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Background Although improved breast cancer (BC) treatment has decreased mortality, these anti-cancer regimens may have ser-
ious cardiovascular side effects that affect patients’ long-term prognosis and quality of life (QoL). BC patients with
cancer treatment-related cardiac dysfunction (CTRCD) can suffer from a variety of symptoms, such as dyspnoea and
fatigue. The impact of CTRCD after BC treatment on patients’ daily life has not been qualitatively explored yet.

...................................................................................................................................................................................................
Aims This study aims to explore the influence of CTRCD on QoL of women with BC, as defined by the concept of posi-

tive health. Second, we aim to evaluate the personal experience with cardiac surveillance during the BC trajectory.
...................................................................................................................................................................................................
Methods and
results

A qualitative study with semi-structured interviews was conducted and thematically analysed to explore the QoL
and healthcare experiences of BC patients with CTRCD. Twelve patients participated in this study. Five themes
are selected in response to the study objective: (i) patients: overwhelming fatigue, (ii) patients: mental burden of
anxiety, (iii) social setting: lack of understanding and acceptance, (iv) medical specialists: lack of knowledge and ac-
knowledgement, and (v) patients: need for personalized care.

...................................................................................................................................................................................................
Conclusion This study identified core components of the impact CTRCD has on the QoL of BC patients. Patients experienced

an increased health-related burden due to CTRCD, affecting their physical, social, and psychosocial well-being.
Healthcare experiences were largely affected by a lack of acknowledgement and professional communication.
Patients underlined the need for personalized care during follow-up.
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Implications for practice
• Cancer therapy-related cardiac dysfunction has a large impact on breast cancer patients’ quality of life; including physical, social, and

psychosocial well-being, and thus patients could benefit from a more holistic approach.
• Professionals’ lack of acknowledgement and communication largely influenced patients’ healthcare experience, knowledge of cardiotoxicity,

and early detection of cardiac damage could improve these experiences.
• Patients express a need for personalized care with a multidisciplinary approach to ensure tailored holistic care, professionals need to

incorporate this in their work process.
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..Introduction

Improved cancer treatments have increased the number of breast can-
cer (BC) survivors. However, a secondary potential impact of these
treatments is cardiovascular damage.1 Cardiac damage is a common
side effect of BC treatment and the cardiovascular disease (CVD) mor-
tality risk even exceeds that of the initial BC or recurrence of the dis-
ease.2-4 Prior data show that up to 30% of women have reduced
cardiac function after BC treatment and a 1.44 times higher risk of car-
diac events than women without BC.2–5 Incidence and type of cancer
treatment-related cardiac dysfunction (CTRCD) differs based on cu-
mulative dose and treatment combinations. CTRCD includes coronary
artery disease (�8%), valvular disease (�10%), and heart failure
(�10%) with serious consequences for patients’ quality of life (QoL).1,5

The most common manifestation of CTRCD among BC patients is
heart failure.1,5 Patients can suffer from a variety of symptoms, such
as dyspnoea, fatigue, and insomnia. In particular, heart failure has a
high treatment burden and is perceived as life-limiting and disabling,
as it impairs daily activities, physical function, vitality, and mental
health.6,7 In addition to patients’ significant symptom and treatment-
related burden, hospitalization rates are often high and patients have
an adverse prognosis.2,3,7 A previous study revealed that a large pro-
portion of patients suffer from subclinical left ventricular dysfunction
5–10 years after BC treatment,8 suggesting that underdiagnosis of
CTRCD is an important issue in cardio-oncology care.

Modern cardiac imaging techniques with cardiovascular magnetic
resonance mapping sequences and strain echocardiography can de-
tect cardiac damage at an early stage and guide CV treatment to pre-
vent progression of cardiac damage.9–11 However, early detection
strategies (e.g. imaging) are often not structurally performed in clinic-
al practice and vary among healthcare providers.12

Accordingly, there is an increased interest in improving the early
detection of CTRCD to improve treatment options and preserve
QoL. Positive health or overall QoL is defined as ‘a state of complete
physical, mental, and social well-being and not merely the absence of
disease or infirmity’ and has six dimensions: bodily functions, mental
functions and perceptions, spiritual dimension, QoL, social and soci-
etal participation, and daily functioning.13

Previous BC QoL studies have focused on the specific BC burden
related to nausea, pain, drowsiness, and (recurrence) anxiety; but
specific comorbidities influencing the QoL were not evaluated.14

CVDs, and in particular heart failure is known to have a significant ef-
fect on QoL but these studies often exclude cancer patients and
women are often underrepresented.6

To the best of our knowledge, data on the QoL of patients with
the combined burden of cancer and CVD is limited. One quantitative
study showed early-stage BC patients are disproportionally affected
by a reduced QoL and functional status due to heart failure.6

Especially young and early-stage BC patients showed deficits in emo-
tional and social functioning. However, these complex and dynamic
experiences have not been qualitatively evaluated in this population.
If we have more insight on themes these women are confronted
with, we could be able to act more preventively or proactively in the
future. Therefore, this study aims to explore the influence of CTRCD
on QoL of women with BC, as defined by the concept of positive
health. Second, we aim to evaluate the personal experience with car-
diac surveillance during the BC trajectory.

Methods

Design
A generic qualitative study with semi-structured interviews was performed
to explore QoL and healthcare experiences of women diagnosed with
CTRCD. The interviews, informed by the six domains of positive health
and components of the ‘tailored implementation for chronic diseases’
checklist were conducted in 12 women with confirmed CTRCD
(Table 1).13,15 Thematic analysis as outlined by Braun and Clarke16 was per-
formed, an inductive, semantic, and realist approach was applied.

Sample and recruitment
To ensure the study covers different patient perspectives and to increase
transferability of study data, maximum variation sampling was used in the
recruitment to obtain diversity in age and type of cancer treatment.
Patients with BC and cardiologist confirmed CTRCD were eligible.

Eligible patients (N = 15) were contacted by telephone and invited to
participate in this qualitative study. The selected patients were referred
by their treating cardiologist to a cardio-oncology outpatient ward of a
university hospital; eligibility was assessed by the investigator. Twelve
patients (80%) agreed to participate, whereas three patients declined to
participate—one due to language barrier, one due to the recent start of
chemotherapy for BC recurrence, and one for reason of poor physical
condition (i.e. Stage IV metastatic disease).

The study sample consists of 12 patients with a history of BC, who
developed any form of CTRCD (e.g. heart failure, myocardial infarction,
valvular insufficiency, conduction disorders) during or after cancer treat-
ment. CTRCD was diagnosed by their cardiologist. Patients’ ages ranged
from 42 to 73 years (median 59 years). Patients were curatively treated for
BC, with Stages Ib or IIIb according to the BC staging criteria.17 All patients
received cardiotoxic therapy, as in anthracycline chemotherapy and trastu-
zumab. Six patients (50%) had HER2þ BC and received additional trastu-
zumab targeted therapy, while five patients (42%) had hormone receptor-
positive (oestrogen or progesterone) BC and received additional hormone
therapy. All patients underwent surgery, and nine patients (75%) received
additional radiotherapy. Seven patients (58%) developed >1 type of CVD
after initiation of BC treatment. Almost all patients (92%) developed sys-
tolic heart failure, four (33%) had a myocardial infarction, three (25%)
developed valvular disease, and three (25%) a conduction disorder. Seven
patients (58%) were diagnosed with CTRCD within 1 year of cancer treat-
ment discontinuation, whereas four patients (33%) were diagnosed with
CTRCD >1 year after cancer treatment discontinuation.

Data collection
Face-to-face individual interviews were conducted using a semi-
structured interview guide, which consisted of open questions regarding

.................................................................................................

Table 1 Interview topics

Concepts of positive health13 TICD checklist15

Bodily functions Patient needs

Mental functions and perception Beliefs and knowledge

Spiritual/existential dimension Preferences

Quality of life Motivation

Social and societal participation Behaviour

Daily functioning

TICD, tailored implementation for chronic diseases checklist
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QoL, mental and physical health, social and societal participation, and per-
ception of cardiac care received during and after cancer treatment.

The investigators reviewed the interview guide to ensure feasibility
and completeness of the topics. All interviews started with the same
opening question about patients’ CTRCD diagnosis, continued with ques-
tions on concepts of positive health, and ended with discussions about
the patients’ experiences with cardiac care during and after cancer treat-
ment. The interviewer provided a short summary regularly to ensure cor-
rect interpretation of patients’ views; probes and prompts were used to
encourage openness.18 The interviews were conducted in a private room
at the hospital or at the patients’ residence, depending on patients’ prefer-
ences. Baseline characteristics were collected from patient records after
written informed consent was obtained. Interviews were conducted by a
Masters student with a background in oncology nursing, the interviewer
was unknown to the patients enabling them to express their experiences
and perceptions without restrictions.

Interviews ranged from 30 to 106 min (mean 74.8 min). All interviews
were audio-recorded, transcribed verbatim, and checked for transcrip-
tion errors. Immediately after the interviews, notes were made to record
the observations of the interviewer, capture initial ideas on the topics,
and reflect on the methodology (e.g. interview guide refinement).
Interview techniques were improved by simulating an actual interview to
practice skills and obtain feedback from more experienced researchers.

Data analysis
The six steps of thematic analysis proposed by Braun and Clarke16 were
used: data familiarization, coding, searching for themes, reviewing themes,
defining and naming themes, and writing up (Table 2). Data analysis
started after the first three interviews. The first four interviews were
coded by three independent researchers and checked for inconsistencies
and similarities. Inconsistencies were discussed in analysis meetings with
the research team. Each theme was further considered and refined, and il-
lustrative quotes were selected. After the 10th interview, data saturation
was reached. Two more interviews confirmed saturation and ensured
maximum variation in the sample. Data management was supported by

ATLAS.ti software, version 8 (Scientific Software Development GmbH,
Berlin, Germany).

Trustworthiness
Credibility of data collection and analysis was enhanced by researcher tri-
angulation and peer review in all study phases.19 Analysis meetings were
regularly scheduled to ensure accuracy and enhance data dependability.18

Experienced researchers were involved to ascertain the study’s methodo-
logical quality and reliability. Additionally, an audit trail improved the study’s
confirmability.18 Braun and Clarke’s16 15-point checklist ensured the correct
use of the thematic analysis method. The consolidated criteria for reporting
qualitative studies were used to ensure completeness of reporting.

A waiver was provided by the Medical Research Ethics Committee of
Arnhem-Nijmegen since the study did not need an ethical review. The
study was conducted in accordance with the principles of ICH Good
Clinical Practice, applicable privacy requirements, and principles of the
Declaration of Helsinki.

Results

Between January and May 2019, 12 women with a history of BC and
CTRCD were interviewed. Participants’ characteristics are described
in the sample description and presented in Table 3. After transcribing
and coding the interviews the 1978 generated codes were grouped
in 19 clusters, for example, positive and negative effects of treatments
and of the provided care, physical burden of BC treatment and of
CTRCD, mental health, social setting, societal participation, coping
strategies, acceptance, and acknowledgement. Within these clusters
the recurring themes were discussed.

As shown in Figure 1, five themes were selected as answers to the
research question: (i) patients: overwhelming fatigue, (ii) patients:
mental burden of anxiety, (iii) social setting: lack of understanding and
acceptance, (iv) medical specialists: lack of knowledge and acknow-
ledgement, and (v) patients: need for personalized care.

....................................................................................................................................................................................................................

Table 2 Six steps of thematic analysis

Phase Description of the process

1. Familiarizing with the data Interviews were transcribed (N.v.Z.), the transcripts were read and re-read, and initial ideas for topics were discussed

in the research team (N.v.Z. and Y.K.)

2. Generating initial codes All transcripts were coded by two researchers independently of each other (N.v.Z., LD, and Y.K.). Interesting features

of the data were coded in a systematic fashion across the entire data set, collating data relevant to each code. The

codes were presented and discussed in the research team (N.v.Z., Y.K., and H.V.)

3. Searching for themes Codes were collated into potential themes, gathering all data relevant to each potential theme. A preliminary descrip-

tion of potential themes and subthemes was made and discussed (N.v.Z., Y.K., and H.V.)

4. Reviewing themes The preliminary themes were checked if they were consistent with the original data (N.v.Z. and Y.K.)

Inconsistencies were discussed and the themes were further explored (N.v.Z. and Y.K.). The main and subthemes were

revised accordingly and further described (N.v.Z. and Y.K.) and reviewed (Y.K., H.V., S.E.M., A.H.E.M.M., and F.A.)

5. Defining and naming themes The specifics of each theme were discussed, and names and definitions of themes were refined (Y.K., N.v.Z., H.V.,

S.E.M., A.H.E.M.M., and F.A.)

6. Producing the report A first draft of the results was written (Y.K.) and reviewed (H.V., S.E.M., A.H.E.M.M., and F.A.).

The quotes were selected to clarify the presented data, the report was further discussed (N.v.Z., Y.K., and H.V.) and

adjusted (Y.K.). The report was critically assessed by the research team and further adjusted to adequately present

the themes with verbatim quotes (Y.K., N.v.Z., H.V., S.E.M., A.H.E.M.M., and F.A.)
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Patients: overwhelming fatigue
Physical effect of fatigue

Most participants experienced fatigue, which they described as dif-
ferent from their known fatigue due to their oncologic treatment.
Participants reported limitations in several daily activities (New
York Heart Association Class II–III20) such as household chores, so-
cial and societal participation, walking long distances, and climbing
stairs.

‘I can do a lot, as long as I take a rest in between. I can also go on like a
steam train, but then I’m broken for a day or two, or longer. It depends. I’m
just broken, tired . . . like running a marathon’ (P6).

Influence of fatigue on work-life balance

Fatigue influenced patients’ entire life, regarding their social and societal
activities. Some participants expressed that they had difficulties in finding
a balance between their work and private life, related to their fatigue.
Some participants needed to switch jobs, decrease work hours, or quit,
causing financial concerns, and affecting their social network.

‘You want to, but you can’t. And everywhere you’re too late; you’re lagging
behind. In my job, at home, in everything’ (P1).

Patients: mental burden of anxiety
Participants reported four types of anxiety—fear of death, fear of the
disease or prognosis, fear of depression, and fear of failure—all of

....................................................................................................................................................................................................................

Table 3 Patients’ baseline characteristics

Patient Agea BC diagnosis

(year)

BC stage and

characteristicsb

BC treatment CTRCD (type and

year of diagnosis)

LVEF at time of

CTRCD diagnosis (%)

1 63 2006 IIb

HER2�, ORþ
AC chemotherapy

Hormone therapy

Radiotherapy

2007: HFrEF 25

2 73 2014 IIIb

HER2þ, OR/PR�
Targeted therapy 2016: HFmrEF

2017: STEMI

46

3 70 2015 Ib

HER2�, OR/PR�
AC chemotherapy 2015: AF, STEMI

2017: STEMI, HFrEF

26

4 55 2010 IIb

HER2þ, OR/PRþ
AC chemotherapy

Targeted therapy

Radiotherapy

2012: HFmrEF 48

5 50 1999 IIIb

HER2�, OR/PR�
AC chemotherapy

Radiotherapy

2004: STEMI

2005: STEMI

2017: HFmrEF, MR

45

6 42 2011 Ib

HER2�, OR/PR�
AC chemotherapy

Radiotherapy

2014: LBBB, HFrEF 39

7 66 2016 IIIb

HER2þ, OR/PRþ
AC chemotherapy

Targeted therapy

Radiotherapy

2017: HFrEF 35

8 46 2010 IIb

HER2�, OR/PR�
AC chemotherapy

Radiotherapy

2011: HFmrEF

2018: AR

40

9 47 2015 IIIb

HER2þ, OR/PR�
AC chemotherapy

Targeted therapy

2018: HFrEF 27

10 59 1999 Ib

HER2þ, OR/PRþ
AC chemotherapy

Targeted therapy

Hormone therapy

Radiotherapy

2014: AF 63

11 58 1998 IIb

HER2þ, OR/PRþ
AC chemotherapy

Targeted therapy

Hormone therapy

Radiotherapy

2009: HFmrEF

2012: MR

2014: STEMI

40

12 62 2010 Ib

HER2�, OR/PR�
AC chemotherapy

Radiotherapy

2011: hypertension

2017: HFrEF

26

aAge at time of interview.
bStaging according to the American Joint Committee of Cancer staging manual.17

AC chemotherapy, chemotherapy regimen with anthracyclines (doxorubicin) and cyclophosphamide; AF, atrial fibrillation; AR, aortic valve regurgitation; BC, breast cancer;
CTRCD, cancer treatment-related cardiac dysfunction; HER2, human epidermal growth factor receptor 2; HFmrEF, heart failure with mid-range ejection fraction (LVEF 40–
49%); HFrEF, heart failure with reduced ejection fraction (LVEF <40%); LBBB, left bundle branch block; LVEF, left ventricular ejection fraction; MR, mitral valve regurgitation;
OR, oestrogen; PR, progesterone [positive (þ) or negative(�) test]. Targeted therapy, Trastuzumab for HER2þ patients; STEMI, ST-elevation myocardial infarction.
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which were related to prognosis, stress, poor sleep quality, and
uncertainty.

‘Eventually, I think it’s fear because, at the moment, your heart is not func-
tioning well, so you don’t get immunotherapy. And when you don’t get im-
munotherapy, then you die of cancer’ (P9).

The accumulating effects of anxiety and cardiac symptoms (e.g.
fatigue) limit participants in their daily activities and affect their
overall vitality. Some participants perceived their mental burden
as worse than their physical burden; they reported having negative
thoughts and anxiety due to the uncertainty of their disease and
prognosis.

‘With the cancer diagnosis, you think, I could die, but you also know what
to prepare and what you can do. Everything is scheduled. . . With this
[heart failure], you can’t, it’s unpredictable. What’s going to happen, you
realise that it’s different. You feel different about it. You’re like, “I don’t
want this. It’s scary”, so yes, it’s fear. Everything is going to be different. It’s
a different kind of fear’ (P12).

All participants experienced a physical and a mental burden
related to their health status that increased over time mainly
related to the progressive character of their CVD diagnosis,
other BC treatment-related consequences (e.g. lymphedema
after surgery or radiotherapy). This was also affected by the
impaired cognitive abilities of some participants who had trouble
concentrating on a task, or suffered from amnesia (these patients
received chemotherapy). Especially the patients of working age
had a fear of failure regarding their social life and societal
participation.

‘I lost my job. I feel like I lost my life. I had a beautiful company, but I can’t
do it anymore. Physically, I can’t handle night shifts anymore. It cost me a

lot, the price of being sick is very high. Not just the cancer, that’s no one’s
fault, but the price of the chemotherapies is high for the patient. On top of
chemotherapy, you have a myocardial infarction, and another, then the
heart failure diagnosis. The price is high. And heart failure, I feel it could
have been prevented’ (P5).

Social setting: lack of understanding and
acceptance
Lack of understanding leading to a reduced social

connection

All participants experienced lack of understanding from their relatives
and inner social circle over time. Participants reported difficulties com-
municating with their social network (e.g. relatives, friends, and acquain-
tances), and their social network seemed oblivious to their health-
related problems, showing less empathy with, no interest in, or denial of
their complaints. Participants felt unheard. They felt that they were not
taken seriously, leading to less connection with their social network.

‘People find it hard to hear how I feel. At a certain time, it all must be over.
But. . . my recovery takes years or longer. I’m still not [recovered]’ (P5).

Lack of acceptance

A lack of acceptance of the health-related burden resulted in some par-
ticipants only discussing health issues with their partner or close friends.
Most participants explained that questions were rarely asked within
their social network, which led to unawareness and misunderstanding
about the cardiovascular consequences of cancer treatment. Social
contacts therefore often changed. Participants felt that sometimes their
complaints were not acknowledged by their social network.

‘I rarely go out. It costs too much energy. Your social circle becomes smaller.
It’s fine now. It’s OK, but it doesn’t mean I like it. It’s a shame because I’m
42. I should be able to do so much, but I can’t’ (P6).

Figure 1 Thematic overview.
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Medical specialists: lack of knowledge
and acknowledgement
Cancer treatment-related cardiac dysfunction knowledge

Some participants reported that their medical specialists did not have
knowledge regarding CTRCD, which resulted in misinterpretation of
cardiac symptoms. None of the participants received information on
CTRCD before or during cancer treatment and were thus shocked
and upset when diagnosed with cancer therapy induced CVD.

‘For me it was a huge eye-opener to hear that cardiac damage and cancer
may have something to do with each other. I think there should be more in-
formation there. I didn’t know, but now you hear it [cardiac damage] quite
regularly’ (P9).

Acknowledgement of cardiac symptoms by healthcare

professionals

After participants were diagnosed with CTRCD, they all felt that their
cardiac symptoms during and after cancer treatment were not timely
recognized or acknowledged by their medical specialist. Some partici-
pants experienced specialists comforting them instead of acting and
identifying cardiac damage. Although it could be challenging to differ-
entiate between cardiac damage and ‘other’ cancer treatment-
related side effects, patients felt their cardiac symptoms could have
been recognized earlier.

‘During the [outpatient] consultation, they just said that I need to take a
step back. But I was like, “I want to take a step forward, not back”. . . They
didn’t know what it was. I often asked, “Why can’t I get an echo of my
heart?” But I didn’t get it. When I finally got it, we knew that it wasn’t OK.
Then, I’m like, “Why didn’t we do something before?” I don’t blame them.
Now, we know I need to get treated; I have heart failure’ (P3).

Acceptance of current health

Non-acknowledgement of their symptoms made participants feel
anger and frustration. They felt their symptoms were being denied.
Participants emphasize the importance of better understanding of
their health-related problems and involvement from their social net-
work. Participants felt they could accept their complaints better once
the cardiac diagnosis has been made. Some participants also felt that
cardiac damage could have been prevented if it had been detected
and treated earlier. Participants stated that their specialists did not
apologize for the late or missed CVD diagnosis.

‘You forget it because you’re not familiar with it, or there is no protocol yet. I
think it’s possible, especially 20 years ago or 15 years ago. But when it does
happen, why don’t you say sorry? I need to deal with it for the rest of my life.
They don’t have my heart that doesn’t function properly’ (P5).

Patients: need for personalized care
Shared decision-making

Most participants did not experience holistic, personalized care dur-
ing both BC and CVD-related care. They felt that there was no op-
portunity for shared decision-making regarding treatments or
discussions regarding the benefits and side effects of treatments with
specialists.

‘It would have been nice if it was discussed at an earlier stage, that it’s a pos-
sible side effect. Side effects of medication, cardioprotective treatment, and
cancer treatment should be a standard discussion topic’ (P9).

Continuity of care

Participants reported that coordination and continuity of care were
suboptimal and that interprofessional communication between cardi-
ologists and oncologists was lacking.

‘The collaboration between cardiology and oncology, the physicians they
have their own island, and they just do what is good for the patient. . . but
they don’t communicate. I asked my oncologist to contact my cardiologist.
They should talk to each other. . . and come up with a solution together
about what’s best for the patient’ (P9).

Multidisciplinary approach

According to most participants, healthcare professionals (i.e. oncolo-
gists, cardiologists, nurse practitioners) provided different informa-
tion that are sometimes difficult to understand. Participants affirmed
the need for cardiologists and oncologists to communicate if patients
have multi-organ diseases.

‘It’s challenging to understand all the information that was provided separ-
ately. It’s like there is a wall in between. They’re listening to what I’m saying,
but I don’t feel like there are any consultations. That’s what I disapprove of
most. . . I’m like, “It’s both in my body, but do you ever communicate with
each other about it?”’ (P2).

All participants stated that there was lack of attention for lifestyle
factors, such as diet and exercise. Participants experienced symptoms
related to either their oncologic or cardiac disease, they expressed
the need to discuss both with one specialist or that a multidisciplinary
approach would be considered.

‘I asked if it could be related to all the cancer treatments I’ve had. ‘No’, they
said, shushing me. I was like, ‘What?’ It’s a shame. Specialists should have a
more holistic point of view, not just [of] the cancer or the heart but your en-
tire body. What happens to your body when you’re sick or when you receive
treatments? Are treatments and complaints related? You can’t say, “Oh this
side effect is not related, it’s not within the scope of my specialism”. A differ-
ent approach is multidisciplinary. I’m very much in favour of that’ (P10).

Discussion

This qualitative study explored the QoL of BC patients with CTRCD
and their experiences with cardiac surveillance. Patients showed
increased physical and psychosocial burden due to CTRCD, affecting
their QoL and their social and societal participation. The lack of
knowledge and acknowledgement regarding CTRCD among medical
professionals and the lack of acceptance and understanding of cardio-
vascular signs and symptoms within the patients’ social circle nega-
tively affected their ability to accept their health status. Patients
emphasized the need for more personalized care and multidisciplin-
ary collaboration to ensure more tailored and holistic care.

CTRCD negatively influences both long-term prognosis and QoL.
This study found that disease burden affects patients’ daily lives and
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..their physical and psychosocial well-being, leading to a smaller social
circle and reduced societal participation. These results align with sev-
eral studies that reported reduced QoL in BC survivors related to
deficits in physical, social, and psychological well-being.6,14 Depending
on the type of cancer treatment received, the side effects encompass
cardiac damage, infertility and premature menopause, pain in the
breast area, and lymphedema.14 Patients who receive chemotherapy
often experience prolonged fatigue, affecting overall QoL.14 A previ-
ous study describes that the difference between the cancer and heart
failure healthcare trajectory is the structure and assertiveness
patients need to show, heart failure care is experienced as frag-
mented and patients struggle to understand their illness; which con-
curs with our findings of unpredictable nature of heart failure and the
scheduled care for cancer.21 Due to the accumulating effects of the
symptom burden over time, patients experienced questions of exist-
ential nature and felt a loss in their ‘sense of self’ and a changing rela-
tionship with their social network, which is in line with Leeming
et al.’s22 study on the psychosocial concerns of heart failure patients.
Patients expressed a need to redefine their lives (i.e. their social life
and contribution to society) as they often experience a significant
change in their capacity to undertake physical tasks of daily living,
their cognitive capabilities (e.g. concentration), and their employ-
ment. Both BC and CVD patients experience depressive symptoms,
anxiety, or cognitive deficits,6,23,24 which was also reflected in the
results of the present study. This result also concurs with studies
reporting on patients’ negative thoughts, fear of cancer recurrence or
(CVD) prognosis, and body image problems.25,26

Professionals (i.e. physicians and nurse practitioners) are in the
prominent position to support patients in managing their disease bur-
den.27 Based on the results of the present study, patients often do
not receive information on CTRCD risk prior to BC treatment initi-
ation, and despite developing CVD symptoms, these are not
acknowledged by their treating physician. A tailored programme for
BC patients’ physical, educational, and psychosocial needs was rec-
ommended in a previous study by Hamer et al.14 This is in line with
the needs that patients expressed in this study (i.e. to receive person-
alized care to improve QoL). Lack of knowledge regarding CTRCD
risks and symptoms can hinder multidisciplinary collaboration be-
tween the cardiology and oncology departments. Previous studies
affirmed that collaboration between oncologists and cardiologists
with shared responsibilities and knowledge on cancer therapeutics,
cardiotoxic effects, and cardio-protective treatments is needed for
optimal surveillance.28,29

A multidisciplinary team of physicians and nurse practitioners from
relevant specializations can integrate short- and long-term follow-ups
with a holistic care approach to enhance patients’ physical, social, and
psychosocial well-being. In several studies, a nurse practitioner in
cardio-oncology care has been suggested to structure patient follow-
up and identify patients in need of additional psychosocial care.30 In
childhood cancer survivors, this personalized cancer survivor care
model support patients in managing adverse effects (e.g. cardiac dam-
age).31 These programmes are beneficial for patients’ health behav-
iour and knowledge and ensure the early diagnosis and treatment of
cardiac damage.32

This study identified core components of the impact CTRCD has
on the QoL of BC patients. Patients reported increased health-

related burden due to CVD, affecting their physical, social, and psy-
chosocial well-being. Their healthcare experiences were largely
affected by a lack of acknowledgement and professional communica-
tion. Patients emphasize the need for personalized care during
follow-up. A tailored, multidisciplinary, and holistic healthcare ap-
proach can potentially enhance patients’ healthcare experiences and
long-term QoL.
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