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Abstract
Background Since the onset of the pandemic, breast cancer (BC) services have been disrupted in most countries. The purpose 
of this qualitative study is to explore the unmet needs, patient-priorities, and recommendations for improving BC healthcare 
post-pandemic for women with BC and to understand how they may vary based on social determinants of health (SDH), in 
particular socio-economic status (SES).
Methods Thirty-seven women, who were purposively sampled based on SDH and previously interviewed about the impact of 
COVID-19 on BC, were invited to take part in follow-up semi-structured qualitative interviews in early 2023. The interviews 
explored their perspectives of BC care since the easing of COVID-19 government restrictions, including unmet needs, patient-
priorities, and recommendations specific to BC care. Thematic analysis was conducted to synthesize each topic narratively 
with corresponding sub-themes. Additionally, variation by SDH was analyzed within each sub-theme.
Results Twenty-eight women (mean age = 61.7 years, standard deviation (SD) = 12.3) participated in interviews (response 
rate = 76%). Thirty-nine percent (n = 11) of women were categorized as high-SES, while 61% (n = 17) of women were 
categorized as low-SES. Women expressed unmet needs in their BC care including routine care and mental and physical 
well-being care, as well as a lack of financial support to access BC care. Patient priorities included the following: develop-
ing cohesion between different aspects of BC care; communication with and between healthcare professionals; and patient 
empowerment within BC care. Recommendations moving forward post-pandemic included improving the transition from 
active to post-treatment, enhancing support resources, and implementing telemedicine where appropriate. Overall, women 
of low-SES experienced more severe unmet needs, which in turn resulted in varied patient priorities and recommendations.
Conclusion As health systems are recovering from the COVID-19 pandemic, the emphasis should be on restoring access 
to BC care and improving the quality of BC care, with a particular consideration given to those women from low-SES, to 
reduce health inequalities post-pandemic.
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Background

Globally, health services for breast cancer (BC) across the 
cancer continuum were significantly disrupted and compro-
mised due to the coronavirus disease (COVID-19) pandemic 
[1]. Breast screening services were curtailed or paused 

during periods of COVID-19 restrictions [2]. Active cancer 
treatment, such as surgery, radiotherapy, and chemotherapy, 
was disrupted and/ or modified to account for the level of 
restrictions in place [3, 4]. Post-treatment care (i.e., routine 
care), which includes mammograms, follow-up appoint-
ments, blood tests, and other scans, was significantly dis-
rupted during the pandemic [5]. Support services, which 
address the multi-disciplinary needs of those living with a 
diagnosis of cancer, including physiotherapy and psycho-
oncology, were paused or modified during the pandemic [6, 
7].

Breast screening services generally resumed after gov-
ernment restrictions were lifted [8]; however, the impact 
of pausing breast screening services on BC diagnoses is 
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only now becoming apparent with later stage and more 
symptomatic BC diagnoses [9] which may have a negative 
impact on survival rates in the future [10]. Furthermore, 
the issue of backlogs and waiting lists across the cancer 
continuum is continuing [11]. There are likely to be con-
siderable unmet needs in healthcare for women with BC 
due to barriers such as availability, affordability, acces-
sibility, and acceptability of BC services [12] which were 
apparent during the pandemic. Unmet needs, which can 
be measured by the difference between required health-
care services and received healthcare services, can assess 
the effectiveness in healthcare delivery [13]. A failure to 
address unmet needs can have a negative impact on an 
individual’s quality of life and other health outcomes [14]. 
Previous research conducted during the pandemic identi-
fied unmet needs for individuals living with a diagnosis of 
BC such as psychological and emotional support, manage-
ment of side effects, complementary therapy, communi-
cation among healthcare providers, local health care ser-
vices, and transportation [15]. However, similar research 
has not been conducted qualitatively post-pandemic to 
identify lasting unmet needs.

Considering the long-lasting consequences of the 
pandemic, the acquired knowledge and experience from 
COVID-19 can be used by healthcare providers and 
policy makers to improve BC care and to prepare health 
systems for future unexpected events [16]. Historically, 
pandemics and other crises have provided opportunities 
to strengthen health systems by exploiting faults in the 
pre-existing health system and exacerbating pre-existing 
health inequalities [17]. For example, low socio-economic 
status (SES) has been associated with higher disease bur-
den [18] and decreased access to healthcare [19]. Within 
the context of non-communicable diseases, including BC, 
the social determinants of health (SDH) framework have 
been applied to the COVID-19 pandemic to explain health 
disparities [20]. Specific to BC care, SDH identified dur-
ing the pandemic include age, race, insurance status, and 
region (1); however, it is unknown whether these SDH 
persist post-pandemic. Therefore, health systems should 
respond to the COVID-19 pandemic by addressing the 
multidisciplinary and personalized needs of all individu-
als to improve health equality.

The reorganization of BC services during the pandemic 
provides an opportunity to improve overall BC care and the 
experience and priorities of women with BC. To effectively 
address the needs of individuals, the patient experience 
and voice is integral for healthcare improvement. The aims 
of this qualitative study are (i) to explore and identify the 
unmet needs, patient-priorities, and recommendations for 
improvements in BC healthcare post-pandemic and (ii) to 
understand how they may vary for women with BC accord-
ing to SDH, in particular SES.

Methods

Study design

A qualitative exploratory study was conducted using the 
consolidated criteria for reporting qualitative research 
(COREQ) guidelines [21].

Participants

Women with BC were initially enrolled into a prospective 
cohort study measuring the impact of the COVID-19 pan-
demic on BC healthcare services and women’s well-being 
using a questionnaire (N = 387) [22]. In total, 37 women 
from this cohort, purposively sampled based on SDH, were 
interviewed about their experience of the COVID-19 pan-
demic on health care and well-being during the pandemic 
[23]. These 37 women were invited to take part in a follow-
up qualitative study to explore the impact of COVID-19 
post-pandemic on BC care. The initial SDH sampling strata 
in the baseline interviews were further refined to include 
age, education level, annual income, work status, health 
insurance, and region. SES was established by considering 
annual income, education level, and health insurance status, 
respectively. Regarding health insurance status in Ireland, 
eligibility for entire public coverage through a medical card 
is based primarily on income, while health status and age 
are also considered. A medical card entitles the individual to 
primary care and hospital services free at the point of access; 
however, only 32% of the population are eligible for such 
coverage [24]. This eligibility structure causes inequalities 
for health services [25]. Thus, nearly 50% of Irish citizens 
seek out additional private, or voluntary, health insurance for 
quicker access to care [26]. Additional clinical information 
was obtained from the survey components, including year 
of diagnosis and cancer stage. Further information on the 
overall study design, participant recruitment, and sampling 
strata can be found in Supplementary 1.

Data collection

Semi-structured qualitative interviews were conducted 
between January and March 2023 via Microsoft Teams 
(General Data Protection Regulation compliant) using a 
topic guide developed from the analysis of the baseline 
qualitative study [23] and baseline and follow-up survey 
study [22] by two qualitatively trained researchers (CM, 
CC). The topic guide included questions to explore women’s 
experiences and perspectives of BC care since the easing 
of COVID-19 government restrictions, including unmet 
needs, patient priorities, and recommendations specific to 
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BC care. The topic guide was adjusted by removing, add-
ing, or rewording questions during the interview process, a 
process known as reflexivity in qualitative research, which 
reduces researcher bias in data collection [27]. The final 
topic guide can be found in Supplementary 2. The interviews 
were anonymised and transcribed verbatim.

Data analysis

Interviews were analyzed using a codebook approach to 
thematic analysis within NVivo software, which identifies 
themes early in the analysis process and subsequently maps 
concepts around central patterns or relationships within the 
data [28]. The codebook approach utilizes both deductive 
reasoning (e.g., the creation of the topic guide as a prelimi-
nary codebook, aligning with the research objectives) and 
inductive reasoning (e.g., the addition of topics and codes as 
the interviews was conducted). The codebook approach to 
thematic analysis was conducted using the following steps: 
identifying existing code sources/code development; famil-
iarization with new data, generating additional codes, iden-
tifying patterns around codes for themes, reviewing themes, 
defining and naming themes, and producing the report [28, 
29]. The data was organized by themes, summarized by sub-
themes, and illustrated with quotations. Furthermore, cross-
tabulation within NVivo was used to explore any variation in 
themes and sub-themes by SDH to associate patterns in vari-
ation. Evident variations were identified with a difference 
in proportion greater than 20%. SDH were then interpreted 
within the corresponding themes and sub-themes.

Ethical approval

Ethical approval was obtained from the Office for National 
Research Ethics Committee in Ireland (20-NREC-
COV-078). Participation was voluntary, and participants 
were able to withdraw their consent at any point throughout 
the research study.

Results

Participant characteristics

The follow-up interview study included 28 of the original 
participants which was a 76% response rate from the base-
line interview study. There were nine women who were 
either lost to follow-up, uninterested, or deceased. Table 1 
presents the clinical and demographic data of participants 
interviewed at follow-up. The average age for women in the 
study was 61.7 years (standard deviation (SD) = 12.3). Over 
half of women were diagnosed prior to 2020 (57%) and the 
majority of women reported an early stage (e.g. stage I–II) 

diagnosis (68%). Fifty-four percent of women were highly 
educated, and 68% of women reported not working due to 
unemployment, retirement, or as a result of BC. Half of 
women (50%) reported an annual household income of less 
than €40,000. Furthermore, 39% (n = 11) of women were 
categorized as high SES, while 61% (n = 17) of women 

Table 1  Participant demographics (SDH) of the women with BC 
interviewed for the study (N = 28)

N (%)

Year of diagnosis
 2020 10 (36%)
 2018–2019 6 (21%)
 2015–2017 12 (43%)
Cancer stage at diagnosis
 Stage 1 8 (29%)
 Stage 2 11 (39%)
 Stage 3 5 (18%)
 Stage 4 2 (7%)
 N/A 2 (7%)
Education
 Primary 4 (14%)
 Junior/intermediate certificate 3 (11%)
 Leaving certificate 5 (18%)
 Diploma/certificate 6 (21%)
 Third level/post-graduate degree 9 (32%)
 Other 1 (4%)
Annual household income
 Below 20 K 4 (14%)
 20-40 K 10 (36%)
 40-60 K 3 (11%)
 60-80 K 1 (4%)
 80-100 K 1 (4%)
 Above 100 K 2 (7%)
 N/A 7 (25%)
Work status
 Employed 9 (32%)
 Unemployed/ homemaker/ retired 12 (43%)
 No longer working as a result of breast cancer 6 (21%)
 Other 1 (4%)
Insurance status
 Private health insurance 11 (39%)
 Medical card 9 (32%)
 Both 6 (21%)
 None 2 (7%)
Region
 In Dublin city/ county 11 (39%)
 In a city other than Dublin 2 (7%)
 In a town (1500 +) 5 (18%)
 In a village 2 (7%)
 In open countryside 8 (29%)
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were categorized as low SES. Supplementary 3 presents the 
refined SDH sampling strata by participant.

Themes

The three main themes, along with their sub-themes and 
corresponding codes, are described narratively below, and 
also summarized in Table 2. SES was the only SDH that was 
associated with varied themes and sub-themes; therefore, 
SES is integrated narratively when evident.

Unmet needs in BC health care

Most women (n = 26, 98%) mentioned at least one on-going 
unmet need specific to their BC health care, which nega-
tively impacts their overall well-being since the onset of the 
COVID-19 pandemic.

Unmet needs in routine care for BC Post-treatment care (i.e., 
routine care) includes follow-up appointments, exams, scans, 
and other tests that occur after active treatment, and most 
women reported an unmet need regarding their routine care 
(n = 21). Many women experienced persisting delays and/or 
cancellations (n = 16) since the pandemic. A higher propor-
tion of women with low SES reported disruptions (n = 12, 
71%) compared to women with high SES (n = 4, 36%) for 
routine appointments. Overall, these reported delays and/or 
cancellations were typically rescheduled and/or modified; 
however, women were dissatisfied without in-person annual 
mammograms: “Now, it was a drawback not being able to 
have my mammogram for two years and, well, I was keep-
ing up with, you know, with my examinations myself, so I 
was kind of half OK, you know, that if anything was there, 
I would have felt it.” (P6, low SES).

Regarding routine care, many women expressed diffi-
culty contacting their BC team (n = 17). Additional concerns 
included delays with breast reconstruction procedures (n = 6) 
and BC medication (n = 11). A higher proportion of women 

Table 2  Themes, sub-themes, and codes derived from using a codebook approach to thematic analysis

* Difference in experience by SES

Themes Sub-themes Codes

1. Unmet needs in BC care (n = 26) Routine care fall-out* (n = 21) Delays/cancellations
Lack of contact with BC care team
Medication difficulties
Breast reconstruction

Mental health (n = 18)
Physical well-being (n = 13)

Anxiety, depression
Fear of cancer recurrence
Co-morbidities
Fatigue
Pain

Financial support* (n = 10) Loss of income
Transportation
Inability to pay for healthcare

2. Patient priorities for BC care (n = 28) Cohesion*
(n = 28)

Multiple clinic locations
Continuity across multidisciplinary care
Efficiency in appointments

Communication*
(n = 28)

Consistency and understandability
Fall-out from routine care
Telemedicine
Designated healthcare contact

Empowerment within BC care*
(n = 20)

Personalisation
Education and knowledge
Self-management
BC pathway

3. Recommendations for BC care
(n = 28)

Transition from active treatment
(n = 17)

Continued contact with BC care
BC pathway awareness
Cancer support centres

Support resources
(n = 18)

Financial aid
Transportation
Bras and wigs

Telemedicine
(n = 7)

Improve communication
Transportation barriers
Costs
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from low SES backgrounds reported medication difficulties 
(n = 9, 53%) compared to women from higher SES back-
ground (n = 2, 18%), including disruptions with supply of 
BC medications and a lack of support for the side effects and 
consequences from tamoxifen: “When I was given tamox-
ifen, I wasn’t aware that other medications could actually 
reduce its’ effectiveness. That was something I discovered 
during the year, myself, on my own. So I had to bring that 
to the attention of my doctors and request that they be 
changed.” (P8, low SES).

Unmet needs in mental and physical healthcare The com-
bination of experiencing COVID-19 and having BC exac-
erbated both physical health and mental health for women, 
regardless of SES: “But the last six or eight months, again, 
I have felt very un-well and it just can’t be gotten to the bot-
tom of, medically, you know… I don’t know whether it’s 
right or wrong or appropriate to attribute it to COVID or 
post-pandemic or is it just a fact of life post cancer?” (P28, 
high SES).

For physical health (n = 13), women noted developing 
pain, co-morbidities, and fatigue which was attributed to the 
disruption and lack of access to healthcare services during 
the pandemic: “That side of my arm and breast is very sore, 
so maybe if I was going to physio, it mightn’t be so bad. It’s 
hard to lift up that arm. It’s very, very sore.” (P16, low SES).

For mental health (n = 18), women expressed persisting 
depression, anxiety, and fear of cancer recurrence, which 
they believed would have improved post-pandemic, if they 
were able to access treatment: “Now I find in the last sort of 
six months, I’m struggling mentally. I’m a bit overwhelmed 
at times. I think that would be the best way to put it. And 
you know, the impact now of it, I suppose, is really taking 
effect now because you are dealing with the treatments and 
stuff like that. (P2, low SES).

However, these mental health needs were infrequently 
addressed through their BC care: “But they need to be more 
aware of the mental… health side of it as well. I don’t think 
there’s anything, well look, there is nothing done, there’s 
nothing there for it. That’s not part of the treatment plan and 
I think it should be.” (P7, low SES).

Unmet financial support to access BC healthcare Through-
out the pandemic, some women experienced financial dif-
ficulties (n = 10), including disruption to work and income 
due to BC and/or COVID-19, resulting in an inability to pay 
for BC services and medications, and transportation issues. 
A higher proportion of women with low SES reported finan-
cial difficulties (n = 9, 53%) compared to women with high 
SES (n = 1, 9%): “And I wasn’t working, so I had no money 
at all. And so, I got sorted out. Well, it took a while and I 
think that’s hard on people because I had to like, actually 
beg for a medical card because I wasn’t even going to get the 

operation because I had no money to pay for an operation.” 
(P1, low SES).

The lack of financial support is still evident and on-going 
post-pandemic: “I have the hormone medication, the breast 
cancer one. So it is, that’s a bit of a pain every three months, 
having to pay that.” (P13, low SES).

Patient priorities for BC healthcare

Women proposed priorities for their BC care (n = 28); which 
were personalized and included improving their health-
related anxiety and overall well-being.

Cohesion in BC healthcare Cohesion among multidiscipli-
nary BC care (e.g., oncology, surgery, radiotherapy, GP, 
physiotherapy, psychology, and pharmacy), spanning from 
diagnosis through post-treatment care, was a top priority 
for all women (n = 28). However, women’s experience with 
cohesive BC care varied; the majority of women described 
adequate BC cohesion (n = 18); however, of the women 
who described poor BC cohesion (n = 10), a higher propor-
tion was of low SES (n = 8, 80%): “It didn’t feel linked… 
it almost felt a bit like a conveyor belt system. And you 
know…you could be with radiology and you might say 
something or have a concern and they’d be like, well, that’s 
not really our department. So you need to phone oncology.” 
(P7, low SES).

Women with poor BC cohesion expressed that the differ-
ent elements for BC care (e.g. radiology, oncology) were not 
linked and those who attended appointments in varying BC 
clinics addressed concern regarding clarity in patient infor-
mation: “When you’re coming in as a patient, they should 
know your history… Like I’ve been asked, ‘So you had can-
cer on the left?’ And then I said, ‘Yeah but I had double 
mastectomy.’ ‘Oh, I didn’t know that’, you know? They’re 
the type of things you should know as a doctor or a nurse…
you should read the notes. They should have a preliminary 
page that says this patient has had this, this, and this.” (P3, 
low SES).

On the other hand, women expressed better cohesion with 
continuity and on-going monitoring with BC health profes-
sionals post-treatment: “Now I’m really lucky because we 
know they’re there. So, for instance, next month I’m hav-
ing… a breast CT…so I’m kind of back into six-monthly 
checks now again. So that’s where I am at the moment, [I’m] 
being watched quite carefully now.” (P23, high SES).

Many women discussed the importance of efficiency 
with appointments (n = 13), including timely results and 
less delays: “I think the fact that the hospital…quite quickly 
geared up to being very, very efficient and they dealt with 
people when they arrived and soon as you were kind of 
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finished, you were let go. There wasn’t any of the delays 
that would have been before.” (P24, high SES).

Communication with and between BC healthcare provid‑
ers Proper communication, including consistency and 
understandability, with health professionals was another top 
priority for women interviewed in the study (n = 28). All 
women who expressed adequate cohesion in their BC care 
attributed it to good communication (n = 18): “Since [the 
pandemic], it has been the same, consistent. If they give me 
an appointment, it goes ahead and there’s no changes. If you 
ring them… they answer the phone and you get on to them 
and you know the details are there and so everything is fine 
from that point of view.” (P21, high SES).

However, poor communication was a common concern 
for some women (n = 10), and women’s experience with poor 
communication was attributed to the unmet need of fall-out 
from routine care: “It’s communication. It always comes 
back to communication, doesn’t it? And if you had some-
body that you could just have a 5-min conversation with an’ 
it’s kind of like, just give me your opinion. Hear me. Hear 
me. First of all.” (P18, high SES).

To enhance communication, many women mentioned the 
use of telemedicine (n = 21), especially during the pandemic 
when in-person appointments were limited: “To know that 
there was somebody picking up your file, looking at it, pick-
ing up the phone and checking in with you. It was very reas-
suring.” (P6, low SES).

Indeed, there were differences in women’s experiences 
with communication. Similar to cohesion, 80% (n = 8) of 
women who expressed poor communication were of low 
SES, even with the use to telemedicine: “The phone call, 
like I said, you were just talking… there were no personal 
details. You know, you couldn’t show [them anything] over 
the phone.” (P9, low SES).

Additionally, women described the role of a BC nurse, 
junior doctor, or GP as an integral component to their BC 
care to enhance both communication and cohesion: “That 
continuity of care was very important… I found my oncol-
ogy link nurse was extremely supportive… And I got that. 
But I imagine not everyone probably is that lucky.” (P20, 
high SES).

Patient empowerment in BC healthcare Empowerment was 
another top priority, and most women (n = 20) described the 
ability to be an active participant in their BC care. The per-
sonalization of BC care enhanced patient empowerment: 
“Everybody has different needs and different wants. And 
what I would find satisfactory, somebody else wouldn’t, you 
know?” (P10, low SES).

Furthermore, proper education and knowledge on BC 
treatment and results also improved mental well-being: 
“They really kind of involved me in a sense, showed me the 

evidence. And that really made a difference. I mean, that 
melted away any lingering anxiety I had. Now I’m just a new 
person. That could make a huge difference to somebody.” 
(P8, low SES).

However, several women did not experience empower-
ment and involvement within their BC care (n = 5), which 
was more common among women of low SES (n = 4, 80%). 
This lack of control caused health-related anxiety and worry: 
“It’s the effects of all the other things, you know? I find that 
a bit problematic… It’s a struggle. I don’t know what anyone 
even could do about it because I don’t know even myself.” 
(P1, low SES).

Women also discussed the importance of managing their 
BC care by understanding their specific pathway for treat-
ment and care, and being aware of next steps: “I had my plan 
set out for me from the beginning of where we were going. 
Chemo, surgery, radiation. So you knew all that, which was 
great. You know, you weren’t second guessing it all the time. 
You knew you had a plan and the plan was going to plan.” 
(P2, low SES).

Recommendations to improve BC healthcare

Considering their unmet needs and priorities for proper and 
personalized BC care, all women (n = 28) proposed improve-
ments and recommendations to enhance BC care moving 
forward post-pandemic. Most of the recommendations 
addressed an unmet need and/or a patient priority.

Transition from active treatment to post‑treatment To 
address the unmet need of routine care fall-out, many women 
(n = 17) suggested ways to improve the transition from active 
to post-treatment, a period of time when women feel aban-
doned from their habitual BC care. Women proposed con-
tinuity in care through continued contact with a designated 
BC nurse: “I think that could help a lot of people out, if you 
could ring the nurse and they could tell you what’s going 
on. It might be something very simple or, you know…it’s 
something that’s part of [the BC] because, as you know, the 
side effects are massive from medications.” (P17, low SES).

Women expressed the desire for clear communication on 
their BC care plan post-treatment: “I didn’t feel that they 
gave you…a little pamphlet or booklet or something that 
could give you directions if you have anything, anxieties… 
How do you get back into your normal life? And how do you 
deal with maybe upcoming events, something like that? It 
was just like dead stop.” (P2, low SES).

The promotion of local cancer support centers from the 
BC care team was a common suggestion to enhance the tran-
sition from active treatment to post-treatment: “There should 
be something, a follow-up from your treatment, as in a nurse 
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even saying to you, ‘look, I think you should contact your 
local [support centre]’ or something but like I, I literally 
finished my treatment and that was it.” (P4, low SES).

Likewise, the use of local cancer support centers offered 
women supportive care to address physical and mental 
health unmet needs: “That psych-oncologist was brilliant 
and she arranged… she gave me the name and number of 
somebody in [support centre] to ring, which I did. And she 
said, ‘I think these services, these things, the thrive and sur-
vive… this would be really beneficial for you.’” (P18, high 
SES).

Support resources for BC care In addition to support cent-
ers, many women (n = 18) expressed the importance of 
support resources for their BC care to improve the transi-
tion from active treatment. To address the unmet need of 
financial support within BC care, women (n = 9) suggested 
ways to improve the barrier of healthcare costs specific to 
BC: “Look, there’s definitely…grants and stuff like that. I 
never chase them because they made it too difficult for you 
to access. When you’re in the midst of a diagnosis and you’re 
trying to process everything, the last thing you want to do 
is go through your emails, try find pay slips and try to find, 
you know, bank statements…a letter from your oncologist 
should be enough. You know?” (P7, low SES).

Women also recommended ways to improve the patient 
experience with general issues such as transportation (n = 8): 
“And I do think the volunteer drivers with the [support cen-
tre] that’s a massive plus. That’s how I used to get in because 
I would be very dopey when I finished treatment, so I wasn’t, 
it wasn’t safe for me to drive, so they were huge resource 
… and I wasn’t made aware of that in the hospital.” (P19, 
high SES).

Specific to BC, women discussed BC specific resources 
such as bras and wigs (n = 9); however, there was limited 
knowledge on the accessibility and availability of such 
resources: “I’m only talking about what’s available locally… 
I don’t think there are those things here. Even down to…get-
ting a proper fitting bra or where to go for it… I didn’t seem 
to realize that the mastectomy bra… you get those cheap or 
free for your first one.” (P27, high SES).

Telemedicine The use of telemedicine was common 
throughout the pandemic (n = 21), and women recommended 
the adaptation of telemedicine moving forward post-pan-
demic when feasible (n = 7): “The use of technology has 
been…a positive. If I was to turn around and say, ‘can I 
have a video, you know, a phone consultation?’ I think most 
of the time, it wouldn’t be a problem if you were to ask for 
that rather than just having an actual face-to-face.” (P23, 
high SES).

More so, the adaptation of telemedicine can eliminate 
transportation barriers and reduce time spent waiting for 

appointments: “They were useful in the pandemic in that 
you couldn’t physically be in the same spot. You know, we 
were in lockdown. And I actually think sometimes it’s better 
to be able to do that rather than going up to spend 3 or 4 h in 
the hospital waiting to speak to somebody.” (P3, low SES).

Discussion

The current study found that women with a diagnosis of BC 
are experiencing many unmet needs associated with their BC 
care post-pandemic. Unmet needs included disruption and 
discontinuation of routine BC care, a lack of treatments and 
support services to address women’s mental and physical 
well-being, and a lack of financial support for those women 
of low SES to help them access and obtain BC care. Con-
sidering such unmet needs, women identified their priorities 
for receiving adequate BC care and further proposed recom-
mendations for improving BC care in the future. Cohesion 
within BC health care delivery and improved communica-
tion among BC healthcare providers were considered top 
priorities, both of which were perceived to empower women 
in managing their BC care. The following three recommen-
dations addressed unmet needs and patient priorities: (1) 
improving the transition from active to post-treatment care, 
(2) enhancing and promoting support resources, and (3) 
appropriate adaptation of telemedicine.

Unmet supportive care needs were common for all BC 
patients throughout the pandemic, including physical and 
psychological needs, communication with clinicians, health 
system information needs, and other financial and social 
needs [30]. A previous quantitative study conducted during 
the pandemic found that unmet needs for BC survivors can 
be addressed with either comprehensive care or psychologi-
cal and emotional support and women who reported more 
unmet needs also reported a significantly lower quality of life 
[15]. The results of our study found that women of low SES 
experienced greater disruption to routine care and increased 
financial difficulties specific to BC, which is consistent with 
research conducted prior to the pandemic [31]. It is likely the 
pandemic exacerbated pre-existing socio-economic inequali-
ties in BC care; therefore, women who experienced greater 
unmet needs should be reintegrated into routine BC care 
along the entire cancer continuum [22].

The identification of patient priorities for personalized 
BC care ensures equality in BC care [32]. The women in 
our study identified cohesion and communication as top pri-
orities; however, poorer cohesion and communication were 
both common for women from lower SES backgrounds. 
Personalized BC care should address comprehensive con-
tinuity for all women, regardless of SES, to improve equity 
in healthcare services. Women in this study proposed 
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improving the transition from active to post-treatment by 
having a designated, or liaison, healthcare professional to 
support them with the transition. Research has shown the 
multidisciplinary benefits of a liaison nurse for cancer care, 
including physical, psychosocial, and communicative out-
comes [33]. Cancer support centers also improve the tran-
sition from active treatment by providing cancer survivors 
a social and community network to address multidiscipli-
nary needs [34]. However, the pandemic created barriers 
towards accessing such resources. Women should be made 
more aware of the availability of these centers, and other 
supportive care, directly from their BC care team.

Providing financial aid and transportation means to 
women in need, especially women from low SES back-
grounds, can address health inequalities specific to accessing 
and obtaining BC care [35]. Strategies from a health systems 
level for reducing cancer-related inequalities include enhanc-
ing patient navigation along the cancer continuum and inte-
grating telemedicine for routine care [36]. Furthermore, 
transportation barriers and auxiliary costs can be addressed 
with telemedicine, which was a widely utilized practice dur-
ing the COVID-19 pandemic [37]. In addition, telemedicine 
can improve communication with continued contact with 
BC health professionals. As BC services recover from the 
COVID-19 pandemic, consideration should be given to the 
use of telemedicine in BC care and how it could be used 
more effectively to support women.

Strengths and limitations

The study has a number of strengths including the large 
number of women interviewed and the selection via strati-
fied purposive sampling to ensure diverse representation. 
This study is one of few studies to associate SDH, in par-
ticular SES, with BC care experience. The interviews were 
conducted immediately following COVID-19 government 
restrictions; therefore, they were timely and represent expe-
riences of the transition from pandemic restrictions. There is 
limited research post-pandemic from the patient perspective; 
therefore, it addresses an evidence gap. However, there are 
several limitations to the study regarding generalizability. 
The participants do not represent all women living with 
a diagnosis of BC. The study was conducted in Ireland, a 
country which experienced severe and longer periods of 
restrictions compared with other countries [38]. Ireland 
remains the only country within the European Union without 
universal healthcare, and health inequalities have been asso-
ciated with health insurance status and SES [39]. To enhance 
health equality in BC care, the findings from this research, 
in tandem with previous related research conducted during 
the pandemic [22], suggest that all women with a diagnosis 
of BC should be entitled to a medical card to assist with 

healthcare costs, if needed. Despite differences in health 
care systems, women with BC may be experiencing similar 
unmet needs across different countries and further research 
across countries with varying health care systems is needed 
to fully understand unmet needs for women with BC post-
pandemic and inequities in these unmet needs. Additional 
future research may include comparing individual SDH 
characteristics to determine what SDH characteristics have 
a greater influence on women’s experience with BC care.

Conclusion

The pandemic has impacted BC services considerably for 
women in Ireland with BC, and this study has identified a range 
of unmet needs in BC care, patient-centered priorities, and rec-
ommendations for addressing these unmet needs. These priori-
ties and recommendations align with the goals of the national 
cancer strategy, which aims to put structures in place to allow 
for increased patient involvement in the delivery of BC care 
going forward [40]. As health systems are recovering from the 
COVID-19 pandemic, the emphasis should be on both restor-
ing access to BC care and improving the quality of BC care to 
achieve the best possible health outcomes for women living 
with and beyond a diagnosis of BC. Particular consideration 
needs to be given to those women from lower socioeconomic 
groups, in order to reduce health inequalities, which have been 
further exacerbated by the pandemic. As health systems are 
recovering from the COVID-19 pandemic, an emphasis to 
restore and enhance better BC care should be essential, with 
consideration and emphasis from the patient perspective.
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