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Abstract  

Introduction:  

Post-mastectomy breast reconstruction (PMBR) is an important component of the 

multidisciplinary care of breast cancer patients. Despite the improved quality of life, 

significant racial disparities in the receipt of PMBR exist. Given the increasing population of 

Black, Asian and minority ethnic (BAME) women in UK, it is important to address this 

disparity. Our review aims to identify the barriers and facilitators influencing the uptake of 

PMBR in BAME women and raise awareness for physicians on interventions that could 

improve uptake of PMBR in BAME women. 

 

Methods:  



The methodology outlined by the Cochrane guidelines was used to structure this systematic 

review.  Systematic searches for qualitative studies on barriers and/or facilitators to PMBR in 

ethnic women published in English were conducted. The following databases were searched 

from their inception up to June 2019: MEDLINE, EMBASE, PubMed, Cochrane Library, 

Google Scholar and Scopus. Reference lists of all included articles and relevant systematic 

reviews were also hand-searched for possible additional publications. Publication year or 

status restrictions were not applied. Only full text articles published in English and by peer 

reviewed journals are included. Exclusion criteria: quantitative studies on barriers and/or 

facilitators to PMBR, abstracts, conference proceedings, non-English language, non-specific 

to BAME women. A thematic synthesis approach was used through the development of sub- 

themes and themes from the findings of the included qualitative studies.  

 

Results:  

Five studies satisfied the inclusion and exclusion criteria. Three overarching themes emerged 

from our review: physician-associated factors (physician recommendations), patient-

associated factors (knowledge, language, community and cultural, emotions, logistics, patient 

characteristics) and system-associated factors (insurance coverage, income status). 

 

Conclusion: 

Our systematic review suggests that there is a paucity of data in the literature on the barriers 

and facilitators to PMBR in BAME women. Considering the expanding population of BAME 

women and rising breast cancer incidence, it is imperative that future research in this field is 

carried out. Physician and patient-associated factors were identified as the most important yet 

modifiable factors. Adopting a combination of culturally tailored interventions targeting these 

factors may help improve the access of PMBR in BAME women. 

 

Registration 

Prospero ID: CRD42019133233 

 

Introduction 

Breast cancer is the most commonly diagnosed cancer amongst women in the world, with 

over 2 million new cases in 2018 1. In the United Kingdom (UK), breast cancer incidence 

rates are projected to rise by 2% between 2014 and 2035, to 210 cases per 100,000 females 



by 2035. Although breast cancer is more common in white women 2, there has been rising 

numbers in Black, Asian and minority ethnic (BAME) groups with emerging reports that 

incidence is approaching parity 3. The demographics of developed countries are also 

changing. In the UK, percentage of BAME groups continued to rise since the 1991 Census, 

particularly in London 4, and in the US the white population is projected to fall below 50% by 

2050 5.  

 

It is also noted that certain demographics such as black women tend to present at a later stage 

with poorer survival of disease 6.  Larger tumours are less amenable to breast conserving 

surgery and more likely to result in mastectomy.  For patients who undergo mastectomy, the 

impact on body image, psychosocial well-being and quality of life can be devastating 7,8. 

Despite the benefits of post-mastectomy breast reconstruction (PMBR), the rates however, 

remain low. The main reasons for not undergoing PMBR were fear of cancer relapse 9, 

complications and lack of information about the procedure 10.  

 

In the UK, only around one third of women who underwent mastectomy had either 

immediate or delayed reconstruction 11, while in the US this figure sits around 56% 12. 

Historical evidence has revealed that the uptake of PMBR is significantly lower in ethnic 

women 8,13–17. African American (AA), Hispanic and Asian women were 52%, 55% and 71% 

respectively less likely to undergo PMBR compared to White women 18–20. 

 

While many studies report the differences in uptake, few have examined the patient 

perspective. Given the increasing BAME population, it is therefore important to address this 

disparity. Our review of qualitative studies aims to identify the barriers and facilitators 

influencing the uptake of PMBR in BAME women and raise awareness for patients and 

physicians on interventions that could improve uptake of PMBR in BAME women. 

 

Methods 

 

Information sources 

Systematic searches for qualitative studies, which include primary data and literature based 

studies, published in English were conducted. The following databases were searched from 



their inception up to June 2019: MEDLINE, EMBASE, PubMed, Cochrane Library, Google 

Scholar and Scopus. Reference lists of all included articles and relevant systematic reviews 

were also hand-searched for possible additional publications. There were no publication year 

or publication status restrictions. Studies included: qualitative studies on barriers and/or 

facilitators to PMBR in ethnic women. Only full text articles published in English and by 

peer reviewed journals were included. The following exclusion criteria was used; quantitative 

studies on barriers and/or facilitators to PMBR, abstracts, conference proceedings, non-

English language, non-specific to BAME women. 

Search strategy 

The search strategy included terms for “Ethnic”, “Breast reconstruction” and “Barriers, 

Facilitators” (including terms specifying all major subgroups). Details of each search strategy 

for the respective databases are presented in Appendix 1.  

Study selection and data extraction 

Firstly, search results retrieved from the database was imported into Mendeley reference 

manager. Two systematic reviewers (RL and GY) independently screened the titles and 

abstracts to assess their potential relevance for full review. The same two researchers then 

independently reviewed the full text of potentially relevant articles against the pre-defined 

inclusion and exclusion criteria. Any discrepancies was resolved through discussion with a 

third reviewer (EW). The reference lists of all the relevant studies were also screened to 

ensure no study had been missed. As per the PRISMA guidelines 21, a flow diagram (Figure 

1) has been developed to report the process of study selection.  

Data was extracted by a reviewer (RL) using a piloted modified worksheet including: 

country; inclusion and exclusion criteria; participant characteristics, numbers recruited, 

barriers and facilitators of BR. Extracted data was double checked by the third reviewer 

(EW). GY and EW are formally trained qualified systematic reviewers. 

Data synthesis and analysis 

An adapted systematic review approach for qualitative research, based on the Cochrane 

guidelines, was used to extract data from articles. Data synthesis was carried out using a 

thematic analysis approach, which enabled concept and hypothesis extraction from the 

included qualitative studies. 



 

The extracted results were input into data extraction forms allowing the identification and 

summarisation of emerging sub themes and themes, which detailed the main barriers and 

facilitators of the included studies. The overarching themes were finalised through discussion 

to avoid any discrepancies. 

 

Quality of synthesis assessment 

Currently, there is no universal consensus on criteria to assess the methodological quality of 

qualitative studies. This review combined both the Critical Appraisal Skills Programme 

(CASP) quality assessment tool for qualitative and quantitative studies to develop a 

framework appropriate to the included studies 22. The final studies were critically appraised 

using the adapted CASP checklist involving 8 questions, which were scored as either yes, 

can’t tell or no correlating to a score of 2, 1 and 0 respectively. The papers were ranked 

according to their numerical score and grouped into very good (17-18), good (15-16), OK 

(13-14), and weak (≥12) as detailed in Appendix 1. Two independent reviewers (RL and GY) 

judged and categorised the studies and any discrepancies regarding the quality of the studies 

were resolved through discussions with a third reviewer (EW).  

  



Results 

Figure 1: Study Selection Process 
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In total, 3719 articles were identified. After removal of duplicates, 2812 results were left. 

After title and abstract screening, 98 papers were deemed potentially eligible and undergone 

full text screening. After review, 93 were excluded for reasons indicated in the PRISMA flow 

chart as seen in Figure 1. Five studies published between 2013-2018 were included in this 

review and their characteristics are summarised in Table 1. Four of the included studies were 

conducted in the United States (US), with the exception of a study conducted in Malaysia. 

There were no UK based papers. 

  



Table 1: Characteristics Summary of the Included Studies 

Title  Breast Reconstruction 

After Mastectomy: A 

Survey of Surgeons’ and 

Patients’ Perceptions 

(Ishak et al, 2018) 

A Qualitative Study of Breast 

Reconstruction Decision-

Making among Asian 

Immigrant Women Living in 

the United States (Fu et al, 

2016) 

“ Use what God has given 

me”: difference and 

disparity in breast 

reconstruction 

(Rubin et al, 2013) 

Access to Breast 

Reconstruction After 

Mastectomy and Patient 

Perspectives on 

Reconstruction Decision 

Making 

(Morrow et al, 2014) 

Health Insurance Coverage 

and Racial Disparities in 

Breast Reconstruction After 

Mastectomy 

(Shippee et al, 2014) 

Study design and 

setting 

Cross-sectional study. 

Questionnaires delivered 

to surgeons and post 

mastectomy patients. 

Semi-structured interviews 

were constructed with open-

ended questions. 

Semi-structured interviews 

were conducted with women 

who underwent mastectomy.  

Semi-structured interviews 

were constructed with 

open-ended questions at a 

mean of 9 months after 

diagnosis and follow-up 

survey approximately 4 

years after diagnosis. 

Retrospective analysis of 

hospital discharge records 

using data from the 

Nationwide Inpatient Sample 

of the Healthcare Cost and 

Utilization Project, Agency 

for Healthcare Research and 

Quality. 

Study time period January 2000 to 

December 2015 

Not specified Not specified 1 June 2005 to 28 February 

2007 

2000 to 2006 

Study aim To assess surgeons’ and To investigate the cultural To add African American To examine correlates of To calculate the rates of 



patients’ perceptions 

toward breast 

reconstruction. 

factors, values, and 

perceptions held by Asian 

women that might impact 

breast reconstruction rates. 

women’s perspectives to 

existing conceptualisations 

of racial/ethnic differences 

in reconstruction, provide a 

better understanding of the 

individual and cultural 

logics, as well as structural 

barriers, that influence 

African American women’s 

use of breast reconstruction. 

breast reconstruction after 

mastectomy and to 

determine if a significant 

unmet need for 

reconstruction exists. 

reconstruction for women of 

different racial/ethnic 

groups, 2) identify the role 

of insurance type in 

receiving breast 

reconstruction, and 3) 

examine the interactive 

effect of race/ethnicity and 

insurance type on the receipt 

of breast reconstruction. 

Population General and breast 

surgeons at general and 

teaching hospitals in East 

Coast Malaysia and 

Hospital Kuala Lumpur 

and post mastectomy 

patients with and without 

breast reconstruction at 

the Hospital University 

35 immigrant East Asian 

women treated for breast 

cancer in the New York 

metropolitan area. 

27 African American 

women. 

485 patients who were non-

Black and non-Latina, 

Black and Latina who 

reported undergoing 

mastectomy. 

19017 White, Black, 

Hispanic, and Asian patients 

under age 65 underwent 

reconstruction post 

mastectomy in US hospitals 

from 2002 through 2006. 



 

 

  

Sains Malaysia and 

Hospital Raja Perempuan 

Zainab II. 



Narrative synthesis  

The main findings of the review revealed three overarching themes: system-associated, 

physician-associated and patient-associated factors. Each of them were further categorised 

into the following sub-themes:  

 

Physician-associated factors: 

1. Physician recommendation 

 Patient-associated factors: 

1. Knowledge 

2. Language 

3. Community and cultural 

4. Emotions 

5. Logistics 

6. Patient characteristics 

System-associated factors: 

1. Insurance coverage 

2. Income status 

 

Physician-associated factors 

Three of the five studies highlighted physician practice pattern as a barrier or facilitator to 

PMBR in BAME women. They were more likely to undergo PMBR if recommended by their 

physician 23–25 or referred to plastic surgeons 24. They were less likely to have PMBR if they 

were not offered PMBR 23. 

 

“But if, at that moment, if the doctor had never mentioned about reconstruction, I would not 

look for a separate reconstruction, plastic surgeon, because it’s a lot of trouble.” 24 

 

“I think when a woman discovers they need to do a surgery […] it’s a good way for the 

doctor, and at the same time, recommend them to have reconstruction, and sure the safety-

ness, and the benefit of doing reconstruction […] so they know it’s a one process.” 24 

 

 



Patient-associated factors 

Knowledge 

Three of five studies reported knowledge as a barrier to PMBR 23,24,26. All three studies 

specified lack of knowledge about PMBR as a barrier 23,24,26. Two studies identified a lack of 

awareness of the availability of PMBR 23,26.  

 

In one study from the US, lack of knowledge that insurance coverage mandated by law 24 was 

also cited as a barrier to PMBR. 

 

“Especially for Chinese people. They thought for reconstructive surgery it’s not covered by 

the insurance… because it’s a kind of plastic surgery.” 24 

 

Language 

Only one of five studies specified that language was a barrier to PMBR mainly due to lack of 

information in patients’ native language. Patients expressed increased sense of ease, 

understanding and familiarity with native language speakers 24.  

 

“Some doctors are always talking with me and saying with me in English, but at that moment 

I got cancer… I just want to say native language.” 24 

 

Community and culture 

Two studies reported that community and patients’ values were either barriers or facilitators 

to PMBR 24,25. For example, among AA women, ‘body ethics’ informed their reconstruction 

decisions.  

 

In the Asian community, PMBR is perceived as purely cosmetic 24. Benefits like improved 

psychological well-being, quality of life, and self- esteem, were not considerations. 

 

“Some Chinese people still have that thinking that it doesn’t matter how you look… they 

think it’s not appropriate because you are only concerned about how you look… you should 

think of your health instead.” 24 

 



The community belief that breast implants could cause cancer formation was a barrier to 

reconstruction. Asian women’s decision-making on PMBR were significantly influenced by 

public opinions and anecdotes about perceived unsuccessful reconstruction 24. 

 

“Because so many of the Chinese […] they don’t know how to go to the Internet to search. 

They just listen to friends and friend’s stories so that they just limited for the information.” 24 

 

The only facilitator of PMBR in Asian community is the functional role breasts play in 

marriage or childbearing 24. 

 

“Before even if my husband wanted it, I’d make it for him and let him play, right? But now 

I’m old. I don’t think my husband would want to play anymore. So, what will I make it for? 

What do I make it for? What do I need it for?” 24 

 

Emotions 

Four of five studies reported patients’ emotions as either a barrier or facilitator to PMBR.  

Three studies specified fear of implants, its’ complications 24–26 and interference with cancer 

recurrence as major barriers to PMBR 23,25,26. One study highlighted the fear of additional 

surgery, prolonged or additional anaesthesia, and surgical complications also as barriers 23. 

“I always figured if cancer should recur, it might be a little bit more difficult to detect if I 

have implants. That’s what really made up my mind. And I was also afraid that having that 

inside… could create problems.” 25  

 

One study identified the reluctance to undergo PMBR in AA women due to the lack of trust 

in healthcare 25. 

“Being black… we don’t trust the medical profession. We figure they use us as guinea pigs… 

look at what happened at Tuskegee. So we don’t go to the doctor. If you have problems, you 

try to deal with it yourself. … It’s really hard for black people to trust… it’s something that’s 

been imprinted in us from the time of slavery.” 25 



Two studies reported reasons such as “to feel more balanced”, “to feel whole again”, “to 

regain femininity”, “no clothing limitations”, desire for breast symmetry and dissatisfaction 

with external prosthesis as facilitators to PMBR 23,25.  

“I felt that I have got back my life, like any other women. I feel equal again, like anybody.” 25 

Logistics 

Three of five studies showed that logistic-related factors such as distance, inconvenience of 

multiple operations, time off work or from family, and trouble finding a surgeon were 

barriers 23,24,26. 

 

“So they said every ten years you have to remove it [implants] and redo it. So I don’t want to 

do it again.” 23 

 

The convenience of immediate PMBR was a facilitator in Asian women 24.  

 

“My goal actually was just to, you know, go have surgery, remove the cancer. I really was 

not after the reconstruction as well. It came with the package, I guess… and I was just 

thinking, okay I’m going to be asleep.” 24 

 

Patient characteristics 

All studies reported patients’ characteristics as either a barrier or facilitator to PMBR. 

Increasing age of women 23,26,27 and patients with major comorbidity 26 were associated with 

reduced likelihood of undergoing PMBR.  

Three studies stated that a younger age is a facilitator to PMBR 24,25,27. In younger women, 

breasts were perceived to have functional value of attracting a partner, satisfying a husband, 

and fulfilling the role as a wife and mother 24. Some younger women also felt that a younger 

age necessitated PMBR 25. 

 

“I’m [nearly] 67 […] I mean it is not really that important at this stage of life.” 24 

 

System-associated factors 



Two of five studies reported insurance-related factors as barriers to PMBR 26,27. Lack of 

private insurance 26, surgeons not accepting patients with insurance 26 and patients having 

public insurance were shown to be barriers 27. 

 

Having higher income 25, insurance coverage 25 and private insurance 27 were facilitators to 

PMBR. 

 

“If I didn’t have insurance, probably I wouldn’t have done the reconstructive surgery…. 

Because financially I wasn’t going to be able to… that surgery is big money.” 25 

 

Discussion  

Post mastectomy breast reconstruction has demonstrable benefits in terms of improving body 

image, psychosocial well-being and quality of life 28–31. Despite these well-documented 

benefits, the rates of PMBR remain low, especially in BAME women 17,18,20,32–35. There is a 

complex interplay between multiple factors that require an in-depth analysis. We believe that 

this is the first systematic review to ascertain for BAME women the barriers and facilitators 

of PMBR from the patient’s  perspective as well as that of the clinician. There are three 

emerging themes: physician-associated, patient-associated and system-associated factors. 

Physician and patient-associated factors are the two main and modifiable factors. 

 

Physician-associated factors 

Our review has shown that surgeons play a critical role in determining whether a woman 

undergoes PMBR. Previous studies highlighted the main determinants in how women make 

decisions to pursue reconstruction: surgeons’ recommendations, referral to plastic surgeons, 

and surgeons’ discussion of reconstruction with patients 23–25. 

 

Patient’s decisions are strongly influenced by surgeons 36,37. “Surgeon strong 

recommendation” was reported by about 92% of women as a reason for undergoing PMBR 

23. Without surgeons’ recommendations, patients may not request a referral to plastic 

surgeons. Another study demonstrated that breast surgeons are “gatekeepers” to PMBR as 

their decision to refer patients to plastic surgeons significantly affects the receipt of PMBR 38. 

This is further exacerbated by the lower referral rates by surgical oncologists to plastic 

surgeons 17,18. Tellingly, Preminger et al found that 91% of referred patients had PMBR and 

100% of those who were not referred did not have PMBR 38.  



 

Studies have suggested that surgeons were the patients’ best and main source of information, 

directly influencing patients’ decisions 39,40. Lack of awareness that PMBR was an option was 

a major reason to not receive PMBR 41. This problem can be easily corrected by encouraging 

surgeons to provide information and discuss reconstructive options. For example, a media-led 

public health education campaign was successful in promoting breast cancer screening 42. 

Perhaps, a combination of methods to improve access to educational resources needs to be 

employed to increase uptake of PMBR. 

 

Surgeons’ attitudes and perspectives towards PMBR include: too invasive for women who 

have already undergone mastectomy; aesthetic results are not worth the cost and effort 

involved; does not improve survival 41. Such attitudes inevitably affect surgeons’ 

information-giving behaviour, practice and referral pattern, hence negatively influencing 

patients’ decisions to undergo PMBR 41. Furthermore, Ishak et al discussed in a study in 

Malaysia where 70% of surgeons felt that “the patient would not be interested in BR despite 

it being offered” 23. This could be a potential reason why surgeons did not recommend or 

discuss reconstruction, or refer patients to plastic surgeons. 

 

Patients’ age is one of the most frequent factors considered by surgeons in their referral 

decision for PMBR 23,43. Surgeons were more likely to discuss about PMBR with younger 

patients. Morrow et al found that the single greatest predictor for a surgeon to recommend BR 

was age younger than 50 years 44. It could be postulated that surgeons are less inclined to 

discuss or recommend PMBR with older patients as they are more likely to have 

comorbidities that increases their perioperative risks adversely affect surgical outcomes.  

 

Interestingly, multiple studies have highlighted how physicians’ implicit bias to race, gender 

and age contribute to health disparities 43,45,46. Examples include: surgeons’ attitudes and 

perspectives towards PMBR, and patients’ age. Surgeons must recognize their susceptibility 

to implicit bias as this affects surgeons’ practice patterns and referral patterns, which in turn 

may potentially be prejudicial to patients. 

 

Patient-associated factors 

 



Community and cultural values largely influence the uptake of PMBR. For instance, PMBR 

is considered as an elective cosmetic procedure in the Asian community 24. Emphasis on 

“Body ethics” informed AA women’s reconstruction decisions 47–49. Some women rejected 

all types of reconstruction while some were specifically resistant to breast implants 50. Ideally 

all reconstructive options (immediate and delayed) should be discussed with all patients so 

that they can choose which best fits with their breast cancer treatments as well as personal, 

cultural and religious beliefs. 

 

Immediate PMBR may not however, be suitable for all patients. Currently, delayed PMBR is 

the most frequently performed procedure11,51. This is mainly because of the negative effect 

radiotherapy has on the reconstruction and cosmesis.  For women undergoing delayed 

PMBR, the most common type was free flap reconstruction 11. While most breast oncoplastic 

surgeons perform implant-only, reconstruction, only plastic surgeons undertake free flap 

reconstruction 11. BAME women tend to present with later stage meaning mastectomy, 

radiotherapy and chemotherapy are more likely to be part of their treatment package.  

Analysis from the  SEER database illustrated that non-Hispanic black and Hispanic patients 

were more likely to seek autologous reconstruction rather than implant based 52. It is 

therefore, not difficult to imagine how limited access to a plastic surgeon, on top of other 

confounding factors, would negatively influence whether to have PMBR, which has been 

highlighted in several studies 12,53–55. Other areas to help improve access include, strategies 

like bilingual program materials, individualised in-person or telephone counselling are 

individual-directed interventions have improved uptake of breast cancer screening and may 

be adopted in this setting to improve uptake of PMBR in BAME women 56,57. A proactive 

approach such as holding workshops or seminars to disseminate culturally-tailored 

information within the ethnic communities, in their own native language, may improve 

women’s knowledge on PMBR. Previous studies that have shown community outreach is 

beneficial for improving knowledge in targeted demographic groups  58,59.  

 

System-associated factors 

Access to reconstruction could be related to the health care system of the country of 

residence, personal income, and the need for health insurance. Higher income and having 

private insurance coverage facilitated access to PMBR. AA women with higher income were 

more likely to have PMBR 25. However, even among women with private insurance 



coverage, AA, Hispanic, and Asian women had lower odds for PMBR compared to white 

women 27,55. For all insurance types, Asian women were least likely to have PMBR 27. 

Persistent racial differences within women with insurance suggests that there are factors more 

influential than insurance coverage that can affect the decision to undergo PMBR.  

 

In the UK, although there is free universal access to the National Health Service (NHS), there 

is substantial regional variation in uptake of PMBR in England depending on a patient’s 

residential address known as ‘postcode lottery’. This suggests that women have unequal 

access to all types of PMBR 13. Patients may need to travel a long distance to a different NHS 

trust offering for example, free flap breast reconstruction.  

 

Strengths and limitations 

According to our knowledge, this review is the first step in analysing the barriers and 

facilitators to PMBR in BAME women. 

 

A strength of this systematic review is its validity and reliability of results. Our search 

strategy specified ‘papers from peer reviewed journals. An adapted CASP tool was used to 

appraise quantitative studies in an attempt to maintain symmetry across study rankings. 

Inevitably the validity of the adapted CASP tool was lost, meaning the appraisal of 

quantitative study may have been less accurate and robust, which would impact the strength 

of conclusions. 

 

The biggest limitation of our study and indeed of this field of research is that most of studies 

were conducted in the US. The data therefore, may not be accurately extrapolated to other 

countries, where the experiences of BAME women may be very different.  Therefore, country 

specific research would be helpful, as nuances related to the medical system, but also larger 

societal issues surrounding race and class may have ramifications on the patient experience.   

 

Conclusion 

BAME women have a lower rate of PMBR compared to white women for numerous complex 

reasons. Our review highlights  the most important physician and patient-associated factors 

that were potentially modifiable. There is a paucity of data globally in this field, but 

considering the rapidly growing BAME population, it is imperative that further research is 



carried out. This review advocates culturally-tailored interventions to improve uptake of 

PMBR  and minimise racial disparities. 
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Appendix 

Table 2: Search strategy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

P-Ethnic women I-Breast 

Reconstruction 

Co-Barriers and 

Facilitators to uptake 

A: 

 

(ethnic* OR Cultur* 

OR race* OR 

BAME OR black 

OR Caribbean OR 

Indian OR Pakistani 

OR Bangladeshi OR 

Chinese OR Asian 

OR African OR 

Afro-carribean OR 

Eastern European 

OR Arab).ti,ab 

B: 

 

(breast ADJ3 

(reconstruct* OR 

recreat*)).ti,ab 

C: 

 

(Barrier* OR 

Obstacle OR 

Difficult OR 

Problem OR 

Complication OR 

Attitude OR 

Factilitat* OR 

Enable* OR 

Encourag* OR 

Assist* OR 

Promot*).ti,ab 

Combine A, B, C with AND 



Table 3: Summary of included papers and respective themes 

Study System-associated factors Physician-associated factors Patient-associated factors 

 Barriers Facilitators Barriers Facilitators Barriers Facilitators 

Breast 

Reconstruction 

After Mastectomy: 

A Survey of 

Surgeons’ and 

Patients’ 

Perceptions 

(Ishak et al) 

 

 

  no offer for 

breast 

reconstruction 

surgery 

 

 surgeon 

recommendation  

 

 lack of awareness and 

knowledge on 

reconstruction surgery 

 fear of complications 

from surgery, additional 

surgery, prolonged or 

additional anaesthesia, 

cancer recurrence 

 travel distance 

 increasing age of patient  

 awareness of breast 

reconstruction before 

mastectomy 

 Emotions: to feel more 

balanced, to feel whole 

again, to regain feminity, 

no clothing limitation, 

improve marital 

relationship and sexual 

relations 

A Qualitative Study 

of Breast 

Reconstruction 

Decision-Making 

among Asian 

Immigrant Women 

    surgeon 

encouragement, 

referral from 

surgeon or cancer 

support group  

 

 lack of knowledge 

 language barrier, lack of 

information in native 

language 

 perception that 

reconstruction has a 

 Perception of functional 

role of breasts  

 Convenience of having 

mastectomy and 

reconstruction at the same 

time 



Living in the 

United States (Fu et 

al) 

purely cosmetic benefit, 

community attitude 

towards breast 

reconstruction, 

community belief that 

breast implants could 

cause cancer 

 fear of breast implants 

complications  

 inconvenience of multiple 

operations 

 Breasts perceived to have 

functional value in younger 

women 

 

“ Use what God has 

given me”: 

difference and 

disparity in breast 

reconstruction 

(Rubin et al) 

  insurance 

coverage 

facilitated access 

to reconstruction 

 Women with 

higher income 

more likely to 

have 

  younger women 

were more likely to 

have reconstruction 

recommended to 

them 

 ethic of body acceptance, 

wanting ‘nothing foreign’ 

in the body 

 fear of implant rupture 

and leakage 

 fear of implants 

interference with 

detection of cancer 

 desire to look or to feel 

‘normal’, desire for breast 

symmetry, dissatisfaction 

with external prosthesis, 

desire for a wider range of 

clothing options 

 younger age necessitated 

reconstruction 



reconstruction 

 

recurrence 

 lack of trust in healthcare 

 reluctance to undergo 

further surgery 

 

Access to Breast 

Reconstruction 

After Mastectomy 

and Patient 

Perspectives on 

Reconstruction 

Decision Making 

(Morrow et al) 

 Lack of 

private 

insurance 

 surgeon 

not 

accepting 

patients 

with 

insurance 

 

  

 

  lower education, lack of 

knowledge, unaware that 

reconstruction was an 

option 

 desire to avoid additional 

surgery, unimportance of 

reconstruction, fear of 

implants, worry about 

interference with 

detection of cancer 

recurrence, worry about 

complications 

 travel distance, time off 

work or from family, 

 



trouble finding surgeon 

 older age, major 

comorbidity 

Health Insurance 

Coverage and 

Racial Disparities 

in Breast 

Reconstruction 

After Mastectomy 

(Shippee et al) 

 public 

insurance 

 

 Private insurance  

 

 

 

 

 

  Increasing patient age 

 

 Age under 45 



 

 

 

 

 

 

 

 

 

 

 


