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Background: Conventional or hospital treatment such as surgery, chemotherapy, 
or radiotherapy is widely recommended by health care providers for treating breast 
cancer. Early decision in conventional treatment is a complex phenomenon that 
requires careful consideration of the medical condition, available information, 
potential risk, financial, job, and involvement of family members. However, there is 
an inadequate understanding of early decisions about conventional treatment in 
Malaysia.   
Purpose: This study aimed to explore the early decisions about breast cancer 
treatment among women and their family members. 
Methods: This study employed a qualitative, narrative approach. Purposive and 
snowball sampling were applied, and 28 participants were recruited for this study. 
The participants took part in in-depth, face-to-face, and audio-recorded one-time 
interviews. All interviews were subsequently transcribed verbatim and analysed 
using narrative analysis. 
Results: This study identified two themes regarding early decisions about breast 
cancer treatment: (1) women and family members who accepted immediate 
conventional treatment, and (2) women and family members who refused 
immediate conventional treatment. This study discovered that some women and 
family members agreed to undergo conventional treatment immediately due to 
following doctors’ advice, influence by other patients with breast cancer, personal 
attitude, and appropriate knowledge concerning breast cancer. Meanwhile, other 
women refused it due to fear, not ready to undergo treatment, influenced by other 
people and socio-culture template. The unique finding in this study is the presence 
of specific socio-cultural templates related to breast cancer. 
Conclusion: This study highlights that health care providers can assist women who 
decline breast cancer treatment by offering education about conventional treatment 
options. This can be achieved by providing accurate information about the 
treatment, addressing treatment-related fears, providing emotional support, and 
encouraging open communication regarding the reasons for refusing conventional 
treatment.     

 
How to cite:  Mamat, W. H. W., Jarrett, N., Hairi, N. A. H., Ahmad, N., Atan, A., & Lund, S. (2023). Women and 
family members’ views regarding early decisions about breast cancer treatment: A qualitative study. Nurse Media 
Journal of Nursing, 13(2), 202-213. https://doi.org/10.14710/nmjn.v13i2.51944 

 
1. Introduction   

Breast cancer is the most common cancer in women, accounting for 2.3 million diagnosed 
cases and 685,000 deaths worldwide (WHO, 2021). In Malaysia, breast cancer affects 34.1% of all 
women living in Malaysia based on the National Cancer Registry Report 2012–2016, and 1 in 27 
women is likely to develop breast cancer during their lifetime (Azizah et al., 2019). According to 
the same report, 17.5%, 34.5%, 25.1%, and 22.8% of breast cancer cases were diagnosed at stages 
I, II, III, and IV, respectively.  

Patients with breast cancer need to make early treatment decisions. In this study, early 
decision in the context of breast cancer treatment refers to the practice of making treatment 
choices after a patient is diagnosed with breast cancer, including the decision of whether to accept 
or refuse the treatment. The primary treatments for breast cancer are radical mastectomy, breast 
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conservation surgery, chemotherapy, or radiotherapy, depending on the size and pathological 
characteristics of the cancer (Joseph et al., 2012). The refusal of cancer treatment is a serious 
concern in Malaysia, in which the proportion of non-adherence to surgery, chemotherapy, 
radiotherapy, and hormonal therapy was 14%, 30.1%, 33.3%, and 36.3%, respectively (Taib et al., 
2017). The concern is that the effect of the refusal of cancer treatment has increased mortality 
across surgical, systemic treatment, and radiotherapy for certain cancers, including breast cancer 
(Hanna et al., 2020).  

Several individual preference factors contribute to the acceptance of conventional treatment 
for breast cancer, such as treatment efficacy, physical, emotional, and cognitive side effects of 
treatment, financial implications, the salience of cutting‐edge treatment options, either clinical 
trial or newly approved medication, treatment logistics, personal and family responsibilities, 
treatment impact on daily activities, participation in self‐defining endeavours, attending 
important events, and pursuing important goals (Rocque et al., 2019). Positive attitudes and 
family priorities also influenced the women agreeing to accept conventional treatment (Yusuf et 
al., 2013). The opinion of family members was also found to be important in treatment decision-
making for women with breast cancer (Teh et al., 2014; Yusuf et al., 2013).  

In contrast, some women refused conventional treatment because of fear of the consequences 

of cancer, such as pain, death, side effects of chemotherapy, physical disability resulting from 

surgery (Norsa'adah et al., 2012; Taib et al., 2014), poor physical condition, poor family support 

(Chang et al., 2021), negative experiences with oncologists, and belief in the efficacy of alternative 

therapies (Citrin et al., 2012). Even some patients felt that the treatment would worsen their 

condition (Chang et al., 2021). Moreover, some had prior knowledge of patients with breast cancer 

who had died after undergoing conventional treatment and this influenced the women’s decisions 

to refuse conventional treatment (Norsa’adah et al., 2012). However, the study to understand 

early treatment decisions among Malaysian women and their family members is limited. In this 

study, the Malaysian women and their family members live within a multicultural community and 

so they might have the same or different views regarding conventional treatment for breast 

cancer. Their early decision about conventional treatment is important because it will influence 

their survival time. Therefore, this study was conducted to explore early decisions regarding 

conventional treatment among Malaysian women with breast cancer and their family members.   

2. Methods  
2.1 Research design  

This study used a qualitative, narrative approach. The narrative is more appropriate for this 
research because it allows for a rich description of the experiences and an exploration of the 
meanings that the participants derive from their experiences (Wang & Geale, 2015). 

 
2.2 Setting and participants    

Purposive sampling was applied to recruit participants from two hospitals located in urban 
areas in Malaysia. Both hospitals provide comprehensive services in the field of cancer care. These 
hospitals were selected due to their location in a highly populated, multi-ethnic, and religiously 
diverse part of Malaysia, thereby increasing the likelihood of accessing participants from various 
socio-economic backgrounds and all three main ethnic groups. The hospital staff approached 
eligible participants, introduced the research, and gave them a recruitment pack that consisted of 
an invitation letter, patient information sheet, and consent form. The inclusion criteria for the 
participants were women diagnosed with primary breast cancer, 18 years old and above, and able 
to speak Malay or English. Snowball sampling was used to recruit family members through 
nominations from women with breast cancer. Meanwhile, the inclusion criteria for the family 
members were men or women, having personal experience dealing with female breast cancer 
patients, being able to speak Malay or English, and 18 years old and above. 

In qualitative research, there are no rules for sample size, and it should be based on the 
information needed or the research aims set (Polit & Beck 2008). The sample size used in previous 
qualitative studies on breast cancer in Western countries that employed a narrative method 
ranged from 8 to 12 participants (Sadati et al., 2015; Thomas-MacLean, 2004). The sample size 
was determined by data saturation, and interviews were stopped when no new information was 
contributed during the interview, and no new codes could be produced (Guest et al., 2006). In 
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this study, after 13 interviews, the data reached saturation. Other interviews were conducted to 
confirm the data saturation. Finally, this study was able to get 28 participants, with 14 participants 
from each hospital. 

 
2.3 Data collection  

Data were collected through face-to-face, informal, and unstructured interviews by the first 
author. Most of the interviews took place in the participants’ homes of their own choice. Only four 
interviews were conducted at the participants’ workplace. Before starting the interview, the 
researchers took time to build rapport with the participants. Each interview lasted between 20 
and 90 minutes (an average length of 32 minutes). Sixteen interviews were conducted in Malay 
language and others were conducted in mixed English and Malay language. Since the researcher 
is fluent in both languages, there was no problem understanding the conversation with the 
participants. The researcher conducted narrative interviews. The narrative interview “envisages a 
setting that encourages and stimulates an interviewee or informant to tell a story about some 
significant event in their life and social context” (Jovchelovitch & Bauer, 2000, p.2). The 
researcher started each interview with the same narrative script that had been developed with the 
help of the expert team members and already tested during the pilot study. For the patient, a 
broad question such as “May I ask you to share with me your story since you first thought that you 
may have a problem with your breast?” was asked. As for the family member, the interview started 
with “May I ask you to share your story about when your (wife/daughter/sister) told you she had 
a problem with her breast?.” Additional questions and clarifications were requested based on the 
responses of the participants. 

 
2.4 Data analysis 

Data processing started with verbatim transcription. All of the interviews were transcribed 
verbatim in the language used by the participants during the interviews. After completing the 
transcription process, the transcripts were read and re-read several times by three researchers for 
the purpose of familiarisation and gaining a basic understanding of the participants’ stories before 
applying the narrative analysis to identify the main themes. Then, data were analysed using the 
narrative analysis process described by Riessman (1990). Riessman (1990) did not provide any 
clear-cut or specific steps for conducting data analysis. Applying Riessman’s approach to the 
analysis, interpretation, and presentation of the data was based on understanding and discussion 
with the team members regarding her assumptions of narrative research, recommendations, and 
the way she conducted her analysis. Riessman (1993) recommended beginning the analysis with 
the structure of the narrative to avoid the tendency of reading a narrative simply for content. Thus, 
data analysis began with the structure of each narrative in order to examine the sequence of the 
events that had taken place. This process continued with analysis of the content of the narrative. 
Riessman (1990) stated that the content informs what each narrative is about. At this stage, the 
team members considered the following aspects: What has the participant said? What is the 
participant’s story when s/he talks about decision-making related to treatment for breast cancer? 
What is the decision? Who made the decision? What are the turning points, key features, people, 
and events that influenced the decisions? All three researchers independently coded at least two 
transcripts to identify the initial coding. Finally, the stage of interpretation, in which the narrative 
devices such as language, causality, temporality, and contextual aspects were examined 
(Riessman, 1990). After the individual analysis was completed, a search for commonalities across 
narratives was undertaken to look for patterns across the experiences of participants regarding 
early decision-making about the treatment. This was followed by a discussion with the other two 
researchers until a consensus on the common emerging themes was reached. Any discrepancy 
among the researchers would be referred back to the participants’ interview transcripts, audio 
recordings, reflective diary, and field notes. Finally, the selected quotes were translated into 
English for the purpose of publication.  

 
2.5 Trustworthiness 

Dependability and confirmability can be achieved via an audit trail (Cypress, 2017). An audit 
trail was kept in this study in order to maintain track of the steps and/or changes throughout the 
processes of data collection, analysis, interpretation, and writing up of the findings. This audit 
trail was primarily recorded in the research diary, together with the researcher’s reflections on 
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the research process, meeting with the participants, thoughts, feelings, and interpretations. 
Riessman (1993) suggested that describing how the interpretations were produced enables the 
reader to determine the rigor of narrative research. In this study, the interpretations of the 
findings were based on the participants’ interview transcripts, audio recordings, reflective diaries, 
field notes, frequent discussions with three experts in qualitative research, and knowledge of the 
literature. Moreover, this study also included interviews with a family member chosen by the 
woman, and this data helped inform the narrative and enabled triangulation. Riessman (1993) 
reported that “In the final analysis, the work is ours. We have to take responsibility for its truths” 
(p.67). Therefore, member-checking may not necessarily be considered a hallmark against which 
to assess credibility in this study. Bitsch (2005) suggested that thick description and purposeful 
sampling could be applied to show that the findings in qualitative research can be applicable 
(transferability) to other contexts. 

 
2.6 Ethical considerations  

Study participation was voluntary, and written consent was obtained from each participant 
prior to data collection. They also have the right to withdraw at any point of the study with no 
consequences. The interviews were recorded with the participant’s permission, and they were 
guaranteed confidentiality and anonymity of their data. After the Faculty of Health Sciences, 
University of Southampton ethics board had approved the study protocol, the researcher applied 
for ethical approval in Malaysia. Firstly, the researcher registered with the National Medical 
Research Registry of the Ministry of Health (NMRR) and submitted the study protocol to the 
National Institute of Health for their review and approval. Secondly, the researcher submitted an 
online application to the teaching hospital’s Medical Ethics Committee for their approval. Finally, 
ethics approval obtained from the study was approved by the Faculty of Health Sciences, 
University of Southampton, and the Research Ethics Committee (Ethics no: 22983) and the 
Malaysia Ministry of Health Research and Ethics Committee (NMRR-16-1319-31877). 

 
3. Results 
3.1 Demographic characteristics of the participants 

Throughout the period of data collection, 28 participants agreed to be interviewed. The 
background information of the participants is summarised in Table 1.   

 
Table 1. Demographic characteristics of the participants (n=28) 

 
Characteristics  Patient (n) Family member (n) 

Age  46.1 (mean) 43.9 (mean) 
Marital status   

Single  
Married  
Widow 

2 
11 
1 

3 
11 

Ethnicity   
Malay 
Chinese 
Indian 

9 
3 
2 

9 
3 
2 

Occupation   
Government 
Private  
Self-employment 
Not working 

4 
4 
2 
4 

1 
5 
4 
4 

 
There are two narrative themes identified in this study indicating the early decision about 

conventional treatment for breast cancer. The themes are women and family members who 
accepted conventional treatment immediately and women and family members who refused 
immediate conventional treatment (Table 2). 
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Table 2. Theme and sub-themes 
 

Themes Sub-themes 

Women and family members who 

accepted conventional treatment 
immediately 

- Following the doctor’s recommendation 
- Meeting with other patients with breast cancer  
- Positive thinking and attitude 
- Being knowledgeable about the treatment 

Women and family members who 
refused immediate conventional 
treatment  

- Fear  
- Need more time  
- Meeting with other patients with breast cancer  
- Meeting with significant other 
- Listening to the socio-cultural template of awful 

stories  

 
3.2 Theme 1: Women and family members who accepted conventional treatment immediately  

This theme consists of four sub-themes: following the doctor’s recommendation, meeting 
with other patients with breast cancer, positive thinking and attitude, and being knowledgeable 
about the treatment.  

 
3.2.1 Following the doctor’s recommendation 

One woman in this study decided to accept immediate treatment after listening to the doctor’s 
explanation and recommendation with no hesitation. Her husband also recognised the doctor’s 
credibility.  

 
During the meeting with the doctor, the doctor advised and explained clearly what I should 
do. So, the doctor recommended doing the chemotherapy first. Undergo chemotherapy to 
shrink the lump. That’s why the doctor said, if I did not undergo immediate treatment, it 
will, I’m afraid it will spread to another part of the body. So, I agreed. I started my 
chemotherapy. (Woman 9) 
 
No other choice, we have to treat the cancer. I mean do the treatment. So, the doctor asked 
for chemo first to shrink the lump. So, we followed it, followed the suggestion like that 
because the doctor is the expert. (Family 9) 
 

3.2.2 Meeting with other patients with breast cancer 
Some women felt more confident when they had reassurance from patients who had already 

undergone the same treatment. Moreover, when the patients are their family members, with 
whom they share a similar cultural and social background.  

 
I had an aunt that had breast cancer too. She has already recovered. So, many times I met 
her. She gave advice. She said “Don’t be scared to undergo chemotherapy. Just do it. I have 
already recovered”, she said. Not fully recovered, but she already proved that 
chemotherapy might cause hair loss. She had demonstrated that her hair started growing 
back. She said. She said like that. She said that if she was able to recover, why wouldn’t I? I 
take it from that. Because I already had an experience. Like me, if that thing happened and 
I can see with my eyes, I trusted it. (Woman 9) 
 
Yeah, I still remember how my mother, my mother fought her breast cancer. Although she 
suffered because of the side effects of chemotherapy, she acted as though the treatment was 
no big deal. She was so calm and positive, I learnt from her. My late mother told me that 
only chemotherapy could kill cancer. No other medicine. (Woman 7) 
 
Another family member agreed that the advice and encouragement from a breast cancer 

survivor, at the very least provided guidance, helping them to decide on hospital treatment.  
 
When we were inside the doctor’s room, there were two other patients sitting behind us. It 
was like a blessing in disguise because they were breast cancer survivors. So, they 
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supported us. They said, “We already went through it. We’ve already had our treatment. 
Alhamdulillah”, they said like that. So, they could indirectly have been good role models for 
us at that time. (Family 13)  
 
“And even my wife’s aunt also had breast cancer. So, we always visited her. She is the one 
who always gives advice, encouraging words. It was like her aunt became the source of 
reference for us.” (Family 9) 
 

3.2.3 Positive thinking and attitude 
Some participants have realised that they could no longer take their life for granted if they 

did not get early treatment for breast cancer. Their positive attitude indirectly influenced the 
treatment decision. Woman participant 6 stated: Of course, I want to cure my disease. I have to 
undergo treatment if I want to get better (Woman 6). Another woman stated the following:  

 
I still want to do many things with my husband. And if I don’t get the treatment, my cancer 
will get worse. And I don’t want it happening to me. After I was diagnosed [with breast 
cancer], my main goal was to get healthy again, I told myself, ‘The quicker I get better, the 
better it will be’. (Woman 7) 
 
Family members also had positive thinking about the treatment when they had previous 

experiences seeing the effectiveness of the conventional treatment. Family 6 and 7 stated: From 
my experience, we have to think about what we can do for our lives. So, I believe chemotherapy 
is one of the treatments that is able to treat breast cancer (Family 6); Having experience with 
my mother-in-law made me believe that we could cure cancer. We have to focus on how to live, 
not how to die, so we have to undergo treatment (Family 7). 

 
3.2.4 Being knowledgeable about the treatment 

Another woman was confident in the drug being used to treat breast cancer. It means that 
she knew about the treatment for breast cancer because the chemotherapy is scientifically 
proven. She stated: Other things are based on people's responses (Woman 14). 

 
3.3 Theme 2: Women and family members who refused immediate conventional treatment 

This theme includes five sub-themes: fear, need more time, meeting with other patients with 
breast cancer, meeting with significant other, listening to the socio-cultural template of awful 
stories.  

 
3.3.1 Fear 

Surgery represents one of the central components of breast cancer treatment, but some of the 
women immediately refused surgery during their consultation sessions. The following extracts 
illustrate how some of the women in this study made a connection with their fear of surgery as a 
reason for refusing treatment, even though the doctor tried to convince them to undergo surgery. 

  
I went to see the doctor. The doctor said, ‘Remove the whole [breast].’ ‘Eh, I don’t want that’, 
I said. ‘I don’t want to remove it.’, I said. Then, the doctor said, ‘You cannot be like that, 
aunty’, the doctor said. ‘You cannot be like that aunty. It is dangerous’, the doctor said. ‘I’m 
afraid that it will spread.’ After that, ‘It is fine’, I said. ‘Let it be, if it wants to spread or 
whatever,’ I said. I really did not want to have it removed. I was afraid. Because of being 
afraid, I was thinking about my children, grandchildren, husband. What would happen if I 
died during the operation? (Woman 1). 
 
I should be operated on early, but I said, ‘It’s fine. I didn’t want it.’ At that time, I couldn’t 
think about anything. I wanted to calm myself first. Afraid, I was really afraid about what 
would happen next. (Woman 3).  
 
Then, the doctor said, ‘Sister, we should remove it [breast cancer]. If not, it will get worse, 
spreading to other parts.’ At that time, I really didn’t want to have my breast removed. I 
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was afraid. I did not want to lose my breast. I said to the doctor, ‘I do not want to remove it 
yet’. (Woman 5) 
 
Family members also agreed when these women decided to refuse treatment because they 

realised that they were not emotionally ready in order to avoid tension. Family 1 and 3 stated: But 
at that time, she said that she didn’t want to have it removed. I knew she was sad. I just followed 
(Family 1); Maybe because my mum was shocked when she heard that (breast cancer). When 
the doctor suggested to operate, if not the condition would get worse. I just let mum calm down 
first. Not force her (Family 3). Similarly, Family 5 stated: 

 
I asked her. I asked. I said, ‘So how? If you want to remove, remove it. It’s up to you.’ Because 
this thing involved her. Only she felt that. I can’t tell. I can’t tell. If I forced her, I worried 
something else would happen. So, I didn’t force. It depended on her. (Family 5) 
 

3.3.2 Need more time 
One woman mentioned that she was unable to make a decision about treatment immediately 

during the consultation. 
 
So, of course, the doctor wanted to operate by tomorrow. The doctor asked to do the surgery 
immediately. But, of course I, I needed some time first, to think so many things through. It 
was not easy, I wanted to have the [operation], just like that, right. (Woman 8) 
 

3.3.3 Meeting with other patients with breast cancer 
In this study, one woman constructed a coherent story that connected to others, drawing 

upon her personal story and the other people in her local community in order to make sense of 
her decision. 

 
I then met someone at that hospital. She had cancer, too. She had had the operation and had 
undergone chemo. She was telling me her stories (p), of her chemo (p). It was really terrible, 
horrible (p). While listening to her story [laughing], I felt a little afraid. When I went into 
Doctor H's room (p), I didn’t know. I can still remember how many hours it was (p), I stayed 
in Doctor H's room for a long time. Of course, I can still remember that time. He persuaded. 
He elaborated. He also showed pictures, of how that cancer spread inside the body. That 
persuasion still did not affect me. Then I told Doctor H, ‘Doctor, let it be, I want to think 
about it first. I want to go home to think about it first’. (Woman 4) 
 

3.3.4 Meeting with significant other 
One woman explained that her decision was influenced by her yoga instructor. In this context, 

that yoga instructor became an important person that she trusted. She stated: My yoga instructor 
said, ‘Don’t do [chemotherapy]’ because she said, ‘Our body is like a miracle; it can heal inside’, 
like that, she said it like that, so I trusted her (Woman 13). 

 
3.3.5 Listening to socio-cultural template of awful stories 

Two women shared how bad stories about treatment for breast cancer were inbuilt within 
their social context.  

 
Because I got really scared, listening to other people’s stories. Because they did not get better 
after being operated on. The wound then got pus. So, I was really scared actually, the story 
that I listened to before. Like when she got a wound, after the surgery, the wound did not 
heal. The doctor let it be, just like that. When I heard many people had had bad experiences, 
I was very scared. People asked me not to have the operation, they said it is dangerous, that 
it would not not not get any better if it was touched with a knife. (Woman 4). 
 
If we take out the cancer, it will grow back on the other breast. It will get more and more. 
Because that thing was alive. It had a root. It could spread. That made me feel afraid. 
(Woman 5) 
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4. Discussion  
This study aimed to explore early decisions among Malaysian women with breast cancer and 

their family members regarding conventional treatment. The early decision-making process 
about conventional treatment was complex, unique, and interrelated. In this study, the decision-
making process to accept or refuse conventional treatment could be affected by individuals, their 
personal experiences, their emotions, and social and contextual factors. For some of the 
participants, these contributing factors were not taken to be a single cause. 

This study showed that participants tended to make decisions based on a doctor’s knowledge 
or expertise in a particular area. This finding was congruent with a previous study stating that 
trust in the abilities and experience of the health care providers and maximising their chances of 
survival influenced their treatment decision (Swainston et al., 2012). However, certain conditions, 
such as how the treatment of breast cancer was presented by the physicians to the patients 
influenced their decisions (Tariman et al., 2014). Communication is a central clinical function in 
building a therapeutic relationship with the patient to enhance the success of the treatment 
(Ferreira-Padilla et al., 2015). Some patients might have misunderstandings and not be ready to 
absorb the information when the doctor talks to them about their treatment options. For example, 
referring to the excerpts from Women 1, the patient may have been shocked when the doctor 
mentioned: “remove the whole breast”. The doctor seemed to communicate matters related to the 
treatment rather than the psychology of the patient. Kim et al. (2021) reported that some 
participants admitted that they felt disappointed with a certain doctor’s attitude that did not really 
care and was too pushy. Moreover, family members also played a significant role in influencing 
some of the women to undergo conventional treatment, which is consistent with a study by Al-
Bahri et al. (2019), Kim et al. (2021), and Wang et al. (2020).  

This study highlights that other patients with breast cancer were constructed as having either 
a positive or a negative role in terms of influencing the treatment decision-making process among 
the participants. This finding was consistent with the previous study by Pieters et al. (2012), in 
which they found that obtaining information from patients with breast cancer influenced some of 
the women to accept treatment for their breast cancer, while others refused. Positive experiences 
with patients with breast cancer who had been successfully treated gave confidence in patients’ 
decisions (Dicks et al., 2019). In contrast, not every woman with breast cancer had a good story 
when it came to sharing her experiences. Sharing bad experiences led to the woman being fearful 
and thinking that she might have the same experience. Similar findings were found among the 
patients with breast cancer in Malaysia (Norsa’adah et al., 2012) and Germany (Singer et al., 
2015), whereby listening to the bad experiences related to cancer treatment was found to be highly 
related to a fear of treatment.  

Having positive thinking, including being hopeful and confident that they would survive was 
rarely considered an important factor that influenced treatment decision-making in Malaysia. 
However, in this study, this manner and thinking was consistent with the study by Hajian et al. 
(2017), which reported that an optimistic outlook, such as being hopeful, positive, and having 
cognitive acceptance, was considered to play an important role among the women in helping them 
cope with the challenges that they faced related to breast cancer. Saita et al. (2015) reported that 
the women who appraised breast cancer as a challenge or a threat mobilised their assertiveness.  

Knowledge of disease and treatment is necessary before patients with breast cancer agree to 
undergo treatment. Relevant and understandable information is a prerequisite for patients to 
acquire enough knowledge to be actively involved in shared decision-making, comply with the 
treatment plan, make them aware of potential side effects, and understand what to do if side 
effects occur (Berger et al., 2018). In addition to knowledge about cancer, understanding why 
specific treatments are recommended may also play an important role in accepting the treatment 
(Almeshari et al., 2023). Therefore, it is plausible that an improved understanding of one’s breast 
cancer and the reasons that treatments are recommended might increase rates of treatment 
initiation and adherence (Freedman et al., 2017). 

This study revealed that some of the participants made the decision to refuse the treatment 
due to fear of surgery. Fear of surgery is a prevalent and relevant phenomenon among female 
breast cancer patients (Engel et al., 2023). Saeed et al. (2021) reported that the participants in 
their study purposely delayed the treatment due to the fear of mastectomy and loss of femininity. 
Moreover, negative experiences with cancer treatment reported in social circles (Singer et al., 
2015) influenced the decision to refuse or delay the conventional treatment. 
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One woman in this study stated that she needed some time for herself before she was able to 
make a decision about the treatment. Citrin et al. (2012) found that the women in their study 
needed time to absorb the shock of their breast cancer diagnosis and to educate themselves about 
the treatment options. Although the doctors they consulted had suggested immediate surgery, the 
women felt that they needed time to make the decisions themselves about their own lives. Frenkel 
(2012) also reported that patients with cancer who initially refuse treatment may later choose to 
undergo conventional cancer treatment if they were given the adequate support, information, and 
time necessary to make the decision. 

Another unique finding that extended the current knowledge base was the interrelationship 
between cultural beliefs and the decisions related to treatment for breast cancer. This finding is 
the first to identify the present socio-cultural template highlighting some of the different 
perspectives on culture which have not been developed in Malaysian literature before. Briley 
(2007) stated that people with different cultural backgrounds have different expectations, norms, 
and values that have the potential to influence their judgements and decisions, as well as their 
subsequent behaviour. The socio-cultural template, such as the statement that breast cancer will 
be spread to another part of the body through surgery and the belief in the self-healing capabilities 
of the body, was behind some of the reasons why some participants in this study refused 
conventional treatment. Using this template as a reference point, conventional treatment was 
viewed as a risky procedure that could disrupt their lives and future. Moreover, their respective 
community perceived the conventional treatment differently and they could possibly imagine 
what the women would experience if they underwent the treatment, such as dying during the 
surgery, the wound not getting better and the presence of pus after surgery. These scenarios 
exemplify how entrenched cultural beliefs can affect women’s health behaviour related to the 
treatment for breast cancer, and that this needs to be understood by health care providers.  

Another cultural belief, which led to one of the women in this study delaying treatment, is 
that breast cancer will not get better if it is touched by a knife, with a similar reason having also 
been reported in a previous study in Malaysia (Farooqui et al., 2016). This shows that the myths 
surrounding breast cancer treatment indicate that such myths are indeed prevalent in Malaysian 
culture and that they may greatly influence the study participants’ beliefs. Indeed, they had a 
direct influence on the treatment decision-making process of some of the women in this study. 
These findings thus demonstrate the importance of considering socio-cultural beliefs in terms of 
understanding the reasons behind a decision. 

 
5. Implications and limitations   

According to the findings in this study, some women and family members still lack knowledge 
about the treatment for breast cancer. Therefore, healthcare staff should make a significant 
contribution by providing health education. At the same time, accurate knowledge will correct 
misconceptions, myths and negative beliefs as well as reduce the fear among the patients with 
breast cancer. Healthcare professionals could also suggest the participants set their own timelines 
for information-seeking and regulate their emotion as long as they agree to undergo conventional 
treatment.  

In this study, the participants displayed a breadth of characteristics, including variety in their 
stages of breast cancer, ethnicity, age, and family member relationships. However, the small 
number of Chinese and Indian participants might limit the knowledge about socio-cultural beliefs 
within these ethnic groups. Another limitation is that this study focuses on urban areas, which 
might have different views regarding the early decision-making about conventional treatment 
from women who live in rural areas. This limits the transferability of the study findings.  

 
6. Conclusion  

This is the first qualitative study carried out in Malaysia that recruited women diagnosed 
across all the stages of breast cancer together with their family members. This study utilised 
women’s narratives, and that of family members, to understand their early decisions about 
conventional treatment. The findings suggest early conventional treatment acceptance due to the 
role of the doctor, other breast cancer patients, positive attitude, and knowledge about the 
treatment for breast cancer. Refusal of conventional treatment for breast cancer happened 
because patients need more time, influenced by a significant person, personal beliefs, and feelings 
of fear. 
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This study was conducted in an urban area of Malaysia, so further research should be 
conducted among women with breast cancer from rural areas. Malaysia is a very diverse nation. 
Different decision experiences may also be obtained from women and family members from other 
cultures or who live in different geographical locations and contexts. Also, this study provides a 
basis for future research to gain other people’s perspectives that are directly or indirectly involved 
in the process of decision-making about breast cancer, for example, to gain further understanding 
of the contribution of HCPs such as doctors and nurses in breast cancer decision-making 
experiences. Information captured from a variety of such sources could work synergistically to 
improve the quality of life of women with breast cancer. 
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