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Introduction
The following is my report that reflects on the process of conducting this research project at my workplace including the findings of the study. The subject was inspired by the sphere of my current work environment as a medical researcher, in an area in which the need to add knowledge is unremitting. I employ an ethnographic approach by investigating a specified group of people within a specific medical community; ultimately my experience of this project with a group of patients at the BOCOC. 
This research study intends to add to the scientific knowledge for a better QoL for breast cancer patients with plans to use those results for enhancement of the Oncology Centre’s procedures regarding the patients’ future treatments within the BOCOC and affiliated organisations in Cypriot society.  
Feedback is a positive word in its essence, when its product is used properly and constituting an integral part of medical education. (Archer, 2010) Constructive feedback use, leads to improvement especially within an organisation where there are patients involved. Every piece of information both negative and positive, helps the organisation to identify, address or be provided with likely solutions by getting information from the source. This feedback-oriented project is twofold. While investigating the QoL of Cypriot breast cancer patients I am engaging in a multi-faceted conversation including their treatments and their lives within and outside the BOCOC. 

The study:
Breast cancer is the most common type of cancer in women worldwide affecting 2.1 million women every year. Survival outcomes rely primarily on early diagnosis and appropriate treatment. Therapy treatments broadly affect patients’ lives and may therefore compromise their QoL in several different ways. The management of post treatment side effects is a major challenge for healthcare providers and healthcare systems requiring urgent solutions to be developed and implemented.  (Bray et al., 2018)
Body image is the mental understanding of one’s physical body directly affecting one’s personal and social behaviour, attitude and approach to health, wholeness, normal functioning and sexuality. It is considered as one of the major determinants of femininity and feeling attractive in the wider concept pool of one’s self for women. (Mock, 1993)
Methodology -Inclusion / Exclusion criteria - Location
This study was carried out at the BOCOC in July and early August 2019. The target population were Cypriot women with a diagnosis of breast cancer of any age, any type of breast cancer, having received any form of treatment but are not currently under treatment. Hormonal therapy, usually ongoing for several years for the substantial majority of women diagnosed with breast cancer, will not be counted as treatment for the purposes of participation conditions. Patients with advanced disease, terminal stage or currently receiving treatment were excluded. 
Treatments are typically heavy-laden with side effects, not ideal ground for a clear account of the person’s QoL, particularly when the focus is on body image. Naturally body image juxtaposed with physical pain and distress for one’s life will certainly carry less significance.  Women of an advanced age and a recent diagnosis or women still in recovery from surgery will also be excluded. (Clarification on the age exclusion: as there is no specific age which classifies women of advanced age for the purposes of this study, all patients who meet the rest of the criteria will be invited to participate, during the timeframe the study is ongoing). 
Out of 52 women who consented to participate, 49 had fully completed the Breast-Q questionnaires obtained and used with permission of the American Plastic Surgery Foundation. Structured questionnaires achieve a conclusive outcome by presenting all participants the same questions relating to their post therapy status. However, the investigation was not limited to the questionnaires. After the completion the patients were encouraged to share their thoughts and feelings about their experience. Breast-Q questionnaires in 3 versions were used. Each participant was asked to complete the questionnaire according to the type of surgery she had: 1) breast conservation therapy: the removal by surgical excision of the lesion while preserving the remaining breast (BCT), 2) mastectomy: the removal of the breast tissue with or without the skin and with or without the nipple as indicated (MA), or 3) reconstruction of the breast/s with implants or other surgical methods (RECON).


Methodology - Procedures
Upon obtaining informed consent I interviewed the participants using a questionnaire as a reference frame and encouraging them to take the lead in the conversation and add their own experiences while completing it.
At each interview, I collected basic demographic information, age and marital status, employment status from the medical records and clinical data regarding stage at diagnosis, surgery type and types of therapies (chemotherapy, radiotherapy and hormonal treatment) received by the patient.
Transitioning from theory to practice
The study constantly relied on organisational shuffling and adaptability. To recruit these patients efficiently but discreetly meant a preparation of the scheduled outpatient’s appointments in advance to select which patients meet the criteria. Then there was the practical matter of locating and approaching the prospective participants unobtrusively and courteously as possible within the hospital. However, the most important matter in recruitment as it transpired, was none other than timing. The patients were in a hurry to leave immediately after their follow ups. It was effective therefore, to approach them before their appointments during the waiting period and ensure a minimum of 15-20-minute of waiting time for the interview to take place. 
Groundwork included preparing lists of the doctors’ clinic schedules, sorting by breast cancer specialists and eliminating all not meeting the criteria of the study. The challenge was to navigate through the schedules, aiming to alleviate hospital pressure, not add to it with any research interference while focusing on the goal. Hospitals, known for the crowded waiting rooms, patients barely managing their anxiety, densely booked schedules frequently delayed are typical daily challenges for healthcare professionals. In order to overcome these, I sought the help of the medical secretaries and the receptionists at the Outpatients clinic.
The story at the cafeteria
[bookmark: _GoBack]One Thursday morning, I was searching for a participant who was queued through the system electronically at the hospital that day, that meant the patient had registered and was in the building. Occasionally when there is a long wait, between therapy sessions and oncology consultations some patients wait at the cafeteria. At the cafeteria a patient had recognised me from my previous position at the hospital and in great spirits instigated a chat. Upon concluding the chat, I turned to the woman at the next table who was the person on my list. I introduced myself and asked if she was willing to participate. She eagerly singed the consent before turning to the patient I had just been having a conversation with and inviting her to join us. By the time she completed her questionnaire they had invited a third patient to sit in what was a very intimate discussion with all of them asking to take part in the study. That 2-hour conversation was one of the highlights of the project. I wrote down in the project diary that day, how women come together and bond effortlessly to discuss their most intimate private struggles.

Findings
Having worked in the hospital for four years, recounting my numerous interactions and conversations with patients, I did not expect to describe this experience as unique. Engaging in intimate conversations with these women was an educational and enlightening experience. All the women were eager to talk about their experience with the disease. They keenly professed how they still have self-worth and feel feminine, asking me to relay their message to other women for encouragement. There was a notable inclination to declare their victory and ongoing battles over cancer. I anticipated to be turned down by a small number of patients yet to my delight the only patient who declined to participate did so out or worry that there might not be enough time to finish before her number was called to see her doctor. 
The study had begun quickly exhibiting clear patterns. All the patients in the study group had completed their treatments (surgeries, chemotherapy and radiotherapy), described feeling good to very good about themselves and had returned or attempted to return to their normal routines regardless of the time passed post therapy.
The questionnaires addressed the following areas relating to the Breast: Psychosocial well-being, sexual well-being, post-operative satisfaction with breasts, physical well-being, satisfaction with reconstruction result and patient satisfaction of information received by the health care professionals.   
Questionnaire and interview questions included: “How often have you felt confident in a social setting”, “How often have you felt attractive, accepting of your body and of equal worth to other women. The scales numbered from 1 to 5, 1 being ‘none of the time’ and 5 being ‘all the time’. The majority over the age of 55 chose 4 and 5, scoring high in their body image and emotional well-being. Participants disclosed that family support played a crucial part in working through the initial shock of the diagnosis and not letting disease anxiety spiral out of control. In the sexual well-being section, 16 out of 50 of the women who were on hormonal manipulation but had a partner have said that they have lost any interest in that part of their lives, which they attribute solely to taking hormonal therapy. In the cases they were sexually active they said they still felt beautiful and many of them made a point to give credit to their partners for support and going the extra mile to make them feel good. Many mentioned their close family members and partners being actively involved and helpful during their treatments. Some also credited support from new friends they made during their treatments at the hospital. Table A provides a summary of the main questions relating to body image of the study. 
Body image is an issue particularly prominent in younger women. Women younger than 45 scored notably lower in body acceptance and body confidence than older women. Noteworthy is the confession of a young 35-year-old mother who scored low on body image issues postoperatively. She wanted me to know that her young daughter was agitated and upset when watching her mother without her hair. She elaborated that the child specifically asked her to wear the wig. The ages of 45 to 55 were indicating a steady shift to the positive. By the age of 55 and above the majority accepted and liked their body thus enjoying their life activities more and suggesting a higher QoL. 


Table A
General Summary of responses relating to body image issues - Number (%) of patients choosing each response to items
	Items: Psychosocial module - Body Image
	Not at all
	A little of the time
	Some of the time
	Most of the time
	All of the time

	Confident in a social setting

	0 (0)
	0 (0)
	2 (4.1)
	8 (16.3)
	39 (79.6)

	Emotionally Healthy

	0 (0)
	0 (0)
	1 (2.1)
	4 (8.1)
	44 (89.8)

	Emotionally able to do the things that you want to do
	0 (0) 
	0 (0)
	1 (2.1)
	2 (4)
	46 (93.9)

	
Feminine in your clothes

	0 (0)
	0 (0)
	0 (0)
	6 (12.2)
	43 (87.8)

	Of equal worth to other women

	0 (0)
	1 (2.1)
	0 (0)
	9 (18.3)
	39 (79.6)

	Accepting of your body

	0 (0)
	0 (0)
	28 (57.1)
	1 (2.1)
	20 (40.8)

	Being able to wear more fitted clothing

	0 (0)
	0 (0)
	3 (6.1)
	0 (0)
	46 (93.9)

	How you look in the mirror clothed

	0 (0)
	0 (0)
	0 (0)
	1 (2)
	48 (98)

	Confident about how your breast area looks unclothed
	1 (2)
	2 (4)
	3 (6.1)
	2 (4)
	41 (83.9)

	
How you look in the mirror unclothed

	 0 (0)
	0 (0)
	0 (0)
	23 (46.9)
	28 (53.1)








Relevant literature 
The number of women who opted only for mastectomy, when they were medically able to have a reconstruction, was small and all of them women above the age of 65 of lower education levels. Most of these women also scored positively on body acceptance and enjoying their life. This appears initially to be contrary to Tarkowska’s findings that the lowest scores were found in women after mastectomy. The studies may have been replicated over similar conditions however, it is not possible to use this pilot study as a validated study yet as the data obtained is limited at this point for a validly comparable work, primarily due to the small size of participants. (Tarkowska et al., 2019, Cope, 2014, Koch, 2006)
Archer’s reviews of feedback within the medical domain conclude that for feedback to be relevant and effective, it should be specific, reflective but more importantly it should be the appropriate type of feedback for the hypothesis tested. He finds that the timing of effective feedback is correlated to the focus and difficulty of the task. His endpoint however is as he describes a new model for feedback: a culture for feedback and continuum. (Archer, 2010)
As an intermediary in between these patients and their access to their doctors and other medical staff they felt I was easier to talk to, anonymously. I was within the organisation but not of it. Regardless of of how polite, the offering of feedback to the oncologist, or the staff responsible for one’s care as filter-free opinion is not realistically an option. There is a certain fear and reservation to freely express oneself to the people they depend on; who are in charge for your treatments. An ‘outsider’ like me, was on the other hand, an ideal vessel for emotional ventilation. This is one of the benefits of this study, to be in an ideal position to offer the BOCOC. An unfiltered account of factual feedback, personal opinions and suggestions directly from the patients. Mann et al talk extensively about how a fear of a negative outcome or appraisal can inhibit a true account of feedback. (Mann et al., 2011)

Evaluating my engagement with BOCOC– Overview
The fast hospital rhythms triggered changes in my daily plans to interview specific patients meeting the criteria for the study. Last minute rescheduling or delay meant that I would need to locate the patient elsewhere in the hospital or at another time or remove them completely from the prospective list. This time-restraining issue would set me back days for all the patients missed. Teaming up with the receptionists at the Outpatient’s whose input in keeping track of the patients, was vital to meeting the deadlines. I had good insider knowledge of how the hospital operates which meant a lot of the staff including nurses and doctors already knew me. As a novice researcher still calibrating my approach, I had to advance my level of working on different things simultaneously. This pilot study can fit as an extension of my on-going evaluative work with the possibility to be enlarged and improved for comparability and addition to literature. My collaboration with my supervisor was more educational than I foresaw. I worked around her clinic schedule to get regular guidance and feedback. I was slightly apprehensive about the nature and topic of my project but felt reassured she was easily accessible to me. In practice though, I grasped the real benefit of the collaboration, that orbiting her made me ideally placed to observe her and the patients. The way she interacted with patients, her time-management when she did not have any, proved valuable and in particular her adjustment methods. In the practical day-to-day, I had to be fluent and versatile. While I waited for the patients, I made myself part of the flow rhythm and assisted with the patients’ questions, the long queues and when possible observed their examinations. 
In order to engage in a research project within my organization, I had to consider the culture mechanisms of the BOCOC. I saw how to collaborate with people performing stressful tasks while they are working by embedding myself into the flow of activities in a way that is organic and not disruptive. The study was ethically attuned by respecting the patients, not obstructing the doctors’ schedules while successfully recruiting the patients. I considered the issue of reflexivity while I was conducting this study. I estimated that the risk that I would unwillingly influence the results was moderate. The concerns were my shared culture with the participants, my previous experience of the environment and the fact that I knew many of the patients as well. To avoid this, I relied on the questionnaires to keep the participants from straying with their answers to irrelevant topics and keep me from unwillingly colouring my interpretations. The answers of a scaled multi-choice questionnaire are uniform. Finally, I followed the advice from Mantzoukas and kept a personal journal recording how I dealt with the process of the study.  (Mantzoukas, 2005)
Empirical involvement defines insider research. Undertaking research in my own organisation presented unique opportunities due to the familiarity of the organisational background to setup my project. Just like Adler and Adler describe, I used my existing work relationships in a different way, developed them further or created new ones that did not exist before. (Adler and Adler, 1987, Flyvbjerg, 2001, Coghlan and Casey, 2001) During the interviews’ phase, I spent a lot of time at the Outpatients’ clinic, substantially more than in the three years I had been there before. I waited with the patients, sometimes alongside the nurses, stood at the pharmacy queues and the blood analysis stations. I helped people with information and directions and any other way in my idle time. I developed an amicable connection with one of the employees there, that was inexistent before. 
The endeavour proved valuable for the project and for BOCOC as well, as I capitalized on my experience as a member of this hospital thus being better equipped to work for its improvement. Insider research is uniquely primed to produce the specific contribution the organisation needs, as it generates useful knowledge about how to apply that knowledge. (Coghlan and Casey, 2001)

Conclusions
A departure from Malinowski in the subject of emotion, due to the nature of the study of investigating cancer patients, effort was put into regulating feelings on my part. However, by keeping personal daily diaries, I became aware of this early on, so emotion was a balanced contributor while producing this report. (Davies and Spencer, 2010)
Discovery of the project is consistent with existing literature, suggesting body image is a complex post-treatment concern, predominantly for younger women with breast cancer. The findings exhibit clear patterns nevertheless they are limited by nature of complexity assessing body image and would benefit by expanding the participant sample. 
All the women were eager to talk about their experiences positive and negative. Some women even reported their lives had better quality than before diagnosis. The common consensus was that diagnosis shifted their mindsets to the true and important things in their life and they made efforts to pursue these. Similarly, typical responses stood out, for example the initial shock at the time of the diagnosis but as their lives returned to normal routine they were encouraged. The overwhelming majority was pleased to take part in the study and talk about their experiences. Near the conclusion of this study, the multidimensional role of women in society became apparent. Many stressed how they had decided to stay strong to take care of the people depending on them. Cypriot women are well rooted in the nuclear family. They have strong ties to their children and community, which they credit for support and for the reason to stay positive. In agreement with bibliography, this pilot suggests younger women are more self-conscious about their body image whereas women approximately above the age of 55 exhibit heightened body acceptance and satisfaction with life. 

Future plans
This pilot study set a sound groundwork to build on, with an expansion into the QoL of women with breast cancer post therapy in Cyprus. In conclusion of this project, there are undeniable possibilities to proceed further. A larger sample will secure that the results are representative of the population with statistical power, further detail and analysis of the clinical data as well, such as the implications of the type of breast cancer, type of surgery. Further expansion of the study will facilitate the invitation of expert collaborators as well. As a researcher I considered these determinants compelling to positively influence research, form new research teams and future incorporation of feedback at the BOCOC and associated health care groups.
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