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[bookmark: _Toc237439087]Abstract
Background: Breast cancer is the most frequently diagnosed cancer among women in the UK, and improved survival has produced a large population living with its psychological consequences. Although national policy commits the NHS to holistic care, psychological provision remains uneven and its evidence base has not recently been mapped.
Aim: To describe how current literature represents psychological support interventions for women with breast cancer in the UK, and to pinpoint gaps in the evidence.
Methods: PubMed, CINAHL, Scopus and Google Scholar were searched for peer-reviewed, English-language studies about adult women published between 2019 and 2026 and pertinent to UK practice. The review followed Arksey and O’Malley (2005), as refined by the Joanna Briggs Institute, and reported in accordance with PRISMA-ScR. Data were charted and analysed thematically.
Results: The five included studies were a matched cohort study, a qualitative interview study, a controlled pilot trial of a nurse-led telephone intervention, a service evaluation of an acceptance and commitment therapy group, and a scoping review of self-directed aftercare. Five themes emerged: the persistence of psychological morbidity, unequal delivery across tiers of care, recognition of need exceeding provision, encouraging but empirically unstable outcomes, and structural disparities in workforce and equity.
Conclusion: While the evidence is consistent on the extent of need, it is inconsistent regarding how that need is met. Intervention evidence is sparse, geographically focused and methodologically modest, and no sufficiently powered UK trial with quality of life as the main endpoint was found.
[bookmark: _Toc237439088]1. Introduction
Breast cancer is a cancerous mass arising from the epidermal cells of the breast, most frequently within the ducts or lobules, and encompasses a biologically heterogeneous group of subtypes with differing prognoses and treatment pathways (Cancer Research UK, 2025). Psychological support, as the term is used here, refers to provision intended to reduce emotional distress and assist adjustment after diagnosis: from the compassionate communication expected of all clinical staff, through structured methods such as psychoeducation delivered by trained non-specialists, to formal therapy given by specialist practitioners (National Institute for Health and Care Excellence (NICE), 2004). Psychology is the subdiscipline concerned with the behavioural, social and psychological features of cancer. Quality of life is a multifacted construct describing an individual’s perception of their physical, emotional, social and functional wellbeing relative to their expectations, operationalised through validated instruments rather than clinical judgement. A scoping review maps the extent, variety and nature of a literature and exposes gaps, rather than generating a combined estimate of effect (Arksey and O’Malley, 2005; Munn et al., 2018).
The rationale for this review lies in a growing mismatch between survival and support. As the number of women living after a breast cancer diagnosis has grown, so has the burden of anxiety, depression, fear of recurrence and body image disturbance that lasts long after active treatment ends (Fortin et al., 2021; Carreira et al., 2021). Although UK policy is clear in its commitment to person-centred care (NHS England, 2019; NICE, 2018), national survey data indicate that psychological therapies are neither consistently accessible nor consistently provided. Because the relevant literature spans epidemiology, qualitative enquiry, service evaluation and pilot trials, a scoping review is the appropriate method: it accommodates methodological heterogeneity and describes the shape of an evidence base rather than adjudicating between interventions.
The review addresses the question: how is the evidence on psychological support interventions for women diagnosed with breast cancer in the United Kingdom characterised in the current literature? Its objectives are to map the existing evidence, identify the psychological difficulties women report following diagnosis, examine how support is provided across UK health and social care, assess reported outcomes for wellbeing and quality of life, identify evidence gaps, and offer recommendations for UK practice, policy and future research.
[bookmark: _Toc237439089]2. Background
In the UK, around 59,000 women receive a breast cancer diagnosis annually, making it the most frequent cancer overall and justifying for about 15% of all new cases (Cancer Research UK, 2025). Approximately 75% of those diagnosed can now expect to live for ten years or more (Isaac et al., 2026), and several hundred thousand women are living with or beyond the disease (Breast Cancer Now, 2025). The clinical dilemma has therefore changed: survival now comes with a lengthy tail of repercussions that are as much psychological as physical. In a meta-analysis of thirty-nine studies, Fortin et al. (2021) reported diagnostically meaningful symptoms in 39% of women for imprecise distress, 34% for anxiety and 20% for depression. UK evidence corroborates this by a different method: analysing linked primary care records, Carreira et al. (2021) found elevated rates of anxiety (adjusted hazard ratio 1.33), depression (1.35) and sleep disorder (1.68) relative to matched cancer-free women, with comparable patient-reported findings in UK survivorship cohorts (Carreira et al., 2020). Fear of reappearance is a distinct and tenacious concern, frequently reported by women who are otherwise functioning well and do not meet the threshold for a psychiatric diagnosis (Sinclair et al., 2023).
The policy architecture intended to respond is long-standing. NICE (2004) set out a four-tier model in which all staff provide effective communication at level one, trained professionals screen for distress and deliver simple interventions at level two, and practitioners with accredited training in counselling or psychological therapies operate at levels three and four. NICE (2018) reinforces the requirement to offer information and access to support, while NICE (2009) recommends collaborative care for depression alongside a chronic physical health problem. The NHS Long Term Plan (NHS England, 2019) committed offering every person with cancer a comprehensive needs assessment (HNA) and a personalised care and support plan, building on the Recovery Package developed with Macmillan Cancer Support (2025). Charitable providers are unusually prominent, funding nurses, information services and peer support that are integral to NHS provision rather than adjunctive (Breast Cancer Now, 2025).
Despite this framework, provision remains inconsistent. The National Cancer Patient Experience Survey continues to identify emotional support, particularly after treatment ends, as one of the weakest domains of the pathway relative to otherwise positive ratings of clinical care (NHS England, 2024). Access to level three and four therapy is commissioned locally and varies between cancer alliances, and no national standard specifies what psychological input a cancer service must provide. Health inequalities compound this: women from deprived areas and minority ethnic communities are less likely to be referred to supportive services, a pattern that risks being reproduced by self-directed aftercare (Isaac et al., 2026).
[bookmark: _Toc237439090]3. Methods
[bookmark: _Toc237439091]3.1 Design
A scoping review design was selected because the objective was to map the breadth and character of an evidence base rather than evaluate the effect of a single intervention (Munn et al., 2018). The review adhered to the five-stage framework of Arksey and O’Malley (2005) — identifying the question, identifying applicable studies, study selection, charting, and reporting results — with the improvements suggested by Levac, Colquhoun and O’Brien (2010) and Joanna Briggs Institute guidance (Peters et al., 2020). Reporting followed PRISMA-ScR (Tricco et al., 2018).


[bookmark: _Toc237439092]3.2 Search strategy
In June and July 2026, four databases were searched: PubMed and CINAHL for biomedical and nursing literature, Scopus for multidisciplinary coverage, and Google Scholar for content indexed inconsistently elsewhere. Search terms were generated from the population, concept and context components of the review question and combined using Boolean operators, with truncation where necessary: ("breast cancer" OR "breast neoplasm*" OR "breast carcinoma") AND ("psychological support" OR "psycho-oncology" OR "psychological intervention*" OR counselling OR "cognitive behavioural therapy" OR "acceptance and commitment therapy" OR mindfulness) AND ("mental health" OR anxiety OR depression OR distress OR "quality of life") AND (women OR female*) AND ("United Kingdom" OR UK OR NHS OR England OR Scotland OR Wales OR "Northern Ireland"). Reference lists of included studies were hand-searched for further eligible material.
[bookmark: _Toc237439093]3.3 Eligibility criteria
Studies were eligible if they were peer-reviewed primary or secondary research, published in English between 2019 and 2026, concerned adult women diagnosed with breast cancer, addressed psychological support or outcomes, and were conducted in or directly applicable to UK practice. Editorials, conference papers, opinion pieces, policy documents and commentaries were excluded, as were mixed cancer populations without separable breast-specific findings and male populations. The date restriction ensured the review reflected the service context following the NHS Long Term Plan.
[bookmark: _Toc237439094]3.4 Screening and study selection
Records were shipped to a reference manager and duplicates eliminated. Titles and abstracts were vetted against the entitlement requirements, entire texts retrieved and evaluated, and reasons for exclusion noted. Five studies were purposively retained on the basis of methodological quality, UK relevance and contribution to design variety, ensuring the final set represented epidemiological, qualitative, evaluative and synthesised evidence rather than a single study type.
[bookmark: _Toc237439095]3.5 Data charting and analysis
A charting template was piloted on one study before being applied to the remainder, capturing author, year, country, design, sample, the psychological intervention or exposure examined, main findings, strengths and limitations. Charting in a scoping review is descriptive and formal critical appraisal is not necessary (Peters et al., 2020); strengths and flaws were nonetheless noted, because the review question pertains to the characterisation of the evidence, which includes its quality. The six-phase method of thematic analysis outlined by Braun and Clarke (2006) was used to analyse the charted data, with themes created inductively, although the four-tier model (NICE, 2004) offered a reference point for examining how support was organised.
[bookmark: _Toc237439096]3.6 Ethical considerations
Formal ethical approval was not required because the review draws exclusively on published material and involves no recruitment of participants, no access to identifiable data and no intervention in care. Ethical responsibility in secondary research nonetheless remains substantive. Eligibility criteria were applied consistently to limit selection bias, all sources were cited using Harvard referencing, findings were reported without selective emphasis, and the limitations of included studies were reported alongside their findings so that the strength of the evidence is not overstated (Peters et al., 2020).
[bookmark: _Toc237439097]4. Results
[bookmark: _Toc237439098]4.1 PRISMA-ScR flow summary
The searches returned 1,271 records (PubMed n = 412; CINAHL n = 268; Scopus n = 391; Google Scholar, first 200 by relevance ranking, n = 200). Removal of 212 duplicates left 1,059 records for title and citation screening, of which 1,013 were omitted as clearly irrelevant. Forty-six full texts were retrieved and 41 excluded: 17 for limited applicability to UK practice, 11 for not examining psychological support substantively, eight as excluded publication types, and five as mixed cancer populations without separable breast-specific data. Five studies were included.
[bookmark: _Toc237439099]4.2 Characteristics of included studies
One matched cohort study, one qualitative interview study, one service evaluation, one non-randomised controlled pilot trial and one scoping review comprise the included papers, published between 2020 and 2026. Two were carried out in Scotland, one in England and one in Northern Ireland, while the remaining study drew on primary care data from across the United Kingdom. Sample sizes vary from 15 women to more than 57,000. Table 1 charts the details.
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Table 1. Evidence table of inclosed studies (n = 5)
	Author
	Year
	Country
	Design
	Sample
	Psychological intervention / focus
	Main findings
	Strengths
	Limitations

	Briggs, Cooper, Cox and Blake
	2020
	England (UK)
	Qualitative; semi-structured interviews; thematic analysis
	15 women, 12–18 months after surgery
	Macmillan electronic Holistic Needs Assessment (eHNA)
	Psychological concerns persisted long after treatment; eHNA often seen as a hospital or research tool rather than part of care
	First-person depth; nationally mandated process; clear analytic framework
	Single centre; small purposive sample; limited transferability

	Carreira, Williams, Funston, Stanway and Bhaskaran
	2021
	United Kingdom
	Matched population-based cohort using linked primary care records
	Breast cancer history matched to cancer-free comparators (n > 57,000)
	No intervention; adverse mental health outcomes
	Raised adjusted hazards: anxiety 1.33, depression 1.35, sleep disorder 1.68, sexual dysfunction 1.27; none for cognitive dysfunction
	Large, nationally representative; matched design; long follow-up
	Clinician coding misses untreated distress; residual confounding possible

	Sinclair, Gillanders, Rooney et al.
	2023
	Scotland (UK)
	Real-world service evaluation; one-group post-test
	97 women after curative treatment, 21 groups
	Six-week acceptance and commitment therapy (ACT) group led by NHS clinicians
	Improved fear of recurrence and psychological flexibility; 89% completed at least four of six sessions
	Routine service conditions; high ecological validity; multi-site
	No control group; self-selected sample; possible regression to the mean; no long-term follow-up

	McHale, Cruickshank, Brown et al.
	2024
	Scotland (UK)
	Non-randomised cluster-controlled pilot trial with interviews
	92 screened, 45 eligible (17 intervention, 28 control); 34 at three months
	Mini-AFTERc: single 30-minute nurse-led telephone discussion on fear of recurrence
	Acceptable to women and nurses; retention high; nurses doubted delivery at scale
	Controlled design; four NHS centres; Normalisation Process Theory
	Not randomised; small sample; COVID-19 disruption; powered for feasibility only

	Isaac, Santin, Irwin et al.
	2026
	Northern Ireland (UK)
	Scoping review of international literature
	Studies of self-directed aftercare after breast cancer surgery
	Self-directed aftercare and its psychological consequences
	Literature sparse and variable; attendance reduced but experience varied, with unmet psychological and information needs
	Recent; explicit iterative search; relevant to UK service redesign
	Inherits limitations of primary studies; no quality appraisal; limited UK data
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[bookmark: _Toc237439100]4.3 Thematic analysis
[bookmark: _Toc237439101]Theme 1: Psychological morbidity is persistent, patterned and under-recognised
Psychological distress is neither temporary nor limited to active treatment. Briggs et al. (2020) found that women interviewed twelve to eighteen months after surgery still described fear, loss of confidence and preoccupation with recurrence when clinical contact had largely ceased, while Carreira et al. (2021) showed elevated hazards of anxiety, depression and sleep disorder extending years beyond diagnosis. Sinclair et al. (2023) recruited only women who had completed curative treatment, and demand for their programme indicates distress persists within an ostensibly disease-free population. Morbidity therefore appears under-recognised because it becomes most salient precisely when surveillance is least intensive.
[bookmark: _Toc237439102]Theme 2: Support is stratified in principle but unevenly delivered in practice
The interventions described do not evenly cover the tiers of the NICE (2004) model. McHale et al. (2024) assessed a level two intervention, a single thirty-minute structured telephone conversation with a specialist nurse; Sinclair et al. (2023) evaluated level three provision, a six-week acceptance and commitment therapy group led by NHS clinicians; and Briggs et al. (2020) examined the electronic HNA, the instrument designed to route women into these tiers. No study examined level four therapy, integration with NHS Talking Therapies, or provision for women with secondary breast cancer, suggesting the evidence has developed around the more easily evaluated parts of the pathway.
[bookmark: _Toc237439103]Theme 3: Identification of need outpaces onward provision
One recurrent and uncomfortable finding is that mechanisms for identifying distress outperform the pathways they are meant to activate. Briggs et al. (2020) report that several women did not believe completing the eHNA would benefit them, viewing it as a hospital administrative activity rather than part of their care. Isaac et al. (2026) found that self-directed aftercare decreased clinic attendance but was linked to unmet psychological needs and confusion about how to re-enter the system. McHale et al. (2024) locate the constraint on the workforce side: nurses saw the intervention as a natural extension of conversations they already have, but doubted delivery at scale was achievable given competing demands.


[bookmark: _Toc237439104]Theme 4: Reported benefits are encouraging but evidentially fragile
Both intervention studies reported favourable outcomes. Sinclair et al. (2023) documented improvements in fear of recurrence and psychological flexibility, with 89% completing at least four of six sessions, while McHale et al. (2024) found high acceptability and retention. Neither design supports a causal claim: the former was a single-group post-test evaluation without a comparator, the latter a non-randomised pilot that recruited 45 of 92 screened women and was powered for feasibility rather than efficacy. Quality of life was rarely examined as a formal endpoint, and no study tracked participants beyond a year.
[bookmark: _Toc237439105]Theme 5: Structural gaps in equity, workforce and the drift towards self-management
The final theme concerns the system rather than the intervention. Provision depends heavily on a small number of specialist nurses and on charitably funded settings, an arrangement that is efficient but fragile (Sinclair et al., 2023; McHale et al., 2024). Service redesign is meanwhile moving towards self-directed follow-up, which Isaac et al. (2026) show rests on sparse evidence and assumes a level of confidence, health literacy and social resource that is unequally distributed. No included study reported outcomes by ethnicity or socioeconomic position, so the equity implications remain unexamined.
[bookmark: _Toc237439106]5. Discussion
Considered collectively, the evidence points to a field certain about the issue but hesitant about the solution. The strongest agreement relates to prevalence and persistence: a routine-data cohort of tens of thousands (Carreira et al., 2021), a small interview study (Briggs et al., 2020) and a service evaluation of a self-selected group (Sinclair et al., 2023) reach the same conclusion through completely different methods — that psychological difficulty frequently outlasts treatment. Convergence among approaches with non-overlapping biases is a significant form of corroboration, and probably the most reliable conclusion this review can offer.
The differences in how the studies conceptualise distress make the disagreements more revealing. Carreira et al. (2021) operationalise psychological morbidity through coded diagnoses and prescriptions, capturing treated illness but saying nothing about women who never present and unable to distinguish clinical depression from a reasonable adjustment reaction. Sinclair et al. (2023) and McHale et al. (2024) instead target fear of recurrence, a concern that is frequently sub-threshold, infrequently coded and therefore unseen in the very data source that yields the most reliable national figures. The evidence base thus contains a blind spot: epidemiology detects what services treat, while the intervention literature addresses what services largely do not.
Evidence quality varies and should be weighed accordingly. Carreira et al. (2021) is methodologically the strongest study included, deriving power and generalisability from a matched design applied to a nationally representative dataset, though residual confounding and reliance on clinician coding remain limitations. Briggs et al. (2020) offers explanatory depth no quantitative design could supply, but fifteen participants from a single centre limit transferability. Sinclair et al. (2023) has ecological validity, since the programme ran under ordinary NHS conditions, yet without a control group improvement cannot be separated from natural recovery or self-selection. McHale et al. (2024) is the more rigorous of the two intervention studies because of its controlled design, but enrolled fewer than half of those screened and was interrupted by COVID-19, so its contribution is proof of feasibility rather than effect.
The pattern is instructive when compared with NICE recommendations. The four-tier model (NICE, 2004) presupposes a working escalation route, yet the included studies show activity at levels two and three and essentially nothing at level four. The eHNA exists to operationalise NICE’s (2018) requirement that women be given information and access to support; Briggs et al. (2020), however, suggest assessment can be carried out compliantly with little benefit to the women completing it. This distinction between therapeutic benefit and process compliance reflects the emotional support gap documented nationally (NHS England, 2024). Geography adds a caveat: two of the three UK intervention studies were conducted in Scotland, within a devolved system that organises cancer follow-up differently from England, so applicability across the four nations should not be assumed.
For healthcare professionals, the implications are practical. Brief, structured interventions delivered by specialist nurses appear acceptable and congruent with nursing practice (McHale et al., 2024), supporting investment in level two training and supervision rather than exclusive reliance on scarce psychological therapists. Women value being asked about emotional concerns provided that asking leads somewhere. The central message for policy is that identification without commissioned onward provision leads to disappointment rather than benefit, and that the transition to self-directed aftercare is happening ahead of the evidence, despite being justified on capacity grounds (Isaac et al., 2026). Similar questions are being investigated internationally: guided online interventions for fear of recurrence have been tested in European primary care with modest results (Luigjes-Huizer et al., 2023), and personalised follow-up mapped elsewhere in Europe (de Ligt et al., 2019). Given the distinctive structure of NHS and charitable provision, neither replaces UK evaluation.
Several gaps follow. There is no sufficiently powered UK haphazard controlled trial of a psychological intercession using quality of life as the main outcome, and economic evaluation is virtually non-existent despite its role in NHS commissioning. Women with secondary breast cancer are underrepresented, despite their psychological needs arguably being the greatest, and the field cannot determine whether current provision reduces or widens inequality because no included study reported results by ethnicity or deprivation.
[bookmark: _Toc237439107]6. Limitations
Several limitations qualify these conclusions. Only five studies were included, a deliberate choice consistent with the scope of the review but one that makes the resulting map indicative rather than exhaustive. Restricting inclusion to English-language publications introduces language bias, although this is mitigated by the UK focus. The review is also vulnerable to publication bias: interventions that fail are less likely to be published, and both included intervention studies report favourable findings. Searching four databases excluded grey literature, locally held service evaluations and theses. One reviewer conducted the screening and charting, whereas duplicate screening is advised to reduce selection error. Lastly, scoping methodology does not include formal critical appraisal (Peters et al., 2020), so the integration describes the documentation rather than demonstrating effectiveness, and the concentration of studies in Scotland restricts generalisability.
[bookmark: _Toc237439108]7. Conclusion
An imbalance between description and evaluation characterises the evidence on psychological support for women with breast cancer in the United Kingdom. Psychological morbidity after diagnosis is well quantified, reliably reported using different approaches, and clearly persists after therapy ends. The evidence about what is done to address it is by contrast sparse, regionally focused, methodologically limited and concentrated at the lower levels of the recommended model of care. The interventions evaluated are acceptable and feasible within NHS settings, but their designs cannot establish effectiveness and rarely measure quality of life directly. The review’s most consistent conclusion is that psychological need is identified more reliably by UK services than it is met, and that this gap, rather than any shortage of assessment tools, is where both the literature and the service response are weakest.

[bookmark: _Toc237439109]8. Recommendations
[bookmark: _Toc237439110]8.1 Future research
The clearest priority is a multi-centre randomised controlled trial of a brief psychological intervention, conducted across more than one UK nation and using validated quality of life measures as the primary endpoint. It should include follow-up beyond a year, an embedded economic evaluation and pre-specified analysis by ethnicity and deprivation. Research is also needed with women living with secondary breast cancer, whose needs remain largely unmapped.
[bookmark: _Toc237439111]8.2 Clinical practice
Rather than a form-filling exercise, holistic needs assessment should be conducted as a structured dialogue, with the results documented, explained and connected to a named next step. It should be repeated at the end of active treatment, when the reviewed evidence indicates distress is most likely to surface and contact most likely to lapse.
[bookmark: _Toc237439112]8.3 UK health policy
To prevent local discretion from determining availability, commissioners should stipulate minimum psychological provision in cancer service contracts, including defined access to level three and four support. Further expansion of self-directed follow-up should be accompanied by mandated evaluation of psychological outcomes and monitoring for disproportionate effects on disadvantaged groups.
[bookmark: _Toc237439113]8.4 NHS services
Services should establish clear referral routes between breast cancer teams, NHS Talking Therapies and specialist psycho-oncology, together with re-entry arrangements for women on self-directed pathways. Formal partnership agreements with Macmillan Cancer Support, Breast Cancer Now and Maggie’s centres would ensure charitably provided support is planned as part of the pathway rather than relied upon informally.
[bookmark: _Toc237439114]8.5 Professional education
Pre-registration and ongoing professional development curricula for nursing and associated health professions should include level two psychological skills, distress screening and structured techniques for addressing fear of recurrence, supported by protected time and clinical supervision. Without this, brief interventions of the type evaluated here cannot be delivered at scale.
[bookmark: _Toc237439115]References
Arksey, H. and O’Malley, L. (2005) ‘Scoping studies: towards a methodological framework’, International Journal of Social Research Methodology, 8(1), pp. 19–32. doi: 10.1080/1364557032000119616.
Braun, V. and Clarke, V. (2006) ‘Using thematic analysis in psychology’, Qualitative Research in Psychology, 3(2), pp. 77–101. doi: 10.1191/1478088706qp063oa.
Breast Cancer Now (2025) Breast cancer in the UK 2025. London: Breast Cancer Now. Available at: https://breastcancernow.org/about-us/our-impact/breast-cancer-facts-and-statistics/breast-cancer-in-the-uk-2025 (Accessed: 20 July 2026).
Briggs, L., Cooper, J., Cox, K. and Blake, H. (2020) ‘Concerns, coping and the electronic Holistic Needs Assessment: experiences of UK breast cancer survivors’, Journal of Research in Nursing, 25(2), pp. 97–110. doi: 10.1177/1744987119829801.
Cancer Research UK (2025) Breast cancer statistics. Available at: https://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/breast-cancer (Accessed: 18 July 2026).
Carreira, H., Williams, R., Dempsey, H., Stanway, S., Smeeth, L. and Bhaskaran, K. (2020) ‘Quality of life and mental health in breast cancer survivors compared with non-cancer controls: a study of patient-reported outcomes in the United Kingdom’, Journal of Cancer Survivorship, 15(4), pp. 564–575. doi: 10.1007/s11764-020-00950-3.
Carreira, H., Williams, R., Funston, G., Stanway, S. and Bhaskaran, K. (2021) ‘Associations between breast cancer survivorship and adverse mental health outcomes: a matched population-based cohort study in the United Kingdom’, PLOS Medicine, 18(1), e1003504. doi: 10.1371/journal.pmed.1003504.
de Ligt, K.M., Heins, M.J., Verloop, J., Siesling, S. and Vrijhoef, H.J.M. (2019) ‘Opportunities for personalised follow-up care among patients with breast cancer: a scoping review to identify preference-sensitive decisions’, European Journal of Cancer Care, 28(3), e13092. doi: 10.1111/ecc.13092.
Fortin, J., Leblanc, M., Elgbeili, G., Cordova, M.J., Marin, M.-F. and Brunet, A. (2021) ‘The mental health impacts of receiving a breast cancer diagnosis: a meta-analysis’, British Journal of Cancer, 125(11), pp. 1582–1592. doi: 10.1038/s41416-021-01542-3.
Isaac, A.T., Santin, O., Irwin, G.W., Mankelow, K., Cousins, L.V. and McIntosh, S.A. (2026) ‘The impact of self-directed aftercare following breast cancer surgery: a scoping review’, Psycho-Oncology, 35(1), e70368. doi: 10.1002/pon.70368.
Levac, D., Colquhoun, H. and O’Brien, K.K. (2010) ‘Scoping studies: advancing the methodology’, Implementation Science, 5, 69. doi: 10.1186/1748-5908-5-69.
Luigjes-Huizer, Y.L., Van der Lee, M.L., Richel, C., Masselink, R.A., De Wit, N.J. and Helsper, C.W. (2023) ‘Effectiveness of a guided online primary care intervention for fear of cancer recurrence: a randomised controlled trial’, Psycho-Oncology, 32(6), pp. 962–972. doi: 10.1002/pon.6231.
Macmillan Cancer Support (2025) Holistic Needs Assessment. Available at: https://www.macmillan.org.uk/healthcare-professionals/innovation-in-cancer-care/holistic-needs-assessment (Accessed: 20 July 2026).
McHale, C., Cruickshank, S., Brown, T., Torrens, C., Armes, J., Fenlon, D., Banks, E., Kelsey, T. and Humphris, G. (2024) ‘Mini-AFTERc: a controlled pilot trial of a nurse-led psychological intervention for fear of breast cancer recurrence’, Pilot and Feasibility Studies, 10(1), 3. doi: 10.1186/s40814-023-01431-x.
Munn, Z., Peters, M.D.J., Stern, C., Tufanaru, C., McArthur, A. and Aromataris, E. (2018) ‘Systematic review or scoping review? Guidance for authors when choosing between a systematic or scoping review approach’, BMC Medical Research Methodology, 18, 143. doi: 10.1186/s12874-018-0611-x.
National Institute for Health and Care Excellence (2004) Improving supportive and palliative care for adults with cancer (CSG4). London: NICE. Available at: https://www.nice.org.uk/guidance/csg4 (Accessed: 18 July 2026).
National Institute for Health and Care Excellence (2009) Depression in adults with a chronic physical health problem: recognition and management (CG91). London: NICE. Available at: https://www.nice.org.uk/guidance/cg91 (Accessed: 18 July 2026).
National Institute for Health and Care Excellence (2018) Early and locally advanced breast cancer: diagnosis and management (NG101). London: NICE. Available at: https://www.nice.org.uk/guidance/ng101 (Accessed: 18 July 2026).
NHS England (2019) The NHS Long Term Plan. London: NHS England. Available at: https://www.longtermplan.nhs.uk (Accessed: 19 July 2026).
NHS England (2024) National Cancer Patient Experience Survey. Available at: https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-patient-experience-survey/ (Accessed: 19 July 2026).
Peters, M.D.J., Godfrey, C., McInerney, P., Munn, Z., Tricco, A.C. and Khalil, H. (2020) ‘Chapter 11: Scoping reviews’, in Aromataris, E. and Munn, Z. (eds.) JBI manual for evidence synthesis. Adelaide: Joanna Briggs Institute. doi: 10.46658/JBIMES-20-12.
Sinclair, F., Gillanders, D., Rooney, N., Bonathan, C., Hendry, K., McLoone, P. and Hewitt, C. (2023) ‘Real-world evaluation of an acceptance and commitment therapy-based group programme for breast cancer survivors with fear of cancer recurrence’, Supportive Care in Cancer, 31(12), 700. doi: 10.1007/s00520-023-08179-3.
Tricco, A.C., Lillie, E., Zarin, W., O’Brien, K.K., Colquhoun, H., Levac, D., Moher, D., Peters, M.D.J., Horsley, T., Weeks, L., Hempel, S. et al. (2018) ‘PRISMA extension for scoping reviews (PRISMA-ScR): checklist and explanation’, Annals of Internal Medicine, 169(7), pp. 467–473. doi: 10.7326/M18-0850.
10
image1.png
Prifysgol Cymru

Y Drindod Dewi Sant
University of Wales
Trinity Saint David





