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Abstract
Being diagnosed with breast cancer is a significant change in the health status of a person causing an internal
process, a transition between health perceptions and disease reflects a social process. The methodology of
grounded theory highlights the process. The purpose of this study is to propose a model of the transition from
perceptions of women's health diagnosed with this cancer. 32 women at various times in the course of the disease
have been encountered during semi-structured individual interviews. The results show that perceptions of health
status are modulated throughout the course of the disease. Health becomes more valuable and cancer becomes
surmountable. Women are redefining their health by not declaring patients with breast cancer and learning to live
with a sword of Damocles over the head.

Keywords Breast cancer; Transition; Perceptions of health and
disease

Introduction
Each year, nearly 1.38 million women worldwide learn they have
breast cancer diagnosed. This number makes breast cancer the most
prevalent in women, and this, as in Western countries than in
developing countries [1]. The most recent statistics estimate that
24,400 Canadian women were diagnosed with breast cancer in 2014,
representing 64 women every day [2]. Over 88% of women with the
disease have a life expectancy of five years or more that now ranks
among the cancer chronic diseases [1]. Its impact on family,
community and society are disastrous on women social roles since
cancer has an impact on energy level, body image and sexuality [3-8],
but especially because of the association of breast cancer with death
and random statistics about healing [9,10]. Women must go through a
transition between the perceptions they had of health and cancer
before receiving the diagnosis and these perceptions after such a
menacing diagnosis while fighting for their lives. Therefore, it is
important to explore this perception shift to better understand how
women see their illness to eventually offer them care that suits them.

Literature Review
Different approaches to the transition are proposed in the literature.
The most popular in nursing is certainly the theory of transition Meleis
[11,12]. This concept is often described as an "intermediate and
internal process of change caused by events out of control between two
relatively stable periods that last for a while" [13-15]. Some studies
have focused on the transition between health and disease [6,16-20],
however without comparing changing perceptions of health status
before and after diagnosis.
We also noted that women's studies of breast cancer are performed
at four main points during the course of chronic disease: 1) the waiting
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period before receiving the official diagnosis [21-23] 2) the period of
shock following the diagnosis [3,24,25] and the interventions [26-28]
3) the chronicity and the adaptation [29,30], and finally 4) the
recurrence and palliative care [31-33]. By cons, little attention is paid
to the perceptions of health status [34-36]. Indeed, perceptions of
women to health and disease remain poorly explored by nurses [37].
Also, the studies dealing with cancer perceptions examined the risk
perceptions of suffering and the causes of this disease [38] do not offer
a holistic view of perceptions health status.
The literature review allows us to better understand how women live
between being healthy and being diagnosed with a serious illness such
as breast cancer. Moreover, the evaluation of these perceptions is
important because they determine the level of psychological distress,
coping strategies and adherence to the proposed treatment [11,39,40].
Furthermore, we noticed that a common a priori to studies on illness
perceptions was to consider women interviewed as sick as they carry
the breast cancer label. This makes it possible to explain the fact that
these studies have explored the perceptions of the diagnosis rather
than its evolution between before and after breast cancer. Research
exploring the process of transition between perceptions of health status
is necessary to understand the step change between being healthy and
being diagnosed of a serious and chronic disease since to date this
subject remains little explored.

Methods
Grounded theory then appeared as the methodology of choice since
it allows deeply understanding and elucidating social processes, while
developing a theory based empirically, and, from the point of view of
the actors. Women with breast cancer are actresses who interact with
reality by giving it a meaning and it is possible to identify that meaning
by accessing as possible to their symbolic universe [41]. Especially in
oncology, it appears that breast cancer perceptions access to this
symbolic universe strongly influenced by the person himself
interacting with his family, friends, health care professionals, insurance
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companies, etc. [10,31,42]. Also, actions and their choice of treatment
are based from the meaning they attach to them. For example, a
woman who sees her illness as serious will be more inclined to accept
chemotherapy treatments that a woman who does not perceive as
being sick [10].

Sample
This study comprises three care settings where women with breast
cancer were recruited: 1) A university, 2) A hospital that provides
tertiary care in Quebec, Canada, and 3) Specialized hospital in the
same region.
Selection and description of participants: Using the MTE, we used a
theoretical sampling which allowed participants to choose according to
their relevance to the development of conceptual categories and their
relationships rather than population representation purposes [41].
Specifically, theoretical sampling aims to select women that maximize
opportunities to compare the events and deepen the categories on the
topic [43]. The starting convenience sample is determined by the
research question. Thereafter, it is continually revised in response to
analyses and becomes a theoretical sampling. For example, women
belonging to the departure of the convenience sample should present
the following criteria: 1) be aged between 40 and 60 years, 2) have
commenced or completed chemotherapy, radiotherapy or have had
surgery for breast cancer, 3) have no personal history of cancer, 4) not
be with aphasia or debilitating psychological disorders, 5) speak
French and 6) desire to participate in the study. As and progresses
interviews and analysis with concomitant constant comparison of the
collected data and literature, we have diversified the range of women's
and meet the inductive hypotheses that generated analysis.
Breast cancer mainly affects women between 50 and 69 years.
According to the Canadian Breast Cancer Foundation [44], even
though it affects 52% of women in this age, the fact remains that the
number of younger women with the disease is significant, 18% under
50 years. According to the same source, women under 50 years are not
systematically covered by the breast cancer screening program, despite
that women at risk of developing the being [45]. In this study, the
investigator chose to target women between 40 and 60 years,
representing a prevalence of just over 39% since this age group is
included in several scientific research [46-48] and the breast cancer
perceptions are influenced, among others, by age [49]. Therefore, these
authors argue that younger women live cancer harder than those aged
over 70 years. Thus, the investigator wanted to highlight these elements
of the experience of the women interviewed to develop a theory
incorporating a wider variety of experiences.
Thus, we interviewed women at different times of chronic illness
trajectory is: newly diagnosed women with cancer; having lived up to
three recurrences; who underwent lumpectomy or total removal of the
breast in addition to chemotherapy and radiotherapy; having been
diagnosed with stage 0 as well as women in palliative care. Always to
vary the theoretical sample and get extreme cases, interviews were
conducted with a healthy woman non-carrier of BRCA1 abnormalities
(Breast Cancer gene) and with a woman who was carrying BRCA1
abnormalities. With a diverse sample, the data collected promote
understanding and theorization of the phenomenon under study [43].
We met once women are at various stages of the trajectory of the
disease rather than opting for a longitudinal study. It would have been
unrealistic in terms of feasibility, to interview women from the
diagnosis and follow up palliative care since the duration of the cancer
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trajectory from a few weeks to several years. By doing so, it was
possible to explore the transition perceptions of health in various
settings of the trajectory of the disease. Moreover, by the principle of
diversification, we wanted to offer an overall picture of the transition
from perceptions of women's health with breast cancer over the
transition own vision at a specific time of the trajectory of the disease.
Each interview, at a specific time of the illness trajectory, gives a
portrait of the experience. Thus, taken together, these stories are
planning a different overall picture of each of them individually [50].

Data collection
Following the approval of the research project by the ethics
committees and scientist at the University of attachment and the two
participating hospitals, 32 women were recruited. The women
interviewed were encountered in a place of their choice (home, office
the first author located at the university or coffee). First, at these
meetings, the first author read the information and consent form with
participating, then answering questions where appropriate. Secondly,
women filled the demographic questionnaire and thirdly, the semistructured interview type unfolded. Each participant was encountered
for a single interview, recorded in digital audio version of an
approximate duration of 60 to 90 minutes. It was impossible to predict
with accuracy the number of interviews to be conducted since it
depended on the theoretical saturation, that is to say, until no new data
emerges to refine the theory of the phenomenon.
Semi-structured interviews: According to Denzin et al. [51], a
researcher may use qualitative maintenance to 1) explore in depth the
perspective of actors, 2) know, interior, social issues and 3) illuminate
social realities. Since these three reasons are reasons of this study, it is
obvious to use the qualitative interview to access the experience of
women with breast cancer.
It is important to emphasize that the principles underlying the art of
allowing others to speak [51] were met during interviews. All of the
women interviewed phoned the student to voluntarily participate in
the study, which demonstrated their interest in participating in this
research. When the first author insisted on freedom of participation
while reading the information and consent form, all the women
stressed that they were eager to share their experience to advance
science and help future women with cancer breast. They were
convinced of the usefulness of research. To gain the confidence of the
interviewed, the first author made sure to mention, by reading the
information and consent form, the use made of the data collected. No
woman has indicated, during the interview she feared negative
consequences arising from their participation in this research. Despite
its consent to participate in the study, only one woman was unable to
do because of his death from this disease.
To put the interviewee at ease, the participant chose the time and
place of the interview. As for the student, she showed listening,
empathy and interest in participating in using communication
techniques such as silence, reflection, empathy, probing questions [52].
Her experience as a nurse clinician in oncology has contributed greatly
to women's confidence and decreased language barriers assigned to the
medical jargon. Encouraging the interviewee to take the lead of the
story and commit was easy since the participant was invited to speak
about her experience since she was diagnosed; making a lot of sense to
her. It was clear to the first author that every woman had a true
discourse since trade was natural and spontaneous.
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Memos: Written sporadically, when an idea emerged from the
minds of the team members, and all throughout the research process,
they serve to document the evolution of the theory [41,43]. To
facilitate the linking of categories or concepts and mapping, the
writings of the authors on the theory rooted corroborate the
importance of write memos [41,43]. Here is a sample memo written
and coded following an interview: "I have observed that women seem
to live as the cancer bereavement. They go through the same steps? Are
certain categories should be combined? ".

Data analysis
In Grounded theory, three techniques facilitate data analysis: 1)
coding, 2) the constant comparison of data and 3) schematizations.
Data analysis was conducted in conjunction with the data collection
and simultaneously with the constant comparison of data between
them and with the literature, always to respect the principle of
circularity of grounded theory [41,43]. This is illustrated by the many
aller-retour between the data collected during the interviews, coding
memos, analysis and scientific writing. Also, team discussions
generated new ideas or assumptions that changed the interview guide
in order to support the developing theory [43]. It is important to
emphasize that emerging categories were used to develop a new
analytical framework rather than be placed in an existing grid derived
from a theoretical model or a literature. This is due to the fact that the
questions were designed to discover new ideas rather than support a
theory. Here are some examples of questions that have been modulated
and were adjusted to suit each woman interviewed to better
understand the phenomenon.
1. What are the steps you've crossed to come to see health and
disease, as you see today?
2. In your experience, are there times when you are perceived as
being ill? If not, under what circumstances would you have perceived
yourself sick?
Also, to increase the participation of women and, by extension, the
credibility of the results, we asked the opinion of the women
interviewed on the analysis of results achieved once the interview is
over [43].
One of the steps of the data analysis is done through coding, which
consists of three levels, namely open coding, axial and selective, which
we will detail below. In this study, we relied on the steps of Strauss and
Corbin [43], since these authors offer a detailed guide for analysis and
they are within the same paradigm as the authors.

Open coding
This first step of encoding used to name the important concepts that
emerge from the analysis of the interviews. The code is used to put a
word or a "label", as illustrated Paille [53] on the main idea that
summarizes a sentence or paragraph. Essentially, the researchers
questioned the data by questioning as follows: What are we talking
here? In front of what phenomenon am I involved? [41,43]. Categories
such as "reactions following the diagnosis", "health perceptions,"
"perceptions of the disease" and "transition" are examples of this first
encoding step. Then these codes were grouped according to their
properties (characteristics that define concepts) and size (variations
properties that specify the extent of the concepts), thereby raising the
conceptual level and form categories [41]. In addition, comparisons
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between the codes and categories were continually made to use the
right word to identify the code and also group similar codes or create
new ones. For example, one of the properties of the category
'perceptions before transition' is' perceptions of health "while the
dimension associated with this category is the" sense of invincibility
"that varied between 1) the not to think about the disease and 2) the
magical thinking that cancer affects everyone else except themselves.
Writing memos concurrent to the development of the open coding
grid has been invaluable to the development of theoretical
conceptualization.

Axial coding
This second stage of coding, axial coding, the relationship is in step
classes and serves to make connections between different concepts
named at the open coding and raising the level of analysis at a
conceptual level that encompasses said phenomena [53]. The
researchers then asked the corpus such as: Are these concepts are
related? What and how are these concepts? What effect resulting?
It may also happen that some codes appear opposite one another. At
first glance, this dichotomy in discourse may seem contradictory when
in fact it pushes researchers to differentiate, nuance and clarify the
phenomenon of interest. So do not ignore them.
The mapping of the transition from perceptions of the health of
women with breast cancer proves an essential step since it makes the
dynamic data in the explanation of the phenomenon under study,
which may take multiple tangents [53]. Besides, Strauss and Corbin
[43] recommend to do a sketch at the end of each interview to identify
relationships between concepts.

Selective coding
This third stage of the coding used to delineate the results of the
study that take shape and thus integrate them into different categories.
The analysis in the Grounded Theory can lead the researchers in
unexpected directions at the beginning of the research. Therefore one
must ask: "What is the specific topic of research?" The researchers
identified the theoretical core also called central category of the study
can be compared to a movie title [43]. The identification of this major
category to reduce the number of codes and categories to develop the
theory and, by extension, refines, adjust and review the links between
concepts [43]. It should be noted that these steps of analysis of the
Grounded Theory does not occur unidirectional, but that return are
quite normal and even desirable in this helical research process [54].

Results
Socio-demographic profile of the participants
An expanded description of the context in which the study took
place enables data transferability. Thus, we will endeavour to describe
the best possible participants and their environment. So we found that
all pf the women were Caucasians, half of them were aged between 51
and 55 years and three-quarters had a university education, and lived
with a partner. They all had had surgery, a lumpectomy, a removal of
the breasts, and the vast majority of them had received chemotherapy
or radiotherapy (Table 1).
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Participants’ Characteristics n=32
Age (years)

n

40-45

5

46-50

4

51-55

14

56-60

9

Marital status
Single

3

Spouse

25

Age at the time of the diagnosis (years)
<30

1

30-39

3

40-49

14

50-59

13

60

1

Healthy, not carrier of the gene

1

In palliative care

2

Recurrence

5

Carriers of the gene putting them at risk of developing breast cancer BRCA1 or BRCA2

3

Contact with persons with cancer

32

Family income (Can $)
<10,000

2

10,000-29,000

2

30,000-49,000

12

50,000-79,000

2

>80,000

12

Refused to say

2

Schooling (years)
<6

0

10-Jun

5

13-Nov

2

14

14

15 or more

11

Treatment
Surgery

32

Chemotherapy

21
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Radiation

25

Curitherapy

3

Breast reconstruction

4

Alternative medecine

1

Table 1: Participants’ characteristics.

Transition perceptions of women's health diagnosed with
breast cancer
Three categories emerged from the analysis: 1) perceptions of health
and cancer before the transition, 2) perceptions of health and cancer
after the transition, and 3) the transition stages perceptions of health
status crossed by women. In this article, the results of the first two

categories will be presented while those on the steps of the transition
perceptions of health are the subject of another publication [55]. The
following Figure 1 incorporates the emerging categories of analysis and
facilitates the understanding of the health status perceptions shift of
women living with breast cancer.

Figure 1: Transition perceptions of women's health with breast cancer. « Modified from Hébert, Gallagher and St-Cyr Tribble, Not feeling sick
from breast cancer: A framework on health status perceptions transition process, European Journal of Oncology Nursing, 22, 85-94, Elsevier,
copyright 2016.
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Perceptions of health and breast cancer before diagnosis health
perceptions: Data analysis identified two major categories of health
perceptions before the transition: 1) Invulnerability and 2) Opposition
to the disease.
"Invulnerable" is how women saw themselves before the diagnosis of
breast cancer, as illustrated that participating in these terms: "It was not
for me. It was to everyone around me and I would never have that. It
will not reach me". Healthy women do not linger to cancer and believe
themselves protected by their heredity: "I felt that there were many
familial histories that caused cancer and I could not have it because
'there is not even in my family".
Women interviewed did not think of the disease as they felt no
systemic symptoms in most cases as mentioned in this excerpt: "Breast
cancer, it does not hurt. That's what is terrible because you are
diagnosed with cancer and you do not feel it. I was healthy. I was never
sick and I was diagnosed with something strong". Moreover, they were
taken into the daily routine which takes place at lightning speed.
Health is linked to the energy capital in addition to being acquired and
to enable the tasks of daily life. Thus, a participant illustrates this: "I
think health is something we often unknowingly. Something that we
forget we have". In addition, the participants particularly stressed the
dichotomous aspect of health and disease: "They are two opposites like
sweet and salty. You do not know until you do not have tasted". In
short, perceptions of health when participants are healthy appear
unconscious rather naive.

Perceptions of breast cancer
Three major subcategories have emerged from the category
'perceptions of cancer ": 1) death, 2) fear and 3) doubt whether
heredity.
"Before the diagnosis, I would say that the cancer was really
meaningful to death". "It was as if there was no way out. It was the
end". This is the image that came to mind when women heard the
word "cancer" before developing it. The cancer was directly associated
with death. The cancer perceptions caused a great fear of death and
change of body image in healthy women when they heard the word
"cancer" as mentioned in the following women: "I had already told me
that the worst case it could happen to me was breast cancer". "Thinking
about losing a breast, was terrible". Some women also experience fear
toward treatments that are sometimes seen as "poison that enters your
body to kill the monster. It takes poison to kill a poison".
We also note that women whose family members have been affected
by breast cancer, feelings of psychological distress. For example, one
participant explained his reaction: "A couple of months after the death
of my mother, I panicked. I had brought information of the Quebec
cancer centre. It was panic". The sense of invulnerability falls and
women realize they could, too, develop cancer as evidenced by the
following extract: "I knew I was playing with [the risk of breast
cancer]".
Perceptions of health and breast cancer after diagnosis: We note that
perceptions of health and cancer have changed as a result of the
experience of living with such a serious illness. Indeed, health is
precious, holistic and women live with a modified health condition in
which they feel like living with a sword of Damocles over the head, but
from which they have also developed strengths. After chemotherapy
and radiotherapy completed, breast cancer is seen as a surmountable
challenge that can strike anyone. Each of these categories will be
expanded below.
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Health perceptions
After receiving the breast cancer diagnosis and completed the
prescribed treatment, the women interviewed are aware of the
importance of health as mentioned by this participant: "Someone who
has always been in good health does not know he is lucky. You must be
sick once to see that this is not acquired and that it can happen to
anyone". Health becomes more valuable after living with illness.
Women with breast cancer now perceive health as a gift rather than
property acquired or a tool to accomplish everyday tasks. Furthermore,
they now perceive health holistically and not as a health-disease
dichotomy. In this regard, the speech of a participant speaks: "Health is
everything; physical, emotional, psychological, everything".
Although they do not see themselves as patients with breast cancer,
women who participated in the study all agree to say that their
perception of their health status is changed. Therefore, they feel that
"when you have cancer, there is a sword of Damocles over the head
hanging down and can reappear at any time". The women then develop
a "annual life expectancy" with short-term projects rather than longterm as evidenced by the following statement: "I had to do everything
in the same year. Do not give me long-term projects, I do not believe".
In addition, they encourage each annual check-up, "You're lucky, you
have one more year".
This new health changed in which women feel makes changes to
body level. They say they feel healthy but diminished. "Decreased
compared to the fact that all the consequences that may be there. With
my arm, I was not much. I considered myself tired and psychologically
disturbed. the transcript shows that the sense of feeling diminished
comes from both physical limitations and psychological. The vast
majority of women interviewed say that cancer "destroyed body image.
The appearance was important for me and it's really something that
still bothers me having the signs of cancer. Of course, these side effects
ricochet on sexuality since "it is also playing level sensitivity. Put me
naked on front of a man, I mind. I would tell him how much I think
that my body is like Hiroshima bomb before I'm undressed, I'm sure".
Surprisingly, the women interviewed even affirm that they have
developed "inner forces" following the transition perceptions of health
status. I never thought I'd have the strength to get through this. I found
it because I lived it". These forces will even push them to do things they
would never have thought possible and give back to others as
evidenced by these two women: "I need to get involved and I give to
people. So I contacted the Canadian Cancer Society".

Perceptions of cancer
"I think I was more afraid of dying before I had breast cancer than
when I got it". The perception that women had cancer before
developing it gradually changed into a surmountable challenge as
claimed by these women. "This is something that is surmountable". "I
was petrified and it's not that bad. As the treatments, I saw that it was
not that bad". By extension, the perception of invulnerability was
transformed into a vision of "health for all" as verbalise this woman:
"Before breast cancer it was for others, during treatments it was for me
and now, after treatment, is for everyone". This quote demonstrates the
changing perceptions of cancer when the woman spoke she believed
escape to cancer when she was healthy, then she felt affected by breast
cancer while she lived and finally how she lost the feeling of
invulnerability after have this disease.
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Health status perceptions shift: from invulnerability to living
with a sword of damocles over the head
In this study, we found that before the diagnosis, the participants
took their health for granted and felt invulnerable. “It only happens to
other people” illustrates the feeling of invulnerability of healthy
women. Also, before they got breast cancer, death was the first thing
that had come to mind when the women thought of breast cancer.
Being diagnosed with breast cancer triggered various internal changes
in the women that we call ‘transition’. This transition begins when the
official diagnosis of breast cancer is confirmed.
The end of the chemotherapy and radiation initiate the completion
of the transition that is completed when the energy level is back. As the
process draws to a close, the participants regain their health. However,
this condition, which we call a ‘modified health status’, it is different
because they have to live with the side effects of the treatments and,
even more disturbing, with the sword of Damocles hanging over their
heads at the idea that cancer could come back. Some of the women’s
comments illustrate the feeling of living with this uncertainty: “It’s a
shock when the treatments end! It cannot be. You just want to cry
and say: ‘Don’t abandon me.’ You are never free from cancer”; “I will
always have the sword of Damocles hanging over my head because I
know that it could recur”. On the other hand, henceforth the women
see cancer as a surmountable ordeal.

Discussions
The discussion of the results is set out in terms of perceptions of
health status before and after the transition.

Perceptions of health and breast cancer before diagnosis
This research is innovative because it overcomes the lack of
knowledge on the perceptions of health and disease in healthy people.
Indeed, the studies reviewed in healthy people treat their perceptions
of risk of developing a disease and respective causes [56]. Few studies
exist on perceptions of the health of healthy people apart classics in
sociology and anthropology as Herzlich [57] and Massé [58]. Our
results corroborate previous findings reaffirming that, nearly four
decades later, healthy people see themselves invulnerable and even
define health as the absence of disease. However, we bring precision to
the fact that in healthy people, but at risk of developing breast cancer
because of their heredity, perceive health differently from those who
have never rubbed the disease. They see themselves healthy, but they
feel a sense of uncertainty about the occurrence of such a diagnosis
that is manifested, among others, by regular monitoring to the doctor
and assiduous mammograms. These results are in the same direction
as those of studies conducted with women whose family members are
suffering from cancer showing a positive association between family
history of cancer and psychological distress [59-62]. This psychological
distress increase further when a member of the immediate family is
diagnosed with breast cancer [61]. However, it can vary depending on
the experience of people [60]. Thus, a mother in remission from breast
cancer will encourage and reassure her daughter at risk; phenomenon
we have also found among our participants.

Perceptions of health and breast cancer after diagnosis
We noticed that perceptions of health are modulated throughout the
disease trajectory to be seen as a precious gift and a brand holistically
as breast cancer, meanwhile, is now perceived as an insurmountable
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ordeal even allowed women to find strength. Our results corroborate
those of Al-Azri and Anagnostopoulos et al. [3,63] who point out that
women with breast cancer are more optimistic about the chances of
recovery that those in health. Anagnostopoulos and Spanea [63] state
that healthy women are more pessimistic about the prognosis and
overestimate the negative effects of cancer compared to those who are
affected. We also believe, as Brix et al., Horgan, Holcombe et al.,
[64-67] that this change in perceptions and force development is
attributed to the phenomenon of post-traumatic growth, observable in
people who have experienced critical events, resulting in a change in
priorities life, empathy for others who have a similar experience and
increased self-confidence. All these changes were observed in
participants in our study. We also add that these women constantly live
with a sword of Damocles over the head of which is explained with the
theory of uncertainty [68]. By cons, in this medium range theory, the
authors argue that the uncertainty in chronic diseases is constant [69].
Instead, we observed that the level of uncertainty of women is the
highest transition periods or when the trigger transition: the diagnosis
of the disease and at the end of the transition: the end of treatment
chemotherapy and radiotherapy.

Strengths and limitations
This study is a preliminary exploration of the transition in health
perceptions of women with breast cancer. By using a grounded theory
design with its flexibility and openness to social processes, we were
able to better define the steps and produce a preliminary model of this
complex transition. The greatest strength of this study was the
interviews with women at different points in the breast cancer
trajectory. Compared to other studies done with homogenous samples
targeting women at a specific time in their trajectory, this study was
based on a theoretical sample. This strategy made it possible to explore
a wide variety of experiences throughout the trajectory of the chronic
disease and identify the steps in the health perceptions transition
although it was not a longitudinal study.
Our nursing training and the first author’s clinical work experience
in oncology may have influenced how the questions were formulated
and helped to understand aspects related to the cancer management
experience. Therefore, strength of this study is having paid special
attention to elements related to our clinical and methodological
experience, which may have affected our questions during data
collection and interpretation. This setting aside of our preconceptions
induced us to modify the interview guide, which in turn led to the
discovery that the participants viewed breast cancer differently from
health professionals.
Various methodological decisions increased the credibility of this
study. First, the researchers used a rigorous and iterative research
process that involved constantly comparing the literature review, the
content of the interviews and the analysis. Other strategies also
enhanced the credibility of the study, including co-analysis by the
research team, the search for differing explanations with extreme cases
including those of a healthy woman, and the in-depth description of
the categories to illustrate the results [51]. Using these strategies, we
were able to verify possible alternative models of the transition to be
sure that the categories did indeed confirm the representation we
derived from the participants’ vision. Finally, we had the participants
themselves verify our understanding of the emerging data and the
model of the results of our interpretation. This strategy enabled us to
directly authenticate our understanding of the women’s experience
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with the women themselves, thus confirming the transferability of the
results [70].
The interview transcripts, the field notes supplementing the data
recorded during the interviews and the memos are all evidence that
enables the research process to be reproduced and ensures the
credibility of the results. The triangulation of the researchers and the
fact that the results reflect the perspective of women at different times
in the illness trajectory led to an in-depth description of the transition.
These methods also contributed to the reliability of the transition
presented. We made every effort to provide a detailed description of
the research context and the participants’ characteristics to maximize
the transferability of the results.
Despite these rigorous procedures, our study has some limitations.
Although we reached a first level of empirical saturation in the
selective coding with respect to the development of this model of the
transition, it is possible that we did not reach the theoretical saturation
to perfectly differentiate the concept of transition as a process from the
concept of transition as a result. If we had continued our analysis, we
may have found elements in the transition that would have completed
our model since some categories are more developed than other. In
addition, although the results presented are based on an exploration of
the transition at multiple times in the trajectory, the sample contained
very few women in palliative care and healthy women who carry the
gene putting them at risk of developing breast cancer. Furthermore, in
a desire to please the interviewer, some of the participants may have
altered their answers.
Although grounded theory can be used to develop a middle range
theory from data in a natural setting [43] used to clarify concepts and
empirical indicators to guide practice, the interpretation of the data by
the researchers still depends on their creativity and conceptual
expertise. They recognize that, even if it is founded on a rigorous data
collection and analysis approach, the health perceptions transition
model is a human construct. As mentioned by Paillé [53], any theory is
relative to the social and political context of its creation.

Knowledge transfer
Clinical fallout of this study is necessarily a better understanding of
the transition from perceptions of health status during breast cancer
trajectory. In addition, clinical nurse can support their clients in the
development of adaptation strategies and thereby adapting care,
provide information, support research relevant resources and also
standardize perceptions stages of the transition and offer support to
relatives. This modelling allows for health professionals working with
women with breast cancer to deepen their systemic evaluation on
perceptions of health and cancer, so to better interact with them, but
most understand that the transition from perceptions the condition is
a process that takes place throughout the course of chronic disease in
order to redefine a sense of self and a new perception of health. They
should also consider that these women are now living with the feeling
stronger or weaker to have a sword of Damocles over the head.

Conclusions
This study aimed to explore the health status perceptions shift of
women living with breast cancer according to the methodological
orientation of the Grounded Theory. We propose a model to better
understand how women struggle to make sense of their illness and find
a life as normal as possible while managing the uncertainty that cancer
reappears. The element used to define this modified health status is to
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feel diminished in their physical capacity but, above all, to live with a
sword of Damocles over the head. The results of this analysis that
perceptions of health and cancer are transformed during the disease's
path in order to facilitate the passage of this experiment in which
women are discovering forces such as managing their time, their
symptoms, their health, their relationships and uncertainty and hope.
Grounded theory is defined as qualitative methodology involving
the construction of theory through the analysis of empiric data.
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