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Abstract 

Breast cancer subtypes vary in prevalence, prognosis, treatment protocols, and 

side-effect profiles, that may impact patients’ lived experiences. Despite this, studies 

often group the experiences of persons with breast cancer together. The aim of this 

study was to explore the lived experiences of non-metastatic women diagnosed with 

Herceptin2-positive breast cancer, from diagnosis to the completion of treatment. 

Semi-structured interviews were conducted with 13 women who had undergone treat-

ment for HER2 + breast cancer within the past two years. Their ages ranged between 

32–79 years. Data collected were analysed using interpretative phenomenological 

analysis. Four experiential themes emerged: ‘My world came crashing down,’ ‘The 

countdown,’ ‘To do or not to do, that is the question,’ and ‘Nearing the end of my jour-

ney.’ These themes correspond to four phases of the participants’ experiences: (i) the 

diagnostic phase, (ii) the neoadjuvant chemotherapy phase, (iii) the surgical phase, 

and (iv) the post-surgery adjuvant phase. The diagnosis elicited strong emotional 

reactions due the particularly aggressive nature of this type of cancer. However, the 

availability of targeted treatment and having a relatively common subtype of breast 

cancer provided hope for recovery. Throughout the neoadjuvant phase, participants 

experienced a range of emotions, including anxiety over missing any treatment, 

distress about changes in body-image, and concerns for their families. As treatment 

approached its end, they felt relieved but also anxious about the possibility of a recur-

rence. Understanding the narratives of women having Herceptin2-positive breast 

cancer, allows health professionals to better address their unique needs, concerns, 

and values, leading to the development of personalised care plans that target their 

lived experiences.

Introduction

Breast cancer remains one of the most prevalent cancers worldwide, predominantly 
affecting women [1]. In 2020, over 2.26 million women received a breast cancer 
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diagnosis, constituting approximately 25.8% of all female cancer cases [2]. The heter-
ogenous nature of breast cancer makes its prognosis, treatment, and severity difficult 
to foresee. Consequently, the classification of breast cancer into various subtypes, 
based on standard immunohistochemical markers [3,4], aids in tailoring therapy plans 
and predicting therapeutic outcomes.

A specific subtype, HER2+ (human epidermal growth factor receptor 2) is charac-
terised by an overexpression of the HER2 oncogene [5] and accounts for 15%−30% 
of all breast cancers [6,7]. The overexpression and rapid multiplication of HER2 
biomarkers results in aggressive cancer growth, leading to poor prognosis, low sur-
vival rates and an increased likelihood of recurrence [5,8]. Moreover, HER2 + breast 
cancer is associated with metastasis, particularly in the lymph nodes and brain [3,4].

Recent advances in the treatment of HER2 + breast cancer have enhanced prog-
nosis and overall survival rates, particularly in its initial stages [9]. Targeted therapy 
anticancer drugs, notably Trastuzumab, have significantly improved the prognostic 
landscape and quality of life for HER2 + breast cancer patients [10]. Current guide-
lines recommend the use of Trastuzumab, and the monoclonal antibody Pertuzumab, 
combined with chemotherapy as the primary treatment for HER2 + breast cancer 
[11,12]. This approach aims to shrink the tumour before surgical removal, with the 
choice between lumpectomy and mastectomy, depending on the tumour’s size and 
location. Adjuvant post-surgery treatments provided vary based on the presence of 
any residual cancer cells and typically involve a combination of anti-HER2 therapy 
for several weeks, or a year-long combination treatment of Trastuzumab and Pertu-
zumab [13]. Endocrine therapy is additionally recommended for hormone receptor-
positive and HER2 + breast cancer to mitigate the risk of treatment resistance [14].

Receiving a breast cancer diagnosis often leads to psychological distress, due to 
concerns about the disease’s prognosis, treatment process, and associated mortality 
rates. Various qualitative studies highlight the significant psychological and physical 
challenges faced by those living with breast cancer [15,16]. These challenges include 
the shock of receiving the diagnosis, a sense of losing control over their lives, and the 
burden of chemotherapy side-effects such as altered taste, sexual dysfunction, and 
difficulty concentrating. The emotional impact experienced is further compounded 
by changes in body image, the threat of death, and the difficulties in discussing the 
illness with family and friends [16–18].

While many studies examine the experiences of living with breast cancer, they 
frequently merge the experiences of individuals with various subtypes together. 
This approach can overlook the distinct prognoses, treatment protocols, and 
side-effect profiles that significantly affect quality of life. In contrast, Galipeau et 
al.’s [19] study specifically targets HER2 + breast cancer but focuses solely on 
metastatic cases, which typically have a lower quality of life compared to non-
metastatic cases [20]. This study aims to fill a gap in the literature by examining 
the experiences of non-metastatic HER2 + breast cancer patients throughout the 
diagnostic and treatment phases. The findings generated may assist healthcare 
professionals in formulating personalized care plans tailored to the needs of 
HER2 + breast cancer patients.
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Methods

Study design

The qualitative design selected was Interpretative Phenomenological Analysis (IPA), as it allows for an in-depth explora-
tion of participants’ lived experiences while recognising the researcher’s interpretative role [21]. IPA is grounded in three 
theoretical foundations: phenomenology, hermeneutics, and ideography. Phenomenology aims to capture participants’ 
lived experiences through their subjective first-person narratives, whereas hermeneutics focuses on the analyst’s effort 
to understand how participants make sense of their experiences [22]. The ideographic nature of the present study is 
reflected in the detailed analysis of each individual case, before conducting cross-comparisons among different cases.

Participants and setting

The recruitment period for this study was between the 26th of July and 1st of December 2023. Purposive sampling was 
used to recruit thirteen adults who had undergone treatment for HER2 + breast cancer within the past two years. These 
participants were all female, non-metastatic and were in remission. Their ages ranged between 32–79 years (mean age: 
50.5 years). Of these, 76.9% of participants were in a relationship and had children, 61.5% were employed, 15.4% had 
retired from work, and 23.1% were homemakers. Table 1 presents the demographic details for study participants.

Data collection

The study consisted of audio-recorded interviews that were conducted by the first author [JS]. Participants were invited to 
describe their lived experiences following a diagnosis of HER2 + breast cancer and throughout active treatment. Probing 
questions like ‘how did your treatment regimen impact your quality of life and possibly that of significant others in your 
life, if in any way?’ were used to gain further insight when required. The duration of the interviews ranged between 40–90 
minutes, and they were transcribed verbatim.

Data analysis

Data analysis adhered to Smith et al.’s [21] guidelines. This involved a careful reading and re-reading of the transcript on 
a case-by-case basis by authors. Throughout this process, exploratory statements emphasising descriptive, linguistic, and 

Table 1.  Demographic details of participants.

Pseudonym Age  (years) Employment  status Relationship status- (Yes/No) Have children (Yes/No)

Lara 67 Retired Yes Yes

Stefania 38 Homemaker Yes Yes

Maria 59 Employed No No

Anne 58 Employed Yes Yes

Alexia 58 Employed No Yes

Francesca 35 Employed Yes Yes

Kate 59 Employed Yes Yes

Christine 32 Employed Yes Yes

Amy 36 Homemaker Yes No

Kristina 36 Homemaker Yes Yes

Daniela 79 Retired No Yes

Janet 55 Employed Yes Yes

Carla 45 Employed Yes No

https://doi.org/10.1371/journal.pone.0325080.t001
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conceptual insights were generated manually for each case. Extracts from the data were coded and experiential state-
ments were formulated by the first author [JS]. Those statements with similar understandings were grouped into personal 
experiential themes for each case. A group experiential statement (GET) was then developed by exploring individual 
cases for patterns of convergence and divergence. The authors then discussed the GETs generated and came to a final 
agreement. The process of data collection continued until saturation of the main themes was achieved.

Ethical considerations

The study was conducted in accordance with the Declaration of Helsinki and approved by the Faculty of Health Sciences 
research ethics committee, University of Malta [Approval number: FHS2022−00338]. Potential participants received an 
information sheet through an intermediary (health professional) outlining the nature of the study. Those persons who 
expressed a willingness to participate, were subsequently contacted by the first author. A meeting was held with each 
participant to address any queries and provide any clarifications before obtaining their consent. Voluntary participation in 
the research was obtained through written consent, whilst confidentiality was safeguarded by replacing participant names 
with pseudonyms. Psychological support was available should any participant experience distress, however this was not 
availed of.

Rigor

Yardley’s model [23] was employed to assess the trustworthiness of the study. This model encompasses four dimensions: 
sensitivity to context, commitment and rigor, coherence and transparency, and impact and importance. Sensitivity to con-
text was achieved through the incorporation of relevant literature and the inclusion of verbatim extracts. Commitment and 
rigor were ensured by providing comprehensive details on research design, participant recruitment, and data analysis. 
Coherence and transparency were enabled by providing a rationale for decisions taken and by aligning the study with the 
underlying theoretical assumptions of IPA. The additional use of a reflexive diary helped identify biases and observations, 
thereby enhancing transparency. The principle of impact and importance was addressed by delving into an underexplored 
subject, namely the experiences of adults diagnosed with non-metastatic HER2 + breast cancer.

Results

Data analysis revealed 4 GETs namely ‘My world came crashing down’, ‘The countdown’; ‘To do or not to do, that is the 
question’ and ‘Nearing the end of my journey’. These experiential themes reflect the participants’ experiences during the 
diagnostic phase, and during the following active phases of treatment namely: the neoadjuvant phase (prior to surgery); 
the surgical phase, and the adjuvant phase (following surgery). Table 2 illustrates the resultant Group experiential themes 
and subthemes derived from the data collected.

My world came crashing down

Receiving a formal diagnosis was a deeply impactful and devastating experience for most participants. Although they had 
contemplated the possibility of cancer after finding a lump in their breast, the confirmation of the diagnosis caused their 
“world to come crashing down” (Daniela). In the following excerpt, Amy describes the sense of panic that engulfed her.

“…there’s a difference when you kind of know that it’s something bad and then, when you confirm it is bad, …it’s totally 
a different feeling… I began hyperventilating and spent an hour trying to get my breath back” (Amy)

Another participant vividly compared this moment to a bomb explosion, evoking images of chaos and havoc. Carla 
described being swept off her feet, attending numerous

medical appointments and procedures within a confined timeframe.
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“You’re living a normal life and then suddenly a bomb explodes just like that and then it’s just appointments, scans, 
errands… till that time you have never been admitted to hospital, then in two weeks you get to know every nook and 
cranny that exists” (Carla)

Two participants however experienced a need to exert some control over the situation. They actively sought out diverse 
professionals whom they could turn to for advice.

“Ok what to do? What am I going to do? What am I going to do? Next, next, next, action, action, action…I’m a doer, I try 
to nip it [a challenge] in the bud...I just wanted to stay in control” (Maria)

Though several participants were unable to identify their specific subtype of breast cancer, all were aware that they had 
a particularly aggressive form of the disease. The tumour’s size was an element that intensified such awareness.

“When he [the surgeon] informed me of its size, I knew immediately it was aggressive… and I knew from its size that it 
had developed quite a while back, I had never realised before” (Christine).

This awareness triggered fear and anxiety in them, as they worried about the potential spread of the cancer, especially 
since they had not started any treatment yet. Additionally, three participants questioned why they were not offered surgery 
first, rather than neoadjuvant chemotherapy that serves to shrink the tumour.

“…he [the doctor] told me it’s aggressive and fast spreading, those were his words… I got afraid, … I started thinking 
that it will spread to other organs whilst I wait for my treatment to commence…I still cannot understand why I didn’t 
undergo surgery first to get it [cancer] out” (Kate).

Exposure to individuals who have either “successfully beat it [cancer] or live with it” (as Maria described), along with 
the knowledge that they have a relatively common subtype of breast cancer with targeted therapies, offered participants 
comfort and hope for recovery.

“There’s a lot of research on it [HER2+ breast cancer] and that made me a bit confident as well, because this is a com-
mon type of cancer, like the oestrogen-driven cancer, and one of the breast cancers that are most healed, so in a way, 
that puts my mind somewhat at rest” (Janet)

Table 2.  Group experiential themes and subthemes.

Group experiential Theme Subthemes Phase

My world came crashing down Physically overwhelmed
Frequent hospital visits
Burdened with emotions
Searching for information

Diagnosis

The countdown Navigating emotions
A changed identity
Support from family and friends

Neo-adjuvant (i.e., targeted therapies prior to surgery)

To do or not to do…that is the question! Mixed views about surgery
Preparing for surgery

Surgical

Nearing the end of my journey Destroying any remaining cells
Physically less demanding
Anxious about future

Adjuvant (i.e., receiving treatment post-surgery)

https://doi.org/10.1371/journal.pone.0325080.t002

https://doi.org/10.1371/journal.pone.0325080.t002
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Yet for others researching about their type of breast cancer proved disheartening. They described being exposed to the 
worse case scenarios and being inundated with information that distressed them.

“I searched; I searched a lot on the internet. I read a lot, but it was making me go crazy. It was stressing me, and I 
couldn’t sleep, one site says this, another site says that. I then decided that I am not going to search about cancer 
anymore” (Alexia)

The participants also expressed significant concerns for their family’s well-being, particularly that of their children. Many 
struggled with feelings of guilt, believing that their loved ones did not deserve such hardships. Despite these challenges, 
they showed strong determination to overcome cancer, driven by their desire to witness important milestones in their chil-
dren’s lives and to be a positive model for them.

“My children were still young, and I was praying to God that I don’t die, otherwise who would take care of them? I 
wanted to survive for my kids” (Christine)

Most mothers refrained from using the word “cancer” with young children. Instead, they prepared their children for pos-
sible changes in their appearance and/or behaviour.

“… I told them Mummy is sick, she has something very serious… I explained that I am not sure if I will get better, I told 
them there will be physical changes, I might lose my hair, I might be very tired, they might come from school and find 
me in bed, without energy to help them… in a way I prepared them for the worst” (Christine)

As participants processed their diagnosis and prepared to begin treatment, they transitioned from a state of shock to 
proactive engagement, developing a sense of control and hope. They expressed a strong desire to start treatment promptly, 
seeing it as a crucial step in managing their aggressive cancer and aiming to restore a sense of normalcy to their lives.

“I focused on wanting the best, so that I can once more be… the mother I was, the woman I was and the daughter I 
was. Those three.” (Christine)

The countdown

This section details the participants’ experiences with chemotherapy and antibody treatment prior to surgery. They navi-
gated a wide range of emotions, including fear of the unknown, concerns about the treatment’s effectiveness, to anxiety 
about missing any scheduled chemotherapy sessions. Attending these sessions was seen as crucial to avoid extending 
the duration of the treatment and to reduce the risk of the cancer spreading.

“My target was to not miss any treatment session. If they told me, it’s every three weeks, I wanted to go every three 
weeks, because when they told me the duration was of one year and a half, I thought it was too long. So, I started 
counting down the days until the last planned treatment. But if you miss any treatment, it will be even longer, and the 
cancer could spread further.” (Carla)

Avoiding interruptions in treatment was viewed as crucial for controlling an aggressive cancer. Consequently, some 
participants chose to limit interactions with others to minimise their own risk of falling ill.

“...My young daughter works in a community setting, which means that she is in constant contact with others. We felt that the 
best solution was for her to go and live with my sister and that we [the patient and her spouse] stay on our own” (Stefania)
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The loss of hair and/or eyelashes caused significant emotional distress for participants. They believed that hair on the 
head was essential for a woman to feel complete, and the absence of eyebrows left their face devoid of expression. These 
changes resulted in a person who was unrecognisable to them.

“Having hair, being a woman, makes me feel complete, I feel smart, but when you look in the mirror, I say this disease 
has taken away all my dignity. Even the loss of my eyebrows... without them the face is devoid of expression. When I’d 
wash and then look into the mirror, I’d say is that me, the same person that I was” (Carla)

Participants further expressed worry and guilt that they could have genetically transmitted the gene for this aggressive 
cancer to their children. They also expressed their fear of having to go through a similar experience, if one of their children 
were to be diagnosed with breast cancer in the future.

“I am afraid that we will go through the same experience in a few years’ time. That would be even worse because my 
children would have it… will it be my fault? Had I known I would not have chosen to bring any [children] into the world.” 
(Francesca)

Some participants also expressed feelings of anger and bitterness, questioning why they had to go through this experi-
ence despite leading a healthy lifestyle.

“It is not because it happened to me, but when you look at others, they do all sorts of operations to enhance here and 
there, and they eat junk food. You get angry over this as I really lived a healthy lifestyle.” (Carla)

Although the participants strove to maintain a sense of normalcy and adhered to their usual routines, they occasionally 
required support mainly from family and friends. However, this support came with its own consequences. Participants 
were aware of the emotional turmoil that their diagnosis was causing to loved ones and how they coped with it behind 
closed doors.

“… it’s hard also on the person who is supporting. First and foremost, they can’t, like, when I have a breakdown and 
cry, they support me…they need to be strong for me, they must repress and hide their own feelings and… you know, he 
[the spouse] just goes and cries when I’m asleep” (Amy)

To do or not to do…that is the question!

When deciding on whether to undergo a lumpectomy or a mastectomy, the participants expressed mixed views. Some 
felt relieved at the possibility of a lumpectomy because it would preserve more of their breast tissue. In contrast, others 
viewed undergoing a lumpectomy as equivalent to a death sentence. For example, Maria was in favour of a mastectomy, 
perceiving it as a way to reduce the risk of recurrence.

“… I told my surgeon I want them both off! It’s [the breasts] a killer for me.” (Maria)

However, for most participants, undergoing a mastectomy was distressing because they associated their breasts with 
their feminine identity. As a result, many opted for immediate reconstruction after a mastectomy to avoid the prospect of 
living without breasts.

“... I’m gonna do a mastectomy with an immediate reconstruction. I do not want any implants, I don’t want anything 
foreign in my body. Fortunately I have very small breasts, so they’re able to do it with my own muscle and fat. I really 
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admire those persons who stay flat, because for me I would find it hard to look in the mirror... being young and facing 
life with this deformity” (Amy)

A few participants described how they prepared themselves mentally. Maria explained that she looked at images of 
people who had undergone mastectomies or consulted with friends who had undergone the same experience.

“So, I was talking to women who did mastectomies, looking up pictures and seeing, ok, so they will have the stitches 
here and there, they will look flat… so that I prepare myself. I want to be prepared. All the time. That is me. So, looking 
at pictures, and indoctrinating myself, ok? I will not have any nipples, no areola…” (Maria)

Despite this, several participants iterated how the surgical removal of their breast tissues affected their confidence 
across various areas of their lives. Particularly, participants spoke openly about the ramifications upon their sexual wellbe-
ing, stressing how their diminished confidence influenced their interactions during sexual engagement.

“… even nowadays when I engage sexually, I leave my shirt on, I do not… I do not feel comfortable with my body” (Alexia)

Following their surgery, participants prepared themselves for the radiotherapy phase.
This involved preparing the skin to minimise burns and peeling:

“What I did helped me a lot. I used to apply body lotion constantly. I used to apply it everywhere.” (Christine)

Nearing the end of my journey

Following the surgery, the participants received adjuvant targeted therapy drugs namely Trastuzumab (Herceptin) and 
Pertuzumab (Perjeta) for a year. The participants appreciated that this phase of the treatment took up less time. Instead 
of “taking up 4 hours [for neoadjuvant treatment], this treatment [adjuvant] only takes up an hour, basically half an hour for 
each drug” (Maria).

While most participants did not encounter significant side-effects during this treatment phase, some reported experienc-
ing fatigue and shortness of breath.

“I used to experience fatigue some two days after the treatment and shortness of breath, for example if I just climb four 
steps. I would have to stop as I ended up breathless” (Christine)

Despite this, the treatment also offered reassurance that any lingering cancer cells would be eliminated, providing par-
ticipants with a sense of security.

“When I was told that I was done [from treatment], I took it badly, as I thought Herceptin was my backup preventing any 
cancer cells from growing and spreading” (Anne)

“I processed what I was going through well enough, until I was nearing the end of my treatment [Herceptin]. Because 
I thought that was the end of the story…it was then that I asked to speak to a counsellor to discuss how I was feeling 
about the uncertainty of the way ahead” (Lara)

Discussion

While prognosis and treatment options vary by subtype of breast cancer, much of the existing research addresses the 
collective experiences of breast cancer patients. This study contributes to the literature by specifically exploring the lived 
experiences of non-metastatic women with HER2 + breast cancer, from diagnosis throughout active treatment.
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This study underscores, that participants with HER2 + breast cancer placed significant emphasis on the particularly 
aggressive nature of their condition. Notably, while some participants could not specifically identify their subtype as 
HER2 + , yet all were acutely aware of the cancer’s aggressiveness and its potential to grow and quickly spread to other 
organs. This heightened their anxiety both at the time of diagnosis and throughout treatment, due to concerns about 
metastasis. While previous studies have identified anxiety in breast cancer patients [16,17], there is a dearth in literature 
relating to whether this outcome varies by subtype of breast cancer.

In response to their uncertainty and anxiety, several participants turned to the internet for information. This is a common 
practice because of the easy access and the wide availability of up-to-date resources [24]. However, some participants 
refrained from online searches for various reasons, such as denial of their need for support or encountering conflicting 
or irrelevant content [25]. This highlights the critical role of health professionals in exploring patient experiences to gain a 
deeper understanding of their informational needs and concerns, thereby facilitating the inclusion of personalized informa-
tion in collaboratively developed care plans [26].

Participants further shared that having a relatively common type of cancer with access to targeted, evidence-based 
treatments, increased their hope for recovery. These treatments enhanced their sense of control over the illness, which 
is linked to improved vitality and psychological well-being [27]. While participants expressed concerns about treatment 
side-effects, the perceived necessity of treatment created a sense of urgency to begin and adhere to it. Many took exten-
sive precautions, such as avoiding contact with individuals who were ill, to ensure that they did not miss treatments. These 
findings align with the Necessity-Concerns framework, which posits that adherence to treatment is stronger when beliefs 
about its necessity outweigh concerns [28].

As participants approached the end of their treatment, they reported feeling vulnerable, fearing the loss of a vital sup-
port system and the possibility of relapse. This concurs with Williams and Jeanetta’s findings [16], which indicate that for 
breast cancer patients, the recovery process often feels incomplete on the completion of medical treatment. This insight 
highlights the need for ongoing support post-treatment to address persistent fears and navigate the transition period fol-
lowing treatment completion.

Overall, participants demonstrated a “fighting spirit,” perceiving their treatment as a battle against cancer. Their deter-
mination to overcome this aggressive form of cancer was largely driven by a desire to remain present for their families, 
particularly for their children. Similar sentiments have been reported in other studies involving persons diagnosed with 
breast cancer [17,29,30]. Additionally, participants efforts to regain control and adapt to their circumstances following a 
breast cancer diagnosis often led to an opportunity to redefine themselves and discover meaning in what might otherwise 
feel like a chaotic and purposeless existence [31,32]. This aligns with the concept of post-traumatic growth, which encom-
passes finding purpose in life, strengthening relationships, developing personal resilience, exploring new opportunities, 
and nurturing spirituality [33,34].

Participants also discussed the physical changes that affected their female identity. They grappled emotionally with 
embracing their “new” bodies, which diverged from socially accepted norms, and expressed concerns about the impact 
on their families. These findings concur with those of Ciria-Suarez et al. [29] and Grogan et al. [35], where participants 
also struggled to accept their bodies after cancer and used strategies to conceal their cancer-altered bodies from others. 
Additionally, participants expressed concerns about how their diagnosis might impact their ability to fulfil their maternal 
responsibilities. This was also highlighted in the systematic review by Kuswanto et al. [30] who further explored the coping 
strategies used by mothers to adjust to their changing roles in parenting.

The social implications of a breast cancer diagnosis were also evident, with support provided by a small circle of family 
and friends. This may occur because individuals with cancer view their condition as a private matter and/or because those 
providing support may struggle to understand the complexities of living with cancer, potentially straining relationships [29,36].

In parallel, participants expressed mixed emotions about the type of surgery they should undergo. For some, a mastec-
tomy was perceived as necessary to reduce the risk of recurrence, while others prioritised body image concerns in their 
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decision-making process. This underscores the importance of healthcare professionals understanding patients’ beliefs 
and values and discussing options to include personalized information in care plans [37], even when the primary focus is 
on extending life expectancy [38].

Participants also described striving to identify potential triggers for their cancer. This allowed them to exert some control 
over their situation and find meaning in their illness [39]. Some attributed their condition to genetics and were distressed that 
their children might face a similar fate (i.e., a HER2 + diagnosis). Others reflected on their lifestyle, questioning whether it was 
the cause of their illness, and why individuals with less healthy lifestyles did not share the same outcome. Although maintain-
ing a healthy lifestyle is associated with a decreased risk for breast cancer [40,41], it is important to educate the public that 
other factors such as genes, reproductive factors and age may also predispose persons to a cancer diagnosis [42].

Implications for practice

Despite medical advances in treating HER2 + breast cancer, this study underscores the need for continuous support for patients 
throughout the diagnostic, active treatment and post treatment phase. Health professionals play a crucial role in providing 
person-centred care by exploring patient narratives to understand their unique concerns and needs. This approach enables 
personalised support that focuses on individual experiences, coping styles, and changing life situations throughout treatment.

The study also highlights the participants’ intense focus on the cancer’s aggressiveness and fear of metastasis. Profes-
sionals need to create a context where persons with breast cancer feel at ease to discuss their concerns and also seek 
information. Additionally, cognitive behavioral therapy can be utilised to reshape negative thoughts and reduce mental 
health consequences.

Support requirements must also be addressed as treatment is nearing the end. Healthcare professionals should dis-
cuss patients’ fears about a recurrence when treatment stops and their anxiety about where to find support. The transition 
away from healthcare services after completing treatment should be gradual, allowing individuals time to adjust to a more 
independent phase while ensuring they have the necessary information to access support.

Strengths and limitations

To the knowledge of the present authors, this study is the first of its kind to explore the lived experiences (i.e., from diag-
nosis throughout the treatment trajectory) specifically of women diagnosed with non-metastatic HER2 + breast cancer. As 
typical of IPA research however, this study was conducted on a small sample of female participants, hence, the findings 
cannot be generalised to a wider population. However, the aim of the study was not to generalise the findings, but rather 
to focus specifically on the sample under investigation.

Conclusion

This study reveals the multifaceted impact of HER2 + breast cancer on women. Findings reveal specific insight into the 
experiences of women throughout the various stages of the cancer trajectory, with much of the participants’ concerns 
surrounding the aggressiveness of this specific breast cancer subtype. It is important for healthcare professionals to gain 
insight into their concerns and needs, to be in a better position to provide care that centres around their unique demands. 
The need for enhanced education about risk factors of breast cancer and information targeting survivorship was high-
lighted, which can help individuals make informed choices. Support services must be developed and implemented as part 
of the treatment programme, enabling an acceptance of the diagnosis and the development of effective coping strategies.
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