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Results: The guidelines identify the minimum requirements needed to set up a BC, these being
an integrated Breast Centre, dealing with a sufficient number of cases to allow effective work-
ing and continuing expertise, dedicated specialists working with a multidisciplinary approach,
providing all services throughout the patients pathway and data collection and audit. It is
essential that the BC also guarantees the continuity of care for patients with advanced (met-
astatic) disease offering treatments according to multidisciplinary competencies and a high
quality palliative care service. The BC must ensure that comprehensive support and expertise
may be needed, not only through the core BC team, but also ensure that all other medical and
paramedical expertise that may be necessary depending on the individual case are freely avail-
able, referring the patient to the specific care provider depending on the problem.

Conclusions: Applying minimum requirements and quality indicators is essential to improve
organisation, performance and outcome in breast care. Efficacy and compliance have to be
constantly monitored to evaluate the quality of patient care and to allow appropriate correc-

tive actions leading to improvements in patient care.
© 2013 Elsevier Ltd. All rights reserved.

1. Introduction

In 2000 Eusoma, the European Society of Breast
Cancer Specialists, published a position paper ‘The
Requirements of a Specialist Breast Unit’ [1]. This doc-
ument represented the starting point towards accom-
plishing of what was demanded by the consensus
statement [2] of the first European Breast Cancer Con-
ference (EBCC1) that all women have access to fully
equipped multidisciplinary and multiprofessional breast
clinics based on populations of around 250,000 and that
quality assurance programmes for breast services should
become mandatory.

This paper has now been widely accepted and recog-
nised as a benchmark for the set-up of a Breast Centre.

The European Parliament in its 2003 and 2006 Reso-
lutions on Breast Cancer refer to this Eusoma paper in
its recommendations that breast disease is diagnosed
and treated in dedicated Breast Centres [3,4].

Eusoma has decided to up-date and revise its paper,
taking into account advances in diagnosis and treatment
and evidence based changes in practice that have
occurred in recent years with respect to the organisation
of a Breast Centre and the experience collected through
the voluntary certification process.

The objectives of this paper is to define the organisa-
tional model for a Breast Centre, the minimum standards
for the resources, expertise and data audit required of
specialist Breast Centres to ensure that they provide high
quality care to all women with breast cancer.

The main concept continues to be the multidisciplin-
ary approach [5] to breast cancer care provided by
health care professionals that are specialists in and ded-
icated to breast diagnosis, treatment and long-term care.

2. Definitions

Breast Centre: Is the place where breast cancer is
diagnosed and treated. It has to provide all the services
necessary, from genetics and prevention, through the

treatment of the primary tumour, to care of advanced
disease, palliation and survivorship.

The Breast Centre is made up by a cohesive group of
dedicated breast cancer specialists working together as a
multidisciplinary team with access to all the facilities
required to deliver high quality care throughout the
breast cancer pathway. This group does not necessarily
have to be a geographically single entity, as the Breast
Centre can be made up by services and specialists from
more than one hospital, within the same geographical
area, allowing for close multidisciplinary working and
guarantee easy access to all the necessary services.

Guidelines. Recommendations, including local organ-
isational aspects, for the diagnosis and management of
breast cancer at all stages, including surveillance and
long-term follow up.

Breast audit: Data monitoring and multidisciplinary
discussion of breast quality indicator results and bench-
marking for the purpose of identifying any critical issues
and taking appropriate corrective measures, including
designing new or revision of current guidelines.

Breast multidisciplinary meeting (M DM ): Meeting of
the core breast health professionals from the different
disciplines to evaluate and plan patient care at any step
of the diagnostic and treatment process.

Breast clinic: Used to mean a session, at which a
number of breast patients are seen for clinical examina-
tion and/or investigations, counselling, etc.

Breast specialist: A person certified in her/his own
discipline and fully trained in breast disease.

Breast core team member: Radiologist, radiographer,
surgeon, reconstructive surgeon, pathologist, medical
oncologist, radiation oncologist, breast care nurse and
data manager consistently spending at least part of their
working time in breast cancer (see sections on the differ-
ent specialties for the expected working time
recommendations).

Breast radiologist: A specialist in the imaging for
diagnosis (including interventional procedures), further
assessment and follow up of breast cancer patients.
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Breast radiographer: A technician that is specialist in
performing mammography and committed to achieving
mammographic quality.

Breast surgeon and reconstructive surgeon: A special-
ist in general surgery, reconstructive surgery or gynae-
cology with a special interest in breast disease.

Breast pathologist: A board certified specialist in
pathology with a special interest to breast disease.

Breast medical oncologist: A specialist in medical
oncology with a special interest in breast disease.

Breast radiation oncologist: A specialist in radiation
oncology with a special interest in breast disease.

Breast clinical oncologist: In some countries clinical
oncologists carry out both radiation therapy and medi-
cal treatment. In the remaining of this paper, clinical
oncology can be read wherever medical or radiation
oncologist is written.

Breast care nurse: A nurse with specialist training in
breast care nursing.

Breast data manager: A trained and dedicated person
responsible for breast data management.

Non-core team members: Specialists who are con-
sulted during the breast cancer patient management,
who are not routinely involved in breast cancer care of
each patient.

Clinical geneticist: A medical specialist concerned
with the assessment of genetic risk and counselling for
individuals or families with increased risk of breast
cancer.

Psychologist: Dedicated to the psychological support
to breast patients. Not usually medically qualified and
therefore not authorised to prescribe pharmacological
therapies.

Psychiatrist: Medically qualified specialist in psycho-
logical and pharmacological treatment of patients with
psychiatric and psychological problems.

Physiotherapist: Dedicated to the physical support of
patients after breast surgery.

Lymphatic drainage specialist: Dedicated to treat spe-
cifically problems related to disturbed lymphatic drain-
age after treatment in breast cancer patients.

Breast care worker: Qualified care provider (other
than nurse; e.g. radiation therapy technologist), trained
to give psychological support to breast cancer patients
and to act during treatment (e.g. radiation therapy)
and follow up as link between patients and the breast
team.

3. General requirements
3.1. Breast Centre

There must be an official formal document (that com-
plies with any national regulations) that demonstrates
the set-up of the Breast Centre.

The Breast Centre is encouraged to make a cost eval-
uation of its activity on a yearly basis.

3.2. Critical mass

A Breast Centre must be of sufficient size to have at
least 150 [6-8] newly diagnosed cases of primary breast
cancer (at all ages and stages together) coming under
its care each year, on a population base of about
250.000 [2,9].

The reason for recommending a minimum number is
to ensure a caseload sufficient to maintain expertise for
each team member and to ensure cost-effective working
of the Breast Centre [8-11]. There is now also good data
that shows that breast cancer survival is related to the
number of cases treated per annum [12].

Cases to be counted may have been diagnosed else-
where, but without receiving any breast cancer treat-
ment elsewhere.

All primary treatments must be carried out under the
direction of the Breast Centre (surgery must be carried
out in the Breast Centre, adjuvant therapies must be
agreed at the MDM by the Breast Centre team but
may be given in another site e.g. radiation oncology
and chemotherapy).

3.3. Clinical lead

The Breast Centre must have a nominated Clinical
lead, a medically qualified doctor from any specialty
within the core team. This person is responsible for
ensuring the multidisciplinary approach, the full
involvement of the breast experts from the core disci-
plines and their regular participation in the MDMs,
ensuring appropriate levels of training and continuing
medical education by the team members, breast related
research activity, performance based on breast cancer
quality indicators, data collection, etc.

3.4. Protocols

The Breast Centre must have written clinical proto-
cols, adapted for local use from international or national
recommendations, including local organisational aspects
that define the Centre’s requirements for the diagnosis
and the management of breast cancer at all stages (pri-
mary and advanced cancer), up to and including follow
up. All protocols must be agreed upon by the core team
members and should be formally reviewed on an annual
basis. New protocols and protocol amendments must be
discussed and formally recorded by the core team at its
audit meetings. While these protocols will define general
requirements, the multidisciplinary team should espe-
cially target care, taking into account the personal
requirements of each individual patient.

3.5. Audit

The Breast Centre must have a database for the pur-
pose of monitoring quality indicators [13] and for
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research. Data that should be recorded in the database
are related to: source of referral (screening programme,
spontaneous screening, symptomatic), clinical diagnosis,
pathological diagnosis, primary treatment and clinical
outcomes.

Data must include information on all primary cancers.
It is recommended that Breast Centres also record in the
database or in a register all surgical operations performed
on what is known to be or proves to be benign disease.

If breast screening is part of the service, the Centre
should record whether a case is screen detected or is
an interval case (a breast cancer detected after a normal
screening outcome before the next scheduled screening
examination) and document this information in the data
monitoring system accordingly.

Breast Centres must formally identify a data manager
who has responsibility for ensuring that all relevant and
required data are collected, recorded and analysed. Data
should preferably be collected contemporaneously dur-
ing the patient management process. The data manager
must work under the supervision of a designated core
team clinician (as identified by the Clinical lead).

The Breast Centre should also participate in external
benchmarking activities, (the comparison of Centre’s
results with those of other Breast Centres agreeing to
participate in this activity).

The Breast Centre team must hold at least annually a
formal performance and clinical protocol review meet-
ing to monitor the Centre’s data, using these for assess-
ing pre — defined topics and for designing and amending
protocols and QA systems. All breast team core mem-
bers must participate in the formal performance and
clinical protocol review meeting. Non-core team mem-
bers should also be encouraged to attend this meeting.

Minutes of all items discussed and a list of the partic-
ipants at this meeting must be kept.

The Breast Centre must achieve the minimum standards
for the mandatory quality indicators as defined by Eusoma
[13]. If a minimum standard is not achieved the team must
agree and document what appropriate corrective measures
will be applied and then compliance to the standard must
be re-evaluated at an appropriate time interval.

3.6. Multidisciplinary case management meetings

The Breast Centre must hold at least weekly a multidis-
ciplinary case management meeting (MDM) to discuss
diagnostic preoperative and postoperative cases, as well
as any other issue related to breast cancer patients, which
requires multidisciplinary discussion [14]. The Breast
Centre must discuss at least 90% of all breast cancer cases
at MDM. All cases with needle or surgical biopsy and
those cases without a definitive diagnosis must be dis-
cussed prospectively before any treatment is given. The
pre-operative MDM should consider three key compo-
nents that influence decision making: patient-related

factors, tumour related factor, treatment options [9]. At
the discussion of pre-operative breast cancer cases, the
following team members must be present: radiologist,
pathologist, medical oncologist, surgeon/oncoplastic sur-
geon, breast care nurse and radiation oncologist. At the
discussion of post-operative cases, the following core
team members must be present: pathologist, surgeon,
medical oncologist, radiation oncologist and breast
nurse. The other team members should be encouraged
to attend and, in any case, should be reachable for consul-
tation. The Breast Centre’s database should be used at
MDM for data retrieval and recording. Evidence on deci-
sions taken for each patient at the MDM must be for-
mally recorded. The team member’s participation in
each MDM must be formally recorded.

3.7. Screening

It is recommended that where possible population
based Breast Screening programmes be based within
or be closely associated with a Breast Centre and that
the radiologists are involved in both screening and
symptomatic breast imaging.

If the screening programme is not based within the Breast
Centre, the Centre should ensure that adequate written
information is received from the screening programme to
ensure that each case referred is managed effectively without
unnecessary repetition of diagnostic procedures.

3.8. Communication of the diagnosis, treatment plan and
waiting time

It is recommended that the diagnosis is given to the
patient as soon as possible. A preliminary communica-
tion on the diagnosis can be given to the patient by each
specialist according to their competence. Following the
appropriate MDM discussion to confirm the diagnosis
and plan the treatment the results should be given to
the patient by the clinician who will take primary
responsibility for providing this treatment to this
patient. A breast care nurse must be available to discuss
fully with the patient the options for treatment and to
give emotional support. A suitable room with sufficient
privacy should be available.

Each patient has to be fully informed about each step
in the diagnostic and therapeutic pathway and must be
given adequate time to consider the options and make
an informed decision.

A diagnosis of breast cancer must not be given to a
patient by letter or on the telephone, unless at the spe-
cific request of the patient in exceptional circumstances,
given adequate and fully informed choice.

Patients should commence the primary treatment
within 4 weeks from the definitive diagnosis or from the
first consultation at the Breast Centre if diagnosed
elsewhere.
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3.9. Patient information

Women must be offered clear verbal and written infor-
mation (leaflets) that describes the diagnostic and treat-
ment options. It is recommended that these leaflets are
developed by, and personalised for, the Breast Centre.
The Breast Centre should also provide written informa-
tion concerning local outpatient support groups and
advocacy organisations. It is recommended that patients
are provided with a list of their rights as outlined in the
breast cancer resolution of the European Parliament[3,4].

3.10. Teaching

The Breast Centre should provide teaching, whether
for junior staff members or students, on a national or
international basis. Some Breast Centres may particu-
larly concentrate on certain areas (e.g.) reconstruction,
screening, pathology, etc. The Breast Centre should
organise at least one teaching course per year at local,
regional or national level.

3.11. Research

Research is one of the essential parts of training spe-
cialists [15]. Breast Centres are encouraged to be
involved in translational research.

The Breast Centre should record the numbers of
patients participating in clinical trials and collect details
of any other research activities, such as evaluation of
newly introduced techniques. The Breast Centre should
aim to enrol at least 10% of all patients into clinical tri-
als, assuming fully informed patient choice.

4. Core team

All core team members should comply with the rec-
ommendations and standards defined in the Eusoma
guidelines for specialised Health Professionals [15].

4.1. Breast radiology

The Breast Centre must have at least two dedicated
breast radiologists.

To be considered a breast specialist each radiologist
of the Breast Centre must spend at least 30% of his/
her working time in breast imaging. This 30% has to
be calculated on the basis of the standard weekly full
working time as defined in the national collective agree-
ment on working times.

Where possible radiologists involved in the assessment
of breast patients should participate in both breast screen-
ing and the imaging of symptomatic breast problems.

They should participate in the related national or
regional radiology quality assurance schemes.

Each breast radiologist working in the Breast Centre
must read a minimum of 1000 mammography cases per

year (5000 cases per year for those participating in a
screening programme) [16].

Double reading of mammograms should be encour-
aged for both screening and symptomatic mammogra-
phy when the mammogram workload is less than 3000
per year.

With regard to patients referred from outside the
Breast Centre, the outside mammograms should be
reviewed by the Breast Centre radiologists.

Each radiologist must attend at least one diagnostic
clinic per week for symptomatic patients or breast
screening recall further assessment.

The Breast Centre must have all the necessary imag-
ing equipment for complete and adequate breast
diagnosis:

Mammography Unit (preferable digital)

Stereotactic biopsy attachment and/or dedicated
prone biopsy table

Ultrasound equipped with a small parts probe
>10 MHz

It is recommended that this equipment is not older
than 10 years, unless carefully maintained and comply-
ing with national and/or international standards.

Quality control of all equipment used for breast
imaging must be routinely performed, according to the
relevant national protocols and/or the European Guide-
lines [16].

The Unit must be able to perform the following
examinations:

Clinical examination
Mammography
Ultrasound of the breast and axilla

Core biopsy — free-hand, ultrasound guided and
X-ray guided. (If this is not available within the Breast
Centre there must be a formal agreement with a local
diagnostic service).

Breast MRI (If not available within the hospital, the
Unit must have an agreement with a local diagnostic ser-
vice that provides breast MRI).

Non-surgical diagnosis by needle biopsy of both
benign and malignant disease is the expected standard.
Primary diagnosis using open surgical biopsy must be
considered exceptional.

Core biopsy (CB) is considered to be the preferred
technique for sampling the breast.

Fine Needle Aspiration Cytology (FNAC) is the tech-
nique primarily used for sampling axillary lymph nodes.

The Breast Centre is also encouraged to perform vac-
uum assisted biopsy (VAB) under ultrasound, X-ray or
MRI guidance.

The Breast Centre must use a single formal imaging
risk classification (e.g. BIRADS™ or the European
Classification).
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Radiographers: Only radiographers with a special
training in breast diagnosis should be allowed to per-
form mammography.

The Unit must have at least 2 dedicated radiogra-
phers, each performing at least 1000 mammograms per
year [16].

The radiographers should also attend refresher
courses at least every 3 years [16].

The Breast Centre must have protocols detailing how
the periodical review of the technical performance of the
radiographers is carried out.

Radiographers should participate in regular audits of
their technical performance.

Breast Centres using either analogue film/screen
mammography, Computed Radiography mammogra-
phy (CR mammography) and full digital mammography
must have protocols on how to carry out quality control
on a daily basis and should follow the guidelines on
equipment quality control as detailed in the European
Guidelines.

4.2. Breast surgery and reconstructive surgery
(oncoplastic surgery)

The Breast Centre must have at least two dedicated
breast surgeons.

In the Breast Centre all surgeons (general, reconstruc-
tive or gynaecologist) operating on breast pathology
must be dedicated and specially trained in breast sur-
gery. To be considered a breast specialist the surgeon
must spend at least 50% of his/her working time in
breast disease. This 50% has to be calculated on the
basis of the standard weekly full working time as defined
in the national collective agreement on working times.
To be considered a specialist breast surgeon and a mem-
ber of the core team, each surgeon of the Breast Centre
must personally carry out the primary surgery on at
least 50 newly diagnosed cancers per annum [5].

If the Breast Centre has breast surgeons in training,
those breast surgeons responsible for supervising the
trainees during surgical procedures might perform less
than 50 primary cases as first operator. In this case offi-
cial documentation on their role as second operator
supervising the trainee must be available.

The increasing demand for reconstructive procedures
has fostered the development of oncoplastic surgery, i.e.
the combination between plastic and oncology surgery,
to obtain a good aesthetic result and optimising onco-
logic outcomes [6]. Oncoplastic techniques for breast
reconstruction are becoming a new standard of care in
the management of breast cancer patients [9].

The breast surgeons in the team should be able to
undertake basic reconstruction, when required, and
oncoplastic surgery.

The Breast Centre must make arrangements with one
or two nominated reconstructive surgeons with a special

interest in breast reconstructive and
techniques.

At the Breast Centre sentinel lymph node biopsy pro-
cedures must be available.

The Breast Centre should also advise and where nec-
essary treat women with benign disease, e.g. cysts, fibro-

adenoma, mastalgia, inflammatory conditions, etc.

reshaping

4.3. Breast pathology

The Breast Centre must have at least two dedicated
breast pathologists (one of whom should be nominated
as the breast pathology lead for the team). To be consid-
ered a breast specialist, the lead pathologist must spend
50% of his/her working time in breast disease and the
other dedicated pathologists at least 25%. This 25%
and 50% has to be calculated on the basis of the stan-
dard weekly full working time as defined in the national
collective agreement on working times.

The specialist breast pathologists should be responsi-
ble for all breast pathology and cytology dealt with by
the Breast Centre.

All specialist pathologists reporting breast cancer
must report on at least 50 primary breast cancer resec-
tions per year [17].

The dedicated breast pathologists should take part in
regional, national or European breast cancer reporting
quality assurance schemes.

The pathology laboratory must be equipped with:
microscopes, cryocut histoprocessors, microtome stain-
ing machines and immunostainers. The equipment
should be replaced every 10 years unless carefully main-
tained and complying with national and/or international
standards.

With regard to workup of the specimen, items
included in the report, nomenclature, special studies
(immunohistorchemistry for diagnosis, immunohisto-
chemistry for oestrogen receptor -+/— progesterone
receptor and access to HER2/neu testing), the dedicated
breast pathologists should fulfil the requirements set by
the European Guidelines [16].

For reporting core biopsies the unit must use the
B-classification as described in the European Guidelines
[16].

Double reading of biopsies is encouraged.

It is recommended that the Breast Centre has the
ability to show the histology of special cases at the
MDM, preferably from slides (videomicroscope or
scanned slide) to support the understanding of difficult
histopathological reports.

The pathology laboratory must archive slides, blocks
and histopathological reports following the relevant
national guidance but, as a minimum, for over 20 years
slides and blocks and reports for 30 years.

Breast pathologists should be familiar with their
national and/or European performance quality stan-
dards and guidelines.
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4.4. Breast medical oncology

The Breast Centre must have at least two medical
oncologists dedicated to breast cancer.

To be considered a breast specialist, the medical
oncologist must spend 50% of his/her working time in
breast cancer. This 50% has to be calculated on the basis
of the standard weekly full working time as defined in
the national collective agreement on working times.

Supervision of systemic therapy and or decision-
making process for adjuvant and neoadjuvant treatments
has to be supervised by the dedicated medical oncologists.

If medical oncology Unit is not available within the
hospital, the Breast Centre must have an agreement with
a medical oncology unit and the medical oncologist
must attend MDMs at the Breast Centre.

Outcome information on all patients treated with sys-
temic therapy should be collected, even if patients are
treated outside the Breast Centre.

4.5. Breast radiation oncology

The Breast Centre must have at least two radiation
oncologists dedicated to breast cancer.

To be considered a breast specialist, the radiation
oncologist must spend at least 40% of his/her working
time in breast disease. This 40% has to be calculated
on the basis of the standard weekly full working time
as defined in the national collective agreement on work-
ing times.

The minimum equipment in a radiation oncology
unit must include at least two megavoltage units, a sim-
ulator (preferably a computed tomography simulator)
and a computerised 3D planning system.

The radiation oncology unit must have a quality
assurance programme for the entire process, including
for the machines/infrastructure. If specific equipment
or working procedures are in place for treating breast
cancer patients, this has to be included in the quality
assurance programme.

The radiation oncology unit must comply with
national protocols with regard to quality assurance.

Radiotherapy planning must be done according to
optimised, preferably 3D, procedures (using tools such
as dose volume histograms) taking into account pre-
defined constraints for organs at risk (including as a
minimum heart and lungs).

Experience in special techniques such as forward
planned dose homogenisation (Intensity-Modulated
Radiation Therapy -IMRT like), partial breast irradia-
tion, treatment under respiratory control and 3D brach-
ytherapy is recommended.

If the radiation oncology unit is not available within
the hospital, the Breast Centre must have an agreement
with a radiation oncology unit and the radiation oncol-
ogist must attend MDMs at the Breast Centre.

Outcome information on all patients treated with a
radiation therapy should be collected, even if patients
are treated outside the Breast Centre.

4.6. Breast care nursing

At least two breast care nurses are needed per Breast
Centre.

To be considered a breast specialist, the nurse must
be dedicated full time to breast disease. Full time is cal-
culated on the basis of the standard weekly full working
time as defined in the national collective agreement on
working times.

Breast care nurses must attend the MDM:s.

Breast care nurses must be available throughout the
patient pathway from the diagnosis through treatment
and follow up, to offer practical advice, emotional sup-
port, further explanation with regard to treatment plan
and educational information on side-effects [18].

Breast care nurses must be available at the time of
communication of diagnosis and in case of communica-
tion of recurrent or advanced disease. For this purpose
the breast nurse must be present during the clinic or
must meet the patient immediately afterwards or how-
ever maximum of one week after diagnosis.

Breast care nurses should also be available at follow
up clinics.

Breast care nurses must be involved in the develop-
ment of protocols, patient pathways and information
material.

5. Other services and non-core team members
5.1. Clinics

Dedicated clinics run by Breast Centre core team
members guarantee patients continuity of care. All con-
sultations for breast disease must be done in dedicated
clinics, i.e. new patient clinics, advanced patient clinics
and follow up clinics must be separate, i.e. to each of
them a specific slot of time and location must be
assigned.

It is desirable that the Breast Centre is able to offer
advice with regard to dietary, nutrition and complemen-
tary medicine.

5.2. Clinical genetics clinic

The Breast Centre must have a dedicated clinical
geneticist responsible for the clinical genetics clinic.
Advice from other specialists, such as breast and recon-
structive surgeon, breast radiologist, gynaecologist and
psychologist may be required. The clinical geneticist, if
necessary, has to ensure immediate consultation with
the other Breast Centre team members.
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Breast Centres that are not running a genetic service
must have in place an agreement with a hospital where
this service is available. Close interaction between the
Breast Centre and the genetics service is required to
ensure continuity of care.

The patient data from these clinics should be formally
recorded in an appropriate database and this team
should be actively involved in research.

Genetic testing (for Breast Cancer - BRCA mutation)
must be available when required and a molecular genet-
icist should be accessible for consultation by the special-
ists in the clinic.

Risk assessment counselling and DNA testing for
BRCA mutations in a selected high risk group should
be offered, in accordance with unit protocols.

The clinical genetics service should offer:

Genetic analysis: Genetic testing should include com-
plete sequencing of coding regions, either directly or
after a screening method. Specific techniques to
detect duplications or deletions of one or more exons
may be indicated.

Diagnostic Surveillance: The Breast Centre should
have written protocols where diagnostic surveillance
is specially considered for high risk women including
screening MRI according to the level of risk.

Other intervention. The Breast Centre should have a
written protocol for prophylactic operations and
chemoprevention.

Psychological support: Psychological support should
be available and given to patients when necessary to
support them through their assimilation with their
genetic risk and to support their individual decision-
making.

5.3. New patient clinics

Women referred after screening or with symptoms
that are possibly related to breast cancer should be seen
within maximum 3 or 4 calender days. Clinics to which
patients are referred or self-referred must be staffed by a
surgeon (or equivalent clinician) or a radiologist from
the breast care team. Multidisciplinary working should
allow all standard investigations for triple assessment
(clinical examination and all appropriate imaging and
tissue diagnostic procedures) to be completed at one
visit.

5.4. Advanced breast cancer clinics

Advanced breast cancer patients must be seen within
the Breast Centre. These clinics must be separate from
the general oncology clinics and attended by a medical
oncologist and/or a radiation oncologist. The surgeon
should be available on request.

5.5. Second opinion

The Breast Centre should offer the possibility to
the patient to consult the different specialists in the
Breast Centre for a second opinion. If a patient
requests an external second-opinion this should be
facilitated.

5.6. Psychological support

A nominated clinical psychologist (psycho-oncolo-
gist) with special experience in seeing breast patients
must be available at the Breast Centre.

If the patient is experiencing psychological morbidity
that cannot be dealt with effectively by members (usually
breast care nurse or psycho-oncologist) of the Breast
Centre team, she should be referred to a psychiatrist
with whom particular arrangements to see breast
patients for the Breast Centre are made.

Regular support (advice, counselling and psychologi-
cal help) is given by breast care nurses and psychologi-
cally professionally trained persons with expertise in
breast cancer.

5.7. Follow-up of primary breast cancer

Follow up should be done within the Breast Centre
by members of the Breast Centre core team, according
to the local organisation and patient wish.

The Breast Centre should offer the possibility to pro-
ceed with all necessary imaging investigation procedures
at the same visit.

The Breast Centre must give advice and support to
the patient with symptoms and complaints due to hor-
monal therapy (ex: osteoporosis, gynaecological prob-
lems, etc.) referring the patient to the specific health
care giver depending on the problem.

If the follow up is not carried out by the Breast
Centre, the Centre should collect information at least
yearly and include these data in the Breast Centre’s
database.

5.8. Prosthesis

There should be a prosthesis fitting service within the
centre or referral to a service outside the hospital should
be given to the patient.

5.9. Physiotherapy and lymphoedema

There must be an identified physiotherapist, lympha-
tic drainage specialist or a breast care nurse for the treat-
ment of lymphoedema and its related sequelae.
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Physiotherapy and if necessary lymphatic drainage
therapy must be available for the postoperative recovery
period to ensure good shoulder mobility, etc.

A dedicated revalidation programme for cancer
patients who require assistance in the recovery of func-
tional status after treatment should be available.

5.10. Nuclear medicine

The Breast Centre must have access to a nuclear med-
icine service where specialists take care of all the proce-
dures and examinations relevant in breast cancer care.

5.11. Palliative care

The Breast Centre must be able to treat patients with
advanced breast cancer including loco-regional recur-
rences and metastatic disease, offering treatments
according to multidisciplinary competencies, as this sig-
nificantly improves quality of life.

With regard to end of life care the Breast Centre must
ensure that a high quality palliative care service is avail-
able and, if possible, links with the local network for home
assistance (ex. hospices, home care organisations, etc.).
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