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THE OLDER WOMEN’S BREAST CANCER TREATMENT
EXPERIENCE:

INWARD FOCUS ON SELF

Donna Griesbach, RN, BSN

Abstract

The purpose of this grounded theory study was to examine the perception

older women (2 65 years of age) have of their breast cancer treatment

experiences. The sample consisted of 36 women between the ages of 65 and

85 who were undergoing or recently had treatment of their breast cancer. A

semistructured interview guide was used to collect data during two, two-hour

interviews. The basic self process, Inward Focus emerged from the data.

Inward Focus on Self consists of experiences on a continuum of intensity and

duration which progressed from the relatively insignificant to social isolation

and absorption with self focus. The experiences that created the Inward

Focus on Self were: focus and time spent on health maintenance; effects of

treatment and symptoms; concern about and others perception of body

changes; and surveillance of body function. Effects produced by these

experiences included: decreased interaction with others; decreased

communication with adult children; decreased venturing outside the home for

health maintenance activities. As time from treatment progressed there was

evidence of re-expansion of the women’s world.

ii
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Older Women’s Breast Cancer Experience: Inward Focus on Self

Introduction

Breast cancer is the most prevalent form of cancer in older women 65 to

85 of age (A.C.S., 1995). With the increased aging of the American

population, more and more older women are being diagnosed with breast

cancer each year. Consequently, health care issues and needs specific to

older women being treated for breast cancer need to be addressed. It is

particularly important to gain insight on how older women view their breast

cancer treatment experiences. This in turn will provide information health

care providers could use in planning or assisting the older woman with the

treatment experience, as well as to indicate areas in need of further research.

Most of the research literature related to breast cancer treatment has

primarily been focused on younger women. Results of these studies indicate

that surgical procedures, mastectomy in particular, chemotherapy and

hormonal treatment sequela, e.g. fatigue, psychosexual problems and body

image issues are often problematic. It is not known if these issues are also

problematic for older women since they have been minimally studied

(De Vita, 1982). Much of the narrative literature on the older woman’s

experience with breast cancer has been presented from an experiential point

of view, usually from the perspective of the care provider (Wilson & Morse,

1991; Adolph, 1993). The majority of reported research on the older woman,
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relative to cancer, has been primarily on early detection issues, such as ability

and willingness to do self-breast examinations (BSE) and participate in

mammogram screening programs (Baulch, Larson, Dodd, & Detrick, 1992).

But, because the treatment experience has not been addressed from the

perspective of older women, we really do not know what their experiences

are. It is not known if they have problems with treatment, if they have needs

unique to their population, or if their breast cancer treatment experiences are

similar to that reported by younger women. The purpose of this study was to

determine the breast cancer treatment experience from the perspective of

older women (2 65 years of age). Until we begin to get an understanding of

the older women’s experiences with breast cancer treatment we well continue

to use an experiential case-by-case approach in the delivery of care to them.

Background

It is particularly important to eliminate barriers to effective treatment for

older women newly diagnosed with breast cancer, by achieving a better

understanding of the older women’s treatment experience. One in nine

American women will be diagnosed with breast cancer. In particular, the

incidence of breast cancer is highest in women 2 65 years of age. In women,

breast cancer is the second leading cause of death (Yancik & Ries, 1989)

with 50% of the deaths from breast cancer occurring in women in this age
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group, (Goldhirsch, Gelman, Gelbar, & Castiglione, 1990). While these

women represent only about 13% of the female population in the United

States, they constitute 39% of all cases of invasive breast cancer (Sartariano,

Ragheb, & Dupuis, 1989). Ten to thirty percent of this group have locally

advanced disease, have a higher rate of local and distal recurrence, and have

a poorer 5-year survival rate.

The literature indicates older women have received less potentially

curative therapy or the same state-of-the art treatment provided to their

younger cohorts (Silliman, Guadagnoli, Weitberg & Mor, 1989; Ludwick,

Rushing, & Biordi, 1994; Morrow, 1994). The research on older women

with breast cancer shows that after diagnosis the focus has been to achieve

optimal local regional control and prevent/control metastases (Fleming &

Fleming, 1994). Small tumors are usually managed with conservative surgery

and irradiation. In addition, women 2 65 years and older are less likely to

receive combination therapy with chemotherapy and/or radiation (Yancik &

Ries, 1989). Systemic treatment is used to prevent distant recurrence. The

duration of therapy can vary. The regimen of choice also varies. These

treatments result in a variety of symptoms and side effects.

Several studies indicate the older women who receive treatments similar

to younger individuals are equally able to tolerate and respond to the

treatments (Begg & Carbone, 1983; Fleming & Fleming, 1994; Ludwick, et

al., 1994). However, the literature shows physicians tend to make treatment
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decisions on chronological rather than biological age despite available data

(Beisecker, Helmig, Graham, & Moore, 1994). When asked their reasons for

not pursuing more aggressive therapies, physicians indicate such treatments

are “not appropriate” and rarely list age as a reason. Silliman et al. (1989)

postulates that physicians have an implicit and unacknowledged age bias.

As people age they are likely to develop one or more chronic health

problems (Rowe, 1985) that can impact cancer diagnosis, treatment, and

prognosis (Sartariano et al., 1989). In a case-control longitudinal study of

older women with and without breast cancer, Sartariano et al. (1989) found

that slightly over 40% of the women with breast cancer reported one or more

conditions which limited their function. However, this percentage was not

different from that found in the controls.

The older women have been perceived to have limited coping repertoire,

however, Larson, Dodd, and Halliburton in 1991 found these women had

quite effective coping skills during treatment. Silliman et al. (1989) note that

the elderly are receptive to educational interventions. However, no

intervention studies to alleviate barriers to treatment of breast cancer in older

women were found in this review of the literature.
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Methods

Sample and Setting

Criteria for inclusion in the study: age of 65 and older with a positive

mammogram, a diagnosis of breast cancer, and beginning or undergoing

treatment for breast cancer. A convenience sample of 36 women, age 65 and

older, with a diagnosis of breast cancer, who were beginning or undergoing

treatment at eight San Francisco Bay Area Medical Centers. Signed consents

were obtained. Included were women recruited to the study upon referral of

their physicians and those who heard about the study through friends, support

groups, or bulletins. Provider information sheets were sent to the primary

cancer physician of the women who were enrolled in this manner. Potential

subjects were included if the following criteria were not met: 1) have severe

mental impairment; 2) unable to speak and read English; 3) do not have a

phone; 4) too physically (Karnofsky & 60%) debilitated to complete the

research protocol; 5) declined participation. Participants could withdraw

from this study at any time without jeopardy to their medical care plan.

Approval for the larger study was given by the University of California San

Francisco Committee on Human Subjects (H18975-07567-01).
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Procedure

A prospective, longitudinal design was used to explore the needs and

experiences of the older woman receiving treatment for breast cancer. The

study was approved by the University of California Committee on Human

Research. The larger study addressed both quantitative and qualitative

information about the needs of these older women under treatment (Larson,

Dodd, & Halliburton, 1994). The quantitative data related to Quality Of Life,

co-morbidity and symptom distress is reported elsewhere (Larson et al.,

1994).

To gain the older women’s perspective, this secondary analysis used a

qualitative approach focus to gain an understanding and insight into the breast

cancer experience from the perspective of the woman. Utilization of a

grounded theory approach enhanced the understanding of the interrelationship

amongst conditions, their meanings, variability, and the effects of change and

process of the women’s experiences (Strauss & Corbin, 1990). Grounded

theory also added to theoretical sensitivity, and improved the understanding

of the subtleties of meaning in the women’s data (Strauss & Corbin, 1990).

Verbatim transcriptions of interviews were prepared and analyzed by

applying a constant comparative analysis (Glaser, 1978; Strauss & Corbin,

1990). This method assured theoretical saturation of the categories of

experience and needs of the older women and assured identification of the

system was established through a consensus of the investigators (Dr. Patricia
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Larson & Donna Griesbach) during discussions with Dr. Anselm Strauss, an

expert in grounded theory.

Theoretical sampling procedures were used during data collection. A

semistructured interview guide was used to collect data, with extensive audio

taped interviews lasting one to two hours. The interviews occurred once a

woman indicated an interest in the study and a willingness to be contacted.

An explanation of the study was given, signed consent was obtained, and

determination of the time and place for the first interview were decided.

Participants were interviewed and audio-taped at two times during the study.

The analysis presented here is based on the data from both the first and

second interviews. During the second interview, some women would

purposely refer to something they said in the first interview, clarifying or

adding to what had already been said. The initial interview took place shortly

after the woman consented to participate, and generally within three months

of their initial treatment for breast cancer. The second interview occurred

within six to eight weeks after the first interview. Interviews began with the

question, “Please tell me what your experience has been since your diagnosis

with breast cancer and the beginning of treatment. In particular, any specific

needs that you’ve experienced both in terms of if they’ve been met or unmet.”
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Follow-up probes were used to clarify and verify information. Both

interviews were at a time and place agreeable to the women, most interviews

were in their homes. To assure confidentiality of data, pseudonyms were

assigned to each woman at the time of transcription of the interviews; and

audiotapes and transcripts were kept in a locked cabinet.

Results

The focus of this study was on the older woman’s (2 65 years of age)

perception of her experiences and needs, when she had recently received a

diagnosis of breast cancer and is beginning treatment. The initial analysis of

patient data resulted in the following demographics. The ages of the

participants ranged from 65 to 85 years with a median age of 70 years.

Eighty-eight percent of the participants were White, 3% were African

American, 6% Asian American, and 3% were of mixed or other ethnicity.

Fifty-nine percent of participants were currently married and living with their

spouse. Thirty-two percent were widowed, while 9% were divorced or

separated. Eighty-two percent lived in their own homes, and 18% lived in

either an apartment or retirement housing. The median number of years of

education was 14.5. Only 1% of participants had never worked outside the

home. Seventy-one percent were retired, 21% were working part-time, and

6% were working full-time.
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Twenty-four of the women had an initial diagnosis of breast cancer and

11 had recurrent breast cancer. Among the women with initial disease, 57%

were detected with breast cancer by mammography alone, 39% by breast self

exam (BSE), and 4% by other means. Disease stage at diagnosis was stage II

or lower in 96% of women. All but one of the women were treated

surgically. Fifty-two percent had lumpectomies, 43% had modified radical

mastectomies. Fifty-nine percent had received radiation therapy, 26%

chemotherapy, and 74% hormonal therapy.

Of those with recurrent breast disease, 43% was detected by

mammography, 14% by the woman herself, and 43% by other means.

Recurrences involved the ipsilateral breast 25%, the contralateral breast 13%,

and distant sites in 62% of women. Bone and lung were the only sites of

distant metastases. Treatment of recurrent breast cancer was by modified

radical mastectomy in 25% of women, radiation therapy in 13%,

chemotherapy in 38%, and hormonal therapy in 29%.

Results of Constant Comparative Analysis of Interview Data

The women were readily open with their experiences and spoke

candidly about their treatment experience. Most of the women gave

chronological accounts of their treatment experience, starting at the time

when they first received information about their diagnosis. It was noted there

was little discussion regarding treatment decisions. Most of the women
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seemed accepting of their physicians’ suggestions, however, some didn’t

comment on this aspect at all. R. J. a 68-year-old widow stated, “He’s (the

M.D.) the expert, so he’s the one who should be telling me what to do. I trust .

he’ll make the right decisions for me.” Also, there was very little discussion

about the actual treatment per se. For the most part the surgical procedure

(mastectomy/lumpectomy) was perceived as not being terribly physically

debilitating and it was noted the women did not view the mechanics of

receiving adjunctive therapies, e.g. going to the infusion center for

chemotherapy, extremely problematic. The older women perceived these

treatment experiences as tasks which had to be endured to achieve wellness.

The concept of enduring tasks gave the experience a time limited aspect

which was repeated consistently throughout the data. It was the side effects

from the treatments however, not the treatments themselves, which were

perceived as most troublesome. All of the women experienced side-effects

from their treatment, in varying degrees. It was found, at the time of the

second interview there were many more comments regarding the effects of

the treatment experience on body image and activities of daily living (ADL).

Changes in body image and effects on ADLs produced inward focus on self

and social isolation.

Women described their experiences on a continuum of intensity and

duration, which progressed from the relatively insignificant to social isolation

and absorption with self focus. The women spoke in detail about their
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feelings concerning losses which occurred as they progressed through the

continuum toward social isolation. The experience was progressive as focus

turned inward. The recurrent themes which emerged from the analysis of the

interviews have been identified as: 1) focus and time spent on health

maintenance, 2) effects of treatment and symptom management, 3) concern

about, and others’ perception of bodily changes, and 4) surveillance of bodily

functioning. Effects produced by these themes included: 1) decreased

interaction with others, 2) decreased communication with adult children, and

3) decreased venturing outside the home, except for health maintenance

activities. The accumulative result of these behaviors were identified as

social isolation and inward focus on self. Figure 1. depicts the recurrent

themes.

Focus and time spent on health maintenance

All the women vividly described details of first receiving information

about their diagnosis and treatment. Most described a multiple appointment

multiple assessment process of diagnosis management and treatment. Several

women described the experience as a “full time job.” Once treatment ensued,

the women became engaged in the need to respond. During the first response
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Figure 1. The Older Woman’s Inward Focus on Self
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it was found the women’s focus was on health maintenance and symptom

control, secondary to treatment. One woman, S. B., a 65 year old, described

how she limited her activities to only going to her clinic and treatment

appointments, and “sometimes” grocery shopping. She didn’t do any outside

activities for fear of, “catching cold and getting flu and then the treatments

will be interrupted.”

B. O., a 67-year-old woman, described having to organize her life

around her cancer treatment. “I focused on getting up each morning, getting

over there, coming back, and getting ready to get up the next morning, go

over there and come back. It’s a full-time job.”

Some women stopped favorite activities for health protection reasons.

For example. T.J. gave up gardening for fear of injury, or as in one case a

woman gave up her kitten for fear of scratches. This intense focus on health

maintenance expended much of the women’s time and energy, leaving little

time for any other activity.

Effects of treatments and symptom management

Side effects and symptoms of the disease such as fatigue secondary to

disease or treatment, changes in body image, the loss of breast/breasts,

alopecia, weight loss, or skin changes made excursions out of the home tiring

and worrisome. H.T., a 68 year old, described the most difficult part of her

breast cancer experience, “When you lose your hair---the worst thing to me

about my cancer was losing my hair and the nausea.” The concerns and
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physical demands of ongoing cancer treatment and symptom management

contributed to increased stress with many of the women. Limited time and

energy reduced resources available for anything else but health maintenance.

Little energy was available for interaction with others or venturing out.

M. G., a 72-year-old widow, viewed herself as a high energy person before

her breast cancer treatment. She was involved in a multitude of activities,

social groups etc. She was very unhappy with the fact she didn’t have energy

to attend these functions after initiation of breast cancer treatment: “I’m tired

of treatments, I’m tired of nausea, I’m just tired. I just don’t have the energy

to do all the things I used to do. I used to be one of those who would just go

all the time. Now it’s all I can do to get around my little apartment. I just

take care of the things I have to.” However, M. G. felt the decreased energy

level was something that just had to be endured, and it would improve just as

soon as treatment was completed.

Concern about, and others’ perception of bodily changes

The great majority of women interviewed were very concerned about

their outward appearance. For the most part, women at the time of the

interview obviously had spent time on their appearance. The interviewers’

field notes frequently noted how well the women appeared at the time of the

interview. They were generally well groomed and had make-up on. It was

very difficult to observe any changes in outward appearance unless there

were obvious changes, such as alopecia. Even though changes in the majority
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of cases were not obvious, women were still very concerned about theirs and

others’ perceptions of their bodily changes. There was much discussion

about such issues as breast prostheses. One woman, C. C., a 68 year old,

commented that even though she was older she was still interested in looking

her best. C. C. experimented with developing a prosthesis which she felt

looked good and was comfortable. She explained after years of being a

seamstress she knew she could do a better job at the prosthesis than what she

was offered. C. C. went on to share her prosthetic idea with other women at

the clinic she attended. She and other women in the study repeatedly

demonstrated creative resourcefulness. In fact, in the face of inadequate

resources such as lack of support, lack of convenient health care services

addressing their own needs the older woman (for the most part on her own)

was able to negotiate ways to get what she needed.

Many women spoke about their concern for how others would or had

reacted to them. R. R., 69 years old, described her experience, “I found out

that I’m very cowardly. I’m afraid to look at this breast. A couple of months

have gone by, and I can’t bear to look at it. I couldn’t bear to let anyone else

see it either. One woman in the survey, C. H., stated, “I think the breast is,

again, a symbol of women. It’s a symbol of her femaleness, of her femininity,

and it seems like a mutation. Nobody’s going to see this breast anymore, but

its symbolism remains, no matter how old one is.” In contrast, other women

had a more accepting perception; for example, one woman when she realized
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she was losing her hair, sat in her garden and combed it out in clumps for the

birds. Others said they just didn’t care if the breast was gone. For example

P. L., “I’m 73 years old, it had to go to save my life. I’m not going to worry

about something I’m not going to use anyway...(laughter).” These women’s

self image didn’t appear to be effected by the loss of a breast, or any other

bodily changes. The acceptance of difficult situations by the older woman

also was a recurrent theme in the data. Women commented they drew upon

past experiences to help them through the difficult times. These women

created a mind-set to use learned cognitive strategies for dealing with

problems in the treatment experience. Often they would redefine the situation

which involved the use of a philosophical perspective based on a belief

system which influenced their interpretation of a situation. Responses were

varied, as demonstrated by such comments as “Things just happen, and you

do the best you can”; “It’s just something you have to get through”, “I’m in

God’s hands.” The older women evidenced a large resource of different

philosophical positions which helped them cope.
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Surveillance of bodily functioning

Surveillance of bodily functioning experienced by the women consumed

time and energy. Hypersensitivity to self was demonstrated frequently.

Small aches, pains or changes in any bodily function warranted investigation,

trips to the clinic, or at least a phone call to a health care provider of some

sort. “I notice every little change in my body now. I was never like that

before (diagnosis). I just wear myself out worrying sometimes.” A 66-year

old woman complained that monitoring the effects from her chemotherapy

took up so much of her attention she had no time for anything else. “I hope

when this chemo is over I really begin to feel like myself, that I will get into

something that’s out of the house.”

An awareness of the possibility of death increased hypersensitivity

regarding bodily functioning and surveillance. A small number of the women

with advanced disease felt responsible for their diagnosis. This was

evidenced by such comments as, “If I had only had my mammogram sooner”;

“I thought I was too old to get breast cancer”; “I had this gastric problem the

first time I had breast cancer, I should have gone in when I first noticed it this

time, but I thought, no, I was just imagining things. I go in for every twinge

now.” The feelings of responsibility increased the women’s monitoring of

their bodily functioning, reducing time and energy for other activities and

interactions.
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Decreased interaction with others

As the majority of time and energy was expended by the women

focusing on their health maintenance, the effects of treatment and symptom

management, their concern about, and others’ perception of their bodily

changes and surveillance of bodily functioning, an accumulative effect of

decreased interaction with others occurred. Interacting with nonfamily was

described as stressful by many of the women. Friends or acquaintances

occasionally encountered in public places, such as grocery stores, and even

family, sometimes made insensitive comments. These difficult situations

were described as stressful by many of the women. There was a tendency for

avoidance of these types of situations. This is what one 70-year-old woman

had to say about communication with others, “You can count your really

good friends on one hand most of your life. I’ve heard from a few people that

I hadn’t heard from before that annoyed me a little because it was sort of like

sensationalism. You know what I mean? They’re only calling to go, oh, my

God, or just to be nosey. And they’re not really terribly interested.” In

addition, some of the women described situations in which they felt that

health care providers did not understand their experience, or were

communicating in an insensitive manner. These experiences for the most part

decreased or changed communication and reduced the tendency of these

women to continue to share with others, increasing social isolation.

+.
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Decreased communication with adult children

Communication with adult children was also effected as the older

women’s focus turned inward. The majority of women had children who

were willing to participate in their mother’s health care. However, the

women demonstrated a tendency to keep their children uninvolved as much as

possible. Frequently, information regarding treatment, prognosis, or needs

was withheld from their adult children. This was seen as protective in nature

and a need on the part of the women not to feel as being or becoming a

burden. R. S., 68 years old, spoke how her sons had their own busy lives

with children of their own. She didn’t want to further complicate their lives

with her problems, “Protecting the boys? Oh, I do tremendously. I do all the

time. How are you, Mama?’ I’m great! And I go throw up in my sink.”

...”And you don’t bring all this burden to your children, to your family, who

can do nothing about it anyway. Now if they could do something about it,

help me, oh yes, I would have told them about it a long time ago. But I’m

trying to tell the people who I feel can help me in that area. My boys can do

nothing about me not sleeping at night, and so I don’t want to worry them. I

don’t want to upset them. I don’t like to upset people. I visit all the time,

and I go laughing and talking and I come home. Sometimes I can barely

make it from my car into the house. But yet I’ll go over and sit out all day

picking weeds out of my boy’s yard. I have to sit down to do it. So he thinks

I’m just fine. He tells all his friends in his office. They’re all, “How's your
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mom?” Because they used to come here and drink all the time and enjoyed

partying. “Oh, she’s just great, she’s just great.” And I feel like telling them,

oh you don’t know how bad I feel. But he can do nothing, so why hurt him.

He’s got his own life, his own family...I would do anything in the world to

keep from hurting them, such as bringing more burden to them than they

already have. They have small children, they have big, new homes, they have

a big overhead. And they don’t need their mom coming along, oh I’m so sick

honey, help me. What can you do? What am I going to do?” Maintaining

the facade of health and expending energy was viewed as stressful by the

women. Those with children who were willing to help, often found excuses

not to have their children involved. Some well meaning children

misunderstandably viewed the women having more energy, strength and

endurance than she actually had, and placed unrealistic demands on her such

as baby-sitting. Attempting normalcy was seen as very draining, contact with

adult children therefore was kept at a minimum, increasing social isolation.

Decreased venturing out of the home

C. T., a 66-year-old Asian woman, was told by her physician to stay

home because of an infected incision line. C.T. felt this was the worst part of

her breast cancer experience. She stated, “And now I have to limit (my

activity) because I want to go, you know, when I have the drainage over

there. And now I think he says that since the first of April I can start going

out. This is what I miss more than anything, going out.” C.T. felt strongly
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about doing what her physician ordered, but disagreed, “But keeping living

every day like going out and even if you ride in a car, get out of the house is

better. Psychological is three times better than staying in the house and just

thinking of cancer." Striving for normalcy, returning to old activities was a

major goal for the majority of the women in the study. Remaining home

bound was viewed as stressful, whether it was self initiated or ordered by a

health care provider. Inward self focus was potentiated by the perception of

being homebound and intensified social isolation.

Co-factors

In addition, co-factors such as age, co-morbidity, attitude, past

experience and availability of support had both positive and negative effects

on the older women’s experiences. The co-factors either intensified or

slowed the process of social isolation and inward self focus.

For example, a 79-year-old woman had this to say about how her age

had effected her outlook, “Since I’m already approaching 80 years old, that’s

old! That’s old enough. So if God wants me to go, I go. I don’t care. I

don’t have anything that needs me here. And my son’s family, the

grandchildren are all grown up and I can go. So I’m not afraid of anything

that will happen to me.” Many women demonstrated this level of acceptance.

A feeling of completion decreased anxiety regarding the breast cancer

experience. Another woman shared how her advanced age made managing

her health more difficult and she had to hire someone to help manage her
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health care, “I’m old and I’m alone, you know, so I have somebody come

there for there days---because I couldn’t---when you get old, you don’t have

the strength to even open the medicine bottles, to take that stuff out and

measure it.”

Co-morbidity occurred with many of the women in the study. Co

morbidity compounded and contributed to social isolation and self focus by

increasing energy expenditure, decreasing endurance and requiring more time

and effort for health maintenance. A 80-year-old woman from China who

had numerous health problems described her fear of taking the pain

medication prescribed because she thought it may interact with other

medications. “I took the antibiotics but not the pain reliever. Because I’m

taking Zantac for my stomach and also taking Capitan for my hypertension.

So I don’t want to mix with all those medicines. As long as I can take [the

medications], so I just forget about the Tylenol and Codeine.” This lead to

decreased activity and lead to increased social isolation.

Attitude and past experience played another important part in the breast

cancer experience. While some of the women demonstrated greater

resourcefulness than others in seeking support, many others demonstrated a

creative assertiveness. Many women had acquired these and other skills

through “living life.” These skills assisted them in negotiating for support

from spouses, friends and health care providers, resolving conflicts and

implementing strategies to reach goals. One woman believed her age gave
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her a certain edge with handling the management of her breast cancer, “I’m a

rather stoic person. I guess I’ve had a lot of experience in life that has built

this up in me.” Many of the women felt strongly, when dealing with the

problems of health maintenance, that they benefited by their life experiences.

The support of a significant other was a positive factor for many of the

women in the study. Years of experience within a relationship provided a

strong foundation from which many of the women drew strength and support.

Many had developed strong conflict resolution and problem solving skills

from these relationships. In many of the cases the significant other was the

only person the individual interacted with. Occasionally, in fact, the

significant other acted as a buffer between the woman and the outside world.

Discussion

The perceptions and experiences of the older women were unique, as

they progressed through continuum of the breast cancer experience. Although

older women are faced with many of the same situations faced by younger

women s 65, there are different and additional challenges of age.

A contribution of this study has been identification of the recurrent

themes regarding the older women’s perceptions and experience with breast

cancer and it’s treatment and their effect on day-to-day life. The themes

which emerged included focus on: health maintenance; effects of treatment

and symptom management; concern about, and others perception of bodily
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changes; and surveillance of bodily functioning. Effects produced by these

themes included: decreased interaction with others; decreased

communication with adult children; and decreased venturing outside the

home, except for health maintenance activities. These themes appeared to be

influenced by co-factors such as age, co-morbidity, past experiences, and

availability of support. The accumulative result of the themes were identified

as social isolation and inward focus on self. Management of the breast cancer

diagnosis and treatment relegated time and energy from other activities,

leading to decreased energy, and endurance reserves. Repeatedly, it was

seen that as a result of these factors, interaction with the outside world

decreased; and communication with social contacts and adult children

decreased, except for one or possibly more close intimates or more commonly

with just a significant other.

Health care providers can strive for improved communication with their

older clients. Achievement of this goal requires sensitivity, creativity, and

flexibility on the part of providers. The repertoire of responding to the older

women need not be confined to a stereotypical approach, but can affirm the

women’s self-image and validate their unique strengths and strategies.

Therefore, the health care provider can greatly benefit older women by setting

aside stereotypical impressions of which many older women narrow the

course and nature of their experience and treatment of breast cancer. With

such an approach, women can be orientated to what to expect and forearmed
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with the necessary skills to resolve conflicts (internal and external) from the

pathological and psychological effects of the disease and treatment. A

humanistic dialogue also will improve communication with the older woman,

and improve her breast cancer treatment.

In addition, the women’s introspective focus can not be completely

interpreted as a negative condition. Many women found through this inward

focus, inner strength and resources which improved self image and self worth.

Creative resourcefulness was increased. Also, inward focus was internalized

as a time limited activity, with resolution expected. In one case, a woman

compared her breast cancer treatment with pregnancy. In pregnancy, she

said, “you don’t exactly feel well and you get left out of a lot of things, but in

the end you get rewarded with a new baby. After treatment the reward is

restoration of health, and getting life back to normal.”

Informants consulted regarding validation of the study findings affirmed

their accuracy and realness. However, qualitative interpretation is difficult to

generalize. Generalizations from this study were limited by small size sample

and regionality, but strengthened by the ethnic and economic diversity within

the participant group. Limitations also include the short duration making it

difficult to be sure if themes persist over time. Secondary analysis also

included asking and/or clarifying questions. Implications for future research

include the need to further refine the theory through a longitudinal study to
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further define the process of time limitation in the older women with breast

cancer experience.
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