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Abstract

The purpose of this study was to understand the experience, informational and psychosocial needs of Chinese
immigrants in Canada who are survivors of breast cancer through individual interviews. A phenomenological
approach was used. Eleven Mandarin-speaking Chinese were recruited and interviewed in Toronto, Canada. The
interviews were tape-recorded and transcribed verbatim. Data were analysed using Colaizzi’s methodology.
Seven themes emerged: a) miscommunication between healthcare professionals and participants, b)
dissatisfaction with medical professionals, ¢) lack of cancer related information, d) financial hardship related to
cancer medications and living expense, e) emotional changes related to the diagnosis of cancer, f) the dramatic
change in lifestyle, and g) the comprehensive support from spouse, family and friends. The result of the study
can enhance healthcare providers’ understanding of the experience of Chinese Canadian breast cancer survivors
and their informational and psychosocial needs. Appropriate intervention strategies in caring cancer patients
should be developed.
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1. Introduction

Breast cancer is the second leading cause of death for women in Canada (Canadian Cancer Statistics [CCS],
2013). In 2013, about 23,800 Canadian women will be diagnosed with breast cancer and 5,000 deaths will occur
(CCS, 2013). Cancer patients face profound physical, psychosocial, and financial challenges in their life (Ching,
Martinson & Wong, 2009; Gao, Bennett, Stark, Murray & Higginson, 2010). Recent cancer studies have shown
that many socio-cultural factors impact the outcomes of cancer treatment among minority populations, such as
access to health services, lack of knowledge, mistrust, fear, lack of cultural sensitive interventions (Wang,
Rosenberg & Lo, 2008), low health literacy, and patient-provider miscommunication (Clack, Allen, Cooper, &
Head, 2004; Ha & Longnecker, 2010; Tongue, Epps, & Forese, 2005). Clack et al. (2004) suggested adopting a
more patient-centered service, which can facilitate a good doctor-patient relationship and result in better patient
satisfaction as well as doctor satisfaction. Satisfied patients are less likely to complain of malpractice.

The number of Chinese Canadians is growing in Canada; however, there are very few appropriate
culture-sensitive or language-friendly resources available for them to obtain in-depth information after being
diagnosed with breast cancer (Bell & Lee, 2010). This lack of information may impede their adjustment by
increasing their cancer-related anxiety and degrading their quality of life (Adams, Boulton, & Watson, 2009).

Kwok and White (2011) conducted a qualitative study to explore the cultural and linguistic isolation of
Chinese-Australian breast cancer survivors and found that women in their study suffered a knowledge deficit in
breast cancer. Studies have showed that cancer patients’ anxiety was relieved and their psychological wellbeing
was improved after receiving appropriate cancer information (Booth, Beaver, Kitchener, O’Neill, & Farrell,
2005; Ziegler, Newell, Stafford, & Lewin, 2004). Providing information to cancer patients can also empower
them and assist them to make necessary treatment decision (Rees, Sheard, & Echlin, 2003). Lee and colleagues
(Lee, Francis, Walker, & Lee, 2004) found that Chinese breast cancer patients prioritized their information needs.
The spread of the cancer, the side effects of chemotherapy and the management of the side effects were what
they cared the most.
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An Iranian study (Moradian, Aled avood, & Tabatabaee, 2012) revealed that patients suffered more from the
impact of cancer on their daily life than physical symptoms. Cancer affected their financial situation, ability to
work, family life, and expenses of treatment. They rated that expenses of treatment and psychosocial distress
were two major factors to impact their daily life. In Canada, the 1984 Canada Health Act provides universal
coverage of all insured services to insured persons, such as hospital services, physician services, and
surgical-dental services (Health Canada, 2011). However, one of the major disadvantages of the Canadian health
care system is that it doesn’t cover the cost of medications administered outside a hospital like a cancer
medication the patient takes at home (Statistics Canada, 2014). Many patients are very upset to discover they
may have to pay out of pocket for their cancer medications that can be extremely expensive.

Hvidt (2013) found that emotional support could assist patients to cope with psychosocial distress related to a
diagnosis of cancer. Participants revealed that the sources of their emotional support were the rehabilitation
center, the hospital chaplain, fellowship with other cancer survivors, and God/a higher power (Hvidt, 2013). Bell
and Lee (2009) emphasized that cancer support groups have been a key mechanism for addressing the
psychosocial needs of cancer patients and their families. Not all cancer experiences are negative: A Japanese
study (Tsuchiya, Horn, & Ingham, 2013) showed that cancer survivors often reported positive changes including
attitude changes toward life, strengthening trust in family and friends, increased appreciation of life,
self-development, future perspectives, education for friends, and efforts towards bodily change. Similarly, a
Chinese study found when facing breast cancer, women tried to “make the best of it” (Fu, Xu, Liu, & Haber,
2008, p. 155) by actively receiving the cancer treatment, maintaining an optimistic attitude, and moving on. The
authors concluded that the Chinese women’s experiences with cancer adjustments reflected Chinese historical,
social and cultural influences.

It is not known how Chinese women in Canada deal with a diagnosis of breast cancer. Most Chinese Canadians
are foreign-born, and thus, may have limited social networks. The language obstacle, cultural adaptations, and
the Eastern view of health beliefs and practices may act as barriers to both access to and utilization of, services
(Kwok & White, 2011; Wang et al., 2008). Therefore, the purpose of this study was to understand the experience
of Chinese immigrants in Canada who are survivors of breast cancer and their informational and psychosocial
needs. The research questions were: a) what are Chinese immigrant women’s experiences when they access to
Canadian health care services after being diagnosed with breast cancer? and b) what were their informational and
psychosocial needs?

2. Methods

A descriptive phenomenological research approach was used in this study. Phenomenology is a research
methodology designed to explore and understand people’s everyday lived experiences (Streubert & Carpenter,
2011). It is used to seek the meanings of experiences through engaging in-depth with participants’ reality (Lopez
& Willis, 2004), which matches our study purpose.

2.1 Participants

Eleven adult female participants were recruited through a well-established Chinese cancer support group in
downtown Toronto, Ontario, Canada after obtaining ethical approval from York University. Eligible participants
were Mandarin-speaking Chinese women who had a diagnosis of breast cancer. GH, the third author and
outreach worker of the support group, identified and contacted eligible participants from a member list. After the
women gave verbal agreement to participate, TYL contacted the participants, explained the study purpose and
related information, and arranged an interview, which was conducted in Mandarin.

Nine participants were originally from China and two were from Hong Kong. The mean age of the participants
was 65.7. The majority of the participants were married and unemployed. Most of them were high school
graduates. Three had a university degree. Half of them were religious believers, including Buddhists, Christians,
and Taoists.

2.2 Setting and Data Collection

The study was conducted at South Riverdale Community Health Centre, Toronto, ON, Canada. Participants were
asked to participate in a one-on-one, in-depth interview to explore their cancer experience, and informational and
psychosocial needs. Each interview lasted about 60 to 90 minutes. The first author, who has extensive experience
in working with breast cancer patients and qualitative research methodology, conducted all of the interviews.
The interviews were audio tape-recorded and transcribed verbatim. Each interview was initiated with a broad,
open-ended question:” Could you please share with me your experience with a diagnosis of breast cancer?”
Participants’ thoughts were clarified or expanded if necessary. Nonverbal cues such as gestures and facial
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expressions were observed and noted (Streubert & Carpenter, 2011). Probing questions, such as “Can you tell me
more?” and “What do you mean?” were used. Recruitment of participants continued until no new information
emerged from the interview data. An honorarium of $25 was given to each participant in appreciation for her
participation in this study. The interviews were conducted from March 2012 to April 2013.

2.3 Data Analysis

Data were analyzed by the first and third authors of this study: Both of them speak the same language as the
participants (Mandarin). Colaizzi’s (1978) method was used to analyze the interview data. Each transcript was
read and re-read by the two authors to obtain a general sense about the whole content. For each transcript,
significant statements were then identified and coded. The coded statements were grouped and transformed into
themes, which provided the essential structure of the participants’ experiences. A theme was not accepted until
agreement by two authors was reached 100% of the time.

2.4 Rigor

Rigor was established using the principles suggested by Lincoln and Guba (1985) which includes credibility,
transferability, dependability and confirmability. Member checking was used to establish credibility.
Dependability is confirmed in conjunction with credibility (Streubert & Carpenter, 2011). The first author
translated the study results into English and the second author reviewed the findings. Translation into English
allows for broader dissemination of the findings, so potential users can read and utilize them, thus promoting
transferability (Lincoln & Guba, 1985). In order to facilitate confirmability, research notes and memos were kept,
so that anyone interested can audit the results and follow the research process (Streubert & Carpenter, 2011). The
themes that emerged capturing the cancer survivors’ experiences were sent through emails to all the participants
for verification and confirmation of the researchers’ interpretation of their experiences. All of the participants
agreed with the interpretation.

3. Results

The following seven themes emerged from the interview data: a) miscommunication between healthcare
professionals and participants, b) dissatisfaction with medical professionals, c) lack of cancer related information,
d) financial hardship related to cancer medications and living expense, ¢) emotional changes related to the
diagnosis of cancer, f) the dramatic change in lifestyle, and g) the comprehensive support from spouse, family
and friends.

Most of the participants expressed that the process from confirming their diagnosis to getting treated was pretty
smooth. However, several participants shared their experiences dealing with the healthcare system, including
their miscommunication with healthcare professionals and the inexperience of the healthcare professionals.

a) Miscommunication between Healthcare Professionals and Participants

Miscommunication happened between participants in this study and their healthcare professionals, especially
their cancer treatment physicians. Participants misinterpreted what their physician said. They expressed that they
thought they clearly understood the physician’s instruction; however, the information the physician conveyed
and the way the information was perceived were different.

Participant 3, a single mother living with her son, expressed that her experiences with her oncologist was not
smooth. Two weeks after her surgery (November), her doctor explained to her that she would need to have
chemotherapy and radiotherapy and her chemotherapy would be done in July. Therefore, she thought that her
physician would have arranged everything for her and she would just wait for the phone call from the physician.
She had waited for five months until she found another tumour on her breast. She then went to see her doctor,
who was very surprised that she hadn’t done any chemotherapy yet and arranged this for her immediately. She
felt that her oncologist was too busy and ignored scheduling her for chemotherapy although she blamed herself
for not reconfirming the schedule.

The miscommunication existed not only on treatment planning but also on information seeking. Most of the
participants felt that their language limitation meant they either didn’t know the question they needed to ask or
couldn’t use correct terms when they asked their physician. Regarding the communication problem, participant 4,
a recurrent breast cancer survivor, stated:

1 wrote down every question whenever it emerged, classified and prioritized the questions into different
categories. When visiting the physician, if the physician was not busy, I would ask all of the questions I had. If
the physician was busy then I just asked the most important questions.
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She said that to obtain a medical report from the physician and carry it everywhere was very important. A similar
experience was also stated by participant 1, who wrote down a memo of her personal disease trajectory for
regular visits and emergency use.

b) Dissatisfaction with Medical Professionals

Participants were referred to their specialists by their family physician. Because of the urgency of their disease,
they did not spend much time to check the specialist’s background or experience. They could only hope that the
specialists who treated them were well qualified and trained in the area in which he or she was practicing. Four
out of 11participants in this study expressed their dissatisfaction with the physicians due to their inexperience or
lack of certain knowledge.

Participant 3 mentioned:

My specialist took six months to confirm my diagnosis of breast cancer. I felt a tumour in my breast, but the
mammogram was negative, so my specialist asked me to wait three months to do a second mammogram. The
physician still could not confirm my diagnosis, so two more ultrasounds and a biopsy had been done. The biopsy
confirmed my diagnosis.

A similar situation happened to participant 6, who expressed her anger towards her specialist. She did not pay
much attention to her biopsy result because her specialist told her that the wound on her breast was “not a big
deal”. Therefore, she happily went travelling with her husband. It was half a year later she was diagnosed with
cancer. She always wondered if things would be different if she could have been treated early.

Participant 2, a 60-year-old single mother, also complained that her physician didn’t take good care of her
surgery wound by saying:

1 felt “hard” on my wound and reported it to my physician, who said that it was a normal healing process and
the wound would gradually recover. However, the “hard feeling” was persistent and one year later the wound
was infected. I had to visit my physician to drain it out.

Participant 4 was eager to know what treatment options she might have and how big her tumour was; however,
her physician was not willing to explain to her. She further explained: “My medical record was just in front of
the physician, but the physician did not try to check it at all.”

¢) Lack of Cancer Related Information

Most of the participants were not satisfied with the cancer-specific information they had received and were
seeking further information to help them deal with the news of the cancer diagnosis. Participant 1 attended lots
of workshops to understand the cancer-related information. She stated: “The information my physicians gave to
me was not enough and I have to search more information by attending seminars or workshops for the lay
population.” Several participants appreciated the assistance or information provided by the Chinese cancer
support group. Participant 8, for example, shared that she was very fearful when she was diagnosed with breast
cancer. She checked the website and tried to find some useful information; however, a variety of information
was there and she didn’t know which would fit her situation. Then, she joined the Chinese cancer support group
where she met a cancer survivor with the same stage as hers. That person explained to her the whole process of
cancer surgery and treatment. She felt calm after the group meeting because she realized what she would go
through. Participant 11 also mentioned that she was feeling pretty bad when she was diagnosed with breast
cancer, but the more she understood the disease, the more she felt confident in fighting cancer.

d) Financial Hardship related to Cancer Medications and Living Expense

Although Canadian government health insurance covers most of the cancer treatment expenses, some important
health care needs are not; for example, prescription drugs. Participants expressed that they needed to pay many
unforeseen and unexpected charges including their cancer medications expenses. All of them were unemployed
either before their cancer diagnosis or after the cancer treatment. Therefore, they did not have private drug
insurance coverage through a workplace. Most of them depended on their savings or financial support from their
husband or children. For example, the only son of participant 3 was studying in university, which aggravated her
financial difficulty. She highly appreciated the financial support from the government, such as the Ontario
Disability Support Program (ODSP), and Canada Pension Plan Disability Benefits, and not-for-profit
organizations like the Breast Cancer Society, etc. However, she also mentioned: “A portion of the money needed
to be spent on cancer related products, such as a wig or mastectomy bras and my daily living expense was still a
burden to me.” She had to get a loan from her ex-husband and so she designated him as the beneficiary of her
life insurance because she believed that she would not outlive him.
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e) Emotional Changes Related to the Diagnosis of Cancer

All of the participants went through a series of emotions when they were confirmed with a diagnosis of cancer.
Their emotions included: surprise, sadness, fear, anxiety, acceptance, and calmness. Participant 7 expressed that
her emotions and feelings fluctuated enormously from surprise to acceptance when the diagnosis was confirmed.
She was very surprised when she was diagnosed with breast cancer because she was quite healthy at that time.
She was sad and depressed, but most importantly she was very anxious about how she would be treated and how
she could afford the expense related to cancer treatment. The rest of the participants had similar experiences as
participant 7. For example, participant 5, whose daughter is a medical doctor, stated:

I was very sad to learn that I had cancer. I was fearful and anxious about my treatment and my survival rate but
my daughter told me that cancer is curable. She also explained to me what I would go through. I felt more
confident of fighting cancer.

) The Dramatic Change in Lifestyle

All of the participants expressed that their lifestyle had changed dramatically because of the diagnosis of cancer,
especially their eating habits. They believed certain food causes cancer and tried to avoid these kinds of food as
much as they could. Most of them had eaten less meats and fried food since they were diagnosed with breast
cancer.

Their attitude toward life had also changed. They said they believed life is short so they would like to enjoy
living at present because they were not sure when cancer would take their life. Participant 6 expressed that she
used to be stubborn; for example she liked to keep her house clean, neat, and tidy and fought with her husband if
he couldn’t follow her standard. However, she said she has changed since the diagnosis and now doesn’t care
much about the cleanness of her house. Her temper also changed from easily angry to more tolerant. Participant
10, a grandmother, mentioned: “Survival is the most important thing in my life right now. My children are all
grown up, so my priority is taking good care of myself.” Participant 9, a gynaecologist in her home country,
stated that when she immigrated to Canada she was eager to find a job in the medical field, however, her English
was not good so she found a job in a restaurant and always thought one day she would resume her medical career.
She gave up her dream after being diagnosed with breast cancer and thought it would be a blessing if she could
happily live every day. She also mentioned that she would like a “good death”. She further explained that a good
death meant “no pain”.

The feeling toward life of two older participants (participants 1 and 11) was different from that of the others.
They were more than 80 years old and had a cancer for more than 10 years. They expressed that “fate” was good
to them, so they could have such a long life. Both of them were volunteers in a community health care centre.
They said they enjoy sharing their life experience to other cancer patients. They often encourage and educate
people they encounter to do regular checks in order to be diagnosed and treated early.

g) The Comprehensive Support from Spouse, Family and Friends

Family members assumed multiple roles in supporting the participants in their fight with cancer. A typical
example is participant 6. Her husband acted as an inspirer, a driver, a cook, a translator, and an information
provider. He encouraged her to receive various treatments when she was about to give up. He drove her to every
clinic and hospital visit. He has never cooked a meal before his wife’s illness but assumed the role of cook. He
translated for her when she went to medical checks and he sought information on the internet and translated the
information for her. However, not everyone had such a supportive husband. Family members needed to accept
the truth that their loved ones needed their assistance. For example, participant 10 mentioned: “In the beginning
of my illness, my daughter complained why she needs to assume this burden to financially and emotionally
support me, but gradually, she realized that it is the time for her to take care of her mother.” Participant 9 stated
that her son was her helper who was willing to assist her for transportation and translation. However, her son had
to take a leave from work in order to take her to visit her physician.

The cancer support group was another source of support. The participants got useful information from the group
and met friends with the same diagnosis. Participant 9 suggested there should be Chinese support groups in the
north and west of Toronto. The support group they joined is located in Toronto east. They enjoyed the
information exchange and support from group leaders and members, but the lengthy travel sometimes made
them tired.
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4. Discussion

The results of this study revealed two unique experiences encountered by Chinese immigrants living in Canada
which were different from the experience of Canada-born cancer survivors: miscommunication between
healthcare professionals and participants and dissatisfaction with medical professionals.

Effective communication between physicians and their patients is very important in the delivery of high-quality
health care. A physician who communicates well can facilitate an accurate explanation of the diagnosis, give
therapeutic instructions, and help patients follow advice as well as adhere to the prescribed treatment (Ha &
Longnecker, 2010). Miscommunication was rarely mentioned in other cancer studies. The reasons for
miscommunication in our study might be due to the language barrier, patients’ fear of authority figures, and
doctors’ burden of work (Ha & Longnecker, 2010; Wang et al., 2008). A Canadian study with Chinese
immigrants done by Wang et al. (2008) mentioned that the family physicians of 96% of the participants in their
study were of Chinese ethnic origin. However, it is not that easy to match a cancer specialist due to the scarcity
of Chinese-speaking specialists or geographic location of hospitals. Although hospitals provide some translation
services, it is not 24/7 services. Furthermore, some of the translators were not as qualified as expected. In
addition, traditionally, Chinese people act as passive recipients and rely on their physicians to make decision for
them and they would not challenge the authority of experts (Wang et al., 2008). It is even harder for patients to
challenge the specialist’s decision given their limited knowledge of ecither of Canada’s official languages,
English and French. On the other hand, physicians sometimes discourage patients from expressing their concerns
as well as requests for more explanations due to the burden of work (Ha & Longnecker, 2010). Insufficient
explanation may result in poor patient understanding and further impede effective communication between
physicians and their patients.

Participants in this study complained about how their physicians managed their care. They hoped that their
doctors could skilfully diagnose and treat their illnesses as well as take their chief complaint seriously because
early diagnosis is the key point to cancer survival (Kwok & White, 2011; Tongue et al., 2005). Two possible
explanations may explain their dissatisfaction with] physicians. Firstly, some of the physicians may have
depended too much on advanced diagnostic techniques and lacked necessary clinical experience to identify
patients’ problem (Wang et al., 2008). Secondly, the nature of medical education as well as internship and
residency training may make physicians tend to lose their focus on holistic patient care and suppress empathy
(Clark et al., 2004; Ha & Longnecker, 2010). However, the complaints may be related to miscommunication and
not clinical competency (Clark et al., 2004). Ha and Longnecker (2010) suggested that physicians need to build
up better communication and interpersonal skills, so they can detect patients’ problems earlier, prevent medical
crises and expensive intervention, and provide better support to their patients.

Understanding information related to cancer seems a psychological need for most of the participants in our study,
which is consistent with studies done by other researchers (Booth et al, 2005; Ziegler et al., 2004; Lee et al.,
2004). Lee and colleagues (2004) reported that cancer patients need information throughout the cancer trajectory.
They need to access to health information to help them to understand what outcome they could expect and how
to deal with the unexpected challenges. Studies (e.g., Adams et al., 2009) have shown that treatment-related
information and prognosis-related information were the most important information that patients need. Not
surprisingly, many participants sought to obtain relevant information on the internet. Although the internet offers
widespread access to health information, participants preferred to seek face-to-face professional advice through
attending workshops and cancer support groups. In the beginning of their journey, participants depended on a
support group to provide them treatment information; later on they appreciated the support and understanding
from the group members. This is similar to findings from a study in British Columbia (Bell & Lee, 2010). Due to
language limitation, most participants preferred to read Chinese-written information and attend
Chinese-speaking workshops and support groups.

The availability of a publicly-funded, universal health care system in Canada alleviates Canadians’ health care
expenditures; however, there are health care services that are not covered by public health plans, such as cancer
medication expenses, which could accumulate quickly and affect cancer survivors’ ability to pay for other
products they needed. A recent Canadian health report (Statistics Canada, 2014) mentioned that Canadians’
out-of-pocket health care spending rose between 1997 and 2009 and the increase was greatest for households in
the lowest income quintile. The increase for households in the higher income quintiles ranged from 36% to 48%;
however, the increase in the lowest-income quintile was 63%. The three largest components of out-of-pocket
health care expenditures included dental services, prescription medications, and insurance premiums. In general,
lower-income families spend more on prescription medications than do higher-income families, who are covered
through workplace insurance or can afford private insurance. Many participants in this study were from
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lower-income families; hence, the out-of-packet costs of cancer medications imposed financial hardship on them
and their families. In response to this difficulty, many Canadian hospitals have specialized staff to help patients
deal with drug reimbursement issues. It is time for the Canadian government to rethink about covering the cost
of medications administered outside a hospital, especially for expensive medications, such as cancer
medications.

Many studies have been reported the emotional changes when a cancer diagnosis is confirmed (Ching et al.,
2009; Fu et al., 2008). Fu et al. (2008) reported that Chinese women with breast cancer tend to try “making the
best of it” (p.155); they would typically face the reality, take an active part in the cancer treatment, and sustain
an optimistic spirit. Participants in our study also demonstrated similar pattern. Although they had a variety of
emotional fluctuation at the beginning of the cancer experience, their level of emotional distress generally
decreased over time and by the time of the interview they had subsequently accepted the disease and moved
forward to adopt strategies for recovery. They changed their eating habits, temper, and their high standard of
everyday living and volunteered to help others by providing advice based on their personal experience. It seemed
that participants’ level of emotional distress was related to their understanding and appreciation of cancer
information, which is consistent with findings of several previous studies that providing information to cancer
patients can relieve their distress and improve their psychological wellbeing (Adams et al., 2009; Booth et al.,
2005; Lee et al., 2004).

Family members, including husbands and children, provided major support in our study. Bell and Lee (2009)
also highlighted the importance of family support. Participants in their study expressed the invaluable moral
support from their children and spouses. They also appreciated the sacrifices their children and spouses made in
order to provide physical and financial support for them. Group support is another source of support. Participants
in our study appreciated the assistance they received from the cancer support group worker. It might be that they
wanted to please the worker; however, several participants had attended this group for more than five years.
They would not consecutively attend this group if they did not benefit from attending it.

This study has several implications. Given the frequency of miscommunication between patients and health care
providers, especially physicians, healthcare providers need to consider improving their communication and
interpersonal skills to minimise the risk of communication problems. Healthcare providers need to be aware that
misunderstandings can occur at different levels of the communication process and may impact patients’
treatment outcomes. A patient-centred or holistic approach to care is recommended. In addition, healthcare
providers need to be well-prepared themselves in both understanding of cancer theory and practice principles, so
their clinical competency can be improved and mis- or delay diagnosis would not happen. A well-trained and
qualified interpreter can bridge linguistic gaps between patients and their healthcare providers, so it is important
and necessary to offer an interpreter when possible. Participants in this study seem to be benefiting from
attending the Chinese cancer support group. They obtained extra information and support from the group
members. However, such groups are rare in Toronto, and so, organizing more Chinese-speaking support groups
is suggested.

The study has two limitations. The first limitation is the small sample, which was entirely drawn from a Chinese
cancer support group, so the results may not capture the experience of people who do not attend a breast cancer
support group. The second limitation is that the average age of the participants was more than 65 years; therefore,
the results may not be applicable to a younger population. To better serve the multi-cultural societies in Canada,
future studies with other ethnic backgrounds are recommended.

5. Conclusion

The results of the study can enhance healthcare providers’ understanding of the experiences and informational
and psychosocial needs of Chinese Canadian breast cancer survivors. Appropriate intervention strategies in
caring for cancer patients from this population should be developed in hospitals and communities to help them to
face the physical and psychosocial challenges in the journey of fighting cancer.
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