Community Breast Pain Clinics can provide safe, quality
care for women presenting with breast pain
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Breast pain is not 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. 1,036 patients were seen at Community Breast Pain Clinics between
June 2021 and February 2023 with 993 patients (95.8%) discharged from the
clinic with breast pain management advice.

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.

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 an increasing demand for 2WW breast clinic referrals, which
can lead to delays to the patient diagnostic pathway and failure to meet cancer
treatment time targets [1] [2]. The Breast Cancer Faster Diagnosis Pathway

1,036 patients were seen at Community Breast Pain Clinics (CBPCs) between
01/06/21-28/02/23. The median patient age was 49 (range 16-88) years. 993
patients (95.8%) were discharged from the clinic with management advice
regarding their breast pain. 43 (4.2%) patients were referred for further
assessment at a 2WW breast diagnostic clinic. Objective family history risk
assessment (FaHRAS, UK) identified 124 patients (12.3%) above population risk
of breast cancer and were offered referral to Familial Cancer Services for ongoing
management.

Figure 2. Cancers detected subsequently to CBPC attendance
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Seven patients were diagnosed with breast cancer at or within 12 months of
CBPC attendance (see table 1). Breast cancer incidence in women fulfilling CBPC
referral criteria was 4.8/1,000, confirming the population is at low risk of
developing breast cancer. Patient service satisfaction was high with 99% of
patients (n=1,022) “extremely likely or likely” to recommend the service.

Guidance [3] recognises these problems mandating triage of all new symptomatic
breast referrals and diversion of patients away from the one-stop clinics for those

Table 1. CBPC Patients Diagnosed with Breast Cancer

at low risk of a cancer diagnosis who do not have red flag symptoms, such as - Previous
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demonstrate that breast pain patients could be appropriately managed within a BC
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examination. Excluded were i) male patients, ii) patients under 16 years of age,

The Derbyshire evaluation provides evidence supporting the safety of the EMBPP.
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 in a 2WW clinic. 5/7 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 the NHSBSP. Mammographic screening advice is recorded
by the ANPs and screen-detected breast cancers diagnosed within 2 months of
the clinic visit are attributed to the clinic attendance. The other screen detected
cancer was impalpable, contralateral to her pain and detected at a scheduled
screen. The patient later referred with new symptoms (nipple retraction) had a
mammographically occult cancer even at the 2WW clinic.

iii) patients with a personal history of breast cancer who have an increased risk of
a second breast cancer and iv) patients with breast implants, as they are more
likely to require imaging or surgical opinion.

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 populations. The patient was seen
by an Advanced Nurse Practitioner (ANP) experienced in breast examination.
Breast cancer risk assessment was carried out according to NICE Guidelines
(CG164) for Familial Breast Cancer in primary care [6] using the FaHRAS software
(FaHRAS, UK).

2/7 breast cancers were in patients with a personal history of breast cancer, an
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 a
personal history of breast cancer when seen in the CBPC is automatically onward
referred to the 2WW clinic, even if clinical examination is normal. 5/1,034
patients with breast pain only who fulfilled the inclusion & exclusion criteria for
the CBPC had a breast cancer diagnosed giving an incidence of 4.8 per 1,000.
This prospectively collected data is in keeping with a recently published literature
review (4.6/1,000) [7]. Importantly there is no evidence that the diagnosis of
breast cancer would have been made earlier if the patients have been initially
referred to a 2WW.

Conclusions

Community Breast Pain Clinics have been successfully introduced at multiple sites
in Derbyshire, a catchment population of just over 1 million people. The
evaluation results confirm that the East Midlands Breast Pain Pathway can
safely manage women with breast pain alone in a community setting with high
levels of patient satisfaction, 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 [3].
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