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Background: Delivering breast cancer surgery in the National Health Service (NHS) safely during the
COVID-19 pandemic 1st wave lockdown was a big challenge. In our institution we were able to develop a
system that helped avoiding the backlog of cancer cases, this system is expected to continue with the coming
2nd pandemic wave. This paper describes the experience of our breast unit in delivering breast cancer service
during the COVID-19 pandemic.
Methods: The performance data with newly developed protocols for the month of March and April 2020
at the height of the crisis was analysed and compared with a similar time period in 2019. And we audited the
effect of the newly developed triaging protocol for possible new cancers referrals.
Results: In this study, our developed pathways maintained access to urgent consultations and the timings
of 1st line cancer treatment were offered as per national guidance. Four hundred and eighteen urgent review
slots used vs. 564 last year, follow up clinics reviewed 95 patients vs. 105, 35 cancers were detected in study
period compared to 43 last year. No COVID-19 related complications recorded. Data audited showed no
missed cancers due to triple assessment delay.
Conclusions: With appropriate adaptation to the pathway, it is possible to deliver all essential breast
cancer services during COVID-19 pandemic and minimise infection control risks.
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Introduction
COVID-19 pandemic has severely affected health services
safe practice all over the world. In United Kingdom (UK)
and as part of the control measures a national lockdown
was imposed early this year to control the infection rate,
therefore the National Health Service (NHS) was to use
its resources primarily to face the rising COVID-19 cases
and other ongoing emergencies, limiting all non-urgent
services to availability. Because of that, cancer services
like breast cancer suffered significant interruption and
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delays. The accumulated effect of that was apparent after
the lockdown measures were released, many institutions
were and still facing a huge patient backlog that needs to
be cleared to enable normal service resumption. To add
another challenge, we are faced by a second pandemic wave
threatening another lockdown.
Our institution at Sherwood Forest Hospitals Trust
(SFH) managed to evolve and follow a successful breast
cancer pathway that helped in keeping the necessary cancer
services running, while protecting the staff and patients
from acquiring the infection. After lifting the lockdown,
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we were in a good position to resuming normal service.
Therefore, we think presenting our experience during the
early months of the pandemic, and exchange ideas with
other centres can help us all in facing the coming wave.
The Breast Service at SFH provides both symptomatic
and screening services with a fully constituted
multidisciplinary team, based at Kings Mill and Newark
General Hospitals. Following COVID-19 outbreak, the
screening service was suspended but the whole of the
symptomatic service continued to be provided in line with
national advice to change some of the pathways.
The new pathways developed at SFH aimed to minimise
face to face contact while offering treatment to all patients
with breast cancer diagnosis. The choice of treatments was
based on molecular breast cancer subtypes and patient’s
risks related to COVID-19 (1-3).
Until the time of writing this paper, there was little data
on delivering breast cancer services in the NHS during the
COVID-19 pandemic.
The aim of this study is to describe the performance data
of delivering breast service at SFH during the COVID-19
pandemic.
Methods
Data for this study was collated retrospectively from the
hospital information systems and including:
 General practitioner (GP) 2 weeks wait (2WW)
referrals (suspected cancers);
 New cancer pathway;
 Telephone and face to face clinics;
 Theatre utilisation;
 Breast service backlog.
We compared the collected performance data during
early lockdown period (March–April) to pre COVID-19
same period last year.
A prospective audit data for delayed 2WW patients was
also collected using short questionnaire for consecutive
cases, looking at the effect of delayed triple assessment.
The study was conducted in accordance with the
Declaration of Helsinki (as revised in 2013). Ethical
approval was deemed unnecessary.
Results
Staffing
As a result of the COVID pandemic, some staffs were
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redeployed to Intensive Therapy Unit (ITU) and a small
number became unavailable because of their need to shield,
we were down by three doctors out of six and one breast
care nurse (BCN) out of four. However, the remaining staffs
were made adequate to maintain essential breast services.
Regular team briefing was the cornerstone in keeping all the
team informed and reorganized according to the national
data and recommendations.
2WW referrals
An initial added telephone triaging step was introduced late
in the study period for all patients referred under 2WW
(Figure 1), although not perfect but it was shown in some
studies to be a good alternative in the circumstances (4),
and of these about 70% were converted to an urgent face to
face consultation. The remaining 30% were given between
1–3-month appointments. Total number of patients triaged
over March–April was 185, face to face consultations were
233, making a total of 418 clinic slots. Last year same period
we used 564 slots, total number of diagnosed cancer over
the study period was 35 compared to 43 last year (Table 1),
the difference can be attributed to either missing cancers
and/or the loss of the screening program detection which
was 5.3 patients/month average in our institution (51 screen
detected cancers in 2017, 77 in 2018, and 62 in 2019).
We audited our triage system as planned, 28 patients
were delayed beyond the 2 weeks, 21/28 seen after more
than one month. The audit outcome showed no cancers
were missed due to the triaging step (Figure 2).
Clear communication protocol was introduced (Figure 3)
to support patients during the pandemic specially delayed
ones who were held in a patient treatment list (PTL) to
avoid being lost to follow up.
Other clinics
Annual cancer follow-up clinics were changed to telephone
consultations. Face to face reviews reserved for new cancer
related complaint. Over the study period 95 patients were
contacted, during same period in last year 105 patients were
reviewed (Table 1).
All reconstruction clinics changed to teleclinics; patients
informed of the service being on hold.
In addition to the planning of clinical capacity, the breast
service was also required to estimate the personal protection
equipment (PPE) requirements to deliver the planned face
to face activity. For a 13-patient new clinic, for example, 273
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COVID-19 modified 2WW clinic protocol

GP 2WW choose and book appointment

Letter sent to patient by appointments office with
change from face to face to telephone consultation

Telephone clinic consultation/triage
Lump
Bloody nipple

Non-bloody single

Breast pain

discharge

duct discharge

Breast itching

Non-nipple eczema

Non-bloody multi-

Size/shape changes

duct discharge

Nipple retraction
Nipple eczema
Skin dimpling

lumpiness

Peau d'orange
New complaint with
PH of breast cancer

Face to face
appointment in

Face to face
appointment in

Face to face
appointment in

1 month

3 months

1 week

Will be audited for missed cancers

Figure 1 The newly developed 2WW referrals triaging protocols. All cases go through telephone consultation and either accepted within
the 2WW for triple assessment, or delayed for later review. 2WW, 2 weeks wait; GP, general practitioner.

Table 1 Breast outpatient clinics patient attendance in March and April 2019 vs. 2020
March–April 2019

March–April 2020

0

185

Face to face consultation

564

233

Total consultations

564

418

Detected cancers

43

35

Cancer follow up clinics

105

95

Phone consultation

pieces of basic PPE are required. Managing these resources
was part of the overall changes.
Multi-disciplinary meetings (MDT)
Before COVID-19 we were running two meetings per
week, those were combined in one meeting a week during
the lockdown. Attendance was restricted to one member of
each disciplinary with protective measures in place, others
can join virtually.
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Patients with operable cancer were prioritised for
surgery based on cancer molecular biology and patient
medical condition (5,6). Invasive triple negative, weakly
oestrogen receptor (ER) positive, HER2 positive and poorly
responsive to neoadjuvant chemotherapy patients prioritised
over none invasive, ER positive and HER2 negative invasive
ones. The latter group of patients had a marker clip inserted
and commenced on neo-adjuvant endocrine treatment
(NAET). While NAET is not a new treatment modality
and being investigated (7), but this approach is gaining
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Outcome of triple assessment

Missed cancers =0
26

2

1
1 week F/U

Not stated

R&D

Figure 2 Outcome of auditing delayed triple assessment. Twenty-six reassured and discharge, one abscess continued on follow up, two
outcomes were not stated in the questionnaire. No cancers were missed in the triage delayed cases. F/U, follow up; R & D, reassured &
discharged.

Patient communication/support during
COVID-19

Modified GP
patient letter
Modified breast
consultation patient letter
COVID treatment pathway
shared with patient
Breast care nurses (BCN)
support continued
BCN/Surgeon patient
wellbeing telephone calls
Email photo support
COVID-19 voicemail
instruction support

Figure 3 Patient communication and support applied during the lockdown period, multi-step system covering the patient journey from GP
to BCN and surgeons. It helped reducing patient anxiety, uncertainties, and complaints. GP, general practitioner; BCN, breast care nurses.
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Breast surgery during COVID-19 pandemic
(as per ABS and local guidelines)

Benign

Breast

Follow up

reconstruction

results/

Breast cancer

Oncology
treatment

surveillance

On PTL

On PTL

(Green patients)

(Green patients)
Telephone
consultation

See COVID-19
oncology
guidelines

Bridging endocrine

Surgery

treatment (BET)

Indications:
Pre op/admission/

• Intolerance to BET

COVID screening/

• Triple negative

theatre modification:

• Patient choice

(SFH guidance)

• DCIS
• NACT (complete/incomplete)

Figure 4 Changes to breast surgery services during the lockdown as per ABS and local SFH guidance. Benign and reconstruction cases
were put on hold and added to green PTL. Cancer cases follow up and results clinics were continued as telephone clinics. Medical oncology
treatment continued in selected cases with changing prioritization guidelines. Breast cancer surgery continued, patient prioritized, and steps
introduced to ensure patient and staff safety. Bridging endocrine treatment started in all ER positive patient. ABS, Association of Breast
Surgery; SFH, Sherwood Forest Hospitals; PLT, Patient Tracking List; ER, oestrogen receptors; DCIS, dictal carcinoma in situ; BET,
bridging endocrine therapy; NACT, neo-adjuvant chemotherapy.

popularity in pandemic era (8).
Similarly, the provision of chemo and radiotherapy were
modified in line with national guidance’s (9,10), where
the risk for catching COVID-19 is riskier than the cancer
itself (11).
Breast operative theatres
During the pandemic peak, all main theatres were changed
into intensive care unit (ICU) beds. Surgical specialties were
sharing 3 operating rooms, two for trauma and emergencies,
and only one left for scheduled and elective procedures
shared with urology, colorectal, upper GI surgery, and
Ear, Nose, and Throat (ENT), dedicated specialty lists
suspended. A new breast surgery pathway was devised
(Figure 4) to continue operating under these circumstances
while avoiding harm. Our prioritization system complied
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with published NHS specialty guidance (Figure 5) (12), to
support ITU and free up sufficient number of inpatient
beds. This would also meet the requirements of infection
control by reducing footfall to the hospital and thereby
protect patients and staff, especially high risk patients
with poorer prognosis (12). Staff flexibility with working
hours helped in using every available surgical slot, we
operated on 26 out of 30 selected breast cancer patients in
the first 6 weeks of the lockdown which enabled reducing
the numbers in the waiting list. There were four on the
day cancellation: 3 due to theatre staff shortage because
of sickness and 1 due to unavailability of marker wire. No
deaths or COVID related complications recorded.In line
with national and trust guidelines, patients for surgery were
screened for COVID with a microbiology swab and chest
CT during the study period. The patients were also advised
to self-isolate with their families for 14 days. Patients were
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Figure 5 National guidelines for surgery prioritization. Breast cancer cases are level 2.

Table 2 Surgery Division backlog May 2020. With no dedicated vascular or paediatric surgery services in our institution, breast surgery had the
least total backlog at the end of study period
Specialty

Red

Amber

Green

Not recorded

Total

Breast surgery

30

–

33

4

67

Ear, nose, and throat (ENT)

12

10

221

9

252

General surgery

9

55

391

54

509

Maxillofacial surgery

2

16

105

–

123

Ophthalmology

–

11

167

105

283

40

143

722

584

1,489

–

–

–

7

7

45

154

228

33

460

–

–

–

33

33

138

389

1,867

829

3,223

Orthopaedics
Paediatric surgery
Urology
Vascular surgery
Grand total

admitted to the hospital the day before their surgery to allow
COVID screening and undertake pre-operative assessment.
Currently, guidance has changed, no CT chest is needed,
patients to get their swab in a drive through booth within
72 hours of their operation and required to self-isolate after.
Face to face pre-operative consultation was not
undertaken.
Theatre utilisation was reduced by about 50% compared
to pre-COVID due to additional infection control measures
such as PPE requirements and the absence of normal preoperative assessment support.
Breast surgery backlog
The backlog of breast surgery cases in May 2020 is shown
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in comparison to other surgical specialities in the hospital is
shown in (Table 2). Of the 67 breast cases, 30 were cancers the
rest were benign or reconstruction procedures, the later cases
were postponed following Association of Breast Surgeons
recommendations (5). Pre COVID-19, the average waiting
list for cancer surgery is about 20 cases and therefore as a
result of the pandemic there was 10 extra cases, all of these
cases were ER positive on NAET. Backlog cases are kept as
red and green with detailed description and regular updates.
Discussion
Many studies were produced during the pandemic to
demonstrate how to run services with strict infection control
measures, some of these were related to breast cancer services
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(3,13,14), but none of them were based on NHS settings at
the time of writing this paper. Therefore, their experience
is not relevant to the NHS which follows a different local
strict monitoring and supervision to ensure set cancer targets
are met, for example Cancer Waiting Time (CWT) (15)
like the 2WW between GP referral and patient being seen,
also 62 days waiting time between referral and initiation of
treatment, with many other set targets. Nevertheless, these
studies confirm that breast cancer services can be safely
maintained during the pandemic.
This study has demonstrated that essential breast cancer
services can be delivered in the NHS during the COVID-19
pandemic. It has also shown that it can be done safely as
there were no COVID related complications to either
the patients or the staff. The 2WW target was met by the
telephone consultation followed by urgent reviews, but the
breach was inevitable in delayed reviews. Also NAET is
considered as initiation of treatment but not meeting the
62 days wait for initiating definitive treatment.
During this period, there was adequate clinic and
surgery capacity to provide service to the overall reduced
workload due to reduction in GP referrals and on held
screening services. New outpatient clinics pathways helped
in preventing unnecessary contact during the pandemic
peak helping patient and staff protection, the criteria
avoided delaying cancer diagnosis as proved by our audit on
the delayed triple assessment cases, the audit also showed
patients understanding and appreciation of the difficult
pandemic time, there was 2 out of 28 dissatisfied patients
with the delay due to anxiety. As per national guidance,
complex reconstructions and benign procedures were put
on hold but we continued to do partial reconstructions with
perforator flaps. For those patients with delayed cancer or
reconstructive procedures we continued their follow up
with three monthly telephone consultations to keep them
well informed as well as assuring them they are still in our
system and not forgotten.
From our experience we found that the operating time
with PPE requirements has doubled compared to preCOVID period, bearing that in mind help better planning
of theatre slots, especially if we needed to go back to the
shared lists system.
This study has also shown that it is important maintain
undisturbed referral pathways to reduce the backlog that
can eventually impact the service after lifting the lock down,
this was apparent in some institutions, especially those who
had to stop all elective services including cancers.
Threat of COVID-19 infection remains with expected
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bigger second wave. Therefore, strict infection control
measures need to remain in place to protect patients and
staff (16-18).
Based on this experience, the breast service at SFH
continued with this current model for the duration of the
pandemic and possibly continue with some of the positive
learning in the long run.
Non urgent breast services such as breast screening had
been paused during the crisis because the clinical gain is
small with the large footfall and high risks of COVID cross
infection. Nevertheless, it is useful to plan for re-opening
these services, but a fixed date cannot be set until the safety
conditions can be ensured. As to when that might be, it is
difficult to predict, and the breast service recognises it may
have to remain like this until a vaccine becomes available.
Furthermore, given the lack of clear central guidance, the
safety of re-opening each service is being left to the service
after undertaking the appropriate risk assessment. Similarly,
it is not always helpful to look at how other hospitals are
managing a particular service because local circumstances
vary and if this was the case then presumably, there would
be unified guidance’s from the central government.
Whilst it was encouraging that the rate was falling
initially because of the lockdown, hospital and care homes
remain a concentrated pool for this infection. Therefore,
based on the fact that up to 16% of staff is asymptomatic
carriers beside admitted infected patients in the hospital
makes it very dangerous for patients with non-urgent
conditions to be bought in to the hospital. From a patient
safety view, it is in the interest to stay out of hospital with
the current infection rate unless their care is essential.
Similarly, staff safety is of paramount and both central and
Trust guidelines make this an important requirement.
The status of the cancer services that are currently
running in our hospital is in a modified manner. Of
course, the COVID crisis is still not over, and even with
government’s partial relaxation of the lockdown, a partial
lockdown will remain throughout the country and therefore,
in the hospital itself. From an operational point of view,
the difficulties in getting support from interdependencies
are not expected to resolve very quickly. Staffs, who were
shielding because of their high risk, are back to unrestricted
duties with a ‘green area’ cannot be found for them easily,
and hence the need to continue with the modified system.
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