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Abstract 
 

Background: The advent of oncoplastic techniques has increased the 

number of breast conserving surgeries, thereby requiring further assurance of 

an appropriate balance of oncological safety and acceptable aesthetic 

outcome. BREAST-Q is a validated, highly reliable patient reported outcome 

measure with a recently developed module for breast-conserving therapy 

(BCT). The primary aim of the study was to assess patient satisfaction with 

their health and health-related quality of life, following breast-conserving 

surgery (BCS), using BREAST-Q to evaluate the service provided and identify 

ways of improving patient care. The secondary aim was to determine whether 

there was any difference in patient satisfaction between those who underwent 

adjuvant radiotherapy and those who did not. 

 

Methods: This retrospective study investigated BCS from 1st January to 31st 

December 2015 at Worthing Hospital. Patients were contacted by telephone, 

invited to participate and the BREAST-Q questionnaire sent by post. The 

Mann-Whitney U Test was used to determine whether there was any 

statistical difference in patient satisfaction between those who underwent BCS 

with adjuvant radiotherapy (BCT) and those who had BCS only. 

 

Results: Questionnaires were returned by 160 women (response rate - 

66.7%). The mean participant age was 66.5 years (SD 12.4) and mean time 

from surgery was 27.9 months (SD 3.6). BREAST-Q domains were scored in 

the following order from highest to lowest: ‘Satisfaction with breast surgeon’, 

‘Satisfaction with other members of medical team’, ‘Satisfaction with other 

members of office staff’, ‘Effect of radiotherapy’, ‘Psycho-social wellbeing’, 

‘Physical wellbeing’, ‘Satisfaction with information’, ‘Satisfaction with breasts’, 

‘Sexual wellbeing’. Results are analogous to previously published literature. 

There were no statistically significant differences in patient satisfaction 

between those who underwent radiotherapy and those who did not. 
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Conclusions: Comparison of study results to normative data and 

interpretation of findings alongside previously published data demonstrates 

that patients are highly satisfied with their health care providers, health and 

health-related quality of life following BCS. 
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Abbreviations  
 
ALND – Axillary Lymph Node Dissection 
 
BCS – Breast Conserving Surgery 
 
BCT – Breast Conserving Therapy 
 
DCIS – Ductal Carcinoma In Situ 
 
IDC – Invasive Ductal Carcinoma  
 
SLNB – Sentinel Lymph Node Biopsy 
 
SPSS – Statistical Package for the Social Sciences 
 
WLE – Wide Local Excision 
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Introduction 
 

Breast cancer is the most common cancer in females in the UK, with over 

50,000 new cases diagnosed annually.1 Western Sussex Hospitals NHS 

Foundation Trust diagnose approximately 600 of these new breast cancers 

per year. The Breast Care Centre at Worthing Hospital offers the full range of 

breast surgery: breast conserving, breast reduction/mastopexy, mastectomy 

and reconstruction, both autologous and implant-based.  

 

Historically, the mainstay treatment for breast cancer was radical mastectomy, 

which was described by Halstead in 1894. Numerous advances in surgical 

techniques have since allowed resection of breast tumours whilst ensuring 

preservation of the breast’s natural shape and appearance. This type of 

surgery, with or without surgical staging of the axilla, is known as breast 

conserving surgery (BCS). The combination of BCS, with adjuvant 

radiotherapy, is known as breast conserving therapy (BCT). In 1990, BCT was 

endorsed as the gold standard for the treatment of women with early-stage 

breast cancer (stage I or II) by the National Institutes of Health, based on 

several prospective, randomised controlled trials that showed equivalent 

patient survival following mastectomy and BCT.2,3 Subsequent studies, such 

as the Milan trial and the National Surgical Adjuvant Breast and Bowel Project 

B-06, have strengthened and given further evidence of oncological safety of 

BCT in stage I and II breast cancer by showing that there is no significant 

difference in patients’ survival rates after 20 years following BCT and 

mastectomy.4,5 BCT is also recommended as a treatment option for women 

with ductal carcinoma in situ (DCIS), the most common stage 0 cancer.6 In 

single-site DCIS, women are given the choice of mastectomy or BCT, which 

have been shown to be equally effective.7,8 In specific cases, BCT can be 

used as part of the treatment plan for stage III breast cancer, for instance 

following neoadjuvant chemotherapy to reduce tumour size.9 Stage IV breast 

cancer can be amenable to BCT in specific situations, such as in bones 

metastases, as survivorship is relatively good in the case of solitary bone 

lesions.10 
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Over the last 25 years, through integrating the most advantageous aspects of 

breast oncology with plastic surgery for immediate breast reshaping, termed 

oncoplastic breast surgery, oncological efficacy of BCS has been further 

improved, in terms of margin status and recurrence, when compared to 

traditional BCS.11 In addition, oncoplastic breast surgery has expanded the 

scope of BCS to include tumours of a greater volume. In 2005-06 BCS was 

demonstrated to be the treatment of choice for 59% of women undergoing 

breast cancer surgery in the England, with a trend of an annual increase in 

the number of surgeries being performed.12 Whilst the safety of modern BCS 

is undisputable, the high rates make it empirical that alternative outcomes, 

such as cosmetic outcomes, are also met. 

 

Previously, the cosmetic outcome of BCS has not always been favourable, 

with deformities as asymmetry, scarring, and nipple and areolar distortion and 

dislocation being reported.13,14 Deformities in BCS, in combination with the 

complications of adjuvant radiation in BCT, have thereby led to patients 

reporting poor body image and quality of life following BCS.14 Oncoplastic 

techniques have now allowed BCS to be individualised to each case, with 

consideration of tumour location and size being of upmost importance, in 

order to facilitate discrete positioning of scars and optimal shaping of breasts. 

Hence, since the introduction of oncoplastic breast surgery, superior cosmetic 

outcomes have been reported.15  

 

In recent years great salience has been placed on patient-reported outcome 

measures (PROMs), in addition to oncological safety and cosmetic outcomes. 

PROMs are defined as validated, procedure-specific questionnaires, designed 

to eliminate bias, and used to elicit the patient’s perspective on their health 

and health-related quality of life.16 PROMs are now widely endorsed as 

important clinical end-points and useful tools for quality control.16 Such 

outcomes are particularly poignant in patients with high long-term survival, 

such as those treated with BCT for breast cancer; a population-based study in 

the Netherlands has demonstrated that there was a 77% patient survival at 

11.4 year follow-up.17 In line with this ethos, in 2009 the Memorial Sloan 

Kettering Cancer Centre and the University of British Columbia created a 
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highly reliable PROM, called BREAST-Q, which has since been used 

worldwide.18 BREAST-Q was developed using extensive patient input and 

Rasch analysis, to quantify patients’ self-reported outcomes for breast 

surgeries.18 There are five different modules; augmentation, reduction (or 

mastopexy), mastectomy, post-mastectomy reconstruction and most recently 

BCT (see Appendix 1). The BREAST-Q questionnaire for BCT has several 

domains: ‘Satisfaction with breasts’, ‘Effect of Radiotherapy’, ‘Physical 

wellbeing’, ‘Psychological wellbeing’ and ‘Sexual wellbeing’, and further 

domains regarding satisfaction with the care provided. Each domain has 

multiple sub-questions to be answered on the Likert scale.  

 

Currently, O’Connell et al.19 is the only publication to report the entire BCT 

BREAST-Q dataset. Questionnaires of 200 women who had undergone 

unilateral BCT for cancer in the last 1-6 years reported highest patient 

satisfaction in domains relating to health care professionals and lowest patient 

satisfaction in ‘Sexual wellbeing’. In the study, the median score for 

‘Satisfaction with breasts’ was 68 (Interquartile range 55-80), which is higher 

than that of patients following mastectomy, alone or in combination with 

immediate breast reconstruction, as reported in the National Mastectomy and 

Breast Reconstruction Audit 2011.19,20 Dahlbäck et al.21 has also reported 

BCT BREAST-Q median scores for domains relating to quality of life but did 

not include domains relating to satisfaction with health care provided. Their 

results were almost identical, thereby providing reassurance that the 

descriptive statistics from O’Connell et al.19 are a reliable and useful source, 

which can be used to contextualise our own results. There are now also 

normative values for BREAST-Q applicable to BCT, mastectomy and 

reconstruction, which were established by completion of the pre-operative 

BREAST-Q scores by 1201 adult women without a history of breast surgery or 

breast cancer, from the Army of Women, an online community.22 These 

normative values are a useful clinical reference point.  

 

There is currently no published research, using BREAST-Q, investigating 

whether there is any difference in patient satisfaction between patients who 

have had BCT (BCS with adjuvant radiotherapy treatment) and patients who 
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have had BCS only. Radiotherapy has previously been cited as a possible 

explanation for poorer patient-reported outcomes in ‘Physical wellbeing’ in 

BCT, in comparison to other surgical procedures, such as total mastectomy 

with or without reconstruction.23 It is important to determine whether any 

increased rates of pain and discomfort are in fact due to radiotherapy, or the 

surgical intervention itself. 

 
Aims 
 

The present study aims to explore the following: 

 

1. Patient satisfaction regarding their health and health-related quality of 

life following breast-conserving surgery (BCS) using BREAST-Q 

• To gain greater insight into the difficulties women face following 

BCS, and therefore where greater support and advice should be 

provided. 

• To evaluate the service provided at Worthing Hospital. 

• To validate the results of current publications. 

 

2. Identify any differences in patient satisfaction between those who 

underwent BCS with adjuvant radiotherapy (BCT) and those who had 

BCS only.  
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Materials and Methods 
 

Study Design 
A database of all adult female patients who underwent unilateral Wide Local 

Excision (WLE) for invasive and/or in-situ carcinoma between 1st January 

2015 and 31st December 2015 at Worthing Hospital was created. Exclusion 

criteria included death, learning difficulties, the development of recurrent 

disease or requirement for subsequent surgery to the index or contralateral 

breast. Eligible patients were contacted by telephone to discuss participation 

in this study. Subsequently, all patients, except those who declined to 

participate, were sent the postoperative breast conserving-therapy (BCT) 

module of BREAST-Q questionnaire by post (see Appendix 1). In addition, 

participants were sent a detailed explanatory letter, which ensured anonymity 

and confidentiality, as well as a pre-paid envelope to return the questionnaire. 

The clinical characteristics, including diagnostic factors and details of 

treatments, were extracted from clinic letters. 

 

Data Analysis 
Data from the returned questionnaires was inputted to Microsoft Excel and 

transformed according to the BREAST-Q protocol. The resultant patient 

reported outcomes were on a scale of 0-100, with higher scores representing 

more positive patient reported outcomes. Descriptive statistics, including 

median (interquartile range) and mean (standard deviation), were calculated 

and presented in an equivalent way to other BCT BREAST-Q publications, to 

facilitate simple comparisons between Worthing and other hospitals. In order 

to meet the threshold to perform overall analysis with descriptive statistics, 

patients were required to have completed over half of the sub-questions in a 

domain. Further analysis was undertaken in specific domains to allow 

inclusion of patients who answered less than half of the sub-questions and 

identify specific areas of low satisfaction. In SPSS Statistics, the Mann-

Whitney U Test was used to determine whether there was any statistical 

difference between satisfaction of patients who underwent BCS with adjuvant 

radiotherapy (BCT) and those who had BCS only. 
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Results 
 

Demographics 
Between 1st January 2015 and 31st December 2015, 263 women underwent 

WLE for invasive and/or in situ carcinoma at Worthing Hospital. Ten women 

met the exclusion criteria. Of the 253 eligible women, 173 (68.4%) were 

contactable by telephone and on discussion, 160 of these women (92.5%) 

agreed to participate and were sent the questionnaire. The 13 women (7.5%) 

who declined participation cited ‘having concerns about the questionnaire 

being too difficult’ and ‘being too busy’ as explanations for this. The 80 women 

(31.6%) who were not contactable by phone were also sent the questionnaire, 

with a thorough explanation of the project. In total, 160 of the sent 

questionnaires were returned, giving a response rate of 66.7%.  

 
The mean age of women who underwent WLE in 2015 at Worthing Hospital 

was 66.5 years (SD 12.4) and mean time since surgery was 27.9 months (SD 

3.6). Clinical characteristics of the 240 patients who were sent the 

questionnaire, including diagnostic factors and details of treatment, can be 

seen in Table 1. 
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Table 1: Clinical characteristics of patients who were sent the post-operative 

BCT module of the BREAST-Q questionnaire.  

 
Patient reported outcomes regarding health and health-related quality of 
life following BCS using BREAST-Q 

Descriptive statistics for each domain of the BCT module of BREAST-Q can 

be seen in Table 2. Satisfaction in BREAST-Q domains were scored in the 

following order from highest to lowest: ‘Satisfaction with breast surgeon’, 

‘Satisfaction with other members of medical team’, ‘Satisfaction with other 

members of office staff’, ‘Effect of radiotherapy’, ‘Psycho-social wellbeing’, 

‘Physical wellbeing’, ‘Satisfaction with information’, ‘Satisfaction with breasts’, 

‘Sexual wellbeing’. In the ‘Sexual wellbeing’ domain, only 83 women 

answered more than half of the questions and could be included in descriptive 

statistics. For the ‘Effect of radiotherapy’, only data from 117 participants was 

included, because in several cases it was unclear whether the participant had 

undergone radiotherapy or not, based on their returned questionnaires. 

Variable Number of 
patients (n) 

Tumour type  
IDC + DCIS 47 
IDC 167 
DCIS 26 
Nodal status  Negative 179 
Positive 61 
Axillary Surgery  Nil 27 
SLNB or sampling 197 
ALND 16 
Adjuvant Radiotherapy  
Yes 210 
No 30 
Adjuvant Chemotherapy  
Yes 60 
No 180 
Adjuvant Endocrine Therapy  
Yes 208 
No 32 
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Table 2: Descriptive statistics for each domain of BCT module of BREAST-Q. 

 
There are currently no reference scores for the BCT module of BREAST-Q, 

therefore, in order to contextualise these overall results, they have been 

shown on graphs with BCT BREAST-Q results from the entire dataset 

published by O’Connell et al.19 and alongside normative data published by 

Mundy et al.22, as shown in Figure 1 and 2 respectively. 

 

 

 

 

 

 

 

 

 

 

 

Domain N Median (IQR) Mean 
(SD) 

Satisfaction with Breasts 160 69 (56-82) 71 (20) 

Effect of radiotherapy 117 87 (78-100) 88 (15) 

Psycho-social wellbeing 160 87 (64-100) 81 (21) 

Sexual wellbeing 83 59 (48-74) 62 (21) 

Physical wellbeing 160 82 (66-100) 80 (18) 

Satisfaction with information 160 76 (62-100) 79 (20) 

Satisfaction with breast surgeon 159 100 (92-100) 93 (16) 

Satisfaction with other members of 
medical team 

159 100 (96-100) 91 (20) 

Satisfaction with other members of 
office staff 

158 100 (93-100) 91(19) 
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Figure 1: Median (IQR) for each domain of BCT module of BREAST-Q at 

Worthing Hospital and The Royal Marsden by O’Connell et al.19 

Figure 2: Mean (SD) BREAST-Q scores for BCS patients at Worthing 
Hospital and normative scores published by Mundy et al.22 
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More thorough analysis was undertaken, with a particular focus on the lowest 

scoring domains, ‘Satisfaction with breasts’ and ‘Sexual wellbeing’. The 

distribution of patients’ answers on the Likert scale for each sub-question has 

been plotted in Figure 3 and 4 respectively. In the ‘Satisfaction with breasts’ 

domain 72-95% of women reported being very satisfied or somewhat satisfied 

in each sub-question. When clothed, 19 in 20 women reported satisfaction 

with the appearance of their breast area post-operatively. Lowest satisfaction 

was reported for appearance of the breast area unclothed, with 1 in 4 women 

reporting dissatisfaction, and for sub-questions regarding symmetry of the 

breasts, in which 7 in 25 women reported dissatisfaction. In the ‘Sexual 

wellbeing’ domain, approximately half of women reported that either none of 

the time or very little of the time did they feel enjoyment or sexual pleasure 

when their operated breast is touched. This is of particular salience because 

these were the two sub-questions in the ‘Sexual wellbeing’ domain that were 

not taken into account in overall descriptive statistics, based on the BREAST-

Q interpretation manual. This suggests that patients’ sexual wellbeing may be 

even lower than demonstrated. Following BCT, women also reported 

relatively low rates of feeling sexually confident and attractive when 

unclothed. 
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Figure 3: Percentage of patients that gave each answer on the Likert scale 
for each sub-question in the ‘Satisfaction with breasts’ domain.  

Figure 4: Percentage of patients that gave each answer on the Likert scale 

for each sub-question in the ‘Sexual wellbeing’ domain. 
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In the ‘Physical wellbeing’ domain, the majority of patients described 

experiencing each specific symptom referenced to in the sub-questions (see 

Appendix 1) none of the time. Excluding breast tenderness, 1-6% of patients 

reported having each symptom all of the time and 9-39% of patients reported 

experiencing each symptom at least some of the time. The most commonly 

experienced symptom is breast tenderness: 56% of patients experience this 

at least some of the time. 

 
Comparison of patient satisfaction in BCS patients and BCT patients  
There was no statistically significant difference in patient satisfaction between 

those who had BCS with adjuvant radiotherapy (BCT) (n=104) and those who 

had BCS only (n=9), in any domain overall (Mann-Whitney U Test - p>0.05). 

Only a subset of patients were included in this comparison because in the 

case of several participants it was difficult to be certain from their BREAST-Q 

questionnaire whether they underwent adjuvant radiotherapy.  
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Discussion 
 

Relevance of this research in relation to other studies 
The results obtained in this study are comparable to results for the Royal 

Marsden Hospital, a world-leading cancer centre, published by O’Connell et 

al.19, as well as those from Dahlbäck et al.21 The main differences between 

these studies and the present study is that the mean time since surgery here 

was 2.3 years with all patients undergoing WLE within the same year. This is 

unlike previous studies in that the questionnaire was administered sooner 

after WLE and within a shorter range of time. Furthermore, other studies 

exclusively included patients undergoing BCT unlike this study, making this 

study unique. In spite of this, both the figures, and the pattern of these, are 

very comparable between datasets, thereby verifying that women across 

different Trusts are facing the same satisfaction and health-related quality of 

life triumphs and struggles following BCS.  

 

In accordance to other studies that used BREAST-Q as an outcome measure, 

using the BCT, mastectomy and breast reconstruction modules, the lowest 

self-reported outcome was seen in the ‘Sexual wellbeing’ domain.19-21,23 

Although the ‘Sexual wellbeing’ scores are low when compared to other 

domains, it is important to consider the scores in relation to women who have 

not had breast cancer or breast surgery. The normative scores for ‘Sexual 

wellbeing’, determined by Mundy et al.22, are lower than our patient 

satisfaction scores following BCS, as seen in Figure 2. However, Mundy et 

al.22 described BCT patients as having more than a 0.5SD decrease in 

‘Sexual wellbeing’, compared to normative women.20,21 The comparison of 

Mundy et al.22 was based on ‘Sexual wellbeing’ results of BCT patients from 

Howes et al.23 On the other hand, if BCT results from O’Connell et al.19 and 

Dahlbäck et al.21 had been used, the conclusion would fall in line with our 

findings. Moreover, using the BREAST-Q, Howes et al.23 found no statistically 

significant difference in ‘Sexual wellbeing’ between their controls (n=111) and 

women following BCS (n=74) (p = 0.107), giving further reassurance that the 

relatively low score is unlikely to be a sequela of BCS.  
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More thorough analysis of the ‘Sexual wellbeing’ domain has not previously 

been published. In Figure 4 it can be seen that a high proportion of women 

reported having enjoyment and sexual pleasure none or only a little of the 

time when their operated breast was touched. The cause of this is likely to be 

multifactorial. For example, the psychological impact of having had cancer in 

the breast, skin changes from adjuvant radiotherapy treatment and changes in 

sensation following surgery may have all contributed. Further studies looking 

at the nature and severity of the psychosocial impact this has had on patients, 

if any, would be of interest. 

 

The ‘Sexual wellbeing’ domain had the lowest response rate; only 65% of 

returned questionnaires had at least one sub-question answered, and 51.9% 

amswered more than half of the sub-questions and were thereby eligible for 

overall analysis with descriptive statistics. The low response rate was 

anticipated, as this has also been reported in other studies.19,20,22,23 A likely 

explanation for this is that women consider these questions too personal or 

not relevant to them.  

 

In relation to other domains, the ‘Satisfaction with breasts’ domain had the 

second lowest scores. However, BCS patients reported better outcomes for 

‘Satisfaction with breasts’ than has been seen following other breast 

surgeries, including mastectomy and breast reconstruction when scores from 

the National Mastectomy and Breast Reconstruction Audit 201119 are used. 

Using BREAST-Q, Atsiha et al.24 found BCS patients had higher scores in the 

‘Satisfaction with breast’ domain than abdominal flap, buttock and thigh flap 

reconstruction patients, but lower scores compared to mastectomy and 

implant reconstruction patients. The raw values underlying this conclusion 

have not been published. Therefore, it is difficult to know where the 

discrepancy lies. The BCS patients also reported better outcomes than 

normative women, according to Mundy et al22. In addition, Howes et al.23 

found there to be no statistical different between the groups (p = 0.81).  
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In the ‘Satisfaction with breasts’ domain some of the lowest scores were seen 

for questions referring to symmetry between breasts. Asymmetry between 

breasts has previously been recognised as a potential complication of 

BCS.13,14,23,25 In one cohort of 21 BCT patients, 86% of whom reported overall 

satisfaction, all patients noted asymmetry between breasts.26 Therefore Bajaj 

et al.26 suggest that optional plastic surgery consultations should be 

introduced as part of the treatment protocol. However, Howes et al.23 found 

that despite the majority of BCT patients reporting asymmetry, only a slightly 

higher proportion of women would consider surgical correction to improve this, 

in comparison to a group of controls. 

 

The ‘Physical wellbeing’ score for normative patients was higher than that of 

the study participants.22,23 It would be unlikely for participants without a history 

of breast cancer or surgery to experience the majority of symptoms 

referenced to in the sub-questions of the ‘Physical wellbeing’ domain so this is 

unsurprising. Of more relevance are the mixed results reported when 

comparing ‘Physical wellbeing’ in BCT patients and mastectomy patients, with 

or without reconstruction. The mean scores for ‘Physical wellbeing’ following 

BCS in this study, by O’Connell et al.19, and research by Howes et al.23 were 

80, 76, 72, respectively. Mean ‘Physical Wellbeing’ for other surgical 

interventions also varies, with scored between 71-73 for mastectomy, 74-76 

for immediate reconstruction and 75-79 for delayed reconstruction.20,27,28 

Howes et al.23 found that women who had undergone total mastectomy, with 

or without reconstruction, reported significantly higher ‘Physical wellbeing’ 

scores than women who underwent BCS.21 This was not the case when our 

BCS score was used. An explanation that has previously been cited for lower 

self-reported ‘Physical wellbeing’ following BCS compared to alternative 

surgeries is that there are higher rates of adjuvant radiotherapy following 

BCS, which reduced ‘Physical wellbeing’. Whereas, our results did not show 

BCS patients to have lower ‘Physical wellbeing’ compared to patients having 

other surgeries. Moreover, conflicting evidence to the radiotherapy hypothesis 

has been found; patients who had adjuvant radiotherapy did not have 

significantly different results to those who did not. Howes et al.23 also report 

that radiotherapy did not alter patient satisfaction in their results, but state that 
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their study was not specifically designed to assess this outcome. In the 

National Mastectomy and Breast Reconstruction Audit 201120, both 

unadjusted and adjusted mean ‘Physical wellbeing’ of Mastectomy, Immediate 

and Delayed Reconstruction patients were published. Adjustments were 

made for multiple possible variables, including the use of postoperative 

radiotherapy. After adjustments were made, scores remained unchanged or 

only changed by 1 point, which also indirectly suggests that radiotherapy does 

not have a pronounced impact on ‘Physical wellbeing’.  

 

Strengths and Limitations of the Study 
This is one of few studies that uses the BCT module of BREAST-Q as an 

outcome measure and only the second study to report the entire dataset. The 

unique aspect of this study was the inclusion of patients undergoing BCS, as 

opposed to exclusively patients treated with BCT. Moreover, comparison of 

BCS and BCT patients has not previously been performed. A more in-depth 

analysis has been undertaken in specific domains giving rise to novel 

information, which could be invaluable in facilitating support of patients 

undergoing BCT.  

 

The principle weakness of this study is that participants completed the post-

operative questionnaire, without having completed the pre-operative 

questionnaire. As such, it was not possible to precisely determine if there was 

any clinical change in this cohort pre-surgery to post-surgery. Secondly, we 

cannot exclude participation bias may have arisen in the study as 7.5% of 

patients declined to participate on the telephone and 33.3% of patients did not 

return sent questionnaires. Lastly, in the comparison between BCS and BCT 

patients, the sample size of BCS patients was very small. Hence, it is possible 

that these participants are not representative of the entire population and 

small differences could be missed. 

 
Implications for clinicians and future research 
The continuity of patient satisfaction across studies helps to validate all the 

results. With over 700 women having now completed the BCT module of 

BREAST-Q it would be reasonable to introduce reference values based on 
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current studies.19,21 These results are also reassuring for the staff at Worthing 

Hospital and beyond, as the patient-reported outcomes are extremely positive 

following BCT. 

 

It has been implied that the poor results in the lowest scoring domains, 

‘Sexual wellbeing’ and ‘Satisfaction with breasts’, are unlikely to be a 

sequelae of BCS. On the contrary, it seems that low scores predate BCS and 

are persistent across different surgical cohorts. In order to verify this, it would 

be useful to perform a prospective cohort study in which both pre-operative 

and post-operative BREAST-Q questionnaires are administered to the same 

group of patients longitudinally, to quantify the impact of the surgical 

intervention. 

 

An area in which poor satisfaction was reported was breast symmetry. 

Therefore, we recommend discussion with patients concerning breast 

symmetry is ensured at their follow-up appointment, especially as subjective 

rates of asymmetry have been shown to be higher than objective rates.24 The 

high rates of breast tenderness should also be explored through discussion 

with patients, and appropriate interventions should be introduced accordingly. 

 
It would be valuable for future studies to gain greater insight into the impact of 

radiotherapy on the results of patient-reported outcome measures in breast 

surgery. A large-scale comparison between BCS and BCT patients, with 

thorough analysis of sub-questions, would facilitate this.  

 
Conclusion 
 

On the balance of evidence presented above, including comparison of results 

with normative data and interpretation of findings alongside previously 

published data, it appears that following BCS, patient satisfaction with health 

care providers, health and health-related quality of life is very positive.  
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Appendix 1 
 
BREAST-Q – Breast Conserving Module (Postoperative) 2.0 
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