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1Department of Surgical Oncology, Institut Curie-Centre René Huguenin, 35 Rue Dailly, 92210 Saint-Cloud, France; 2Equipe
d’Accueil 7285, Risk and Safety in Clinical Medicine for Women and Perinatal Health, University Versailles-Saint-Quentin, 2 av de la
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Background: The European Society of Breast Cancer Specialists (EUSOMA) has defined quality indicators for breast cancer (BC).
The aim of this study was to describe the preoperative clinical pathway of breast cancer patients and evaluate the determinants of
compliance with EUSOMA quality indicators in the Optisoins01 cohort.

Methods: Optisoins01 is a prospective, multicentric study. Data from operable BC patients were collected, including results from
before surgery to 1 year follow-up. Seven preoperative EUSOMA quality indicators were compared with the clinical pathways
Optisoins01.

Results: Six hundred and four patients were included. European Society of Breast Cancer Specialists targets were reached for
indicator 1 (completeness of clinical and imaging diagnostic work-up), 3 (preoperative definitive diagnosis) and 5 (waiting time).
For indicator 8 (multidisciplinary discussion), the minimum standard of 90% of the patients was reached only in general hospitals
and comprehensive cancer centres. Having more than 1 medical examination within the centre was associated with an increased
waiting time for surgery, whereas it was reduced by having an outpatient breast biopsy. The comprehensive cancer centre type
was the only parameter associated with the other quality indicators.

Conclusions: European Society of Breast Cancer Specialists quality indicators are a useful tool to evaluate care organisations. This
study highlights the need for a standardised and coordinated preoperative clinical pathway.
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The European Society of Breast Cancer Specialists (EUSOMA) has
defined quality indicators in breast cancer (Del Turco et al, 2010).
Moreover, EUSOMA has recently listed the requirements of a
Breast Centre, defined as ‘a place where breast cancer is diagnosed
and treated’ (Wilson et al, 2013). It is recognised that a quality
assurance policy for breast cancer management should be
compulsory. Therefore, EUSOMA indicators are a useful tool to
evaluate quality of care in routine practice. Some studies have
already used several of these indicators to evaluate clinical practice,
such as in surgery, chemotherapy or radiation (Kiderlen et al, 2015;
van Dam et al, 2015). However, very few data have been published
on the quality of preoperative clinical pathways, and most of
them concern only surgery waiting time (Cordeiro et al, 2015;
Liederbach et al, 2015).

The aim of this study was to describe the preoperative clinical
pathway of breast cancer patients and evaluate determinants of
compliance with EUSOMA preoperative quality indicators in a
prospective, multicentric study.

PATIENTS AND METHODS

Optisoins01 cohort. This study was conducted on the Opti-
soins01 cohort, a French, multicentric, prospective study that has
already been described (Baffert et al, 2015). Optisoins01 was an
observational study conducted with early-stage breast cancer
patients from a defined regional health territory covering 35% of
the population of the Ile-de-France region (total population: 11.9
million). The main objective of Optisoins01 was to identify the
main care pathway of early breast cancer patients treated with
initial surgery and to evaluate costs from different perspectives
(hospital, health insurance). The secondary objectives were to
assess quality of care, patient satisfaction, need for supportive care
and work reintegration, as well as to evaluate the interactions
between health-care providers in and out of the hospital. Eight
nonprofit hospitals participated in the study: 4 local hospitals
(centre type 1), 3 university hospitals (centre type 2) and 1
comprehensive cancer centre (2 geographical sites, centre type 3).
All patients that were consecutively managed in the participating
centres with histologically confirmed, previously untreated, oper-
able breast cancer were included in the study. Data were collected
from patients before surgery, after surgery, after adjuvant therapy
and at 1 year follow-up and included in- and outpatient care
provided from diagnosis to 1 year follow-up as well as the type of
surgery, mode of hospitalisation and adjuvant therapy. In addition,
patient satisfaction, sociodemographic data and out-of-pocket data
were collected during the entire study period, but these data will
not be presented in this analysis. An individual consent by each
patient was required for the study. This study was approved by the
French National Ethics Committee (CCTIRS Authorisation no.
14.602 and CNIL DR-2014-167).

Data analysed in this study. In the present study, we analysed
preoperative data from the first diagnosis examination to the day of
surgery. The diagnosis was made following either a screening
(imaging) of the national programme or individual imaging
from clinical suspicion of breast cancer. In France, the screening
programme involves all women aged 50 to 74 years old and
consists of a mammogram every 2 years.

EUSOMA preoperative quality indicators. For each indicator,
EUSOMA described a ‘minimum standard’ (MS) for the centre to
be a referral breast cancer centre, and also a ‘target’ (T) to reach to
improve quality of care. For some indicators, reaching the MS is
mandatory, whereas others are only recommended.

Management and care pathways of the Optisoins01 patients
were evaluated by the EUSOMA preoperative quality indicators,
related to clinical pathways and care access (Del Turco et al, 2010).

Available data of our cohort allowed us to evaluate the following
indicators that relate to the breast cancer pathway and care access:

� Completeness of clinical and imaging diagnostic work-up: The
proportion of women with breast cancer who preoperatively
underwent mammography, physical examination and ultra-
sound, MS: 90, T: 95%.

� Preoperative diagnosis: The proportion of women with breast
cancer (invasive or in situ) who had a preoperative definitive
diagnosis, MS: 80, T: 90%.

� Waiting time for surgery: The time between the date of the first
diagnostic examination within the breast unit and the date of
surgery or the start of another treatment within 6 weeks, MS: 75,
T: 90%.

� Magnetic resonance imaging (MRI) availability: The proportion
of cancer cases examined preoperatively by MRI, MS: 5%, T: NA.

� Genetic counselling availability (non-mandatory): The propor-
tion of cancer cases referred for genetic counselling, MS: 5%,
T:NA.

� Preoperative multidisciplinary discussion: The proportion of
cancer patients to be discussed by a multidisciplinary team,
MS: 90, T: 99%.

� The proportion of patients referred for nurse counselling at the
time of primary treatment, MS: 85, T: 95%.

In addition, we explored the use of two more parameters
in reference to the requirement of clear written information
describing diagnosis and treatment options (Wilson et al, 2013):
leaflets on surgery as well as a written individual health-care
plans.

Because the determinants of the waiting tile and the determinants
of the other quality indicators may be different, we analysed the

Table 1. Patient and cancer characteristics, surgery
procedures and hospitalisation modes

n/median %/range
Age (years) 58 27–94

Working patient 314 52%

Cancer diagnosis
Screening 210 35%
Imaging 181 30%
Clinical 213 35%

Centre type
General hospital 83 14%
Teaching hospital 74 12%
Cancer centre 447 74%

Distance from residence to care centre (km) 11.9 0–63.4

Histological type
In situ 60 10%
Invasive 544 90%

Lymph node involvement
Yes 143 24%
No 424 70%
NA 37 6%

Breast surgery type
Conservative 494 82%
Radical 110 18%

Axillary node surgery type
Sentinel biopsy 453 75%
Sentinel biopsy followed by lymph node
dissection

39 6%

Lymph node dissection 73 12%
NA 39 6%

Hospitalisation type
Outpatient hospitalisation 363 60%
Conventional hospitalisation 241 40%
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waiting time from the first consultation within the centre to the time
of surgery, and separately described the compliance to four quality
indicators (preoperative multidisciplinary discussion, written indivi-
dual health-care plan, leaflets on surgery and preoperative nurse
consultation).

Statistical analysis. Analysis of the factors related to compliance
with quality indicators was performed with Fisher’s exact test or
Student’s t-test. A multivariate analysis was conducted using a
logistic regression model. Differences were considered significant
at Po0.05. All data analyses were performed using R software
(Vienna, Austria) (R Core Team, 2012).

RESULTS

Population and preoperative clinical pathways. More than 750
patients matched the inclusion criteria and were approached to be
enrolled in the study (January–December 2014). A total of 617
patients were included in the Optisoins01 study and 13 of them
dropped out during the follow-up. Data of 604 patients were
available for this study. Seventy-four per cent of the patients were
managed in a comprehensive cancer centre (n¼ 447). Ninety per
cent of the patients (n¼ 544) had invasive breast cancer, and 82%

(n¼ 494) underwent breast-conserving surgery. The majority of
the surgical procedures (60%, n¼ 363) were performed during
outpatient hospitalisation. All the patient and cancer character-
istics, surgical procedures and hospitalisation modes are sum-
marised in Table 1.

Almost all patients had an outpatient imaging examination
(either mammogram, breast ultrasound or breast magnetic
imaging) before being managed within the care centre (96%,
n¼ 580); 35% (n¼ 210) of these patients underwent the examina-
tion in the context of the national screening programme. All
patients were first treated by surgery, whereas 20% had a
preoperative consultation with a medical oncologist within the
centre (n¼ 123) and 9% consulted with a radiation oncologist
(n¼ 54). Within the centre, 87% of the patients had a second
reading of the outpatient imaging (n¼ 505), and 84% (n¼ 425)
had a new in-patient imaging examination (Figure 1). More than
half of the patients had an outpatient breast biopsy (58%, n¼ 352),
and only 7.6% of the patients had a second biopsy at the cancer
centre in addition to an outpatient biopsy (n¼ 46).

Compliance with EUSOMA indicators. We first analysed seven
EUSOMA quality indicators in breast care, which evaluated the
preoperative phase (Table 2). Targets were reached for all centre
types for indicator 1 (completeness of clinical and imaging

Outpatient imaging examination
n=580
96%

Second reading of outpatient imaging
n=505
87%

New imaging examination at cancer
centre
n=425
84%

Screening program
n=210
36%

Second outpatient imaging
examination

n=187
89%

Breast ultrasound
n=121, 64.7%

Breast ultrasound + mammography
n=298, 70.1%

Breast ultrasound + mammography + MRI
n=46, 10.8%

Breast ultrasound
n=33, 7.8%

Breast ultrasound + MRI
n=6, 1.4%

Breast ultrasound + MRI
n=38, 20.3%

Breast ultrasound + mammography
n=16, 8.6%

Breast ultrasound + MRI + mammography
n=3, 1.6%

Mammography
n=5, 2.7%

Mammography
n=25, 5.9%

Mammography + MRI
n=4, 0.9%

MRI
n=13, 3.1%

Mammography + MRI
n=4, 2.1%

Non-screening program
n=370
64%

Figure 1. Preoperative imaging examinations.
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diagnostic work-up), indicator 3 (proportion of women with breast
cancer who had a preoperative definitive diagnosis) and indicator 5
(waiting time). We considered this last indicator to be the time
between the first consultation within the centre and the date of
surgery; the median time was 21 days (2–125). Time from the first
surgical examination within the centre and surgery is also presented
in Figure 2 (median: 17.5 days). The MS was not reached for genetic
counselling availability, which is not mandatory but is recommended
as a guarantee of access to this service. In contrast, a multi-
disciplinary discussion is a mandatory indicator, and the MS of 90%
of patients was not reached (87%). If we look to this indicator in
subgroup analysis by centre types, we observed that the MS was
reached for centres of types 1 and 3 (99% and 95%, respectively) but
not for the type 2 centres (35%). Seventy-four per cent of the
patients were preoperatively referred for nurse counselling, which is
less than the recommended rate (85%); this rate was achieved when
patients were managed in a comprehensive cancer centre (88%).
Written individual health-care plans and leaflets on surgery were
given to the patients in more than 80% of the cases.

Determinants of compliance with quality indicators. In a
univariate analysis, having more than 1 consultation within the
centre before surgery was associated with a longer waiting time. As
a consequence, when the first medical examination was with a
surgeon within the centre, more than 75% of the patients had a
shorter waiting time for surgery. Finally, having the first biopsy
outside the centre was associated with a reduced waiting time for
surgery (Table 3). In multivariate analysis, two factors were found
to be independent factors associated with waiting time. First,

patients having more than one medical examination within the
centre were less likely to wait fewer than 42 days before surgery
(OR: 0.15; 95% CI: 0.06–0.41, Po0.005). Next, patients having an
outpatient breast biopsy were more likely to have a waiting time for
surgery of fewer than 42 days (OR: 3.89; 95% CI: 2.06–7.60,
Po0.005). In univariate analysis, the factors associated with the
four previously described quality indicators were the cancer
diagnosis modality, centre type, number of medical and imaging
examinations within the centre, place of first biopsy, axillary node
surgery type and the hospitalisation modality (Table 4). On the
other hand, in the multivariate analysis, the only independent
factor associated with these four quality indicators was the
comprehensive cancer centre type (Po0.005).

DISCUSSION

We have presented the first results of a large, prospective,
observational study exploring care pathways in early-stage breast
cancer. The multicentricity aspect of this study represents the real-
life cancer care system, as three different types of care centres that
were involved in this study. In France, the National Institute of
Cancer has also described the requirements for a centre to manage
breast cancer patients (Institut National du Cancer, 2016). In
addition to the qualifications of the oncologists, six transversal
measures are also required: an adapted information system,
multidisciplinary case management meetings, written individual
care health plan, good practice guidelines, access to supportive care
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Figure 2. Waiting time for surgery in days. (A) From first medical consultation within the centre. (B) From the first medical consultation in surgery
within the centre.

Table 2. Compliance with EUSOMA quality indicators

Indicator
Level of
evidence

Mandatory/
recommended

Minimum standard
(%)

Target
(%)

Centre 1
(%)

Centre 2
(%)

Centre 3
(%)

Total
(%)

1 III M 90 95 100 100 100 100

3 III M 80 90 100 100 100 100

5 IV R 75 90 93 95 90 91

6 IV R 5 NA 45 45 45 45

7 IV R 5 NA o5 o5 45 o5

8 IV M 90 99 94 32 95 87

17 IV R 85 95 5 66 88 74

Abbreviations: EUSOMA¼European Society of Breast Cancer Specialists; MRI¼magnetic resonance imaging; NA¼ not applicable. Indicators (1): Diagnosis One completeness of clinical and
imaging diagnostic work-up (proportion of women with breast cancer who preoperatively underwent mammography, ultrasound and physical examination). Three the proportion of women
with breast cancer (invasive or in situ) who had a preoperative definitive diagnosis. Five waiting time (time between the date of the first diagnostic examination within the unit and the date of
sSix MRI availability. Seven Genetic counselling availability. Surgery and locoregional treatment Eight multidisciplinary discussions (proportion of cancer patients to be discussed). Seventeen
the proportion of patients referred for nurse counselling at the time of primary treatment. Centres: Centre 1: General hospital. Centre 2: Teaching hospital. Centre 3: Cancer centre.
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and access to innovation and clinical studies. However, authorisa-
tion to treat breast cancer is given only if a centre manages more
than 30 patients a year. All of the centres involved in this study had
official authorisation to manage breast cancer patients. Based on
EUSOMA requirements, the German Cancer Society and the
German Society for Breast Cancer established a certification system
in 2003. More than 200 certified centres were therefore evaluated
in 2013 (Kowalski et al, 2015). Most of the centres fulfilled the
requirements, and the variation between sites decreased. The
implementation of a certification system ensures good quality of
care. However, evaluation of the practice is critical to maintaining
care quality. Therefore, the EUSOMA quality indicators are good
tools to evaluate best practices in breast cancer, regardless of the
country, and to standardise the quality of care. In this way,
compliance with EUSOMA quality indicators has been assayed
by age for more than 40 000 breast cancers across Europe (Kiderlen

et al, 2015); 13 indicators considering treatment were used in
this study, whereas diagnosis, staging and follow-up were not
evaluated. Only one of the EUSOMA diagnosis indicators was
evaluated in another European study (van Dam et al, 2015).
Within 22 breast units in Germany, Italy, Switzerland, Austria
and Belgium, 86.2% of the patients managed between 2006 and
2012 had a complete preoperative diagnosis (target 90%); other
indicators evaluated in this study considered only the treatment.

We evaluated diagnosis quality indicators in the present study.
Waiting time for treatment is the most explored criterion in the
literature. In addition to being a source of anxiety for patients,
waiting time for treatment can also reveal inequalities in care
access. Therefore, it is a good indicator of health system
performance. However, waiting time considered in the literature
is very heterogeneous. Several waiting times are described:
from first imaging to treatment, from first medical evaluation to

Table 3. Univariate analysis of the factors associated with waiting time from first medical consultation within the centre to the
time of surgery

442 days, n¼55 o42 days, n¼549

n or median % or range n or median % or range P-value

Patient and cancer characteristics
Age (years) 62 36–94 58 27–93 0.075
Working patient 24 43.6% 290 52.8% 0.205
Distance to care centre 9 0–51 12 0–63 0.951
Cancer diagnosis 0.697
Screening 22 40.0% 188 34.2%
Imaging 15 27.3% 166 30.2%
Clinical 18 32.7% 195 35.5%
Centre type 0.437
General hospital 6 10.9% 77 14.0%
Teaching hospital 4 7.3% 70 12.8%
Cancer centre 45 81.8% 402 73.2%
Histological type 1
In situ 5 9.1% 50 9.1%
Invasive 50 90.9% 494 90.0%

Preoperative care
41 medical consultations within the centre 48 87.3% 209 38.1% o0.005
First medical consultations within the centre o0.005
Surgery 19 34.5% 415 75.6%
Others 36 65.5% 134 24.4%
42 Imaging examinationsa 41 74.5% 399 72.7% 0.874
Place of first imaginga 0.525
Outpatient care 51 92.7% 513 93.4%
In-patient care 4 7.3% 28 5.1%
Magnetic resonance imaging 7 12.7% 65 11.8% 0.828
41 biopsy 7 12.7% 70 12.8% 1
Place of first biopsy o0.005
Outpatient care 19 34.5% 325 59.2%
In-patient care 34 61.8% 204 37.2%
NA 2 3.6% 20 3.6%

Planned surgery
Breast surgery type 0.639
Conservative 43 78.2% 451 82.1%
Radical 12 21.8% 98 17.9%
Axillary node surgery type 0.167
Sentinel biopsy 47 85.5% 445 81.1%
Lymph node dissection 6 10.9% 67 12.2%
NA 3 5.5% 37 6.7%
Hospitalisation type 0.0% 0.151
Outpatient hospitalisation 28 50.9% 335 61.0%
Conventional hospitalisation 27 49.1% 214 39.0%

Other quality indicators
Leaflets on surgery 48 87.3% 463 84.3% 0.697
Preoperative nurse consultation 44 80.0% 403 73.4% 0.336
Written individual health care plan 46 83.6% 441 80.3% 0.720
Preoperative multidisciplinary meeting 52 94.5% 474 86.3% 0.093

Abbreviation: NA¼ not applicable.
aImaging examinations includes either a mammogram, a breast ultrasound or a breast magnetic resonance imaging.
Bold entries are statistically significant results.
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treatment, from definitive diagnosis to treatment and including vs
not including working days. Hence, a Canadian retrospective study
evaluating more than 60 000 patients described a median time from
first examination to surgery of 52 days (Cordeiro et al, 2015).
In France, the National Cancer Institute described a 23-day median
time from diagnosis or the multidisciplinary meeting therapeutic
decision and treatment, with important regional disparities
(Pourcel et al, 2013). Moreover, which threshold should be
considered for each waiting time? Should we consider waiting
time in terms of prognosis? Results in the literature about the
impact of treatment waiting time on prognosis are controversial,
but a recent study suggests an increase in mortality for each 60-day
increasing interval: added risk of death due to breast cancer for
each 60-day increase in preoperative time to surgery had a
subdistribution hazard ratio of 1.26 (P¼ 0.03; Bleicher et al, 2016).
Furthermore, patient opinions of an acceptable waiting time
should also be considered. More than 7500 Canadian patients were
asked whether different waiting times for surgery were acceptable

or not. Approximately one-third of the patients considered a
waiting time 44 weeks to be unacceptable (Sanmartin et al, 2007).
On the other hand, in a German study in which the median
waiting time for surgery was 14 days, almost all of the patients were
satisfied (Arndt et al, 2003). Again, the definitions of waiting time
and the threshold were heterogeneous. Therefore, the EUSOMA
quality indicators help achieve consistency in the definitions of
waiting time and also enable comparisons across countries in
addition to national recommendations and practice, even if they do
not account for the prehospital phase. In our study, the target was
reached for all centre types in terms of waiting time for surgery.

In the Medicare population in the United States, based on the
SEER database, the median interval from breast cancer diagnosis
to surgery increased from 21 days in 1992 to 32 days in 2005
(Bleicher et al, 2012). This trend, observed in several countries,
could be linked to an increasing incidence of breast cancer,
partly due to systematic screening. Therefore, it is essential to study
the determinants of surgery waiting time. Repetitive imaging or

Table 4. Univariate analysis of the factors associated with four quality indicatorsa

o4 quality indicators, n¼236 4 quality indicators, n¼368 P-value

n or median % or range n or median % or range

Patient and cancer characteristics
Age (years) 60 29–94 58 27–93 0.394
Working patient 122 51.7% 192 52.2% 0.934
Distance to care centre 9 0–60 18 0–63 o0.005
Cancer diagnosis 0.001
Screening 93 39.4% 117 31.8%
Imaging 51 21.6% 130 35.3%
Clinical 92 39.0% 121 32.9%
Centre type o0.005
General hospital 83 35.2% 0 0.0%
Teaching hospital 73 30.9% 1 0.3%
Cancer centre 80 33.9% 367 99.7%
Histological type 0.678
In situ 25 10.6% 35 9.5%
Invasive 211 89.4% 333 90.5%

Preoperative care
41 medical consultations within the centre 120 50.8% 137 37.2% 0.001
First medical consultations within the centre 0.229
Surgery 163 69.1% 271 73.6%
Others 73 30.9% 97 26.4%
42 Imaging examinationsa 116 49.2% 324 88.0% o0.005
Place of first imaginga 0.015
Outpatient care 209 88.6% 355 96.5%
In-patient care 19 8.1% 13 3.5%
NA 9 3.8% 0 0.0%
41 biopsy 24 10.2% 53 14.4% 0.135
Place of first biopsy 0.794
Outpatient care 130 55.1% 214 58.2%
In-patient care 87 36.9% 151 41.0%
NA 19 8.1% 3 0.8%

Planned surgery
Breast surgery type 0.388
Conservative 192 81.4% 302 82.1%
Radical 44 18.6% 66 17.9%
Axillary node surgery type 0.004
Sentinel biopsy 178 75.4% 314 85.3%
Lymph node dissection 43 18.2% 30 8.2%
NA 15 6.4% 24 6.5%
Hospitalisation type o0.005
Outpatient hospitalisation 126 53.4% 115 31.3%
Conventional hospitalisation 110 46.6% 253 68.8%

Other quality indicator
Time between first consultation within the
centre and surgeryo42 days

221 93.6% 328 89.1% 0.062

Abbreviation: NA¼ not applicable. Preoperative multidisciplinary discussion, written individual health care plan, leaflets on surgery and preoperative nurse consultation.
aImaging examinations includes either a mammogram, a breast ultrasound or a breast magnetic resonance imaging.
Bold entries are statistically significant results.

Quality of breast cancer patients’ management BRITISH JOURNAL OF CANCER

www.bjcancer.com |DOI:10.1038/bjc.2017.114 1399

http://www.bjcancer.com


preoperative MRI are the most relevant factors influencing waiting
time for surgery, with a 7- to 10-day increase in time when MRI is
performed (Bleicher et al, 2009; Baliski et al, 2014; Ayrault-Piault
et al, 2016). In our cohort, having a preoperative MRI did not
impact the waiting times, wherever the patients were managed
(comprehensive cancer centre, teaching hospital or general
hospital); access to MRI in our study reflects access to MRI in
the most populated region of France. In our study, having more
than one preoperative medical consultation within the centre
increased waiting time significantly. Moreover, waiting time
between the first consultation and surgery was shorter when
first visiting a surgeon. This suggests the importance of better
coordination of the patients after outpatient examinations, which
could be partly improved with the help of general practitioners.
However, increased waiting times can also result from a better
preoperative diagnosis that includes definitive pathological and
IHC diagnoses before surgery, multidisciplinary discussions and
quality information (several consultations if needed, such as nurse
counselling). All of these steps also ensure quality of care (Coates,
1999). Finally, having had one or more medical consultations could
also be explained by the cancer type itself: patients who require
more than one consultation are usually medically more complex.

Organisation of multidisciplinary care around tumour boards
has been identified as an essential element in cancer care by the
European Partnership for Action Against Cancer (EPAAC),
launched by the European Commission in 2009 (European
Partnership Action Against Cancer Consensus Group et al,
2014). Moreover, discussion in multidisciplinary meetings can
lead to changes in the recommendations for surgical management
in 12 to 52% of cases (De Leso et al, 2013; Baliski et al, 2014).
While some studies have evaluated the barriers and aids to
multidisciplinary meeting implementation, very few data are
available on how many cancer patients benefit from it. In our
study, the overall rate of cases discussed in multidisciplinary boards
did not reach EUSOMA requirements. However, when we
examined the rates per centre type, we observed that the EUSOMA
MS was not achieved only in the teaching hospitals. Moreover, in
our multivariate analysis, we found that the only factor associated
with the four quality indicators (preoperative multidisciplinary
discussion, written individual health-care plan, leaflets on surgery
and preoperative nurse consultation) was centre type (compre-
hensive cancer centre). Indeed, in these centres, which manage
bigger volumes, care pathways are standardised. In particular, this
type of care organisation includes a systematic preoperative nurse
consultation and a structure for written, delivered information
(written individual health-care plan, leaflets on surgery). Integrated
oncological care pathways are proven to be an effective policy to
improve quality of care (van Dam et al, 2013), but there is still a
need to extend the implementation of this standardised pathway
(van Hoeve et al, 2014). The results of this study will serve as a
basis for the debate among physicians of the centres and health
officials to improve the quality of care of breast cancer patients.

CONCLUSION

European Society of Breast Cancer Specialists quality indicators are
useful tools to evaluate preoperative quality of care and clinical
pathway in breast cancer management. The results of this
prospective, multicentric study reveal the impact of the preopera-
tive clinical pathway on waiting time for surgery. Repetitive
preoperative medical consultation and imaging examinations
increase the waiting time for surgery, which could be minimised
with the help of navigation nurses and/or general practitioners.
Moreover, compliance with other quality indicators is improved in
comprehensive cancer care centres with bigger volumes that offer

standardised care pathways. The results of this study are an
additional argument for facilitating the implementation of such
standardised care pathways in all centres managing breast cancer.
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