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WHY DO WE NEED MORE
GUIDELINES?!




Three Q

To improve quality and
experience —
for patients and staff



Background

900 breast cancer diagnoses per week in UK
hospital breast units under pressure

expanding commitments

diagnostic pathways have changed

screening diagnostic guidelines have been updated

benefits of making full use of all multidisciplinary
team



Purpose

Cover diagnosis of women referred by their GPs to hospital
breast units for the assessment of breast symptoms

Include all referrals regardless of whether cancer is suspected
Deal specifically with process of triple assessment, up
diagnosis

Do not extend into management of diagnosed benign or
malignant disease

Primarily aimed at women with new symptoms

Also apply to previous breast cancer patients with a new
concern

Audience: all health care professionals involved in the
management of breast disease in hospitals and the community;
patients; those who manage provision, commissioning and
funding of services



To be used alongside existing detailed information and guidance:

eAssociation of Breast Surgery at BASO. Surgical guidelines for the management of breast cancer. 2009
eMap of Medicine: Symptomatic breast disease.
http://healthqguides.mapofmedicine.com/choices/map/breast diseasel.html

eNational Cancer Action Team. National Cancer Peer Review Programme. Manual for Cancer Services
2008: Breast Measures

eNational Institute for Health and Clinical Excellence. Referral guidelines for suspected cancer. 2005
eNational Institute for Health and Clinical Excellence. Early and locally advanced breast cancer: Diagnosis
and treatment, NICE clinical guideline 80. 2009

eNational Institute for Health and Clinical Excellence. Advanced breast cancer: Diagnosis and treatment,
NICE clinical guideline 81. 2009

eNational Institute for Health and Clinical Excellence. Familial breast cancer: the classification and care of
women at risk of familial breast cancer in primary, secondary and tertiary care (partial update of CG14).
2006

eNational Institute for Health and Clinical Excellence, Guidance on cancer services: Improving outcomes in
breast cancer — manual update. 2002

eNational Institute for Health and Clinical Excellence, Guidance on cancer services: Improving supportive
and palliative care for adults with cancer: the manual. 2004

eNHS Breast Screening Programme. Guidelines for non-operative diagnostic procedures and reporting in
breast cancer screening. NHSBSP Publication No 50. 2001

eNHS Breast Screening Programme & Royal College of Pathologists. Guidelines for pathology reporting in
breast disease. NHSBSP Publication No 58(v2). 2005

eNHS Choices. www.nhs.uk

eNHS Improvement. Ensuring better treatment: Going further on cancer waits. An improvement guide for
supporting sustainable delivery. 2009

eRoyal College of Pathology. Tissue pathways for breast pathology. 2009

Skills for Health - M1: Assess individuals with suspected breast disease.
https://tools.skillsforhealth.org.uk/competence/show?code=M1



http://healthguides.mapofmedicine.com/choices/map/breast_disease1.html
http://www.nhs.uk/
https://tools.skillsforhealth.org.uk/competence/show?code=M1

Process of development

* Multidisciplinary
* DH; CRS; Breakthrough Breast Cancer

* Review by professional groups




. What are the main difficulties
facing breast clinics in 20107



Some Concerns

Can you manage the overall quantity of referrals!?
Are you managing the 2 week wait for all?

Can you sustain the quality of your service?

How will you deal with screening expansion?

Do you have digital mammography? — if not, is it
planned?

Do you have extended role practitioners in nursing
and radiography? —if not is this planned?

What will breast diagnostic services look like in 5
years time!



Content

Referral

. Assessment

.
2
3. Multidisciplinary meeting
4. Quality Indicators

5

. Algorithms



Referral

Referral from primary care to breast clinic
Lump, lumpiness, change in texture

.
2
3. Nipple symptoms
4. Breast pain

5

. Axillary lump (in absence of clinical breast
abnormality)

6. Communication



Assessment

One-stop assessment
Breast lump, lumpiness, change in texture
Nipple symptoms

. Axillary lump

.
2
3.
4. Breast pain
5
6. Women with breast implants
/

Breast lumps in men



2. How can new diagnostic
guidelines help to address the
difficulties facing breast units!?



Some key messages

Role of GPs
Information, communication and support

One stop assessment

Clinical examination

— by “a suitably trained member of the multidisciplinary
team. This may be a nurse practitioner, radiographer,
radiologist, breast clinician or surgeon™

Imaging

— Suitably trained; Digital; 40; MRI

Biopsy (mainly image guided)

— “Needle core biopsy is preferred rather than FNAC”



Breast pain

* “is a common symptom and if of short duration
with no other clinical concern may be managed
initially in a primary care setting

* When there are associated, or incidental, focal
clinical signs in the breast (localised tenderness,
nodularity, swelling or a lump) follow the lump
imaging protocol (2.3). If infection or abscess is
suspected an initial ultrasound scan should be
performed and any fluid or pus aspirated and
cultured.

* Breast pain alone is not an indication for
imaging.”



X-ray mammography

* “is not indicated for the majority of patients aged
< 40 years. Mammography should be provided in
all women with proven malignancy even if < 40
years.

* X-ray mammography is used in the investigation
of women aged = > 40 years with the addition of
ultrasound when indicated.

* Mammography should include MLO and CC views
of each breast. Digital mammography is
preferred to film screen mammography,
particularly for women aged < 50 years and those
with dense breast tissue.”



Assessment of the axilla

o “Ultrasound of the axilla should be carried out in
all patients when malignancy is expected.

* If lymph nodes showing abnormal morphology on
ultrasound are found, needle sampling should be
carried out under ultrasound guidance.

* Lymph node sampling may be performed using
FNAC or needle core biopsy (published studies
have shown no significant differences in sensitivity
or specificity)”



Multidisciplinary Meeting

Discussion of all who undergo triple
assessment

“All patients who undergo needle biopsy during
assessment should be discussed.

Patients in whom there is a discrepancy between
the clinical findings and imaging should be
discussed in order to decide whether further
investigation should be undertaken.”



5. Algorithm A. Assessment: Lump/Lumpiness

=







Appendix A:
Example of information for patient leaflet

* Why have | been referred to a breast clinic’ What
should | do now?

* How long will | have to wait for my appointment?

* Do | need to tell the clinic anything before my
appointment?

* Do | need to make any special preparations
before attending the clinic?

* Can | bring someone with me to the clinic?



Appendix A:
Example of information for patient leaflet

* How do | get to the clinic?

* Will | be able to reclaim my travel expenses from
attending the clinic?

* When should | arrive at the clinic?

* How long will | be at the clinic?
* Who will | see at the clinic?

* What tests will | need?

* When will | get my results?

* What if | want more information?



Appendix B:
Example, pre-clinic patient questionnaire

* Age / occupation / number of children /
allergies

* Have you had any serious illnesses in the past!?

* Are you taking any drugs regularly?

* Have you had any breast problems in the past!?

* Have you noticed any lumps or other changes
in your breasts recently?



Appendix B:
Example, pre-clinic patient questionnaire

Is there a history of (breast / ovarian / colon /
rectum) cancer in your family?

Are you currently using the contraceptive pill?
Are you currently pregnant?

Have you ever taken Hormone Replacement
Therapy?

Have you had a hysterectomy?



3. How can we test them and
measure their impact!?



Quality indicators

MNational requirement:

1

HeferraliAccess
All patients with breast symptoms referred to a specialist are seen within two weeks of referral.

perational standard = 93%)

Developmental markers of gquality:

Q2 | Delayed Diagnosis Cancers
Less than 1% of new symptomatic cancers per annum are diagnosed between 3 and 12 months
after triple assessment. (marker of gquality = 99%)

Q3 | Cancer Diagnosis
All patients with symptormatic invasive cancer receive the diagnosis within 5 warking days of initial
assessment. (marker of quality = TBA)

14 | Physical Examination
All patients should have a physical examination and the level of suspicion for malignancy should
be recarded using the P1-5 scale. (marker of quality = 95%)

QIS | Ultrasound
A-ray mammography is not indicated for the majority of patients aged less than 40 and ultrasound
imaging is the method of choice. {marker of quality = TBA)

Q6 | imaging
For patients having ultrasound andfor ¥-ray imaging, the level of suspicion for malignancy should
be recorded using the U1-5 and R/M1-5 scales. (marker of quality = 95%)

QU7 | Fine Needle Aspiration Cytology [FNAC]
Meedle core biopsy is preferred rather than FMAC for lesions suspicious of cancer. (marker of
guality = 95%)

Q8 | MNeedle Biopsy
For patients having needle core biopsy and/for fine needle aspiration cytology (FMAC), the level of
suspicion for malignancy should be recorded using the C1-5 and B1-5 scales. (marker of quality
= 95%)

GI9 | Triple Assessment
All patients 'requiring’ Triple Assessment (clinical, imaging, and needle biopsy) have this
performed at their first visit. (marker of quality = 95%)

Q10 | fmaging Under 40 Years

All patients aged =40 years with ultrasound features categorized as L4-105 should undergo X-ray
marmrmography. (marker of guality = 95%)




Appendix C. Quality indicators and their measurement

No. Quality Indicator (Ql) Data Source Comment Section

National requirement:

QN | ReferraliAccess Cancer Waiting | GIT - Manitaored at national level in the Cancer Waiting Times targets as the 2 week 1.1
All - patients  with  breast Times data wait target ‘Time from GP referral' to 'date first seen’.
symptoms  referred  to a3
specialist are seen within two The Gl would be monitored by referral type (urgent [U], non urgent [MU]), gender,
weeks of referral {operational age and socio-economic status (SES) to look at effect of new 2 week for all policy to
standard = 53%) see where feedback can be provided to GPs an inappropriate referrals.

{

Developmental markers of quality:

alz ncers | COWT HES/CDS, | Q12 - Monitor time from assessment clinic attendance (e 'date first seen' to 21
Less than 1% of new

CR data bl wbysical examination results [P1-P8],  w-ray

5], needle biopsy results -
51-B5] results for
/CDS and

symptomatic  cancers
annum are ;

a3

he

QU | Physical Exam
All patients  should
physical examination and the

level  of  suspicion  for

inic who have 214
. 248

| LD - rrom aer mor = physical examination sensitivity i.e. proportion of patients




Tabkle 2 Mew Data ltems Reguired in the MNational Cancer Data Set

MNo.

Data i®m

Codes Definiticn
Section: Diagnosis and imaging
1 Cate of beas clinicalphysicalexamnaton ddimmécy | Suipatient appointment st sassessment cinic
2 Hospialof breast cinicaliphysical 2@ minstion Org code Ovrganisstion code {code of provider)
= Fesult ofbeas clinicallphysical examinaton 1 Homal
2 Benign
3 Unosrsin
& SUSpICIDUS
e e E———
£l =
=1
[=}
[
1 National Cancer Data Set
=
k=]
G I uErasound Of me 8l y
11 RHosprialof ulbrasound of the axlla g coda ‘rrganiisation code (code of prowvider)
12 Fesults of ubrasound of the axilla K| Homal
2 B=nign
W] IndetE=minsate’probably bengn
WX SUusSpIcioUs of malignancy
o5 Highly suspicious of malgnancy

Section: Pathology

Caiz o=mas FMATC samoi= tak=n

Hospialoforeast FRAT

Already ncuded m MCOS

Fatobg= repordng b=asd FNAD G code
13 Fesulis of beas cyiobgy fine neade [a] InadequsatefunsatisTadony specimean
aspiration cyiology (FRAC) [e] Mo evdence of malignancy
3 Frobabhy b2ngn
[aZ] SUSpIciouU s of malignancy
[els] Malignant
Cats o=as core Dioosy Bk=En i ; Already ncudaed m MCOS
Hospislofbresst core Dopsy %%
Fatobg=st reporing be=ast core Diopsy GMC code
LE] Fesults of beast cors Dopsy B1 Un=sstistactony §f nomnsl tissoe
=3 Benign
=3 Unocermin malignant potental
B4 Suspicious
=141 Malignant
Ebs in =i
=}t [nwasive

Fmt o




Discussion




