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Abstract
Background
Key success factors for significantly improving patient satisfaction on breast cancer care are not well known. Data
obtained over a period of 6 years in a breast cancer clinic provide a portrait of the evolution of patient satisfaction
on quality of care.

Methods
We measured 19 patient satisfaction items and 6 groups of 60 consecutive Primary Operable Breast Cancer patients
filled in the (validated) questionnaire. A first group prior and a second group after the implementation of a clinical
pathway, a third group after the introduction of a breast cancer nurse following patients systematically only postoperatively, a fourth group having an additional consultation of the breast nurse in the diagnostic and preoperative
phase and a fifth and sixth group after implementing education sessions for hospital staff and the Eusoma and other
national guidelines.

Results
We found that the successive modifications of the care process resulted in an improvement of patient satisfaction
for all items and for 16 of the 19 items these improvements were significant. The number of items for which dissatisfaction was higher than 5% diminished from 18 to 3 of the 19 items (group 6 versus group 1).
Conclusion
Significant improvements were only achieved by combining the implementation of a clinical pathway, a specialist
breast nurse, education sessions and Eusoma and national guidelines. In particular, the role of the specialist breast
cancer nurse was found to be of major importance to coordinate the care process and guide patients through the
pre- and postoperative phase of their treatment.

Summary statement
What is already known about this topic
•

Breast cancer patients and their family often suffer from psychological distress, have social problems and
substantial needs for information.

•

A specialist breast nurse improves the outcomes for women by providing information and support which
promote continuity of care, improve their illness experience and quality of life.

What this paper adds

•

A measurement of patient satisfaction over a 6 year period after each phase in the stepwise implementation of a clinical pathway, specialist breast nurse position, education sessions and Emma guidelines.

•

In-depth analysis of impact of each modification to the care process on patent satisfaction, which revealed that improvements were only made after implementation of the specialist breast nurse position.

Implication for practice and/or policy
•

Hospitals focusing on improving patient satisfaction should implement a specialist breast nurse position
in combination with a clinical pathway and education sessions for nursing staff.

•

The specialist breast nurse should play a central coordinating role in the cancer care process.

•

The specialist breast nurse’s main tasks should be providing information and emotional support to patients and family and providing information about the patients to other health care provides.
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1 Introduction
Breast cancer is the most frequently occurring form of cancer amongst women (WHO 2005). The incidence is estimated annually at 1,151,289 new cases (2002) with 410,712 patients dying from the disease each year (Parkin 2005). Several studies have shown that breast cancer and its treatment often
lead to psychological distress and social problems (Morris 1983, Knobf 1986, Schag et al. 1993,
Schover 1991). Dealing with the many challenges relating to a diagnosis of breast cancer, such as
lengthy treatments and trying to combine recovery with family and work commitments, can have a
significant and negative impact on women (Fallowfield 2002, Schultz 2005, Spagnola 2003). Moreover, the effects on family members may decrease their ability to emotionally support breast cancer patients (Lewis 1990, Hilton 1993). Research has shown that women with breast cancer have unmet
needs for information and support (Suominen et al. 1994, Rees et al. 2000). Studies by Maguire et al.
(1983), Clacey et al. (1988) and McArdle et al (1996) showed that a Specialist Breast Nurse (SBN)
can have a positive impact on the continuity and women’s understanding of care. They reduce psychological morbidity and anxiety and increase the identification of women’s depression (National Breast
2003). The National Breast Cancer Centre (NBCC) report defines the SBN as a registered nurse who
applies advanced knowledge of the health needs, preferences and circumstances of women with breast
cancer to optimize the individual’s health and well-being at various phases across the continuum of
care including diagnosis, treatment, rehabilitation, follow-up and palliative care (National Breast
2005).
The care of breast cancer patients is increasingly organized within the framework of multidisciplinary breast cancer clinics (Calman et al. 1995). According to the European Society of Mastology
(EUSOMA) position papers on key mandatory requirements for breast cancer clinics, the care they
provide should include Specialist Breast Care Nurses (EUSOMA 2006). The SBN works collaboratively with the treatment team to ensure that women are fully informed, to coordinate care, to offer
counseling and support, to facilitate liaison with and referral to other health professionals and to act as
a resource for others members of the treatment team (National Breast 2003). Most evidence about the
benefit of SBN’s comes from the United Kingdom, Australia and Canada.
Recently, the Australian National Breast Cancer Centre developed an evidence based SBN model of
care for Australian Hospitals (National Breast 2005). This model includes a clinical pathway in which
women were offered five scheduled consultations at key treatment phases: diagnosis, preoperative,
postoperative and two follow-up phases across a 12 week period from diagnosis.
According tot Cruickshank et al. (2009), further research is required before the impact of SBNs on
aspects of quality of life for women with breast cancer can be known. When we reviewed the existing
body of literature, we found that the impact of implementing the SBN role and the clinical pathway on
patient satisfaction had never been thoroughly investigated. This is an important gap in the research
literature given the increasing number of patients being treated by SBN’s. For a long period of time,
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the role of the SBN did not receive much attention in Belgium. The Sint-Augustinus hospital in Antwerp was pioneering for introducing the SBN role based on the Australian model in Belgium.

2 Background
2.1 Clinical pathway

Clinical pathways are structured multidisciplinary care plans that detail the essential steps in the care
of patients with a specific clinical problem and describe the expected progress of the patient. They facilitate the introduction of clinical guidelines into clinical practice. They are also a means of improving systematic collection of clinical data for audit and promoting change in practice (Campbell et al.
1998). The hospital monitors a number of Key Performance Indicators (KPIs) to measure the effectiveness of the provided care. One of these KPIs is patient satisfaction. Patient satisfaction is seen by
the hospital as being of major importance. A couple of years ago, the management set the goal to turn
its breast cancer unit into one of the leading centers of the region and to make patient satisfaction into
one of its key competitive advantages. Patient satisfaction on the provided care was thoroughly measured and the results were continuously analyzed to discover potential avenues for further improvement.
2.2 Information and support needs of women with breast cancer

Women with breast cancer (Boman et al. 1997, Degner et al. 1997) and their family members (Hilton
1993, Carlsson et al. 1996) have substantial needs for information (Rees et al. 2000). Adequate information allows the patient to make informed decisions (Cawley et al. 1990, Cooley et al. 1995), can aid
coping (Cameron et al. 1994, Shaw et al. 1994), and lower anxiety and distress (Meredith et al. 1996,
Michie et al 1996). There have been multiple studies that analyzed the information needs of women
with breast cancer and their family members around diagnosis (Northouse et al. 1997, Kilpatrick et al.
1998), during treatment (Galloway et al. 1997, Northouse 1989) and after diagnosis and therapy
(Degner er al. 1997, Luker et al. 1996).
Luker et al. (1996) and Degner et al. (1997) found that the information needs of women with breast
cancer are not static but change over time. Around diagnosis, women specifically need information
about probability of cure, treatment options and the stage of disease (Bilodeau & Degner 1996, Shaw
et al. 1994). During treatment, they mostly want information about therapy (Harrison-Woermke &
Graydon 1993, Galloway et al. 1997). They also want information about the disease, investigate tests
and recurrence at this time.
Some studies also investigated the information needs of family members at various points of time
(Chalmers & Thomson 1996, Chalmers et al. 1996). They found that family members also want information regarding the disease, diagnosis, prognosis, treatments, expected course of recovery and
prevention of recurrence (Hilton 1993, Kilpatrick et al. 1998).

2.3 Problems with information and support provision by Health Care Professionals

In the literature, the importance of the role of Health Care Professionals (HCPs) in providing information to women with breast cancer has often been highlighted. Fridfinnsdottir (1997) found that information support by HCPs is essential during the diagnostic phase. Bilodeau & Degner (1996) found
that newly diagnosed breast cancer patients preferred verbal information from HCPs.
Unfortunately, many women are not satisfied about the information received from HCPs (Cawley et
al. 1990, Palsson & Norberg 1995). They complained receiving “double messages” from physicians,
insufficient and inadequate information regarding treatment and doctors hurrying their consultations
too much (Palsson & Norberg 1995). Women were also found to be unsatisfied about the preoperative
information they received (Cawley et al. 1990).
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Cancer care is increasingly being organized around multidisciplinary teams (Calman & Hine 1995).
Van Wersch et al. (1997) analyzed a multidisciplinary breast cancer care approach and found that the
multidisciplinary care received by women led to problems and gaps in the continuity of information
provided by HCPs. As a result, many patients received contradictory information because different
professionals did not know what other team members were doing to, or telling the patients. A study by
Lerman et al. (1993) showed that 84% of women with breast cancer reported difficulties communicating with their HCPs. These problems included difficulties in understanding physicians, difficulties
in expressing feelings, difficulties asking physicians questions and desire for more control. These
communication problems were associated with increased anxiety, depression, anger and confusion.
Moreover, partners complained about HCPs ignoring their information needs (Bilodeau & Degner
1996) and having little contact with nursing and staff (Northouse 1988).

2.4 Role of the specialist breast care nurse

Several researchers have discussed the important role of nurses as information providers (Poole 1996,
Galloway et al. 1997). Hardie et al. (2010) compared patient experiences of the breast cancer nursing
service before and after a clinical nurse specialist was appointed. The evaluation showed that the clinical nurse specialist improved respondent’s experience and satisfaction with the cancer service. According to Poole, breast cancer patients should have access to specialist breast nurses who are trained
to give information and psychological support. Research has shown that the SBN helps in improving
the outcomes for women by providing information and support which promote continuity of care
(Redman 2003, Yates 2007). Women themselves were positive about the outcomes of their interactions with the SBN. Gray (2002) showed that women found supportive care by the SBN to be essential
in improving their illness experience and quality of life. Likewise, in interviews with women with
breast cancer conducted by Halkett (2006), interviewees repeatedly highlighted the importance of the
role of the SBN in providing support through communication, establishing rapport and an awareness
of their needs. National and clinical guidelines recommend multidisciplinary teams as the best way to
manage breast cancer and maximize outcomes (Grunfeld 2005, NICE 2002). The effectiveness of
these teams comes from common goals and understanding among members as to the impact of the illness on each woman, recognizing her circumstances, feelings, concerns and preferences for the treatment and the contribution each can make (Mileshkin 2006). SBNs are a regular feature of multidisciplinary breast cancer care teams (Amir 2004, SIGN 2005) and have been shown to impact positively
on the overall quality of clinical care provided to women and on the work of their teams and medical
colleagues (Haward 2003). The recent study of Clark et al. (2009) showed that SBN’s were able to
provide an equal level of support to depressed patients as to non-depressed patients whereas depressed
patients felt less supported by surgeons and ward nurses than did non-depressed patients.
In the United Kingdom (UK), the breast care nurse has been an established specialist nurse position
in the health care system since the mid 1970s (Tait 1995). In the UK, this role mainly focused on
providing psychosocial support and advice to the patient and her family during the diagnosis and initial treatment phase of breast cancer (Richards et al 1994, Poole 1996). Poole adds that this nurse also
has an important role to play in health promotion by generating public awareness, educating patients
and nurses about “breast awareness” and providing an accessible service to encourage women with
breast cancer symptoms to seek advice, investigation and assistance. A third aspect of the role according to Poole (1996) is the provision of comprehensive prothesis fitting service to patients with breast
cancer who have undergone surgery. The study conducted by Tait (1995) describes how nurses view
the role of the breast nurse in the UK. It turned out that the characteristics of the breast nurse’s role
varied significantly across the sample of 108 nurses. One of the most interesting conclusions of Tait’s
study was that the role of breast care nurse was still relatively new and developing over time with significant variations both in how it is enacted and the level of expertise evident amongst the nurses. Both
Poole (1995) and Tait (1995) highlighted the difficulties in describing the role of the breast care nurse.
Over the last decade, the number of specialist breast nurse positons has increased significantly in
Australia. White et al. (1998) was the first published research paper that describes the role of the
breast care nurse in an Australian context. Questionnaires were distributed to 16 expert nurses. Again,
the results revealed that these nurses, whilst specialists in breast care, have extensive variation in the
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enactment of the role. Eleven role elements were described as significant, although to varying degrees:
supporter, educator, counselor, adviser, team member, resource person, caregiver, public advocate,
manager and researcher. The major focus of their role is the psychosocial support of patients during
their breast cancer journey. Recently Jones et al. (2010) confirmed through interviews with SBN’s and
HCP’s that provision of information and support to people with breast cancer and their family are the
core of the role. These findings are in line with those reported in the literature (Tait 1995, Neale 1997).
The role is “holistic” in that the breast care nurse also provides physical care for patients. Yates (2007)
identified five main domains of competency for SBNs. The advanced level of SBN knowledge and
skills is reflected in five core domains of practice and the SBN competency standards have been developed around these five core domains. The five domains of practice are as follows:
• Supportive care: This domain comprises competency standards that reflect the ability of the
SBN to identify multiple physical, psychological, social, sexual and spiritual needs of clients throughout the continuum of breast cancer care and to implement evidence based supportive care interventions in a flexible and responsive manner, in the context of a collaborative multidisciplinary approach to care, to achieve optimal health outcomes for clients with
breast cancer.
• Collaborative care: This domain comprises competencies reflecting the ability of the SBN
to facilitate a collaborative approach to care planning, implementation and evaluation by
ensuring the client and service providers are working effectively as a team and that those
involved in a client’s care have established secure and dependable relationships to meet client needs. These competencies include the recognition of the critical interdependence between the SBN role and other nurses and health professionals involved in a woman’s care.
• Coordinated care: This domain incorporates competencies reflecting the ability of the SBN
to facilitate a coordinated approach to care planning, implementation and evaluation by ensuring a comprehensive range of health and support services are delivered in a timely, flexible and efficient manner in response to client needs.
• Information provision and education: This domain incorporates competencies reflecting the
ability of the SBN to provide comprehensive, specialized and individualized information to
clients about the pathophysiology of breast cancer and its effects, treatment approaches,
supportive care and self management strategies, using evidence based educational strategies
that are consistent with individual clinical circumstances, preferences, information and selfcare needs.
• Clinical leadership: This domain contains competencies reflecting the ability of the SBN to
advance and improve breast cancer care through a range of clinical leadership and professional activities.
These competency standards are very similar to the ones defined by the Canadian Breast Cancer Initiative for the so-called Navigator role (Canadian Breast 2002). Various educational models and postgraduate programmes have evolved to prepare SBNs for their role (Eicher 2006, Cataliotti 2007, RCN
2007).

3 The study
3.1 Aim

The aim of this study was to identify the key success factors for significantly improving patient satisfaction on breast cancer care. We describe a case study on the stepwise implementation of an evidence
based clinical pathway and an evidence based specialist breast nurse model in a breast cancer clinic.
We thoroughly measure, analyze and describe the evolution of patient satisfaction before, during and
after the introduction of the clinical pathway, the SBN consultation during the postoperative phase, the
SBN consultation during the preoperative phase, the education sessions for hospital staff and the
EUSOMA and other national guidelines.
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3.2 Participants

The Sint-Augustinus hospital is located in Antwerp (Belgium) and has over 600 patient beds. The Oncology center treats about 2500 new cancer patients a year. The hospital is also part of the Iridium
Cancer Network consisting of 6 hospitals in Antwerp. The Breast Cancer Clinic treats about 400 new
patients with Primary Operable Breast cancer each year. In the past, the treatment of breast cancer and
the collaboration between the different stakeholders of the care process happened on an ad hoc basis.
In the year 2002, the clinical path POBC was introduced.
In this study, 6 groups of 60 consecutive POBC patients filled in the questionnaire. The first group
did this prior to the implementation of the clinical path. The second group filled in the questionnaire
one year after the introduction of the clinical path with scheduled consultation of a breast cancer specialist (from January 2003 onwards) in the postoperative and follow-up phase of treatment. The third
group filled in the questionnaire after introducing a breast care nurse (from January 2005 onwards)
following patients systematically only postoperatively in the same setting. The fourth group filled in
the questionnaire (from January 2006 onwards) having additional consultations of the breast nurse in
the diagnostic and preoperative phase. The fifth and sixth group did this after the implementation of
the education sessions on breast cancer care for the hospital staff and Eusoma and national guidelines
(from January 2007 and 2008 onwards).
The questionnaire was handed over to the patients by an independent person who was not involved
with the care process of the patient. Patients received the questionnaire at the day of their admission
from the hospital. Patients completed and posted the questionnaire anonymously.
3.3 Data collection: patient questionnaire

During this study, patient satisfaction was measured using a previously validated questionnaire developed by the Belgian Dutch Clinical Pathway Network (BDCPN) on 19 different aspects of organization of care. These questions were scored from 1 to 4 (1: dissatisfied; 2: more or les dissatisfied; 3:
more or less satisfied; 4: satisfied). Whether or not the patient would choose the same hospital the next
time was asked in a final question (no 20). This questionnaire was derived, adapted and translated
from English to Dutch from a larger questionnaire developed by Chou et al. (1999). We chose to use
this questionnaire because most of the other available instruments only measure overall satisfaction in
hospitals and cannot be used for measuring the impact of the organization of the care process.
3.4 Ethical considerations

The evaluation of patient satisfaction is part of the continuous quality monitoring and improvement
project of the hospital. Every patient consented to fill in the questionnaire and the questionnaire was
filled out by the patient herself. The person handing over the questionnaire explicitly mentioned to the
patient that the provided information will be processed anonymously. This person also explained to
the patient that participation is voluntary and that she is free to withdraw at any time without giving a
reason and that a decision to withdraw will not affect the care she receives.
3.5 Data analysis

The data at hand was analyzed using Microsoft SPSS software. Procedures undertaken included descriptive and inferential statistics. Descriptive analysis focused on frequencies and measures of central
tendency. Significance test were used to examine the relationships between high and low patient satisfaction in relation to, for example, the introduction of a SBN role. The conventional levels of significance (p < 0.01, p < 0.05 and p < 0.10) were used.
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4 Findings
The spider-web diagrams in Figures 1-5 represent the level of patient satisfaction on 19 different aspects of the provided care. The evolution of patient satisfaction is visualized over a 6-year period
(from 2003 onwards till 2008). The diagram should be interpreted as follows: the level of satisfaction
is highest (up to 100%) on the outer part of the web and lowest on the inner part of the web (50% and
lower). Analyzing the web reveals that from 2003 until 2008 there has been a clear evolution towards
the outer part of the web and thus towards a global higher level of satisfaction. The exact levels of patient satisfaction are displayed in Table 1. The p-values were obtained by comparing the values of
2008 with those obtained in 2003.
The introduction of the clinical pathway POBC significantly improved patient satisfaction on the
waiting times during the hospital stay, the way hospital staff cared about the patient as a person and
the initiatives to keep the family well informed and to involve them in the provided care (p < 0.01 for
group 2 versus group 1). Moreover, the amount of dissatisfaction higher than 5 % was reduced from
18/19 to 13/19 of the questioned items (group 2 versus group 1).
Introducing the breast care nurse in respectively the postoperative phase (group 3) and pre- and
postoperative phase of the care process (group 4) further significantly improved patient satisfaction
regarding uniformity of information from the care providers (p < 0.01 for group 4 versus group 2), the
information given to them about the disease, investigative tests and treatment ( p < 0.05 for group 4
versus group 2) and the preparation they received to care for themselves after discharge from the hospital (p < 0.05 for group 4 versus group 2). Moreover the level of dissatisfaction was further reduced
having 8/19 items in group 3 and only 3/19 items in group 4 (p < 0.05 versus 1,2,3) scoring higher
than 5 %.
After introducing the combination of the clinical pathway, the SBN consultation during the pre- and
postoperative phase, the education sessions and guidelines patient satisfaction improved for all questioned items. For 16/19 items this improvement was significant (4 items with p < 0.01, 10 items with p
< 0.05 and 1 item with p < 0.10 for group 6 versus group 1).

5 Discussion
In this section, we analyze the stepwise modifications of the care process and their impact on patient
satisfaction in detail. We describe the aspects of the provided care for which patient satisfaction improved significantly over the past years and we perform an in-depth analysis of the reasons behind
these improvements and the organizational changes that allowed them to happen. We expose the key
success factors of this project and give advice for practitioners. The first modification of the process
consisted of implementing a clinical pathway. We found 5 elements to be determining for the improvement of patient satisfaction:
1. Structuring the care process using a time-task matrix: In the past, the treatment of breast cancer and the collaboration between the different stakeholders of the care process happened on
an ad hoc basis. The introduction of the pathway allowed for a better coordination and standardization of the process, resulting in a higher throughput time. This had a significant positive
impact on patient satisfaction on item 8 and 10 of the questionnaire. The last several years, we
see a decrease in satisfaction in waiting times, this is due to the increasing number of patients
(245 in 2004 versus 381 in 2008) receiving surgery in the Breast Clinic of the hospital whereas the number of surgeons remained equal.
2. Clearly defining the goals of the care process, using amongst others discharge criteria: Discharge criteria are prerequisites that should be fulfilled before a patient can be discharged
from the hospital or go to the next treatment phase. It is a validation mechanism to reassure
that all the necessary care has been provided to the patient. This had a positive impact on
items 13 and 14 of the questionnaire.
3. Developing a patient brochure to give patients and their relatives access to a clearly written
summary of their expected care plan and progress over time: This brochure has a reinforcing
effect for the orally provided information, which patients tend to forget easily because of the
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overwhelming breast cancer experience. This positively impacted items 6, 7 and 19 of the
questionnaire.
4. Better communication between the different members of the multidisciplinary team: During
implementation of the clinical pathway, multiple brainstorming sessions were organized during which different team members can learn from each other on how they provide information
and what they expect from other team members. This improved alignment and unicity of information provision and beneficially influenced patient satisfaction on items 6, 7, 13 and 17.
5. IT support and automation of the care process: The care trajectory of each patient is monitored
electronically and automated requests are sent to the team members responsible for the aspects
of care that should be provided. This had a positive impact on items 8 and 10 of the questionnaire.
6. Information provision by Health Care Professionals: During the postoperative and follow-up
phase of treatment a consultation with a breast cancer specialist, who provides information to
the patient and her family on the surgery and pathology result, was introduced. After the postoperative multidisciplinary meeting the patient has a consultation with an oncologist who
communicates the decision of this meeting to the patient and her partner and explains the adjuvant treatment options. The social service, physiotherapist, etc. also have scheduled consultations with the patient. This had a positive impact on satisfaction on items 12, 15 and 19 of
the questionnaire.
The second modification of the process consisted of introducing the SBN during the postoperative
phase and the third modification of the process consisted of introducing the SBN during the preoperative phase. These modifications had a massive impact on patient satisfaction. The following role elements were found to be crucial for these improvements:
1. Information role of the SBN: The informational role of the SBN was found to be the most
contributing factor for improving patient satisfaction. During each consultation the SBN provides comprehensive and specialized oral and written information on the disease, treatment
options and prognosis, tuned to the individual clinical and psychological needs and strength of
the patient. The information needs of women with breast cancer are at its highest level at the
moment of diagnosis. This consultation is handled with care and extensive information is provided. We found that the information role of the SBN during the postoperative consultation
had a positive impact on patient satisfaction on items 5, 6 and 13 of the questionnaire. The introduction of the information role during the preoperative consultation (further) improved satisfaction on items 1, 2, 3, 4, 13 and 19.
2. Coordination role of the SBN: The SBN plans the treatments of the patients and makes
agreements with the different team members to assure a swift succession of the surgery and
investigative tests. The SBN is present from the moment of diagnosis till the moment of discharge from the hospital. She knows about potential problems that may occur and gives this
information to the other team members, which allows them to better anticipate on these problems. This had a positive impact on satisfaction on items 8, 9, 11 and 17 of the questionnaire.
3. Support role of the SBN: During the consultations, the SBN provides psychological support to
the patient. The patient can freely talk about insecurities, emotions, complaints, etc. The SBN
supports her in solving her problems, in decision making, in communicating to her partner
etc. This positively impacted items 15, 18 and 19 of the questionnaire.
4. Clinical leadership role of the SBN: The SBN promotes the unicity of the information provided by the team to the patient by amongst others giving the team members information about
the care trajectory, treatment and appointments made with the patient. She also makes agreements with the team members on the provision of care. This had a positive impact on items 7,
16 and 17 of the questionnaire.
5. Continuity and collaborative role of the SBN: The SBN is present at the key moments of
treatment. She is in the same room as the medical specialist while he examines the patient
and she is aware of the information provided by the oncologist and other HCPs. Throughout
the care trajectory the SBN becomes the central point of reference and reliable source of information for breast cancer patient. Every patient receives her phone number to obtain additional information if necessary. This positively influenced satisfaction on item 7 of the questionnaire.
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After 2006, there was a decrease in patient satisfaction on self-care information received for after discharge (item 13), satisfaction on the unicity of information received from the caretakers (item 7) and
satisfaction on the information provided on the disease (item 5). This was caused by a change in the
composition of the multidisciplinary team and the lack of experience of these new people. After 2006,
the following modifications were made that positively impacted patient satisfaction:
1. Implementation of information and education sessions about breast cancer care for the nurses
and other members of the multidisciplinary teams: These education sessions on breast cancer
were introduced because patient satisfaction on items 5, 7 and 13 were decreasing. This also
had a positive impact on item 4 of the questionnaire.
2. EUSOMA and national guidelines: The care trajectory was modified to conform with the most
recent guidelines on breast cancer care. These guidelines give amongst others constraints on
the time allowed between successive care steps. To work in accordance with these guidelines,
the care process was reorganized in a way that allowed for a more swift succession of care
steps. A preoperative multidisciplinary meeting was introduced and the collaboration between
the different team members was officialised and specific protocols were written. This had a
positive impact on satisfaction on items 6, 9 and 12 of the questionnaire.
3. Improving psychosocial support: The number of psychologists was increased to improve the
psychological support provided to each patient and her partner. This had a positive impact on
satisfaction on items 14, 18 and 19 of the questionnaire.

6 Conclusion
Over the past six years, we have seen significant improvements in patient satisfaction on breast cancer
care in our hospital. These improvements were the result of the stepwise modification of the care process. The implementation of a clinical pathway resulted in an improvement of patient satisfaction on
many items but significant improvements were only achieved by combining the implementation of a
clinical pathway with a specialist breast nurse position. In this project, the breast nurse not only provided information and support to the patients but also played a central role in monitoring and coordinating the care process. She continuously evaluated the provided care and analyzed the obtained data
to find avenues for further improvements. In 2007, the breast unit of our hospital received the official
homologation of breast cancer clinic by the Belgian government. In 2008, our breast unit was visited
by a delegation of 4 professionals of EUSOMA and it received a positive evaluation for the multidisciplinary functioning of the team. This was an additional affirmation of the high quality of the provided care. We found that the stepwise care process improvements described in this paper, in combination
with competent people and high-class infrastructure were the key enablers for the success of this project.

References
1.
2.
3.
4.
5.

6.
7.

Amir, Z, Scully, J & Borrill, C 2004, ‘The professional role of the breast cancer nurses in multidisciplinary breast cancer
teams’, European Journal of Oncology Nursing, vol. 8, no. 4, pp. 306-314.
Bilodeau, BA & Degner, LF 1996, ‘Information needs, sources of information, and decisional roles in women with
breast cancer’, Oncology Nursing Forum, vol. 23, pp. 691-696.
Blamey, RW & Cataliotti L 2006 ‘EUSOMA accreditation of breast units’, European Journal of Cancer, vol. 42, no.
10, pp. 1331-1337.
Boman, L, Andersson, J & Bjorvell, H 1997, ‘Needs as expressed by women after breast cancer surgery in the setting of
a short hospital stay’, Scandinavian Journal of Caring Science, vol. 11, pp. 25-32.
Calman–Hine Report 1995, A Report by the Expert Advisory Group on Cancer to the Chief Medical Officers of England
and Wales. A Policy Framework for Commissioning Cancer Services – The Calman–Hine Report. London: Department
of Health
Cameron, P, Corbett, K & Duncan, C 1994, ‘Information needs of hospital patients: a survey of satisfaction levels in a
large city hospital’, Journal of Documentation, vol. 50, pp. 10-23.
Campbell, H, Hotchkiss, R, Bradshaw, N & Porteous, M 1998, ‘Integrated care pathways’, British Medical Journal,
vol. 316, pp. 133-137.

9

8.
9.
10.
11.
12.
13.
14.
15.
16.

17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.

Canadian Breast Cancer Initiative 2002, Investigation and assessment of the Navigator Role in meeting the informational, decisional and educational needs of women with breast cancer in Canada, Ottawa: Public Health Agency Canada.
Carlsson, M &Hamrin E 1996 ‘Measurement of quality of life in women with breast cancer. Development of a life satisfaction questionnaire (LSQ-32) and a comparison with the and EORTC QLQ-C30’, Qual. Life Res., vol. 5, pp. 265–274.
Cataliotti, L, De Wolf, C, Holland, R, Marotti, L, Perry, N & Redmond, K. on behalf of EUSOMA, ‘Guidelines on the
standards for training of specialised health care professionals dealing with breast cancer’, European Journal of Cancer,
vol. 42, pp. 660-675.
Cawley, M, Kostic, J & Cappello C 1990, ‘Informational and psychosocial needs of women choosing conservative surgery/primary radiation for early stage breast cancer’, Cancer Nursing, vol. 13, pp. 90-94.
Chalmers, K & Thomson, K 1996, ‘Coming to terms with the risk of breast cancer: perceptions of women with primary
relatives with breast cancer’, Qualitative Health research, vol. 6, pp. 256-282.
Chalmers, K, Thomson, K & Degner, LF 1996, ‘Information, support and communication needs of women with a family
history of breast cancer’, Cancer Nursing, vol. 19, pp. 204-213.
Chou, SC & Boldy, D 1999, ‘Patients perceived quality of care in hospital in the context of clinical pathways: Development of an approach’, J. Qual. Clin. Pract., vol. 19, no.2, pp. 89-93.
Clacey, R, Thomas, C & Pearson, H 1988, ‘Does counselling by nurses for mastectomy patients work?’, in M Watson, S
Greer & C Thomas (eds.), Psychosocial Oncology, Pergamon, Oxford, pp. 159-168.
Clark, L, Holcombe, C, Hill, J, Downey, H, Fisher, J, Krespi, MR & Salmon, P 2009, ‘The perception of support received from breast care nurses by depressed patients following a diagnosis of breast cancer’, Annals of the Royal College of Surgeons England, vol. 91, no. 1, pp. 43-45.
Cooley, M E, Moriarty, H & Berger M S 1995, ‘Patient literacy and the readability of written cancer educational materials’, Oncology Nursing Forum, vol. 22, pp. 1345-1351.
Cruickshank, S, Kennedy, C, Lockhart, K, Dosser, I & Dallas, L 2009, Specialist breast care nurses for supportive care
of women with breast cancer (Review), The Cochrane Library 4.
Degner, LF, Kristjanson, LJ & Bowman D. 1997, ‘Information needs and decisional preferences in women with breast
cancer’, Journal of the American Medical Association, vol. 277, pp. 1485-1492.
Eicher, MRE, Marquard, S & Aebi, S 2006, ‘A nurse is a nurse? A systematic review of the effectiveness of specialised
nursing in breast cancer’, European Journal of Cancer , vol. 42, pp. 3117-3126.
Fallowfield, L 2002, ‘Quality of life: a new perspective for cancer patients’, Nature Reviews, vol. 2, pp.873-879.
Fridfinnsdottir, EB 1997, ‘Icelandic women’s identifications of stressors and social support during the diagnostic phase
of breast cancer’, Journal of Advanced Nursing, vol. 25, pp. 526-531.
Galloway, S, Graydon, J & Harrison, D 1997, ‘Informational needs of women with a recent diagnosis of breast cancer:
development and initial testing of a tool’, Journal of Advanced Nursing, vol. 25, pp. 1175-1183.
Gray, RE, Goel, V, Fitch, MI, Franssen, E & Labreque, M 2002, ‘Supportive care provided by physicians and nurses to
women with breast cancer. Results from a population-based survey’, Cancer Nursing, vol. 10, no. 8, pp. 647-652.
Grunfeld, E, Dhesy-Thind, S & Levine, M 2005, Clinical practice guidelines for the care and treatment of breast cancer
(Summary of the 2005 Update), Canadian Medical Association Guidelines, vol. 172, pp. 1319-20.
Halkett, G, Arbon, P, Scutter, S & Borg, M 2006, ‘The role of the breast care nurse during treatment for early breast
cancer: the patients perspective’, Contemporary Nurse, vol. 23, no. 1, pp. 46-57.
Hardie, H & Leary, A 2010, ‘Value to patients of a breast cancer clinical nurse specialist’, Nursing Standard, vol. 24,
no. 34, pp. 42-7.
Harrison – Woermke, DE & Graydon, JE 1993, ‘Perceived informational needs of breast cancer patients receiving radiation therapy after excisional biopsy and axillary node dissection’, Cancer Nursing, vol. 16, pp. 449-455.
Haward, R, Amir, Z, Borrill, C, Dawson, J, Scully, J & West, M. 2003, ‘Breast cancer teams: the impact of constitution,
new cancer workload, and methods of operation on their effectiveness’, British Journal of Cancer, vol. 89, pp. 15-22.
Hilton, BA 1993, ‘Issues, problems and challenges for families coping with breast cancer’, Seminars in Oncology Nursing, vol. 9, pp. 88-100.
Jones, L, Leach, L, Chambers, S & Occhipinti, S 2010, ‘Scope of practice of the breast care nurse: a comparison of
health professional perspectives’, European Journal of Oncology Nursing, vol. 14, no. 4, pp. 322-7.
Kilpatrick, MG, Kristjanson, LJ, Tataryn, DJ & Fraser, VH 1998, ‘Information needs of husbands of women with breast
cancer’, Oncology Nursing Forum, vol. 25, pp. 1595-1601.
Knobf, T 1986, ‘Physical and psychological distress associated with adjuvant chemotherapy in women with breast cancer’, Journal of Clinical Oncology, vol. 4, pp. 678-684.
Lerman, C, Daly, M & Walsh, WP 1993, ‘Communication between patients with breast cancer and health care providers’, Cancer, vol. 72, pp. 2612-2620.
Lewis, FM 1990, 'Strenghtening family supports. Cancer and the family’, Cancer, vol. 65, pp. 752-759.
Luker, KA, Beaver, K, Leinster, SJ & Owens, RG 1996, ‘Information needs and sources of information for women with
breast cancer: a follow-up study’, Journal of Advanced Nursing, vol. 23, pp. 487-495.
Maguire, P, Brooke, M, Tait, A, Thomas, C & Sellwood R 1983, ‘Effect of counselling on physical disability and social
recovery after mastectomy’, Clinical Oncology, vol. 9, pp. 319-324.
McArdle, JMC, George, WD & McArdle C S et al. 1996, ‘Psychological support for patients undergoing breast cancer
surgery: a randomised study’, British Medical Journal, vol. 312, pp. 813-816.
Meredith, C, Symonds, P & Webster, L 1996, ‘Information needs of cancer patients in West Scotland: cross sectional
survey of patient’s view’, British Medical Journal, vol. 313, pp. 724-726.
Michie, S, Rosebert, C, Heaversedge, J, Madden, S & Parbhoo, S 1996, ‘The effects of different kinds of information on
women attending an out-patient breast clinic’ Psychology, Health and Medicine, vol. 1, pp. 285-296.

10

41. Morris, T 1983, ‘Psychological aspects of breast cancer: a review’, European Journal of Cancer and Clinical Oncology,
Vol. 19, pp. 1725-1733.
42. National Breast Cancer Centre’s specialist breast nurse project team 2003, ‘An evidence-based specialist breast nurse
role in practice: a multicentre implementation study’, European Journal of Cancer Care, vol. 12, pp. 91-97.
43. National Breast Cancer Centre’s specialist breast nurse project team 2005, Specialist breast nurses: an evidence based
model for Australian Practice, National Breast Cancer Centre Australia.
44. National Institute for Clinical Excellence 2002, Guidance on Cancer Services: Improving outcomes in breast cancer,
NHS centre for Reviews and Dissemination, York.
45. Neale, S 1997’ ‘Specialist breast nurses can help’, Breast News, vol. 2, no. 4, pp. 2.
46. Nileshkin, L & Zalcberg, J 2006, ‘The multidisciplinary management of patients with cancer’, Annals of Oncology, vol.
17, no. 8, pp. 1337-8.
47. Northouse, LL 1989, ‘The impact of breast cancer on patients and husbands’, Cancer Nursing, vol. 12, pp. 276-284.
48. Northouse, LL, Tocco, KM, West, P 1997, ‘Coping with a breast biopsy: how healthcare professionals can help women
and their husbands’, Oncology Nursing Forum, vol. 24, pp. 473-480.
49. Palsson, ME & Norberg, A 1995, ‘Breast cancer patients’ experiences of nursing care with the focus on emotional support : the implementation of a nursing intervention’, Journal of advanced nursing, vol. 21, pp. 277-285.
50. Parkin, DM, Bray, F, Ferlay, J & Pisani, P 2002, ‘Global Cancer Statistics’, CA: Cancer Journal for Clinicians, vol. 55,
no. 2, pp. 74-108.
51. Poole, K 1996, ‘The evolving role of the clinical nurse specialist within the comprehensive breast cancer centre’, Journal of Clinical Nursing, vol. 5, pp. 341-349.
52. Redman, S, Turner, J & Davis, C 2003, ‘Improving supportive care for women with breast cancer in Australia’, Psychooncology, vol. 12, pp. 521-531.
53. Rees, CE & Bath, PA 2000, ‘The information needs and source preferences of women with breast cancer and their family members: a review of the literature published between 1988 and 1998’, Journal of Advanced Nursing, vol. 31, no. 4,
pp. 833-841.
54. Richards, MA, Baum, M & Dowse, HN 1994, Provision of breast service in the UK: The advantages of specialist breast
units, Report of a working party of the British Breast Group. Guys Hospital, London.
55. Royal College of Nursing Breast Group 2007, Clinical standards for working in a breast specialty, RCN Guidance for
Nursing Staff.
56. Schag, CA, Ganz, PA, Polinsky, MT, Fred, C, Hirji, K & Petersen, L 1993, ‘Characteristics of women at risk for psychosocial distress in the year after breast cancer’, Journal of Clinical Oncology, vol. 11, pp. 783-793.
57. Schover, LR 1991, ‘The impact of breast cancer on sexuality, body image and intimate relationships’ Cancer Journal
for Clinicians, vol. 41, pp. 113-120.
58. Schultz, PN, Klein, MJ, Beck, ML, Stava, C & Sellin, RV 2005, ‘Breast cancer: relationship between menopausal symptoms, physiologic health effects of cancer treatment and physical constraints on quality of life in long-term survivors’,
Journal of Clinical Nursing, vol. 14, pp. 204-11.
59. Scottish Intercollegiate Guidelines Network 2005, Management of breast cancer in women, A National Clinical Guideline, vol.84.
60. Shaw, CR, Wilson, SA & O’Brien, ME 1994, ‘Information needs prior to breast biopsy’, Clinical Nursing Research,
vol. 3, pp. 119-131.
61. Spagnola, S, Zabora, J, Brintzenhofescoz, K, Hooker, C, Cohen, G & Baker, F 2003, ‘The satisfaction with life domain
scales for breast cancer’, The breast journal, vol. 9, no. 6, pp. 463-471.
62. Suominen, T, Leino-Kipli, H & Laippala, P 1994, ‘Nurses’ role in informing breast cancer patients : a comparison between patients’ and nurses’ opinions’, Journal of Advanced Nursing, vol. 19, pp. 6-11.
63. Tait, A 1995, ‘Describing breast care nurses’, in A Richardson, J Wilson-Barnett (eds.), Nursing research in Cancer
Care, Scutary Press, London.
64. Van Wersch, A, Bonnema, J & Prinsen, B 1997, ‘Continuity of information for breast cancer patients : the development,
use and evaluation of a multidisciplinary care-protocol’, Patient Education and Counselling, vol. 30, pp. 175-186.
65. White, K & Wilkes, L 1998, ‘Describing the role of the breast nurse in Australia’, European Journal of Oncology Nursing, vol. 2, pp. 89-98.
66. World Health Organisation 2009, Global cancer rates could increase by 50% to 15 million by 2020, viewed August
2009, <http://www.who.int/mediacentre/news/release/2003/pr27/en>
67. Yates, P, Evans, A, Moore, A, Heartfield, M, Gibson, T & Luxford, K 2007, ‘Competency standards and educational requirements for specialist breast nurses in Australia’, Collegian, vol. 14, no. 1, pp. 11-5.

11

Table 1. Evolution of patient satisfaction over a 6-year period. * if p < 0.01, ** if p < 0.05 and *** if p < 0.10.
How satisfied were you about the

2003 2004 2005 2006 2008 Pvalue
1. Information on how to prepare for your stay in the hospital
78.7 72.5 77.0 98.4 98.3 *
2. Information on the course of your stay from the moment of admission until the 85.2 85.0 86.7 93.4 96.7 **
moment of discharge
3. Information on how to prepare for a test or a treatment
88.5 87.5 90.0 98.4 98.3 **
4. Explanation on the provided care before and during it was carried out
91.8 92.5 90.0 95.0 98.3
5. Information on your disease
86.9 90.0 98.4 98.3 96.7 **
6. Information which you received concerning the possible assistance after your 77.0 90.0 96.7 95.0 98.3 *
discharge
7. Uniformity of the information you received from the care providers
75.4 87.5 93.4 95.0 90.0 **
8. Smooth completion of your admission to the hospital
91.8 95.0 96.7 98.4 98.3
9. Consecution of investigative tests, interventions and the general organization of 91.8 92.5 93.4 98.4 100 **
care
10. Waiting times during your hospital stay
75.4 100 96.7 85.0 90.0 **
11. Complying of doctors and nurses with appointments during your stay
90.2 90.0 93.4 93.4 95.0
12. Hospital staff caring about you as a person, in sense that you were not just part 70.5 95.0 97.0 96.7 100 *
of their job
13. Preparation you received to care for yourself after the moment of discharge
80.3 90.0 97.0 100 91.7 ***
14. Degree in which felt ready to leave the hospital at the moment of discharge
90.2 95.0 97.0 96.7 100 **
15. Kindness of care providers
90.2 97.5 100 100 100 **
16. Similarity of implementation of returning care
88.5 90.0 95.0 96.7 98.4 **
17. Teamwork among doctors, nurses, physiotherapists and other hospital staff
95.1 97.5 98.4 100 98.4
18. Guarantees of your privacy and dignity during your stay
90.2 92.5 96.7 96.7 100 **
19. Initiatives to keep your family well informed on your condition and needs to 65.6 92.5 91.7 98.3 100 *
involve them in the provided care to you

Figure 1. Patient satisfaction in 2003.
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Figure 2. Patient satisfaction in 2004: after implementation of the clinical pathway.

Figure 3. Patient satisfaction in 2005: after implementation of the SBN role in the postoperative phase.

Figure 4. Patient satisfaction in 2006: after implementation of the SBN role in the preoperative phase.
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Figure 5. Patient satisfaction in 2008: after implementation of the education sessions on breast cancer care
and guidelines.
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