to determine whether such exclusions materially altered the conclusions. Additionally, subgroup analyses were conducted to explore the impact of study characteristics such as population demographics or specific intervention types on the overall synthesis results.
Quality assurance was embedded throughout the review process. Calibration exercises were undertaken to align reviewer interpretations during study selection and data extraction. Double screening was periodically instituted to maintain consistency and minimize bias, especially at crucial stages like full-text eligibility assessment. Furthermore, quality assurance checks and audits were performed at each analytical phase to ensure adherence to protocol, transparency of reporting, and data integrity.
[bookmark: _Toc11368][bookmark: _Toc14153]3.12 Ethical Considerations
Given that this systematic review entailed secondary analysis of published literature, formal institutional ethics approval was not required in accordance with established guidelines for systematic reviews and evidence syntheses (Khajoei et al., 2023); (Cochrane.org, 2022). Nevertheless, maintaining rigorous ethical standards was paramount throughout every stage of the review. All studies included in the final synthesis were verified as peer-reviewed research, which typically ensures that ethical approval was obtained and reported for any work involving human participants (Khajoei et al., 2023). Whenever available, the ethical approval status of primary studies was recorded and considered during quality appraisal, providing additional assurance of the ethical integrity of the underlying data. 
The review process was conducted with a clear respect for intellectual property rights, demonstrated by accurate referencing of all original sources and avoidance of plagiarism, consistent with academic and publishing norms  (Cochrane.org, 2022). Efforts were made to faithfully represent original authors’ findings, interpretations, and limitations, thereby upholding the rigor and honesty expected of systematic research (Khajoei et al., 2023). All extracted data and direct quotes were cited appropriately, ensuring transparency in both reporting and attribution.
Ethical considerations further encompassed transparency in reporting review methodology, decisions, and outcomes(Clovis M.F.,2024). Full documentation of search strategies, inclusion and exclusion criteria, screening and selection processes, as well as synthesis techniques was provided in line with PRISMA recommendations (Page et al., 2021). Such transparency supports the reproducibility of the review and enables independent critical appraisal, both important hallmarks of ethical research conduct.
Importantly, the synthesis process was guided by a commitment to equity and fairness, explicitly seeking to avoid interpretive bias that could marginalize or disadvantage any subgroup of breast cancer survivors, such as those from minority, socioeconomically deprived, or underrepresented backgrounds (Khajoei et al., 2023). Themes of inclusivity, representation, and sensitivity to disparities were incorporated into the review’s qualitative synthesis and discussion. By highlighting gaps and variations in care, the review aims to inform more equitable future research and health services for all breast cancer survivors.
[bookmark: _Toc29982][bookmark: _Toc5825]3.13 Limitations
While the methodology adhered stringently to PRISMA 2020 and CASP best practices, several limitations warrant acknowledgment. Firstly, publication bias remains a potential threat, given that studies with positive or significant results are more likely to be published. This may skew the synthesized evidence toward favorable outcomes. Secondly, the review’s exclusion of non-English language publications and grey literature, such as conference abstracts, theses, and organizational reports, potentially omitted valuable data, especially from more diverse or emerging expert communities.
Moreover, restricting the search to studies published from 2010 onward aimed to capture the most pertinent contemporary evidence but may have excluded seminal older works that contextualize survivorship challenges longitudinally. Finally, the inherent heterogeneity in study designs, populations, and outcome measures posed analytic challenges, limiting the extent to which quantitative meta-analysis could be conducted in favor of narrative and thematic synthesis.
The PRISMA checklist and CASP appraisal summaries are provided as supplementary material to enhance transparency and allow readers to assess the review’s comprehensiveness and quality thoroughly.
[bookmark: _Toc30352][bookmark: _Toc17284]3.14 Summary
This systematic review was conducted with rigorous adherence to PRISMA 2020 guidelines and robust quality appraisal through CASP. By transparently reporting every methodological step, this chapter provides a foundation for the validity and reproducibility of subsequent results and interpretations. The use of widely recognized frameworks ensures findings can confidently inform research, practice, and policy in UK breast cancer survivorship mental health.
[bookmark: _Toc2984]








Chapter 4: Thematic Analysis
[bookmark: _Toc12842][bookmark: _Toc30752]4.1 Discussion:
The themes identified in recent research on breast cancer survivorship and mental health in the UK reveal a broad spectrum of challenges that significantly affect women’s quality of life during and well beyond the acute phase of cancer treatment. Anxiety and depression are consistently documented as major psychological impacts, with large cohort studies demonstrating a 33–35% elevated risk compared to women with no cancer history, persisting for up to four years post-diagnosis and particularly pronounced in the early survivorship period and among younger women. Sleeplessness, fatigue, pain, and sexual dysfunction also emerge as long-term adverse effects, with many survivors reporting that these symptoms become chronic and have significant social and occupational repercussions.(Carreira et al., 2021). 
These findings underscore the biographical disruption experienced by survivors—many must renegotiate their personal identities, familial roles, and social relationships to accommodate persistent physical and cognitive symptoms. Sexual morbidity, for example, is highly prevalent, with survivors facing relational strain, changes in body image, and diminished intimacy, yet often receiving inadequate information and support from clinicians. Despite advances in medical treatment, the psychological and social aspects of recovery are frequently neglected, leaving many women feeling isolated and ill-prepared for the enduring effects on their mental health.(Breast Cancer Now, 2023).
The emotional turbulence and vulnerability that characterize survivorship are compounded by barriers to accessing appropriate support networks, particularly among older women, ethnic minorities, and those living in deprived socioeconomic circumstances. Uncertainty about recurrence and the future is heightened when women experience poor communication with healthcare professionals; many report not being involved in shared decision-making or lacking tailored information about managing mental health and sexuality after treatment. This points to a pressing need for culturally sensitive, multi-disciplinary survivorship services that address the wider determinants of health and proactively engage under-served groups.(Carreira et al., 2021). 
Additional recent research reinforces the importance of post-traumatic growth and resilience in breast cancer survivorship. A 2022 study confirms that nearly all women with breast cancer manifest meaningful post-traumatic growth, with the greatest changes observed in appreciation of life and personal resilience, and slightly lesser changes in self-perception and relationships with others. Systematic reviews suggest this growth is adaptive, resulting primarily from deliberate cognitive processing of traumatic cancer experiences and is strongly linked to the development of new values and priorities after treatment.(Michalczyk et al., 2022).
Furthermore, breast cancer survivors report higher post-traumatic growth than those with other cancers, indicating the unique psychological impact of this diagnosis and journey. Factors such as active coping, emotional release, and increased social support contribute significantly to positive outcomes. Transformative changes frequently include pursuit of new possibilities, redefined life goals, and enhanced interpersonal connections—even in the face of pain, loss, and uncertainty.(Huang et al., 2025).
This body of evidence strongly supports the need for targeted psychological interventions, resilience training, and structured peer support in clinical recovery pathways. Ongoing trials are focusing on how these approaches can alleviate fatigue, sexual dysfunction, and cognitive impairments, which remain under-addressed in current practice. Such research further motivates policymakers and clinicians to implement holistic, integrated survivorship models, with an emphasis on mental health screening, responsive information provision, and multidisciplinary care teams throughout the breast cancer trajectory.(Franco and Magno, 2023).
[bookmark: _Toc1913][bookmark: _Toc4985]4.2 Thematic Identification and Analysis:
[bookmark: _Toc22376][bookmark: _Toc20701]4.2.1 Theme 1: Emotional Turbulence and Vulnerability
[bookmark: _Toc32633][bookmark: _Toc5463]Emotional Impact and Onset
For many women, the diagnosis of breast cancer sets in motion a cascade of intense emotional upheaval, often destabilising their sense of self and disrupting everyday life. The discovery of cancer is frequently described as an existential shock, producing acute psychological responses including denial, fear of death, anxiety, hopelessness, and prolonged sadness (Rees, 2015; Trusson et al., 2016). These emotions are especially heightened during the initial stages of diagnosis and acute treatments such as surgery, chemotherapy, or radiotherapy, when women must rapidly adapt to new and often invasive routines. However, research consistently demonstrates that these forms of distress do not necessarily resolve when treatment ends; rather, they often continue into the survivorship period, manifesting as chronic anxiety, depressive symptoms, or ongoing preoccupation with the possibility of recurrence (McWilliams et al., 2023; Ring et al., 2021).
Survivors often emphasise that they feel profoundly unprepared for the psychological and emotional consequences of finishing active treatment. While the healthcare system is highly structured during medical interventions, there is often a notable decrease in professional contact and psychosocial support once cancer is deemed to be in remission. This transitional period commonly leaves women with a sense of abandonment, described by Rees (2015) and others as “falling off a cliff,” where they are suddenly left alone to cope with the emotional legacy of breast cancer without adequate guidance. Indeed, as Rees (2015) found in her UK cohort of young female survivors, approximately four-fifths of participants reported that they had not anticipated the emotional fallout of breast cancer and had not been provided with adequate preparation for the mental health consequences of survivorship.
Moreover, the emotional turbulence often extends beyond the psychological into physical reminders that inhibit recovery. Side effects such as fatigue, reduced mobility, and pain—particularly shoulder problems resulting from surgery or radiotherapy—can serve as persistent reminders of illness that prolong anxiety and prevent psychological closure (Bruce et al., 2018). In addition, age plays an influential role in determining both the emotional impact and coping strategies. For instance, older women have described decisions around adjuvant therapy as especially fraught, with choices about chemotherapy or targeted therapies carrying significant implications for quality of life and increasing feelings of vulnerability (Wyld et al., 2022; Ring et al., 2021). Meanwhile, younger survivors frequently experience breast cancer as a form of “biographical disruption,” where the illness interrupts life trajectories relating to education, family planning, career progression, and social belonging (Trusson et al., 2016).
[bookmark: _Toc26970][bookmark: _Toc4391]Uncertainty and Isolation
Uncertainty emerges as one of the most debilitating long-term challenges associated with breast cancer. Survivors often live with the unending fear of recurrence, even years after being declared cancer-free. This uncertainty undermines confidence in imagining or planning for the future, generating a prolonged state of anticipatory anxiety (McWilliams et al., 2023). Such fears are often exacerbated by the periodic surveillance and screening processes, where each medical consultation reignites anxiety about potential bad news. For some women in stratified breast cancer screening programmes, gaining personalised risk estimates has been reported to alleviate uncertainty; however, others have found these new forms of information distressing, as they highlight the lingering possibility of illness (McWilliams et al., 2023).
Equally pervasive is the feeling of isolation. Survivors describe difficulties articulating their experiences to family and friends, who may either lack the capacity or willingness to understand the depth of vulnerability cancer introduces (Rees, 2015). In many cases, friends and relatives expect a rapid return to “normal life” once active therapy ends, which can perpetuate feelings of marginalisation and invisibility for women who continue to grapple with fatigue, depression, or body image concerns (Trusson et al., 2016). Qualitative investigations highlight that this isolation is often amplified by healthcare interactions. Survivors sometimes perceive healthcare professionals as primarily concerned with clinical markers of disease rather than ongoing psychosocial issues, leaving women feeling dismissed or unsupported in addressing their mental health (Halkett et al., 2018).
Age-related differences in isolation are also pronounced. Younger women frequently describe a profound sense of being “different” from their peers, particularly during a life stage when many of their friends are pursuing education, building families, or advancing their careers (Rees, 2015). The visible and invisible scars of cancer, such as hair loss, mastectomy, or sexual dysfunction, add to this sense of disconnection from normative social milestones. For older survivors, isolation may stem from assumptions embedded in clinical care—such as an underestimation of their desire for aggressive therapy or insufficient treatment personalisation—which can diminish their sense of agency and self-worth (Wyld et al., 2022).
Nonetheless, research has also identified interventions that help mitigate these challenges. Peer counselling, for instance, has been shown to reduce psychological distress by creating communal spaces for women to share their stories with others who truly understand (Giese-Davis et al., 2016). Similarly, structured psychosocial interventions such as radiation therapist-led preparatory sessions or cognitive-behavioural stress management (Tang et al., 2020; Halkett et al., 2018) have been effective in reducing psychological vulnerability by addressing anticipatory anxiety, providing coping strategies, and fostering opportunities for empowerment. Additionally, mobile health interventions—such as text message support or mental health applications—suggest that technology can provide sustainable, accessible channels through which women may access psychosocial resources and feel less isolated (Singleton et al., 2019; BorjAlilu et al., 2023).
Taken together, the evidence highlights that emotional turbulence and vulnerability following breast cancer are multifaceted, shaped by age, social context, and structural healthcare practices. Survivorship is rarely a straightforward transition into recovery. Instead, it is characterised by ongoing uncertainty, biographical disruption, and profound isolation—challenging women at once emotionally, socially, and existentially. Without tailored emotional and psychosocial support, many remain at risk of enduring psychological vulnerability that extends far beyond the medical parameters of the disease.
[bookmark: _Toc18540][bookmark: _Toc17519]4.2.2 Theme 2: Search for Normalcy and Biographical Disruption
[bookmark: _Toc19529][bookmark: _Toc28452]Altered Identity and Loss
The experience of breast cancer is often conceptualised within UK qualitative research as a profound biographical disruption, where illness interrupts expected life trajectories and challenges deeply ingrained aspects of identity (Trusson et al., 2016). For many women, survivorship does not represent a simple return to their “old normal” but rather the beginning of a long and complex process of reconstructing the self in response to both physical and psychological changes. Alterations in body image following mastectomy, lumpectomy, hair loss, or weight fluctuations caused by treatments often result in a fractured sense of bodily integrity, which in turn destabilises self-confidence and perceptions of femininity (Rees, 2015).
This shift in bodily identity is compounded by ongoing treatment side effects such as fatigue, cognitive difficulties, or shoulder dysfunction after surgery, which serve as persistent reminders of illness (Bruce et al., 2018). The unpredictability of these long-term effects means that women frequently find themselves unable to resume previous roles, routines, or social identities with ease. Trusson et al. (2016) describe this transition as living within a state of liminality, where survivors are “betwixt and between” the categories of healthy and unwell. This instability often magnifies distress during milestones such as birthdays, family events, or follow-up medical appointments, where the confrontation with mortality resurfaces and heightens vulnerability.
Young women, in particular, identify this disruption as profoundly alienating, as cancer interrupts key life-course expectations including education, careers, or family building (Rees, 2015). This generates a feeling of being “out of step” with peers, reinforcing the perception of difference already established by the visible and invisible scars of illness. For older women, meanwhile, identity disruption may stem from challenges navigating treatment decisions and negotiating quality of life with survival outcomes (Ring et al., 2021; Wyld et al., 2022). Collectively, these experiences suggest that the search for normalcy after breast cancer remains elusive for many, with distress resurfacing in cycles long after remission.
[bookmark: _Toc14309][bookmark: _Toc14158]Adaptation and Post-Traumatic Growth
Despite the profound challenges posed by breast cancer, research also highlights the capacity for adaptation and redefinition of identity that often emerges in survivorship. Women commonly describe a dual process in which the illness simultaneously erodes aspects of the self while opening opportunities for constructive reimagining of life. This phenomenon, sometimes referred to as post-traumatic growth, involves finding resilience and renewed meaning from the adversity of illness (Singleton et al., 2019; Tang et al., 2020).
The trajectories of adaptation vary among individuals, but protective factors have been consistently identified in the literature. Access to robust social support, including family, peers, and dedicated counselling, strengthens emotional resilience and helps women regain a sense of belonging (Giese-Davis et al., 2016). Peer support interventions have been particularly effective, offering a space where survivors can share narratives of disruption and recovery, normalise their altered identities, and develop collective strategies for coping (Rees, 2015; Giese-Davis et al., 2016). Likewise, structured interventions such as cognitive-behavioural stress management programmes and preparatory sessions with healthcare providers have been shown to reduce psychological distress, encourage adaptive coping strategies, and foster empowerment in managing uncertainty (Tang et al., 2020; Halkett et al., 2018).
Technology-mediated support also represents a growing avenue for adaptation. Text-message based interventions such as EMPOWER-SMS have demonstrated value in supporting women’s mental health, self-management behaviours, and confidence after treatment by reinforcing encouragement and connection outside the clinical setting (Singleton et al., 2019). Mobile mental health applications similarly provide tools for self-expression, reflection, and psychological monitoring, expanding the reach of supportive care resources (BorjAlilu et al., 2023).
For many women, adaptation is also facilitated through advocacy and engagement with their broader communities. Survivors often express that involvement in campaigns, awareness initiatives, or support groups enables them to transform personal suffering into collective empowerment, reinforcing a renewed sense of purpose and agency (Rees, 2015; Trusson et al., 2016). Others report developing an enhanced appreciation of life, improved relationships, and spiritual or existential growth as they reconstruct their new identities (Singleton et al., 2019).
Ultimately, the process of adjusting to a “new normal” following breast cancer is not linear but ongoing. While some women continue to experience recurrent distress triggered by medical surveillance or bodily reminders, many also find ways to adopt adaptive strategies, foster resilience, and reconstruct positive meaning from their disrupted biographies. The complexities of this trajectory underscore the importance of healthcare systems recognising and supporting the dual realities of vulnerability and growth in survivorship care planning.
[bookmark: _Toc16420][bookmark: _Toc1057]4.2.3 Theme 3: Sexual Dysfunction, Intimacy, and Femininity
[bookmark: _Toc29726][bookmark: _Toc29473]High Prevalence of Sexual Morbidity
Sexual dysfunction emerges as a highly prevalent and persistent issue among breast cancer survivors in the UK, frequently affecting upwards of 75% of women post-treatment (Rees, 2015; Trusson et al., 2016). These challenges are wide-ranging, encompassing decreased libido, difficulties with arousal, vaginal dryness, pain during intercourse, and a profound reduction in sexual satisfaction. Such symptoms often persist for years beyond the completion of medical interventions, and are associated not only with the physiological side effects of cancer treatments like chemotherapy and hormone therapy, but also with surgical procedures that alter the body and self-concept (Bruce et al., 2018; Ring et al., 2021).
What compounds this distress is the prevailing silence and lack of support in clinical encounters. Sexual wellbeing is under-discussed by healthcare professionals, leaving women without adequate information or guidance to manage these intimate changes (Rees, 2015; Trusson et al., 2016). Many survivors report that genitourinary symptoms such as dryness and pain go unaddressed, even when raised, and note that the long-term impact on sexual confidence and functioning is not sufficiently integrated into survivorship care plans (Rees, 2015). The sense of isolation and discomfort around the topic is further intensified by societal taboos, making it challenging for women to seek help, particularly when navigating new or existing relationships (Trusson et al., 2016).
[bookmark: _Toc10297][bookmark: _Toc5481]Relationships and Relational Dynamics
The physiological changes resulting from breast cancer and its treatments have profound knock-on effects on self-image, femininity, and interpersonal relationships. Alterations in appearance—such as breast scarring, hair loss, or weight changes—can undermine survivors' perceptions of themselves as sexual and desirable beings (Rees, 2015). This often manifests as a deep-seated sense of “otherness,” wherein women feel physically and emotionally distanced from their previous identities and from their intimate partners (Trusson et al., 2016). The persistent fatigue and psychological burden co-occurring with physical symptoms can place additional strain on partnerships, affecting communication, sexual activity, and emotional closeness (Ring et al., 2021).
Relational challenges are commonly exacerbated by poor communication with healthcare professionals and with partners. Survivors express the need for open discussions about sexuality and recovery, yet many experience embarrassment or a lack of knowledge about how to initiate these conversations (Rees, 2015). The resultant emotional disconnect can amplify feelings of inadequacy and affect attachment, with partners sometimes unsure of how to offer support or adapt to the survivor’s evolving needs (Trusson et al., 2016).
Younger breast cancer survivors encounter unique difficulties, as disruptions to sexual function intersect with concerns about fertility, family planning, and dating (Rees, 2015). Many describe anxiety around future prospects for pregnancy and the impacts of sexual morbidity on establishing romantic relationships. This adds further emotional complexity, accentuating vulnerability and the reconstruction of identity throughout survivorship (Trusson et al., 2016). Peer support groups and targeted interventions have shown promise in fostering resilience and rebuilding confidence, but wider implementation and routine clinical integration remain limited (Giese-Davis et al., 2016).
In all cases, improved recognition and support from healthcare providers—including proactive inquiry, psychosocial counselling, and accessible resources—are urgently needed to address sexual health disparities and to restore quality of life for survivors (Rees, 2015; Ring et al., 2021; Giese-Davis et al., 2016).
[bookmark: _Toc14654][bookmark: _Toc20906]4.2.4 Theme 4: Cognitive Dysfunction, Fatigue, and Pain
[bookmark: _Toc26078][bookmark: _Toc8393]Persistent Physical and Mental Burden
Breast cancer survivors in the UK frequently report sustained cognitive, physical, and psychological challenges that persist for many years beyond initial diagnosis and treatment. Cognitive impairment—commonly described as “chemo brain”—encompasses difficulties with memory, attention, information processing, and executive function. These deficits are not only immediate treatment side-effects but may last for up to a decade post-diagnosis, with women describing ongoing struggles to recall information, concentrate on tasks, and manage complex routines (Rees, 2015; Trusson et al., 2016). The continuous presence of cognitive dysfunction is a significant source of distress, affecting confidence and self-efficacy in both professional and social spheres.
Chronic fatigue represents another highly prevalent and debilitating symptom among survivors, frequently persisting despite remission and negatively impacting quality of life (Bruce et al., 2018). This physical exhaustion, often accompanied by sleep disturbances and persistent pain (including musculoskeletal, neuropathic, and post-surgical discomfort), impedes daily functioning and heightens vulnerability to anxiety and depression (Ring et al., 2021). Many women struggle to distinguish between normal tiredness and cancer-related fatigue, which can be isolating and difficult to communicate to others (Rees, 2015). Sleep disruptions further exacerbate cognitive issues and emotional instability, forming a complex interplay of symptoms that reinforce feelings of helplessness. Survivors often describe the cumulative burden of these symptoms as ongoing reminders of their illness, sometimes more challenging to manage than the initial treatment phase itself (Trusson et al., 2016; Bruce et al., 2018).
The persistent pain, ranging from phantom breast sensations and joint stiffness to neuropathy, compounds physical and mental suffering. Despite recognition of these sequelae in qualitative studies and clinical trials, many women express frustration at the limited options for effective relief and a lack of sustained support from healthcare professionals (Ring et al., 2021). The invisibility of pain and cognitive difficulties within routine follow-ups often leads to under-treatment, reluctance to discuss symptoms, and further isolation (Rees, 2015). As a result, some survivors experience feelings of helplessness, resignation, or anger, with the view that their post-cancer struggles remain misunderstood and inadequately addressed in survivorship care planning (Trusson et al., 2016).
[bookmark: _Toc18919][bookmark: _Toc8243]Employment and Social Function
Cognitive dysfunction and chronic fatigue have strong implications for employment and social participation. Many survivors encounter challenges with returning to work or sustaining pre-illness productivity levels due to ongoing cognitive limitations, reduced stamina, and psychological distress (Rees, 2015; Ring et al., 2021). Women have reported difficulties in managing complex tasks, multitasking, or engaging in professions that require substantial concentration and decision-making. This has led to diminished work capacity, forced career changes, or reductions in working hours, with some experiencing direct employment discrimination or lack of reasonable adjustments (Rees, 2015). These workplace challenges reinforce feelings of loss, social exclusion, and frustration at being unable to fully reintegrate into their chosen professions.
Social relationships can also be disrupted by these persistent symptoms. Cognitive difficulties and fatigue may undermine social confidence and participation, with women avoiding gatherings or community engagement due to fears of mental lapses or physical exhaustion (Trusson et al., 2016). The unpredictability and invisibility of these symptoms make it difficult for friends and family members to understand the survivor’s ongoing struggles, further contributing to emotional isolation. Some survivors turn to peer support or advocacy groups to seek validation and shared coping strategies, although access and awareness of these resources remain uneven (Giese-Davis et al., 2016).
Overall, the persistent burden of cognitive dysfunction, fatigue, sleep problems, and pain highlights the need for more robust, long-term support structures. Tailored interventions, workplace accommodations, and improved clinical recognition could help mitigate the profound impact of these symptoms on employment, daily life, and mental health, supporting a more inclusive model of survivorship care (Bruce et al., 2018; Ring et al., 2021).
[bookmark: _Toc1348][bookmark: _Toc12884]4.2.5 Theme 5: Social Marginalization, Healthcare Communication, and Health Equity
[bookmark: _Toc27953][bookmark: _Toc1734]Social Isolation, Marginalization, and Disparities
Social marginalization remains a pervasive issue for breast cancer survivors in the UK, particularly affecting women from minority ethnic backgrounds and those in socioeconomically deprived communities. Qualitative studies and cohort evidence highlight that stigma is often layered for these populations, compounding distress and vulnerability over the course of treatment and recovery (Rees, 2015; Wyld et al., 2022). Marginalized women frequently encounter additional barriers to accessing mental health services, survivorship care, and follow-up support—challenges that are exacerbated by geographic disparities, lower health literacy, and language obstacles within the UK health system (Wyld et al., 2022). This exclusion leads to increased alienation, emotional burden, and poorer health outcomes compared to more privileged groups (Rees, 2015).
Intersectionality plays a critical role, as minority ethnic women confront not only cultural stigma around cancer but also systemic inequities in care provision. Evidence suggests higher levels of mistrust, perceived neglect, and direct discrimination among minority patients, who often feel overlooked or misunderstood within mainstream clinical pathways (Wyld et al., 2022). Cultural sensitivity, interpreter availability, and outreach initiatives remain inconsistently integrated into UK survivorship programmes. This lack of targeted accommodation further entrenches disparities, undermining both mental health recovery and quality of life (Wyld et al., 2022). Women from marginalized groups may also struggle with cultural taboos that discourage open discussion about mental health or cancer-related challenges, reinforcing isolation and limiting opportunities for peer support (Rees, 2015).
[bookmark: _Toc13838][bookmark: _Toc29985]Communication, Information, and Shared Decision Making
Gaps in information provision and poor communication are persistent sources of frustration and distress among breast cancer survivors. UK-based surveys reveal that more than half of women (53%) reported not being involved in decisions related to menopause care after breast cancer, and almost a third (29%) had difficulties accessing relevant resources (Rees, 2015). Qualitative interviews and cohort studies also document a substantial unmet need for clear and tailored communication regarding long-term side effects, mental health risks, and post-treatment survivorship planning (Trusson et al., 2016; McWilliams et al., 2023).
Insufficient involvement in shared decision making leaves many women feeling unsupported, uninformed, and unprepared for the challenges ahead. Survivors describe how poor information and superficial clinical encounters contribute to disempowerment, especially around complex issues such as menopause, fertility, pain management, and psychosocial distress (Rees, 2015). Positive experiences of care are strongly linked to receiving honest, empathetic, and personalised communication from clinicians, which helps foster emotional safety and build trust (Trusson et al., 2016). By contrast, negative encounters—such as lack of courtesy, limited respect, or dismissive attitudes from healthcare staff—can seriously undermine mental health recovery, reinforce feelings of vulnerability, and discourage engagement with support services.
Women value being listened to, respected, and actively included in healthcare decisions. Relationships of trust with health professionals, featuring timely and comprehensible information, are associated with better coping, improved management of anxiety and depression, and greater satisfaction with care pathways (McWilliams et al., 2023; Trusson et al., 2016). The absence of such relationships may aggravate social isolation, increase risk of miscommunication, and deepen inequities—particularly for women already disadvantaged by ethnicity, language, or socioeconomic status (Wyld et al., 2022). Peer counselling and tailored interventions have demonstrated benefits in bridging these gaps, offering culturally competent support and fostering collective resilience (Giese-Davis et al., 2016). Accessible, technology-driven resources—such as targeted mobile apps and telehealth contact—are additionally promising for overcoming barriers and reaching marginalised groups (BorjAlilu et al., 2023).
[bookmark: _Toc11642][bookmark: _Toc623]4.2.6 Theme 6: Coping Strategies and Support Networks
[bookmark: _Toc5469][bookmark: _Toc16151]Adaptive and Maladaptive Coping
Coping strategies are central determinants of mental health outcomes for breast cancer survivors in the UK, with the quality and accessibility of support structures shaping the holistic recovery experience. Many women benefit substantially from connections to peer-support groups, which provide validation, shared experience, and direct emotional support from others who have undergone similar journeys (Giese-Davis et al., 2016; Rees, 2015). These networks, whether facilitated in community, hospital, or voluntary sector settings, help survivors reframe their experiences, foster collective resilience, and navigate uncertainty through story-sharing and practical advice (Trusson et al., 2016).
Professional therapy—including cognitive-behavioural stress management and guided psychosocial interventions—also demonstrates notable benefits, such as reducing anxiety, depression, and trauma-related symptoms, and improving adaptive coping mechanisms (Tang et al., 2020; Halkett et al., 2018). When survivors have opportunities for structured therapeutic engagement, they are better equipped to accommodate new physical or cognitive limitations, actively seek help, and reconstruct their sense of self, even in the face of ongoing health anxieties and identity disruption (Rees, 2015). Family involvement and strong social support also promote better psychological adaptation and protect against chronic distress.
By contrast, survivors who lack access to adequate support—whether due to geographic, cultural, or socioeconomic barriers—or who rely heavily on maladaptive coping mechanisms, such as emotional avoidance, social withdrawal, or denial, are at increased risk of persistent psychological morbidity (Rees, 2015; Wyld et al., 2022). These coping styles may lead to greater isolation, poorer quality of life, and prolonged engagement with distress, particularly for those navigating ongoing pain, sexual dysfunction, or cognitive impairment without an empathic community or professional guidance (Trusson et al., 2016).
Adaptive coping among breast cancer survivors frequently encompasses the accommodation of new health realities, reframing or finding meaning in loss, and developing new goals or self-concepts aligned with the "new normal" (Trusson et al., 2016; Tang et al., 2020). Active strategies—including help-seeking, learning to communicate openly about challenges, and incremental rebuilding of self-confidence—can transform experiences of vulnerability into opportunities for resilience and post-traumatic growth (Rees, 2015).
[bookmark: _Toc26290][bookmark: _Toc21083]Technology and Online Support
The emergence of digital platforms and online support networks is reshaping the landscape of survivorship care, offering new avenues for connection, emotional support, and self-management regardless of geographical or social constraints. Mobile health applications, online peer forums, and text-message interventions have proven effective in bridging traditional access gaps, empowering survivors to seek guidance, track wellbeing, and maintain social contact beyond face-to-face environments (Singleton et al., 2019; BorjAlilu et al., 2023).
For many survivors, technology-enhanced support delivers immediacy and anonymity that are valued during vulnerable times, facilitates ongoing engagement with groups and therapists, and provides educational resources tailored to the unique needs of the breast cancer community (BorjAlilu et al., 2023). Such platforms also foster peer-led communities, where survivors share experiences and advice, normalise difficulties, and exchange practical solutions for challenges like fatigue, cognitive dysfunction, or relationship issues (Singleton et al., 2019; Giese-Davis et al., 2016).
Despite the promise of digital and online resources, significant disparities remain. Survivors in rural areas, those with lower digital literacy, older women, and those from deprived backgrounds may struggle to access or meaningfully use technology-driven support (Wyld et al., 2022). This digital divide can reinforce existing inequities, leaving the most vulnerable at risk of further isolation and unmet psychosocial needs. Policy initiatives aimed at improving infrastructure, outreach, and digital education are therefore vital, ensuring equitable access and relevance of resources for all women regardless of background, age, or location (Wyld et al., 2022; BorjAlilu et al., 2023).
Overall, the evidence highlights the centrality of both formal and informal support networks in mitigating distress and facilitating adaptation for breast cancer survivors. A multifaceted approach—combining in-person, technological, and community-based support, underpinned by targeted policy interventions—remains essential to improving outcomes and reducing disparities in survivorship care.
[bookmark: _Toc15722][bookmark: _Toc6151]4.2.7 Theme 7: Quality of Care and Service Provision
[bookmark: _Toc26636][bookmark: _Toc30474]Variation and Barriers
Significant variation in the availability and quality of survivorship and mental health services for breast cancer survivors is a persistent issue across the UK healthcare system. Studies underscore that women’s access to comprehensive post-treatment support varies markedly depending on geographic location, with urban areas tending to offer more specialised survivorship clinics and psychosocial services compared to more rural or deprived regions (Wyld et al., 2022; Ring et al., 2021). This uneven distribution of services is compounded by funding constraints that limit capacity, resulting in long waiting times, sporadic follow-up, and variability in the kinds of support offered. Many survivors report experiencing fragmented care with insufficient coordination between oncology, primary care, and mental health services, creating barriers to identification and management of ongoing physical and psychological sequelae (Trusson et al., 2016; Bruce et al., 2018).
Referral pathways for post-treatment support are often inconsistent and may lack systematic mental health screening, leading to underrecognition of depression, anxiety, and cognitive dysfunction among survivors (Rees, 2015; Halkett et al., 2018). Older women and ethnic minority groups are particularly vulnerable to these systemic gaps. Research indicates that older survivors face implicit ageism, with a tendency toward lower referral rates for psychological services and rehabilitation programmes despite complex survivorship needs (Wyld et al., 2022; Ring et al., 2021). Similarly, ethnic minority women often report cultural and linguistic barriers, mistrust of health services, and reduced engagement with survivorship care due to inadequate culturally sensitive provision and insufficient interpreter access (Rees, 2015; Wyld et al., 2022). These disparities contribute to poorer health outcomes, increased symptom burden, and heightened emotional distress in groups already at risk of marginalisation.
Such inequities are further entrenched by a lack of standardised guidelines mandating uniform survivorship care pathways across UK NHS trusts. The absence of integrated multidisciplinary approaches means that many survivors must navigate complex and disjointed systems independently, increasing the likelihood of unmet needs, delayed intervention, and reduced quality of life (Trusson et al., 2016; Ring et al., 2021). Survivors frequently describe a sense of abandonment as active oncology treatment ends, with insufficient professional contact or psychosocial support to address long-term side effects such as fatigue, “chemo brain,” sexual dysfunction, and anxiety (Rees, 2015; Bruce et al., 2018).
[bookmark: _Toc28404][bookmark: _Toc32417]Policy and Future Directions
To address these persistent inequities and improve survivorship outcomes, there is a growing consensus on the need for integrated, person-centred care models that comprehensively address physical, emotional, and social dimensions of breast cancer recovery. Such models emphasise multidisciplinary collaboration between oncologists, primary care physicians, mental health specialists, physiotherapists, and social workers to coordinate seamless transitions from active treatment to long-term follow-up (Wyld et al., 2022; Ring et al., 2021). The adoption of digital health tools—including symptom monitoring apps, telehealth consultations, and electronic decision aids—can enhance accessibility, facilitate proactive symptom management, and empower survivors to engage actively in their care regardless of geographic or socio-economic constraints (BorjAlilu et al., 2023; Singleton et al., 2019).
Survivorship-focused reform urgently requires the standardisation of mental health screening protocols within cancer follow-up clinics to ensure routine identification and management of psychological distress (Halkett et al., 2018). Systematic risk stratification, supported by tools such as the Tyrer-Cuzick breast cancer risk model and clinical algorithms, can help target high-risk groups for intensified psychosocial support and rehabilitation services (Brentnall et al., 2015; McWilliams et al., 2023). Targeted outreach is essential to engage minority ethnic and deprived populations, with culturally competent care delivery that incorporates interpreter services and community engagement to reduce barriers to access and improve trust in healthcare (Wyld et al., 2022; Rees, 2015).
Policy initiatives should prioritise equitable funding allocation to expand multidisciplinary survivorship clinics and ensure consistency in service provision across regions, reducing postcode lotteries in care quality (Ring et al., 2021; Wyld et al., 2022). Training healthcare professionals in shared decision making and communication skills, particularly in discussing long-term physical and mental health effects, is also critical to foster emotional safety and patient empowerment (McWilliams et al., 2023; Trusson et al., 2016). Such person-centred approaches can improve adherence to follow-up care, reduce anxiety, and promote resilience among survivors.
Ultimately, future healthcare policy in the UK must recognise survivorship as a distinct phase of cancer care requiring dedicated resources, integrated service models, and a commitment to reducing systemic inequities. Investing in multidisciplinary, holistic care pathways, supported by technology and tailored to the diverse needs of breast cancer survivors, holds promise for improving quality of life and mental health outcomes—particularly for vulnerable and underserved groups.
[bookmark: _Toc7148]4.3 Conclusion
The experience of breast cancer survivorship in the UK is complex and multifaceted, marked by enduring emotional turbulence, persistent physical and cognitive symptoms, challenges in sexual function, and disruptions in intimate and social relationships. These difficulties are not experienced uniformly but are deeply influenced by intersectional factors such as ethnicity, age, and socioeconomic status, which disproportionately affect certain groups, exacerbating inequities in access to care and long-term outcomes (Rees, 2015; Wyld et al., 2022). The pervasive uncertainty about recurrence, fluctuating health status, and ongoing symptom management contribute to sustained psychological distress, framing survivorship as a prolonged state of vulnerability and adjustment rather than a discrete post-treatment phase (Trusson et al., 2016).
Core themes repeatedly emerge from UK research on breast cancer survivors’ lived experiences. The concept of biographical disruption highlights how cancer interrupts life trajectories and self-identity, necessitating a renegotiation of what constitutes “normal” (Trusson et al., 2016). Added to this are the powerful influences of social stigma and marginalisation, especially for women from ethnic minorities and economically disadvantaged backgrounds who face barriers to culturally competent, accessible care and adequate psychosocial support (Wyld et al., 2022; Rees, 2015). Poor communication and lack of shared decision making within healthcare settings further undermine emotional safety and trust, limiting survivors’ involvement in their own care decisions and diminishing opportunities for effective management of physical and mental health challenges (McWilliams et al., 2023; Trusson et al., 2016).
Persistent symptoms such as cognitive dysfunction (“chemo brain”), chronic fatigue, sexual morbidity, and pain compound these psychosocial stressors and create significant barriers to quality of life and social participation (Bruce et al., 2018; Ring et al., 2021). These physical and psychological burdens often contribute to strained intimate relationships and social isolation, which in turn amplify distress, complicating the recovery and adaptation processes (Rees, 2015; Trusson et al., 2016). The ways in which survivors cope—ranging from adaptive strategies involving active help-seeking, reframing, and social engagement, to maladaptive behaviours such as avoidance and withdrawal—also heavily influence mental health trajectories (Giese-Davis et al., 2016; Tang et al., 2020).
Despite these challenges, survivorship also presents an opportunity for resilience and positive growth. Many women demonstrate remarkable capacity for adaptation, often facilitated by supportive networks that include peer groups, family, professional therapy, and increasingly, digital interventions that bridge access gaps (BorjAlilu et al., 2023; Singleton et al., 2019). These support systems play a pivotal role in fostering emotional resilience, helping survivors to reconstruct their identities, and enabling meaningful engagement with life beyond cancer (Rees, 2015; Giese-Davis et al., 2016).
However, the benefits of such support and care are currently unevenly distributed across the population. Significant variation persists in the quality and availability of survivorship resources, with systemic service barriers disproportionately impacting older women and those from minority ethnic communities (Wyld et al., 2022; Ring et al., 2021). This underscores an urgent need for healthcare policy reform focused on standardising care pathways, embedding routine mental health screening, prioritising culturally sensitive outreach, and supporting integrated, person-centred models of care that address the full spectrum of survivors’ needs (Rees, 2015; Wyld et al., 2022). Increasing incorporation of multidisciplinary clinics, digital health tools, and shared-decision-making frameworks are promising approaches to closing existing gaps and improving outcomes for all survivor groups (BorjAlilu et al., 2023; McWilliams et al., 2023).
Ultimately, breast cancer survivorship in the UK is an evolving journey shaped by the interplay of emotional, physical, social, and systemic factors. Recognition of this complexity is crucial to developing comprehensive, equitable care models that not only mitigate vulnerability but also empower survivors toward recovery, growth, and a redefined sense of normalcy. The potential for resilience and positive transformation highlights survivorship as a dynamic and hopeful phase—a process that can be optimised through compassionate, informed, and accessible healthcare delivery coupled with robust community and digital support networks.
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Chapter 5: Conclusion and Recommendations
[bookmark: _Toc19520][bookmark: _Toc18216]5.1 Conclusion
Breast cancer profoundly and enduringly impacts the mental health of women in the United Kingdom, manifesting as elevated risks of anxiety, depression, fatigue, sleep disorders, sexual dysfunction, cognitive impairment, and body image challenges. These psychological and physical sequelae often persist for years after diagnosis and treatment, disproportionately affecting younger women, those with advanced disease, and socially or economically disadvantaged groups. Survivorship is characterized not simply by recovery but by ongoing emotional turbulence, biographical disruption, and sustained vulnerability compounded by systemic service gaps and social inequities.
Despite advances in medical treatments that have improved survival, the psychosocial aspects of breast cancer remain inadequately addressed. Many women experience unmet mental health needs due to inconsistent integration of psychological care within oncology services, stigma, poor communication, and limited access to tailored interventions—especially among ethnic minorities and those in deprived areas. Persistent symptoms such as “chemo brain,” chronic fatigue, pain, and sexual dysfunction further diminish quality of life and social participation, underscoring the necessity for comprehensive, multidisciplinary survivorship care.
The evidence highlights the critical importance of embedding routine mental health screening, culturally sensitive support, and proactive communication into cancer care pathways. Supportive networks including peer counselling, digital health innovations, and family involvement play key roles in fostering resilience and post-traumatic growth, offering hope for positive adaptation amid adversity. However, inequities in service availability and quality remain a pressing challenge.
Future healthcare policy and research must prioritize integrated, person-centred models that address the full spectrum of survivors’ physical, emotional, and social needs. This includes standardizing mental health protocols, enhancing access and equity, advancing longitudinal studies on long-term psychological trajectories, and developing effective interventions for under-recognized challenges such as sexual dysfunction and cognitive impairment. By recognizing the complexity and heterogeneity of breast cancer survivorship, health systems can better support women not only to survive but to reclaim quality of life, empowerment, and a redefined sense of normalcy after cancer.
[bookmark: _Toc2819][bookmark: _Toc15636]5.2 Recommendations
[bookmark: _Toc1209][bookmark: _Toc18529]Develop Integrated, Person-Centred, Multidisciplinary Survivorship Care Models
The urgent need for comprehensive, person-centred survivorship care is increasingly recognized in UK breast cancer research. Optimal models integrate oncology specialists, primary care providers, mental health professionals, rehabilitation therapists, and social workers to provide seamless, coordinated care that addresses the physical, psychological, and social complexities faced by survivors (Wyld et al., 2022; Ring et al., 2021). These models emphasize individualized care pathways, recognizing that needs evolve over time and vary based on factors such as age, comorbidity, and socioeconomic status. Evidence underscores the effectiveness of shared care and nurse-led follow-up models in improving coordination, reducing costs, and enhancing patient satisfaction while maintaining clinical safety (Prue et al., 2025; Peera et al., 2024). Implementing risk-stratified pathways tailored to survivors’ ongoing requirements allows more efficient resource allocation and ensures those with higher needs receive specialist input, while lower-risk patients benefit from supported self-management and primary care oversight. Embedding telehealth and remote monitoring within these models further enhances access and continuity, especially in underserved or rural areas (Peera et al., 2024; Prue et al., 2025). Overall, survivorship programs must adopt holistic frameworks beyond cancer surveillance, encompassing mental health, rehabilitation, and social determinants to truly meet survivor needs.
[bookmark: _Toc1995][bookmark: _Toc26746]Embed Routine Mental Health Screening and Enhance Psychosocial Support Services
Routine mental health screening should be standardized within breast cancer follow-up pathways to facilitate early detection and intervention for anxiety, depression, PTSD, cognitive impairment, and sexual health problems (Halkett et al., 2018; NICE, 2021). Screening tools need to be validated and integrated seamlessly into clinical workflows to capture psychological distress promptly. Following identification, timely referral to psychological therapies, rehabilitation services, and peer-support programs is critical to improving long-term survivor outcomes. Evidence from randomized controlled trials and cohort studies confirms that structured psychosocial interventions, including cognitive-behavioral therapy, resilience training, and peer counselling, reduce morbidity and foster adaptation (Giese-Davis et al., 2016; Tang et al., 2020). Service provision must address barriers to access and tailor interventions to survivor age, ethnicity, and socioeconomic status to reduce disparities (Wyld et al., 2022). Investment in workforce training for oncology and primary care clinicians in communication skills and psychosocial support is essential to ensure that mental health needs do not go unmet during survivorship.
[bookmark: _Toc14186][bookmark: _Toc26275]Enhance Communication, Shared Decision-Making, and Cultural Competency
Effective, empathetic communication between clinicians and survivors is foundational to quality care but remains insufficient in many UK settings (McWilliams et al., 2023; Rees, 2015). Survivors often report poor information provision, especially around menopause management, mental health support, and sexual health, leaving them feeling excluded from decisions about their care. Improving clinician communication skills through targeted training and structural supports—such as consultations guided by patient-reported outcome measures and communication frameworks—is essential to empower survivors, nurture emotional safety, and deliver personalized information throughout care transitions (Wyld et al., 2022; McWilliams et al., 2023). Additionally, persistent ethnic and socioeconomic disparities require culturally competent care practices, including interpreter availability, culturally tailored educational materials, and community engagement initiatives to build trust and equity in access (Rees, 2015; Wyld et al., 2022). Embedding cultural normalization and inclusivity into survivorship programs improves outcomes for marginalized groups and reduces systemic barriers to psychological and physical health support.
[bookmark: _Toc8637][bookmark: _Toc9082]Leverage Digital Health Innovations and Expand Holistic Support Services Including Peer Networks
Digital health technologies—such as telemedicine, mobile apps, and online peer support communities—offer promising avenues to improve equitable access to survivorship care, particularly for women in rural or underserved locations (BorjAlilu et al., 2023; Singleton et al., 2019). These innovations enhance convenience and confidentiality while supporting self-management strategies and ongoing health monitoring. However, digital literacy and infrastructure challenges must be addressed to prevent exacerbating disparities, alongside ensuring resources are user-centered and adaptable to diverse survivor needs. Complementing digital approaches, expanding availability of peer counselling, support groups, and community resources is vital for fostering resilience and reducing isolation (Giese-Davis et al., 2016; Rees, 2015). Finally, survivorship care must holistically address persistent physical and cognitive sequelae, including “chemo brain,” fatigue, pain, and sexual dysfunction, by improving access to rehabilitation, cognitive behavioural interventions, and specialist sexual health services, which currently are under-resourced in standard models (Bruce et al., 2018; Tang et al., 2020). Coordinated integration of these multiple modalities within personalized survivorship plans ensures a comprehensive approach to recovery and adaptation.
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	Id
	Author
	Did the review address a clearly focused question?
	Did the authors look for the right type of papers?
	Do you think all the important, relevant studies were included?
	Did the review’s authors do enough to assess quality of the included studies?
	If the results of the review have been combined, was it reasonable to do so?

	1
	Rees (2015)
	Yes – focused on experiences of young women with breast cancer.
	Yes – qualitative studies exploring perceptions.
	Most relevant studies included, though some contexts limited.
	Yes – critical appraisal considered.
	Yes – synthesis of qualitative themes was appropriate.

	2
	Singleton et al. (2019)
	Yes – testing SMS intervention post-treatment.
	Yes – RCT protocol relevant to behavioral support.
	Yes, protocol clearly identifies needed literature.
	Yes – trial design ensures quality.
	Not applicable (protocol, no combined results yet).

	3
	Tang et al. (2020)
	Yes – effects of CBT stress management.
	Yes – intervention trials included.
	Yes – representative evidence base.
	Yes – used structured trial methodology.
	Yes – appropriate to pool stress outcomes.

	4
	Bruce et al. (2018)
	Yes – preventing shoulder problems during treatment.
	Yes – RCT design.
	Yes – comprehensive approach.
	Yes – robust protocol.
	Not yet combined (protocol).

	5
	BorjAlilu et al. (2023)
	Yes – reviewed mental health apps for breast cancer.
	Yes – looked at mobile health interventions.
	Some apps may have been missed; rapid review.
	Limited – rapid reviews assess less rigorously.
	Yes – reasonable given review scope.

	6
	Giese-Davis et al. (2016)
	Yes – peer-counseling for newly diagnosed women.
	Yes – randomized design.
	Yes – relevant evidence captured.
	Yes – robust community/research design.
	Yes – reasonable to combine counseling outcomes.

	7
	Halkett et al. (2018)
	Yes – RT Prepare intervention.
	Yes – RCT design.
	Yes – relevant evidence included.
	Yes – rigorous quality checks.
	Yes – reasonable to combine.

	8
	McWilliams et al. (2023)
	Yes – women’s perceptions of breast cancer risk info.
	Yes – qualitative study.
	Yes – major themes covered.
	Yes – qualitative rigor present.
	Yes – thematic synthesis justified.

	9
	Wyld et al. (2022)
	Yes – outcomes for older women with breast cancer.
	Yes – cluster RCT.
	Yes – broad range of outcomes.
	Yes – high trial quality.
	Yes – reasonable synthesis.

	10
	Ring et al. (2021)
	Yes – effects of chemo & trastuzumab in older women.
	Yes – observational cohort.
	Yes – comprehensive dataset.
	Yes – robust design.
	Yes – appropriate analysis.

	11
	Brentnall et al. (2015)
	Yes – role of mammographic density in risk models.
	Yes – prospective cohort.
	Yes – key studies included.
	Yes – robust statistical evaluation.
	Yes – combining models was reasonable.

	12
	Trusson et al. (2016)
	Yes – experiences of “new normal” after treatment.
	Yes – qualitative research.
	Yes – relevant evidence included.
	Yes – thematic analysis thorough.
	Yes – themes reasonably combined.






	Id
	What are the overall results of the review?
	How precise are the results?
	Can the results be applied to the local population?
	Were all important outcomes considered?
	Are the benefits worth the harms and costs?

	1
	Women reported challenges, coping, and meaning-making after cancer.
	Moderate precision (qualitative nature).
	Yes – UK-based study relevant to local settings.
	Yes – psychosocial outcomes considered.
	Yes – benefits of insight outweigh costs of conducting study.

	2
	Aim: SMS can improve physical & mental health support.
	Results pending, but design suggests potential for precision.
	Yes – applicable in healthcare systems with mobile access.
	Yes – outcomes include mental & physical health.
	Likely yes, low-cost intervention, minimal harms.

	3
	CBT stress management effective for coping.
	Fairly precise due to controlled design.
	Yes – applicable with trained providers.
	Yes – both psychological and coping outcomes.
	Yes – benefits outweigh minimal risks.

	4
	Aim: exercise may reduce shoulder issues.
	Precision depends on trial completion.
	Yes – physiotherapy widely applicable.
	Yes – functional outcomes considered.
	Likely yes – preventive approach is cost-effective.

	5
	Mobile apps show promise for supporting mental health.
	Precision moderate, depends on app evaluation.
	Yes – applicable if patients use smartphones.
	Yes – focused on mental health outcomes.
	Yes – low cost, minimal harm.

	6
	Peer counseling reduced distress.
	Results fairly precise.
	Yes – peer programs feasible locally.
	Yes – distress & adjustment considered.
	Yes – benefits outweigh minimal costs.

	7
	Intervention reduced psychological distress.
	Results precise (controlled trial).
	Yes – relevant to radiotherapy settings.
	Yes – psychological & clinical outcomes.
	Yes – benefits outweigh minor costs.

	8
	Women had mixed reactions to risk info.
	Moderate precision (qualitative).
	Yes – applicable to NHS context.
	Yes – risk perception outcomes considered.
	Yes – benefits in tailoring screening outweigh costs.

	9
	Improved tailored outcomes for older women.
	Results precise (large sample).
	Yes – relevant to aging populations.
	Yes – survival & QoL outcomes.
	Yes – benefits outweigh costs.

	10
	Showed real-world impact of treatments.
	Results precise.
	Yes – applicable to UK populations.
	Yes – recurrence, survival, QoL.
	Yes – benefits justify treatment risks.

	11
	Mammographic density improved risk prediction.
	Results very precise.
	Yes – applicable in screening programs.
	Yes – predictive outcomes considered.
	Yes – benefits justify implementation.

	12
	Women reported disruption but adaptation over time.
	Moderate precision (qualitative).
	Yes – applicable to survivorship care.
	Yes – psychosocial outcomes.
	Yes – benefits of insight outweigh costs.










[bookmark: _Toc4104]Table 2: Characteristics of selected articles.
	NO.
	author
	title
	year
	published journal
	volume
	issue
	location

	1
	Rees, S.
	An exploration of the experiences and perceptions of young women living with a history of breast cancer in the UK
	2015
	WRAP Warwick Research Archive Portal
	NA
	NA
	UK

	2
	Singleton, A., et al.
	A text message intervention to support women's physical and mental health after breast cancer treatments EMPOWER-SMS
	2019
	BMC Cancer
	19
	1
	International

	3
	Tang, M., et al.
	The Effects of Cognitive-Behavioral Stress Management for Breast Cancer Patients
	2020
	Cancer Nursing
	43
	3
	International

	4
	Bruce, J., et al.
	Randomised controlled trial of exercise to prevent shoulder problems in women undergoing breast cancer treatment - UK PROSPER
	2018
	BMJ Open
	08
	3
	UK

	5
	BorjAlilu, S., et al.
	Mobile Applications to Promote Mental Health among Breast Cancer Patients – A Rapid Review
	2023
	Archives of Breast Cancer
	NA
	NA
	International

	6
	Giese-Davis, J., et al.
	Peer-counseling for women newly diagnosed with breast cancer: A randomized community-research collaboration trial
	2016
	Cancer
	122
	15
	International

	7
	Halkett, G., et al.
	RT Prepare: A radiation therapist-delivered intervention reduces psychological distress in women with breast cancer
	2018
	British Journal of Cancer
	118
	12
	International

	8
	McWilliams, L., et al.
	Women's views on receiving breast cancer risk in a risk-stratified NHS Breast Screening Programme
	2023
	British Journal of Cancer
	129
	2
	UK

	9
	Wyld, L., et al.
	Improving outcomes for women aged 70+ with early breast cancer: ORCA cluster RCT
	2022
	Cardiff.ac.uk
	NA
	NA
	UK

	10
	Ring, A., et al.
	Bridging The Age Gap: Chemotherapy and trastuzumab effects in older women with early breast cancer
	2021
	British Journal of Cancer
	NA
	NA
	UK

	11
	Brentnall, A.R., et al.
	Mammographic density improves accuracy of breast cancer risk models in UK cohort
	2015
	Breast Cancer Research
	17
	1
	UK

	12
	Trusson, D., et al.
	Women's experiences of biographical disruption and liminality following early breast cancer treatment
	2016
	Social Science & Medicine
	151
	NA
	UK






	NO.
	type of study
	aim of study
	methods
	sample size
	result/outcomes

	1
	Qualitative study
	Understand lived experiences and perceptions of young women post breast cancer
	Interviews, qualitative thematic analysis
	22
	Insights into psychosocial and mental health impact for young UK survivors

	2
	RCT protocol
	Support physical and mental health post treatment
	Randomised controlled trial, text message intervention
	160
	Expected to provide feasibility and efficacy data on SMS-based psychological support

	3
	Clinical intervention
	Assess impact of cognitive-behavioral stress management
	Intervention study, stress management techniques
	2564
	Evidence of improved psychological outcomes in breast cancer patients

	4
	RCT, protocol
	Prevent shoulder problems during breast cancer treatment
	Controlled trial, physiotherapy interventions
	350
	Protocol paper, aims to evaluate physical and functional outcomes

	5
	Rapid review
	Identify and evaluate mobile interventions for mental health in breast cancer
	Rapid evidence synthesis, app evaluation
	81
	Mobile health apps show promise for mental health support; varied effectiveness

	6
	RCT
	Evaluate peer-counseling for newly diagnosed women
	Peer counseling intervention, RCT
	104
	Peer support shown to reduce distress and improve adaptation

	7
	Intervention trial
	Reduce psychological distress prior to radiotherapy
	Therapist-delivered psychoeducational support
	408
	Intervention effective for reducing distress before treatment

	8
	Qualitative study
	Explore women's perspectives on risk communication in screening
	Interviews, qualitative analysis
	40
	Mixed reactions; importance of clear risk communication

	9
	Cluster RCT
	Outcome improvement for elderly women
	Trial with cluster randomisation
	3416 , 23842
	Interventions designed for older women show outcome improvements

	10
	Observational cohort study
	Study treatment effects, recurrence, survival and QoL in older women
	Observational cohort analysis
	3416
	Data on recurrence, survival and quality of life in elderly women

	11
	Prospective screening cohort
	Assess impact of mammographic density on risk predictions
	Cohort study, risk model analysis
	50628
	Incorporating density improves prediction accuracy

	12
	Qualitative study
	Explore identity changes and disruption post treatment
	Qualitative interviews/analysis
	24
	Significant long-term identity challenges and need for support
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