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ABSTRACT

Introduction Breast pain is not typically a symptom of
breast cancer, yet nationally 20% of 2-week wait (2WW)
breast referrals are breast pain alone. The East Midlands
Breast Pain Pathway improves patient experience and
frees capacity in secondary care diagnostic breast clinics,
managing women with breast pain only in a community
setting. We report the results of implementation of
community breast pain clinics (CBPCs) at sites in
Derbyshire (catchment population ~1 million), with 12
months follow-up data.

Results 1036 patients were seen at CBPCs between
June 2021 and February 2023. The median patient age
was 49 (range 16-88) years. 993 patients (95.8%) were
discharged from the clinic with breast pain management
advice. 43 (4.2%) patients were referred for further
assessment at a 2WW breast diagnostic clinic. Objective
family history risk assessment identified 124 patients
(12.3%) above population risk of breast cancer, who were
offered referral to familial cancer services for ongoing
management.

Discussion Seven patients were diagnosed with breast
cancer at or within 12 months of CBPC attendance. Five
patients were diagnosed through attending the CBPC, one
patient was subsequently referred to 2WW clinic with a
new symptom and had a mammographically occult tumour
and one was diagnosed following a subsequent routine
breast screening invitation. Two of the five patients had

a personal history of breast cancer which was a stated
exclusion criterion for the CBPC. Breast cancer incidence
in women with breast pain only and fulfilling CBPC referral
criteria was 4.8/1000, confirming that this population is at
low risk of developing breast cancer.

Patient service satisfaction was high with 99% (n=1022)
‘extremely likely or likely’ to recommend the service.
Conclusion The results confirm the pathway is the first to
demonstrate women can be safely managed with breast
pain alone in a community setting with high levels of
patient satisfaction.

INTRODUCTION

Nationally, there is increasing demand for
2-week wait (2WW) breast clinic referrals,
which can lead to delays in patient diagnostic
pathways and failure to meet cancer treat-
ment time targets.' * Unlike other tumour
sites, breast services have been obligated to

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Breast pain alone is not a symptom associated with
breast cancer and a small specialist community
breast pain clinic has been successfully piloted.

WHAT THIS STUDY ADDS

= It supports with prospective data collection the low
incidence of breast cancer in this patient population
and confirms that specialist community breast pain
clinics are safe. It demonstrates that outcomes can
be reproduced in a large population across a diverse
area at multiple sites outside of hospital breast di-
agnostic clinics.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= Breast Cancer Faster Diagnosis Pathway Guidance®
mandates the introduction of new pathways for the
management of patients with symptoms of breast
pain. Community breast pain clinics in line with the
East Midlands Breast Pain Pathway are the first
dedicated breast pain clinics that have been suc-
cessfully evaluated, demonstrating both safety and
patient satisfaction, and may be more widely adopt-
ed across the NHS.

see all symptomatic breast referrals within
2weeks of referral. This has resulted in
flooding of the system with a significant
percentage of women without a ‘red-flag’
symptom for breast cancer, such as those with
breast pain alone, who are at no increased
risk. Conversely, those with ‘red-flag’ symp-
toms who are reasonably suspected to be at
increased risk may be delayed in being inves-
tigated and potentially diagnosed with breast
cancer.

Referral levels for breast pain alone are
relatively constant throughout the UK and
Ireland and constitute on average around
20%."° Recent Nation Health Service
England (NHSE) guidance has stated that
breast pain as a sole symptom is rarely a
presenting feature of breast cancer and is not
a sign of cancer.® A recent literature review
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on ‘breast pain only’ clinic attendees since 2000 also
supports the NHSE guidance.”

Anxiety is common among patients referred on 2WW
suspected cancer referral pathways.” Patients with breast
pain alone referred on a 2WW pathway are being over-
medicalised by their attendance at cancer diagnostic
clinics and inappropriately offered interventions, for
example, imaging and biopsies. As a result, women with
breast pain alone are not receiving the best care.

The Breast Cancer Faster Diagnosis Pathway Guidance®
recognises these problems, mandating triage of all new
symptomatic breast referrals and diversion of patients
away from one-stop clinics for those at low risk of a cancer
diagnosis without red flag symptoms, such as those with
breast pain alone. It suggests that such patients are seen
in an appropriate setting to make the best use of one-stop
clinic resources, reduce unnecessary and inappropriate
imaging, and improve patient care. A recent statement
from the British Society of Breast Radiology supports this
strategy stating that“.patients presenting with breast pain
(general or focal) ONLY should not be offered imaging’.®

A pilot clinic in Mid-Nottinghamshire following the
East Midlands Breast Pain Pathway (EMBPP) was the first
of'its kind to demonstrate that breast pain patients could
be appropriately managed within a community setting.’
We now report the evaluation of community breast pain
clinics (CBPCs) on a wider scale with 12-month follow-up
outcome data regarding both safety and patient satisfac-
tion, in line with Faster Diagnosis guidance on service
evaluation’ to demonstrate an improvement in the quality
of available services. This evaluation was conducted by the
staff involved in the provision of the service, including
clinicians, administrators, management and supporting

staff members, with governance oversight from Joined up
Care Derbyshire (JUCD).

METHOD

The Derbyshire implementation of the EM Breast Pain

Pathway was commissioned by JUCD and implemented

by a project team with input from both primary and

secondary care. The implementation included four

important EM Breast Pain Pathway components:

1. Specialist breast pain clinics held in a community/pri-
mary care setting.

2. Reassurance that ‘breast pain only’ is not a symptom
of cancer.”

3. Clinical examination by an experienced breast clini-
cian.

4. Objective, reproducible familial breast cancer risk
assessment.

The patient pathway is summarised in figure 1.

Patients presenting with breast pain only as a symptom
are managed in primary care as per NICE (National Inti-
tute for Health and Care Excellence) recommendations.’
The referral criteria to the clinic are patients presenting
with breast pain only without red-flag symptoms or signs
of cancer noted by the patient nor found by the refer-
ring clinician on examination. Excluded were (1) male
patients, (2) patients under 16 years of age, (3) patients
with a personal history of breast cancer who have an
increased risk of a second breast cancer and (4) patients
with breast implants, as they are more likely to require
imaging or surgical opinion.

Before the implementation of the pathway, patients
who were unable to be cared for in primary care by their

Breast Pain Pathway (BPP) fex

(Patient with ‘Breast Pain Only’)

BPP —Breast Pain Pathway
GP —General Practitioner

ANP — Advanced Nurse Practitioner

GP manages on breast pain pathway (~3 months)

If symptoms‘persist
GP refers to Primary Care Breast Pain Clinic

Specialist Community Breast Pain Clinic

GPSI—General Practitioner with a Special Interest
FH— Family History
2ww—Two-Week Wait
SAE —Stamped Addressed Envelope

Exclusion criteria
Personal history of breast cancer
Mammary implants

Male patients

!—L—\
Pain history/ clinical examination [l Family history risk assessment
\
| [ |

Abnormal (Clinical)

1.ANP to refer to 2ww pathway

2.Abnormal letter template to GP

Normal

1. Discharge to GP with advice if symptoms or FH change
2. Family history assessment documented

Abnormal (moderate/high risk FH

1.Refer to FH Clinic (abnormal letter template)
2.Family history assessment documented

3. ANP to treat pain as per mastalgia pathway

Breast Clinic
Co-ordinator

1. Send GP appointment outcome

2. Patient given an A4 wallet/pack containing:
Outcome letter (as above), family history assessment outcome

Breast pain leaflet, key facts about breast cancer, Touch, Look, Check booklet
Over 70’s NHS breast screening programme (referral for mammogram) or Helping you decide booklet (screening age)

Patient experience questionnaire to complete before leaving
If needed, 2ww referral appointment booked
If referred to Family History Clinic, patient leaves with family history form with SAE

Figure 1 Patient pathway.
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General Practitioner (GP) were sent to secondary care via
a 2WW referral form. These patients were then seen in
a 2WW clinic as part of urgent symptomatic breast refer-
rals. After the implementation of the pathway, patients
who were unable to be cared for by their GP were sent
to the specialist breast pain clinic within the community,
retaining the care of these patients within the community.
This was done via a non-urgent referral form for this dedi-
cated service.

Patients were referred via the National Health Service
(NHS) electronic referral service, available only to the
Derbyshire catchment population. Referrals to the breast
pain clinic were vetted by an experienced breast clinician
and any indicating additional symptoms were rejected
and moved to a 2WW clinic. 2WW referrals received for
breast pain alone were also triaged into the CBPC after
discussion with the referring primary care practitioner.

Three clinic sessions were run weekly throughout the
Derbyshire area: two sessions at the Florence Nightingale
Community Hospital (Derby) in South Derbyshire and
one session at Ashgate Medical Practice (Chesterfield) in
North Derbyshire, to match the relevant catchment popu-
lations. The aim was to offer CBPC appointments within
2weeks of referral, aiming to match 2WW pathway waiting
times and that all women seen after 2 weeks should be
due to patient choice, not lack of clinic access.

The patient was seen by an advanced nurse practitioner
experienced in breast examination. If the clinical assess-
ment was normal, reassurance was provided to the patient.
Patients were advised on conservative management of
their symptoms including advice on managing pain and
bra-fitting. If the patient had a clinical abnormality, they
were booked directly to a 2WW breast clinic without being
referred back to their primary care referrer. The service
was also staffed by a clinic coordinator who also acted as
a chaperone, inputted the family history information for
the patient’s risk assessment and collected patient feed-
back via an anonymous questionnaire.

Breast cancer risk assessment was carried out according
to NICE guidelines (CG164) for familial breast cancer in
primary care."” This was done using the Family History
Risk Assessment Software (FaHRAS)! along with the
supporting, validated Family History Questionnaire
(FHQ) to gather the family history information. The
FHQ and guidance were sent out to the patient with
their appointment letter to complete and bring to their
appointment. This was inputted into the FaHRAS tool
which produced a management recommendation, as per
the NICE Guidelines CG164," alongside clinical letter
outputs.

Patients received clinical output letters detailing their
risk assessment and were provided with an information
pack about breast pain, including supplementary educa-
tional information, such as breast awareness leaflets,
advice on National Health Service Breast Screening
Programme (NHSBSP) for women between 50 and 70
years, and advice to patients over 70 years on how to
access breast screening if they wished to continue to

attend. Patients were invited to submit anonymously a
paper questionnaire to provide feedback on their CBPC
attendance experience (table 1).

There was a prospective collection of data including
(1) core demographic data obtained via local hospital
systems, (2) CBPC outcome data collected on the day
of attendance, (3) risk assessment data following input
into FaHRAS at the clinic, (4) patient reported-outcome
measures (PROMS) by anonymised questionnaires and
(5) secondary care follow-up data relating to subsequent
2WW clinic attendance or cancer diagnosis.

Patient and public invelvement

Although patients were not directly involved in the design
and conduct of the study, we would like to thank the
patients attending the CBPC for providing their feedback
following their clinic visit.

RESULTS

A total of 1036 patients were seen between June 2021 and
February 2023 (table 2). 706 (68%) patients attended
the clinic in Derby, 330 were seen in Chesterfield. One
patient attended the CBPC on two occasions. The median
age of patients seen was 49 (range 16-88) years.

Clinic uptake and waiting times
Initial uptake of appointments at the CBPC during the
first 4 months was relatively low (average 22 per month)
as this new service was implemented across the summer
period. This was identified as an area for quality improve-
ment with an aim to increase the numbers attending the
clinics. A plan was formulated to raise awareness of the
clinic through educational events, proactive engagement
with GPs and constructive feedback on 2WW referrals
that would have met the referral criteria for this service.
The results were examined and as awareness of the service
grew, an average of 56 patients were seen each month
from October 2021 onwards.

866 (84%) patients were seen in CBPCs within 14 days
of their referral. All patients seen after 14 days were due to
patient choice, achieving the stated aim for clinic access.

Clinic outcomes

The outcome data (table 2) show that 993 patients were
discharged with management advice regarding their
breast pain and no further action was required. 43 (4.2
%) patients required further assessment after being seen
at a CBPC and were booked directly into a 2WW breast
diagnostic clinic. None of the patients seen within the
CBPC were referred for imaging due to their breast pain
alone.

1011 (98%) of 1036 clinic attendees completed the
FHQ and had breast cancer risk assessment carried out.
25 patients did not complete an FHQ or declined a family
history risk assessment. Of 1011 patients, 124 patients
(12.3%) were assessed as at above population risk of breast
cancer. 107 patients (10.6% of those undergoing risk
assessment) of 124 were referred to FCS after a discussion
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Table 1 Breast pain clinic patient feedback (June 2021-February 2023)

North South
Patient Experience Questionnaire (n=1036) Derbyshire Derbyshire Total %
Did your General Practitioner (GP) advise you that ~ Yes 275 526 801 77.3%
breast pain is not a symptom of breast cancer?
No 53 182 235 22.7%
How many times have you seen your GP for this 1 Visit 212 438 650 62.7%
episode of breast pain prior to being referred to this
clinic?
2 Visits 77 177 254 24.5%
3 Visits 23 58 81 7.8%
4 Visits 4 13 17 1.6%
five or more Visits 12 22 34 3.3%
Have you had any previous episodes of breast pain Yes 151 295 446 43.1%
that required you to see GP?
No 177 413 590 56.9%
Did you find the breast pain advice you received Yes 328 701 1029 99.3%
helpful?
No 0 3 3 0.3%
Not sure 0 4 4 0.4%
Do you feel reassured by the breast pain advice you Yes 326 692 1018 98.3%
received?
No 2 10 12 1.2%
Not sure 0 6 6 0.6%
Did you find the information regarding your personal Yes 318 663 981 94.7%
risk of developing breast cancer helpful?
No 0 11 11 1.1%
Not Sure 10 34 44 4.2%
How easy was it to find the breast cancer Very Easy 75 182 257 26.5%
information in your family?*
Easy 148 304 452 46.5%
Not Easy 47 115 162 16.7%
Difficult 23 42 65 6.7%
Very Difficult 8 27 35 3.6%
Please rate how you found the Family History Very Easy 83 194 277 26.7%
Questionnaire to complete?
Easy 191 372 563 54.3%
Not Easy 36 106 142 13.7%
Difficult 14 25 39 3.8%
Very Difficult 4 11 15 1.4%
How likely are you to recommend this service to Extremely Likely 283 574 857 82.7%
friends and family if they had troublesome breast
pain?
Likely 43 122 165 15.9%
Neither Likely nor 2 6 8 0.8%
unlikely
Unlikely 0 1 1 0.1%
Extremely unlikely 0 1 1 0.1%
Don’t Know 0 4 4 0.4%
Overall Derbyshire totals and percentages highlighted in bold.
*Question added from September 2021.
4 Sibbering M, et al. BMJ Open Quality 2024;13:6002882. doi:10.1136/bmjog-2024-002882
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Table 2 Community breast pain clinic outcomes

North South
Patient audit Derbyshire Derbyshire Total %
Clinical assessment outcome, n=1036*
Discharged 322 671 993 95.8
Referred to 2WW clinic 8 35 43 4.2
Total seen in clinic 340 706 1036 100
Risk assessment outcome, n=10111 (98%)
‘Near population risk’—no action required 283 604 887 87.7
‘Above near population risk’ 43 81 124 12.3
Referred to familial cancer services 38 69 107 10.6

Overall Derbyshire totals and percentages highlighted in bold.

*5 patients were referred to both the 2WW clinic and familial cancer services.

125 patients did not complete the family history risk assessment.
2WW, 2-week wait.

with the patient. A further 42 patients outside of the 124
identified at risk were also discussed with FCS due to
other cancer family history. Of the 887women assessed as
at near population risk of developing breast cancer 253
(25%) listed a family member who had developed breast
or ovarian cancer. Overall, 37% of the women attending
the CBPC had a family history of breast or ovarian cancer.

Patient-reported outcome measures

The anonymous patient experience questionnaire had
a 100% (n=1036) response rate with 99% of patients
(n=1022) ‘extremely likely or likely’ to recommend the
service. 98% (n=1018) of patients were reassured by the
breast pain advice they received and 95% (n=981) found
the information regarding their personal breast cancer
risk helpful. The results of the patient feedback are
summarised in table 1.

At the end of the anonymised questionnaire, there were
additional questions. Two of these questions were ‘How
did you feel before coming to the breast pain clinic?’
and ‘How did you feel after seeing the advanced nurse
practitioner’?. The words and responses from patients
have been used to construct the word clouds shown in
figure 2. In addition, there was a free-text box which
provided further qualitative assessment by patients of the
new service. The first 100 and the last 100 consecutive
patient replies are shown in Supplementary Appendices
Sla & S1b.

Secondary care follow-up data

Secondary care outcome data were obtained from the
Chesterfield Royal and Royal Derby Hospital Breast
Services.

9/1036 patients (0.9 %) were referred by their primary
care practitioner to a subsequent 2WW clinic within 3
months of their CBPC attendance, all with new breast
symptoms in additional to breast pain. One of these was
diagnosed with breast cancer.

Overall, seven patients seen at the CBPC during the
evaluation period were diagnosed with breast cancer
within 12 months of their clinic appointment, all were
invasive (table 3).

Two of these were direct referrals to a 2WW clinic
following clinical assessment at a CBPC, one with clinical
signs detected at the CBPC, the other due to having a
previous history of breast cancer, an exclusion criterion
for the clinic.

Four patients were diagnosed with screen detected
breast cancers. Three of these were diagnosed within 2
months of CBPC attendance following a direct recom-
mendation at the CBPC regarding eligibility to attend for
screening mammograms. The fourth patient was diag-
nosed with an impalpable cancer, contralateral to her
breast pain symptoms, 8 months following clinic atten-
dance at her next scheduled breast screening appoint-
ment attendance for which had been recommended at
the CBPC.

One patient was a subsequent new referral to the
2WW clinic having developed a new nipple retrac-
tion. This patient had a history of bilateral breast
cancer treated by wide local excision and radio-
therapy, not mentioned in the primary care referral,
and in retrospect she did not fulfil the criteria for
being seen in the CBPC. The new cancer diagnosed
was mammographically occult.

Two of the seven CBPC attendees subsequently
diagnosed with breast cancer were found to have a
personal prior history of breast cancer. Excluding
those who fulfilled the clinic exclusion criteria
(previous breast cancer), 5/1034 who presented with
‘breast pain only’ were diagnosed with breast cancer
within 12 months of their clinic attendance giving
an incidence of 4.8 per 1000. Two of these cancers
were diagnosed in the same breast as the breast pain
symptoms, in three the cancer was contralateral to
the breast pain.
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“How did you feel before coming to the breast pain clinic?”

good
cancer

confused

glad l'ttl.e b v.mnted
due slightly

nervous .

thought
family happy

worst sorted

outcome concerned

reassured quite

apprehensive seen

oing comment
history checked eolng

serious

something breast a n X I O u S relaxed roferred. ralioved

scared fine
find bit

seeing pain felt
unsure

really
feel

wrong gp

worried

stressed

coming pleased

“How did you feel after seeing the advanced nurse practitioner?”

reassuring
reassure calm reall
lot mind happier
d ’U‘Sl? i r 1
ACVISE given nothing good better everything
pleased fest great less
l.' d worry anxious
pain re Ieve _— explained anp relief
feel . Made  confident lovely
information  ¢lear informed felt ease
know Worried happy breast
feeling advice positive
thorough ;x:,euem comfortable put
thank Fne helpful
relaxed  satisfied examination

Figure 2 Word clouds.

After receiving referrals for these patients with
a personal prior history of breast cancer, a plan to
reduce the number of these referrals was established
by refining the exclusion criteria for the clinic.
Patients with a prior history of breast cancer, patients
with mammary implants and male patients were all
defined as exclusions for referral. Subsequently to
this, no referrals of this nature were seen.

DISCUSSION

The pilotin Derbyshire (popuation ~I million) hasdemon-
strated implementation is feasible at scale in a larger
catchment population. It has been delivered at multiple
community sites, including a community hospital and a
GP practice, which we believe to be an important factor
in reducing these women’s anxiety regarding breast pain.

It has been delivered with consistent outcomes by a team
of experienced clinicians (advanced nurse practitioners)
rather than a single individual.

Patient safety

The Derbyshire evaluation provides evidence supporting
the safety of the EM Breast Pain Pathway. No diagnostic
cancer pathway is 100% accurate but it is reassuring there
is no evidence that any patient would have had their
breast cancer detected earlier if seen earlier in a 2WW
clinic. Five out of seven breast cancers were diagnosed
through attending the CBPC, either by direct onward
referral to the 2WW clinic or through advice given at
the CBPC to access NHSBSP mammographic screening.
Mammographic screening advice is recorded by ANPs
and screen-detected breast cancers diagnosed within
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2 months of the clinic visit are attributed to the clinic
attendance. The other screen-detected cancer was an
impalpable cancer, contralateral to her breast pain symp-
toms, detected at a scheduled screening appointment.
The patient later referred with new symptoms (nipple
retraction) would not have been diagnosed with a breast
cancer at the time, even at a 2WW clinic, as when they
were diagnosed the cancer was mammographically occult.

Two of seven breast cancers were in patients who had a
prior personal history of breast cancer, a stated exclusion
criterion for the CBPC due to their increased risk. Such
patients should not be seen in the CBPC as they should
be triaged to a 2WW clinic, but this was not mentioned in
their referral information. Now, a patient found to have
an unknown previous history of breast cancer when seen
in the CBPC is automatically onward referred to the 2WW
clinic, even if a clinical examination is normal.

Five out of 1034 patients with breast pain only who
fulfilled the inclusion and exclusion criteria for the
CBPC had a breast cancer diagnosed giving an incidence
of 4.8 per 1000. These prospectively collected data are
in keeping with a recently published literature review
(4.6/1000).” One of the five was found by an experienced
breast clinician to have a lump while the other four were
diagnosed through mammographic screening advised at
the CBPC appointment. Two of these cancers were diag-
nosed in the same breast as the breast pain symptoms,
in three, the cancer was contralateral to the breast pain.
While numerically small, this is in keeping with the liter-
ature that the breast cancers diagnosed in patients with
breast pain are almost equally divided between ipsilateral
and contralateral breasts. Larger population-based evalu-
ations of implementation will be reported in due course
in the East Midlands (population ~5.5million), supported
by the EM Cancer Alliance and EM Academic Health
Science Network, and nationally involving a number of
other Cancer Alliances and services in England imple-
menting the EM Breast Pain Pathway.

The Derbyshire pilot, therefore, not only provides
important evidence of the safety of the EMBPP but also
supports the literature that this population of women
has an overall incidence of breast cancer below that of
women invited for mammographic screening by the
NHSBSP. It, therefore, seems entirely appropriate to
see these women for their breast pain in a community/
primary care setting, without routine imaging available.
This is in keeping with the recommendations of the
British Society of Breast Radiology,® Getting It Right First
Time'? and Faster Diagnosis Guidance.’® At the same time,
by performing an objective breast cancer risk assessment
the EM pathway identifies younger women at increased
risk of breast cancer who between 40 and 50 years may
be eligible not just for one-off imaging, but for annual
mammographic surveillance and assists in providing
access to that. Attendance for NHSBSP mammograms
is promoted in the 50-70 years age group, as is the
continued availability of NHSBSP screening after age 70
years on request.

Not site specific

Ipsilateral
Ipsilateral
Ipsilateral
Contralateral
Contralateral
Contralateral

Side

Invasive
Invasive
Invasive
Invasive
Invasive
Invasive
Invasive

Previous personal history of BC Type of cancer

No
Yes
No
No
Yes*
No
No

Palpable lump, skin dimpling
Developed new nipple retraction

Exclusion criterion
5 years since last screening

Family history risk
Screening age group

Eligible >70 years
Eligible >70 years

Reason

Screening advised
Screening advised
General Practioner :
new red flag sign
Screening advised
Routine screening

Referral source

Referral to 2WW  CBPC
Referral to 2WW CPBC

Discharged
Discharged
Discharged
Discharged
Discharged

75

7
65

Table 3 CBPC patients diagnosed with breast cancer (BC)
2
75
7
7

CBPC, community breast pain clinic; 2WW, 2-week wait.

Patient Age Clinic outcome

*Previous history of bilateral BC.

Sibbering M, et al. BMJ Open Quality 2024;13:¢002882. doi:10.1136/bmjoq-2024-002882 7

“ybuAdoo Aq parosioid 1sanb Aq 202 ‘0€ 1990190 uo jwod wqg Alfenbuadolwg//:diny wol papeojumoq 720z 18go1d0 0E U0 288200-77202-bolwag/oeTT 0T se paysignd isii ;jend uado NG


http://bmjopenquality.bmj.com/

Patient Satisfaction

Quantitative data

99% of attendees indicated they would be likely or
extremely likely to recommend the service to friends
and family if they had troublesome breast pain. A further
indicator of patient satisfaction is that only nine patients
(0.9%) were re-referred to a 2WW clinic within 3 months
of their CBPC appointment, all with new symptoms.
The 20min CBPC consultation slots allow time to advise
patients thoroughly on management of their pain symp-
toms which is not feasible in the 2WW diagnostic clinics,
reflected in the patient feedback with 99% finding the
breast pain advice helpful.

Qualitative data

The word clouds summarise the qualitative responses of
all the patients’ replies to two question—‘How did you
feel before coming to the breast pain clinic?” and ‘How
did you feel after seeing the advanced nurse practitioner?’
The word clouds show that the significant changes in how
patients felt before and after their clinic visits and support
the very positive quantitative PROMS as described above.
In addition, the free-text box responses in Supplemental
Appendixes show the individual responses of the first
and last 100 consecutive patients, avoiding any selection
bias, which supports the word clouds and the very positive
quantitative data.

All of the anonymised PROMs, quantitative and qualita-
tive, together show excellent patient satisfaction with the
various components of the EMBPP and also overall with
the care patients received at and through the CBPCs.

Improvement of services
An audit of referrals at the University Hospitals of Derby
and Burton (7-week period, January-February 2020)
showed that 214 of 1063women (20.1%) referred on a
2WW referral pathway were for breast pain alone. This is
in keeping with the reported literature, including a 2WW
clinic audit in Manchester, where 18% of women referred
had breast pain only as their presenting symptom.* During
the Derbyshire evaluation period, only 43 patients (4.2%)
were referred on from the CBPC for 2WW clinic assess-
ment, potentially freeing up 993 2WW clinic appoint-
ments for other patients. This means that 96% of patients
with breast pain only (who previously accounted for
approximately 20% of all 2WW referrals) would not need
a 2WW appointment. This could potentially amount to
19% of all referrals previously made directly to the 2WW
cancer diagnostic clinic, which would make a significant
impact on reducing 2WW clinic waiting times, with the
potential to speed up both the diagnosis and start of treat-
ment for those patients who have a breast cancer.

It is important that patients seen in CBPCs represent
a low-risk population for a breast cancer diagnosis. This
was achieved through a combination of triaging out those
at known increased risk (prior personal breast cancer
history) and identifying those at increased familial risk at
the clinic. The primary aim of the risk assessment was not

to deliver family history clinics in the community but to use
the assessment as a method of triage. The use of the NICE
Familial Breast Cancer guidelines for Primary Care'’ was
deemed to be the most suitable form of risk assessment
as these patients were not identified at increased risk by
nature of their presentation. The software had been vali-
dated in the primary care setting'” and had been used to
support the previous breast pain clinic pilot.”

The familial risk assessment identified a significant
proportion of women (12.3%) potentially at above popu-
lation risk of developing breast cancer, facilitating the
offer of onward referral to secondary care services. 24% of
the women reported a family history of breast or ovarian
cancer that did not significantly raise their personal
breast cancer risk. The 36% of women attending CBPCs
reporting a family history of breast or ovarian cancer is
a higher rate than you would expect and may be due to
those with a family history being more likely to present
due to anxiety around their symptoms. Anxiety and poor
understanding of breast cancer risk are likely the reasons
why 95% of patients found the risk assessment helpful.'*

Quality improvement

While improvement of the quality of available services was
the primary aim, the ongoing evaluation of the service
was able to capture various points of quality improvement
within the development of the pathway itself. By imple-
menting ongoing evaluation, shortcomings were able
to be identified, addressed and the resulting outcomes
measured. The methods used were compatible with Plan,
Do, Study Act methodology and resulted in measured,
specific quality improvement, that was realistically achiev-
able in a timely manner.

The quality of the service provided was primarily
improved through increasing the number of patients
benefiting from the pathway. This increase in numbers
was dramatic and facilitated the ongoing viability of
these clinics. The refinement of referral criteria was also
a significant quality improvement in order to maintain
patient safety and reduce ongoing referrals from the
clinic. Patients with prior history of breast cancer were
excluded due to the increased incidence of breast cancer
in this population which would make management within
the community inappropriate and potentially unsafe.
Patients with mammary implants were excluded due to
being unable to fulfil the imaging requirements for these
patients within the community.

Feedback on the availability of family history informa-
tion highlighted an area for future quality improvement
as 5.2% of patients found this information difficult/very
difficult to obtain. While it can be difficult to provide
increased availability of information, particularly where
this is due to adoption, family disconnects or cultural
taboos to the sharing of health information, other
avenues could be explored to promote the availability
and accessibility of this information. These measures
could include more frequent recording of family history
information on existing patient systems, better collection
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techniques, improved data sharing protocols between

health records and dedicated resources for collection of

accurate family history information. The following areas
were highlighted as opportunities to improve the quality
of the service with corresponding actions:

» Improve breast pain literature by working with key
stakeholders to develop a bespoke leaflet.

» Improve collection of family history information by
working with FaHRAS to digitise the collection of
family history information.

» Improve education available for breast examination
to upskill staff.

» Improve support network for other breast pain clinics
through workshops and site visits to share learning
and improve adoption of pathways in other areas.

CONCLUSION

CBPCs have been successfully introduced at multiple
sites in Derbyshire, a catchment population of just over
1 million people. The evaluation results confirm that the
EMBPP can safely manage women with breast pain alone
in a community setting with high levels of patient satisfac-
tion, at the same time freeing up much-needed capacity
in secondary care diagnostic breast clinics. It is the first
breast pain pathway to demonstrate this, in keeping with
NHSE Faster Diagnosis Pathway Guidance.’
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