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ABBREVIATIONS AND ACRONYMS 

 

ACRA  American College of Radiologists 

ADH   Atypical ductal hyperplasia 

ALH   Atypical lobular hyperplasia 

ALND   Axillary lymph node dissection 

ASIR   Age specific incidence rate 

ASR   Age standardized rate 

AUS   Axillary ultrasonography 

BCN   Breast care nurse 

BCS   Breast conserving surgery 

BI-RADS Breast imaging-reporting and data system 

BMI   Body mass index 

BPM   Bilateral prophylactic mastectomy 

BPSO   Bilateral prophylactic salpingo-oophorectomy 

BRCA   Breast cancer gene mutation 

BRCA1   Breast cancer gene 1 

BRCA2   Breast cancer gene 2 

BSE   Breast self-examination 

CBC   Contralateral breast cancer 

CBE   Clinical breast examination 

CI   Confidence interval 

CISH   Chromogenic in-situ hybridization 

CMF   Cyclophosphamide, methotrexate and fluorouracil 
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CNB   Core needle biopsy 

CPM   Contralateral prophylactic mastectomy 

CT   Computerized tomography 

DCIS   Ductal carcinoma in situ 

DFS   Disease free survival 

DOH   Department of Health 

ER/PR   Estrogen-receptor/progesterone receptor 

ESMO   European Society for Medical Oncology 

FDG-PET  Fluorodeoxyglucose-positron emission tomography 

FEC   5-fluorouracil, Epirubicin, and cyclophosphamide 

FISH   Fluorescent in-situ hybridization 

FNAC   Fine needle aspiration cytology 

H&E   haematoxylin and eosin 

HER-2   Human epidermal growth factor receptor 2 

HERA   Herceptin Adjuvant 

HR   Hazard ratio 

IDC   Invasive ductal carcinoma 

IHC   Immunohistochemistry 

ILC   Invasive lobular carcinoma 

LABC   Locally advanced breast cancer 

LCIS   Lobular carcinoma in situ 

LHRH   Luteinizing-hormone-releasing hormone 

LN   Lobular neoplasia 

LTR   Lifetime risk 
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MMG   Mammography 

MRI   Magnetic resonance imaging 

NCCN   National Comprehensive Cancer Network 

NCR   National cancer registry 

NICE   National Institute for Health and Care Excellence 

OS   Overall survival 

PCHCT   Palliative and hospice care team 

Pcr   Pathological complete response 

PCR   Polymerase chain reaction 

PET/CT  Positron emission tomography/computerized tomography 

PPV   Positive predictive value 

QoL  Quality of life 

RCT   Randomized control trial 

RR   Relative risk 

RRSO   Risk reducing salpingo-oophorectomy 

SISH   Silver-enhanced in-situ hybridization 

SLNB   Sentinel lymph node biopsy 

SR   Systematic review 

TRAM   Transverse rectus abdominismyocutaneous 

WHO/IARC  World Health Organization- International Agency for Research on 

Cancer 
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INTRODUCTION 

 

Breast cancer is the most common cancer in women worldwide and although more 

common in industrialized countries, the World Health Organization-International Agency 

for Research on Cancer (WHO/IARC) reports increasing breast cancer trends 

worldwide. Breast cancer accounts for 1 in 10 new cancers worldwide, and 23% of new 

female cancers. 

Breast carcinoma is a most common disease in South Africa that affects young and old 

women and is often fatal.  Along with maternal deaths, breast cancer has been identified 

as an important health priority in most developing, including Sub-Saharan African, 

countries.  Breast cancer is a national priority in South Africa. . Incidence rates in White 

South African (SA) women are comparable with those in industrialized countries and are 

among the highest rates in the world. Incidence rates in Black SA women are 

comparable with those reported in developing countries. Rates in SA Indian women are 

almost double those reported in Bombay, India, but still lower than those in white South 

African women. 

 

The development of the BCPCP takes into consideration the following: 

 Increasing quadruple burden of disease in South Africa; 

 High prevalence of HIV and NCD in South Africa; 

 Availability of new medical technology;  

 Implementation of PHC re-engineering strategy; 

 The introduction of the NHI in South Africa and 

 National development plan 2030 goals. 
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WHAT’S NEW IN THE POLICY 

 

 Global framework: The development of the policy is guided by sustainable 

development goal (SDG) 3: “Ensure healthy lives and promote well-being for all at 

all ages”. One critical SDG target states that governments must ensure universal 

access to sexual and reproductive health-care services, including family planning, 

information and education, and the integration of reproductive health into national 

strategies and programmes by 2030. 

 National framework: The South African National Health Insurance white paper 

indicates that there is a need for massive reorganisation of the health care system 

to create a new platform for service provision which will also form basis for this 

policy revision. 

 Integration: The policy is providing synergy with other existing policy guidelines 

that are aiming to ensure universal access to sexual and reproductive health 

services such as the National Contraception and Fertility Planning Policy and 

associated service delivery guidelines, NCD, Human Genetics and Palliative care. 

 Outcome focus: This policy includes prevention, screening, diagnosis, treatment, 

care, and palliative care services. It includes the service delivery package in the 

community, PHC, district, regional and tertiary hospitals and private institutions. 

 Special considerations: As the policy is aligned with the WHO recommendations, 

in South African context special considerations for other high risk groups are 

considered such as women living with HIV and sex workers, adolescents and 

migrants 

 Community engagement and involvement: The policy explains the role of civil 

society organisations and communication strategy to increase the awareness of the 

breast cancer.  
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SECTION A: BACKGROUND AND CONTEXT 

 

 

The background section indicates the current status of the breast cancer based on the 

available data from the different data sources. It is also acknowledged that the data 

available may not be entirely representative of the burden of disease due to breast 

cancer, in South Africa. The data will however provide the baseline for the decision 

making in the policy in relation to the strategic objectives of the country. Some sources 

of data are not current but the available recent data from national cancer registry is data 

collected in 2010. Although data may seem old it is still within the internationally 

accepted lag times for cancer registration. 

CHAPTER 1: BACKGROUND/ EPIDEMIOLOGY 

 

1.1 Prevalence and Incidence 

Using data from the South African National Cancer Registry (NCR) for the period 1995-

2010, we are able to assess trends in the burden of breast cancer by population group 

and age.  

The latest available South African breast cancer statistics, for cases diagnosed in 1998 

and 1999 were published in 2005. When compared with the statistics published in 1998 

for cases diagnosed between 1993 and 1995, there appears to have been a significant 

increase in the number of breast cancer cases. 

In 1999 breast cancer was the leading cause of cancer in SA women accounting for 

19.4% of all new cancers. An average of  5750 new cases/ annum were reported 

between 1998 and 1999: 45% occurred in White women, 39% in Black women and 16% 

in the Coloured and Indian female population. By comparison, an average of 3785 new 

breast cancer cases/ annum was reported between 1993 and 1995, which accounted 

for 16.6% of all new female cancer cases.  

In accordance with WHO-IARC methodology the statistics were reported in terms of 

lifetime risk (LTR) from 0-74 years of developing cancer as expressed as 1 in x number 

of people; age standardized rate (ASR) per 100 000 (world standard population) and 

age specific incidence rates (ASIR).  
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In 1999 the overall lifetime risk was 1:26, but varied from 1:12 in White women to 1:49 

in Black women. The risk in both Coloured and Indian women was 1:18. The overall risk 

from 1993 – 1995 was 1:36. (White: 1:13; Indians: 1:21; Coloured: 1:63; Black: 1:81).  

The overall ASR of breast cancer in 1999 was 34.6/ 100 000 compared to 25.1/ 100 000 

in the previous report (1993-1995). In terms of population groups, this translated to 

76.5/ 100 000 in Whites, 49.8/ 100 000 inColoureds, 49.6/ 100 000 in Indians and 18.4/ 

100 000 in Blacks. These figures were also increased compared to those of the 1998 

report: White: 70/ 100 000 and Black: 11.3/ 100 000. Whereas previously the White to 

Black ratio was 1:6, it is presently1:4, reflecting the increasing incidence in the Black 

population. 

The ASIR for the entire population was 80: 100 000 in the age group 50 – 74 years; this 

rose dramatically to 161: 100 000 over the age of 75 years. The ASIR in Whites was 

126: 100 000 (40 – 44 years) and 294: 100 000 (70 – 74 years)  

Several studies have investigated the lower incidence of breast cancer in Black South 

African women compared with other population groups in the country. They concluded 

that certain factors, known to be important in the epidemiology of breast cancer, are 

unique in this racial group, and include later menarche, early age of first birth, multi-

parity, universal and prolonged lactation, low use of hormone replacement therapy and 

a diet low in fat/ high in fibre. 
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 CHAPTER 2: BREAST CANCER IN SOUTH AFRICAN CONTEXT 

There are several factors that were taken into consideration when developing this 

policy.  These Include:  

 Socio economic status and place of residence (urban versus rural): Women who 

live in rural area are disadvantaged regarding access to appropriate information and 

access to services. In some cases where a woman has access to a primary health 

care facility for screening, the referral to the next level of care is delayed due to 

poverty or financial challenges. 

 Educational level: The default community messaging strategy is through written 

materials. Furthermore the medium of communication is written in English which 

excludes most of women living in rural areas. 

 Social arrangement of the family: Women in some communities are largely not 

decision makers in relation to health seeking patterns especially sexual and 

reproductive health issues but are relying on partners. In other communities the 

decision to seek medical advice is made by the elderly woman in the family who 

may not be adequately informed.   

 Health care system approach: The health care system in South Africa is still 

largely hospicentric and therefore there is a limited consistent health promotion 

messages within the communities about sexual and reproductive health. The health 

care facilities are still not regarded as the first point of seeking health service but 

other services such as religious and traditional interventions are explored first. 

 Access to services: The availability of specialised health care services in South 

Africa is not equitably distributed according the needs of the community. Thus there 

are areas where advanced service is available and accessible while other parts of 

the country are only offering basic health care services. The situation is 

exacerbated by the severe shortage of specialists such as medical oncologists. 

 Health care workers skills: Inadequately trained health care workers who delay 

diagnosis and referral to the next level of care  

 Stigma: Breast cancer is still having stigma thus patients do not seek treatment 

early or even disclose the condition. 
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SECTION B: POLICY FRAMEWORK 

 

 CHAPTER 3: POLICY GOAL, STRATEGIC AND POLICY OBJECTIVES 

 

3.1. Legislative framework 

Various existing legislative and policy frameworks potentially support implementation of 

this Breast Cancer Prevention and Control Policy (BCPCP). This policy is in line with 

several international documents, and will be implemented in the context of several 

existing national policies, legislation and strategies that aim to improve the health and 

general well-being of women and girl children in South Africa. These existing national 

policies and strategies provide an enabling framework for prioritising breast cancer 

control or present opportunities for linking the breast cancer prevention programme with 

other interventions. The international and national frameworks are described below.  

Enabling International context 

The World Health Organization (WHO) guidelines for screening and treatment of. 

Enabling national legislation  

The Constitution of South Africa (No. 108 of 1996), and the National Health Act (Act No. 

63 of 2003) provides overarching guidelines to protect the rights of the citizens and 

prevent discrimination of women regarding access to quality health care service 

Policies, strategic plans, programmes and declarations 

Strategic plan for maternal, new-born, child and women’s health (MNCWH) and nutrition 

in South Africa (2012-2016) National Contraception and Fertility planning policy and 

service delivery guidelines (2012) covers other SRH priorities, provides platforms for the 

implementation of the policy. All the above guidelines allow the full integration of this 

policy with other existing policies in the department to comprehensively address the 

non-communicable diseases. 

3.2. Policy goals 

The overall goal of this policy is to improve women’s health and well-being by 

decreasing breast cancer-related morbidity and mortality.  

Specifically, the policy has three aims: 
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 Decrease the incidence of breast cancer by implementing prevention and screening 

interventions. 

 Improve the quality of life and decrease morbidity and mortality of women by 

diagnosing women with breast cancer early and treatment of lobular neoplasia 

 Effectively monitor and evaluate program implementation and the impact of the 

breast cancer interventions. 

3.3. Strategic objectives 

The strategic objectives of the policy will be aligned with the relevant strategic plans of 

the National Department of Health. Table 1 below summarise the four key strategic 

objectives of the policy. 

Table 1: Strategic objectives and description of the objectives 

Objective 

 

             Description of the objectives 

OBJECTIVE 1: Creating 

awareness in the community  

about breast cancer and the 

prevention strategy 

 Social mobilization strategy to provide correct 

messaging 

 Expand communication platforms to raise 

awareness about breast cancer 

OBJECTIVE 2: Health care 

provider training and capacity 

building 

 Identify appropriate training packages for 

health care providers in each level of care. 

 Identify specialist  training requirements for 

each level of care 

OBJECTIVE 3: Integrated 

services that addresses the  

sexual and reproductive health 

needs of women 

Provide access to breast cancer screening      

services within other programs e.g. 

  HIV treatment and care  

 Contraceptive and fertility planning services 

 Integrated chronic disease management 

OBJECTIVE 4: Define treatment 

and referral pathways to improve 

the treatment outcome and 

quality of life of women 

diagnosed with breast cancer 

 Reduce the number of patients lost to follow 

up, following initial screening service. 

 Provide follow up service for patients who 

were previously treated for breast cancer 
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3.4. Broad policy targets 

 To facilitate referral pathways for patients with breast healthcare concerns. 

 To provide evidence-based recommendations for patients who are at risk 

of, or with breast cancer. 

 To educate community and health care workers on breast healthcare and 

breast cancer management. 

 To promote community awareness about breast healthcare. 

 To provide guidelines for establishing appropriate facilities for 

management and care of breast conditions 

 To set standards for optimal care and management of breast conditions 

  

Figure 1: Broad policy objectives 
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SECTION C: SERVICE DELIVERY GUIDELINES 

 

CHAPTER 4: QUALITY OF CARE 

 

4.1. NHI white paper 

Chapter 5 of NHI describes the essential service as service that ensures population 

coverage, service coverage and cost coverage. The technical decisions implemented in 

this policy are guided by the above mentioned principle. 

Population coverage: refers to service provision that focus on the population with 

greatest need and those who are experiencing greatest difficulty in accessing the 

service. 

Service coverage: refers to the comprehensive package of personal health services 

that will take into account the range of quality health services necessary to address the 

health needs of the population 

Cost coverage: refers to the ability to ensure sustainability and affordability of service, 

patients will only access the next level of care of service from primary health care 

through defined referral procedures. 

 

4.2. Policy framework and strategy on cancer in South Africa 

 

The policy framework will provide overall guidance on the following: 

 Strengthening support and monitoring of the national cancer registry in order to 

monitor the burden of the disease and outcomes 

 Provision of overall structural organization of the cancer service within the facilities 

 Regulation of the pharmaceutical and non-pharmaceutical requirements of the 

medical management of cancer treatment 

 Establishment of planned patient transport system that ensures access to high level 

services 
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4.3. Strategic enablers and principles of quality care 

Strategic enablers are systems or structures which are essential ingredients for the 

successful implementation of this policy. These include: the principles of equity, 

universal coverage and access to care, quality of care, employment of safe and 

acceptable techniques and technologies, efficiency, sustainability and accountability. 

Further, guided by the principle of integrated health planning and service delivery. If 

these essential factors are sufficiently developed or available, the BCPCP is likely to 

reach the goals and objectives outlined above. Both strategic enablers and principles 

are summarised below 

Table 2: Strategic enablers and principles of providing quality care 

Strategic enabler Principles 

Skilled health workforce capacity 

 

  Screening services, diagnose stage 

and refer patients with lobular 

neoplasia. 

 Develop skills of PHC health care 

providers to increase early detection 

rates of the lobular neoplasia 

 Skilled health care providers within the 

laboratories to improve TAT for 

histology request  

Accessible and cost effective  health 

care services 

 Breast cancer screening, treatment of 

lobular neoplasia in defined target 

population are cost effective measures 

if provided by skilled health care  

workers 

 Services provided at PHC levels are 

accessible and will increase coverage. 

 Long waiting period increase lost to 

follow up and lead to increased 

unnecessary repeat investigations 

Appropriate health infrastructure 

 Strengthen facilities capacity to 

manage school based vaccination 

programme, access to laboratory 

services, appropriate and updated 

technology based equipment and 

facilitated patient referral to next level 

of care. 

 Strengthen electronic patient tracking 

system 

Integration of services 

 Screening will be offered at  all facilities 

where women are treated including 

antenatal, TOP, reproductive health, 

women’s health and STI clinics and 

NCD 

 Improve access to laboratory results 

irrespective of point of specimen 

collection 
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Effective communication systems 

 Strengthen mechanisms to 

disseminate and educate the 

community and population on breast 

cancer prevention strategy and access 

to treatment.    

 Strengthen communication with 

community based structures to allow 

linkage to care for treatment and 

palliative services within the 

community 

Sustainable health care 

 Screening and  treatment of pre-

invasive disease must be done at the 

appropriate health care level 

 Strengthen private public partnership in 

management of breast cancer. 

Monitoring and evaluation 

 Define measurable targets for the 

implementation of the policy 

 Utilise information technology to 

evaluated the intended outcomes of 

the policy  

Accountability of Provinces and 

Districts 

 Leadership at provincial, district and 

clinic level is essential for successful 

implementation of the policy. 

 Quality control of services is the 

responsibility of provinces and districts 
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CHAPTER 5: LEVELS OF CARE 

5.1 Packages of care  

Table 3 Service delivery guidelines 

Level Service Service to be provided Point of service 

delivery 

Service delivery personnel 

Community 

level 

Lifestyle 

modification 

Education programs on safe sexual 

practices, eating habits, activity levels and 

smoking. 

Community based 

organisations 

 

No special qualification 

required 

  Raise awareness and educate 

communities about breast cancer  

 

Raise awareness, educate communities, 

teachers, parents and youth about the 

importance of screening   

 

Provide health information and warnings 

about tobacco use 

Homes 

 

Community-based, 

faith-based and other 

non-governmental 

organizations that 

work with girls and  

women 

 

Media 
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Level Service Service to be provided Point of service 

delivery 

Service delivery 

personnel 

  Motivation of women for routine breast 

self-examination at the health care facility 

Household visits 

 

Community health care 

worker trained on SRH 

issues  

  Palliative care to provide emotional and 

psycho-social support for women with 

breast cancer, and to relieve pain and 

suffering. Includes education and support 

for her family and people who support her. 

  

Primary health 

care level  

Breast cancer  

prevention 

Education programs on high risk factors 

for the development of breast cancer 

clinics and CHC Nurses trained on CFP  

 Health promotion Raise awareness and educate 

communities about : 

 breast self-examination 

 availability screening services for 

priority groups, and where the 

services can be accessed;  

 importance of receiving results, 

accessing and completing treatment; 

the importance of following up on 
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appointments and referrals 

Level Service Service to be provided Point of service 

delivery 

Service delivery 

personnel 

 Screening Perform Clinical Breast Examination to 

women with moderate and high risk. 

Provide information and education about 

early diagnosis and treatment for positive 

results. 

Provide/refer for those with abnormalities 

for mammography. 

Perform follow-up screening in those that 

have completed treatment 

  

 Management of 

abnormalities 

Counsel patients on biopsy results and the 

implications for further treatment. 

Provide/coordinate care and support for 

women who have been discharged from 

hospital post-cancer treatment 

Train/supervise community health care 

workers to provide home-based care 

including analgesia 

Communicate and train family members 
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on how to care for patient with advanced 

cancer 

Level Service Service to be provided Point of service 

delivery 

Service delivery 

personnel 

District 

hospitals 

Screening Perform Clinical Breast Examination to 

women with moderate and high risk. 

Provide information and education about 

early diagnosis and treatment for positive 

results. 

Provide/refer for those with abnormalities 

for mammography. 

Perform follow-up screening in those that 

have completed treatment 

High risk 

clinics(ANC) 

Gynaecology units 

Surgical units 

Obstetrician and 

Gynaecologist 

 Management of 

lobular neoplasia or  

Other abnormalities  

For symptomatic patients  

 Perform detailed breast 

examination 

 Take full breast specific 

examination 

Trained medical officer on 

clinical Breast examination  
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Level Service Service to be provided Point of service 

delivery 

Service delivery personnel 

Regional 

hospitals 

(Accredited) 

Management of 

lobular neoplasia or  

Other abnormalities 

Provide definite diagnosing services 

o Full breast-specific history. 

o Detailed breast examination. 

o Breast imaging. 

o Tissue sampling via clinically-

guided or image-guided core 

biopsy, or fine needle aspiration 

cytology. 

o Staging investigations for biopsy-

proven cancers. 

Maternity high care 

clinics 

Gynaecology units 

Surgical units 

Trained medical officer 

working at the accredited 

breast health care hospital 

Tertiary 

hospitals  

(Specialised 

unit) 

Management of 

complicated cases 

Confirm diagnosis and stage breast 

cancer 

Provide curative therapy include surgery, 

radiation and chemotherapy 

Palliative care, including appropriate 

analgesia and care for other symptoms 

 

Palliative care referrals for community-

based care 

 

Oncology units MDT approach 
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Figure1: Referral pathways for management of breast cancer  

Community 
leve

Primary 
Healthcare 

Level

•Basic Interview and Examination

•Clinical breast examinations

District

Level
•Basic Interview & Examination 

Regional 
Level

•Imaging  & Tissue Sampling

•Definitive Diagnosis

•Basic Breast Surgery

Tertiary 
Level

Raise community awareness 

Provide Palliative care 

 Imaging &Tissue 
Sampling 

 Definitive Diagnosis 

 Advanced Breast 
Surgery 

 MDT Management 
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5.2. SPECIAL CONSIDERATIONS 

 

 Age  

The risk increases with age. From 35 – 65 years there is a 6-fold increase in breast 

cancer. Women who are between 30 – 35 years if symptomatic should be screened by 

MRI and women above 35 years should be screened by mammography with additional 

MRI for women with those with ACR Grade 3 and 4 breast density. 

Gender 

Females have a higher risk of developing breast cancer than males. The ratio of male to 

female breast cancers is 1: 135 

 High risk groups 

Prior history of breast cancer carries an elevated risk of developing new primary 

breast cancer. The risk is 1% and 2% per year above the LTR at time of diagnosis, 

respectively for IDC and ILC. Lobular neoplasia (LN), which includes atypical 

lobular hyperplasia (ALH) and lobular carcinoma in situ (LCIS) is associated with 

an increased risk of breast cancer: 3 – 4x with ALH and 8 – 10x with LCIS. 

LCIS was previously regarded as a direct precursor to invasive lobular 

carcinoma. Subsequent studies have demonstrated that the risk of invasive 

disease is conferred bilaterally and that the resulting cancers are of both the 

ductal and lobular phenotype. LCIS is now accepted as a marker of increased risk 

rather than a true precursor. 

Settings: Rural versus urban 

In acknowledgement of the inequitable distribution of resources within provinces, 

districts and sub-district, the guideline will make special provision of different screening 

services depending on the availability of the resources in the facilities and level of 

specialists available to provide the treatment. The decision making algorithm will be 

explained later in the policy.  

Pregnant and breastfeeding women 
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Based on the revised maternity care guidelines, breast cancer screening is not offered 

routinely during ante natal care visit but, if there is any suspicion of the abnormal clinical 

findings that may lead to complicated delivery or compromised maternal health 

outcomes it must be done. Breast cancer screening is not contra indicated in 

pregnancy. 

 

SECTION D: CANCER CONTROL PACKAGE OF CARE 

 

Early detection followed by appropriate treatment is currently the most effective strategy 

to reduce breast cancer mortality. The overall success works on the assumption that the 

smaller the cancer detected, the better the survival outcome.  

 

Early detection programme is the organized and systematic implementation of 

interventions that comprise early diagnosis, screening (if sufficient resources are 

available), diagnosis, treatment and follow-up.  

Early diagnosis is the awareness (by the public or health professionals) of early signs 

and symptoms of breast cancer in order to facilitate diagnosis before the disease 

becomes advanced, thus enabling more effective and simpler therapy. This concept is 

also referred to as “down-staging” by some researchers.  

Screening is the systematic mass application of a simple screening test in a 

presumably asymptomatic population at regular intervals in order to identify individuals 

with an abnormality suggestive of specific cancers, who then receive further 

investigation 

CHAPTER 6: PREVENTION OF THE DISEASE 

 

6.1 High risk groups 

The prevention strategies for the development of breast cancer includes knowledge of 

high risk factors elaborated below: 

6.1.1 Lifestyle modification 

 A body mass index (BMI) > 25. 
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 Alcohol more than 10 g/day especially among postmenopausal women. 

 Sedentary lifestyle: more than seven hours a week of moderate exercise is 

protective. 

6.1.2 Family history 

Family history of breast cancer is an independent risk factor. The risk is higher in 

women with breast cancer among young first degree relatives. A sister with breast 

cancer carries more risk than a mother.  

Carriers of BRCA1/ BRCA2 and other high penetrance genetic mutations are at high 

risk for developing breast cancer.  

6.1.3 Breast Density 

 Mammographic dense breast. Relative risk (RR) is up to four times in an 

extremely dense breast (ACR 4) 

 6.1.4 Reproductive factors 

 Nulliparity.or First full-term pregnancy after the age of 35 years. 

 Oral contraception as a risk factor for breast cancer is controversial. 

 Hormone replacement therapy in post-menopausal is associated with an 

increased risk of breast cancer if used for more than 5 consecutive years. 

 Prolonged estrogen window: Menopause > 55 years, Menarche < 12 and not 

breast feeding. 

6.1.5 Radiation Exposure 

 Multiple exposures of therapeutic radiation to the chest/ head and neck 

region at an early age (less than 20 years old). 

 High dose radiotherapy for breast cancer may be a risk factor for developing 

subsequent contralateral breast cancer (CBC). 

 Patients with Hodgkin’s disease who received radiotherapy at high doses 

are at high risk of developing breast cancer. 

 Screening mammography (MMG) does not significantly increase breast 

cancer risk  
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The factors indicated above are further classified according to the level of risk in table 1 

below: 

Table 1: Stratifications of Risk Factors 

LOW RISK (RR 1.0 – 1.4) MODERATERISK (RR1.5 – 

2.0) 

HIGH RISK (RR >2.0) 

Alcohol consumption Increasing age from 40 

years 

Personal history of 

invasive breast cancer 

Reproductive factors 

First full term pregnancy 

> 35 years 

Hormone replacement 

therapy 

Reproductive factors 

Early menarche (< 12 

year: RR 1.02) 

Late menopause (> 55 

year: OR 2.4) 

Nulliparity 

Lobular neoplasia 

Obesity Proliferative breast 

disease without atypia 

Proliferative breast 

disease with atypical 

ductal hyperplasia 

Dense breast tissue Therapeutic ionizing 

radiation for Breast 

cancer 

Hodgkin’s disease 

Carrier of BRCA1 or 2 

gene mutation 

Significant family history 

i.e. first degree family 

with breast cancer 
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6.2. Community awareness programme 

 

6.2.1. Role of community health care workers 

Counselling service by community health care workers in primary health care facilities is 

envisaged as the main drivers of the screening programme. Structured counselling  will  

be provided free of charge at the primary care level – all clinics and community health 

centres, as well as designated district hospitals’ out-patient departments. Screening of 

unscreened target groups should be offered at all non-emergency medical consultations 

in all primary care facilities.  Community health care workers should provide information 

on linkage to screening services with every household visit. 

6.2.2. Role of civil society organizations 

Client recruitment through information, education and communication by civil society 

organizations in a coordinated manner will improve awareness of the community about 

the breast cancer. Co-ordinated strategies are needed to inform and educate women at 

risk about screening, breast cancer prevention and the benefits of early detection. 

Providing user-friendly and understandable information for eligible women is an 

essential part of screening to ensure that women understand the rationale for screening, 

and uptake the service. Several information and education strategies will include:  

 Providing information on breast cancer through: one-on-one health education by 

trained health care workers; and community dialogues and support groups using 

various participatory methods. 

 Developing appropriate information, educational and communication (IEC) 

materials and strategies that: facilitate dialogue between communities and health 

workers and peer counselling; engagement of the broader public (e.g. through 

mass media methods such as radio and TV broadcasts and edutainment 

programmes, and inclusion of important community leaders such as advocates 

for screening). 
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CHAPTER 7: SCREENING SERVICES FOR BREAST CANCER 

 

7.1 Screening services 

 

Screening services in this policy will include BSE, CBE and radiological investigations. 

Although neither CBE nor BSE have as yet been established as screening tools, the 

utility of these interventions in limited resource areas lies in promoting breast health 

awareness 

 

7.1.1 Breast Self-Examination (BSE) 

BSE fulfils the criteria of being simple and inexpensive. Systematic BSE has been 

recommended for over 70 years, despite lack of compelling evidence of its efficacy in 

reducing deaths from breast cancer. 

BSE as part of breast health awareness has been advocated for early detection in low 

resource settings. Thus, the main message for communities and healthcare workers is 

that any woman who notices a breast lump, abnormal nipple discharge, breast ulcer, 

unexpected breast skin changes, or axillary lump should report promptly to a health 

facility for further assessment. 

 

7.1.2 Clinical Breast Examination (CBE) 

CBE refers to a breast examination performed by a trained health care worker. . CBE is 

more likely to detect cancers that are potentially lethal. CBE has sensitivity of 40% to 

69% and specificity of 88% to 99%. Economic models suggest that clinical breast 

examination by ancillary health workers performed annually from the ages of 40 – 60 

years can be nearly as effective as biennial mammographic screening for reducing 

breast cancer mortality in developing countries, but at substantially lower cost.  

 

7.1.3 Radiological investigations 

Radiology is an integral part of breast cancer assessment and management. It is 

essential to provide high quality and accessible radiological services at the appropriate 
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accredited centers (regional or tertiary) throughout the province. Radiology 

investigations include all dimensions of mammography (repeat views, compression, 

extended views, skin marks, magnification etc.), 3-D Digital tomosynthesis, Breast 

ultrasound, Image-guided biopsies (core biopsy, fine needle aspiration and vacuum- 

assisted) and Radiological interventional procedures (cyst aspiration etc.). Depending of 

the age of a women, two algorithms for radiological investigations are: 

 

 

Figure 2: Algorithm for radiological investigation 
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7.1.3.1   Mammography 

Mammography (MMG) is the most commonly used screening test in developed 

countries. It is expensive and complex, requiring substantial financial and manpower 

resources. 

Screening MMG results in early diagnosis and more conservative therapies, but the 

exact benefit of screening mammography in decreasing breast cancer mortality is 

unknown due to the inconsistency of results across studies. These range from no 

reduction in breast cancer mortality to a 30% reduction among women aged 50 years 

and above. It bears noting that improvements in breast cancer treatment have had a 

greater effect on breast cancer mortality than mammographic screening. 

Screening mammography should not be introduced unless resources are available to 

ensure effective and reliable screening of at least 70% of the target group i.e. women 

aged 50 years and older. Furthermore, mammographic detection of impalpable cancers 

does not contribute to reduced mortality from breast cancer 

7.1.3.2 MRI in Breast cancer 

In a woman with early or locally advanced breast cancer, MRI may be considered if 

there is a likelihood that it can lead to a change in surgical management. Furthermore it 

should be considered in: 

 Invasive lobular cancers 

 Suspicion of multi-centricity 

 Genetic high risk: BRCA1or BRCA 2 

 Patients with breast implants 

 Diagnosis of recurrence post-BCS 

 Assessment after neo-adjuvant treatment 

 Extent of DCIS 

 Occult primary breast cancer 
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7.1.3.3 Fine Needle Aspiration Cytology 

 

Fine needle aspiration cytology (FNAC) is of value in the initial assessment of palpable 

breast lumps and should be regarded as a screening test which may provide a definite 

diagnosis in certain situations and may also be therapeutic e.g. in the assessment of 

cystic lesions. Fine needle aspirates are useful in the context of “triple assessment” of 

lesions and may support the benign clinical and radiologic appearances of a lesion 

modalities (e.g. ultrasound versus free-hand guidance) and access to rapid on-site 

screening.  

Fine needle aspiration cytology cannot reliably distinguish between ductal and lobular 

carcinomas, as well as in-situ and invasive malignant lesions. Important exceptions are 

the finding of malignant cells within an axillary node sample or the presence of a non-

epithelial breast neoplasm e.g. malignant lymphoid or melanocytic cells. 

Immunocytochemistry can be performed on FNAC specimens, although this is limited 

by the availability of representative slides.  

 

7.1.3.4 Core Needle Biopsy  

The core biopsy specimen is the gold standard in the initial histopathology/ “tissue” 

diagnosis of breast carcinoma. Ideally this should be a 14-16 G biopsy.  Assessment of 

hormone receptor and HER2 status is performed on core biopsy specimens with an 

adequate volume of well-preserved tumour tissue. 

 

7.1.1.5   Sentinel Lymph Node Biopsy (SLNB)  

SLNB is an appropriate method of staging the axilla lymph nodes as there was no 

difference in axillary recurrence or overall survival. The assessment should be 

undertaken for most early invasive breast cancers in order to stage the disease, 

minimize the risk of loco-regional recurrence and assist in planning of adjuvant therapy. 

SLNB requires specialized training as it is associated with several adverse events.  
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Summary 

 

 The reporting of the screening investigations should be detailed and 

comprehensive enough to inform further management of the cancer. 

Reporting tools and checklist are further described in the clinical guideline. 

 FNAC is useful if adequately trained staff are available, and should be used 

in conjunction with ancillary investigations 

 Core biopsies  are the gold standard for diagnosis of breast cancer and are 

essential to provide material for assessment of prognostic and predictive 

markers 

 Excisional or incisional biopsies should not be performed unless  2 image-

guided core biopsies are inconclusive or discordant with radiological 

findings 

 Synoptic reporting is recommended to improve consistency, decrease 

turn-around-time and ensure that all available macroscopic and 

microscopic information is conveyed to clinicians 

 Internal and external quality control, assessment and assurance systems 

should be integrated into laboratory practice to ensure that results are 

accurate and reproducible 

 

7.1.4 Genetic evaluations 

Patients from population groups with specific mutations should be screened for those 

first.  For all other patients and for patients who test negative for the population specific 

mutation testing should then be extended in discussion with the laboratory. 

Genetic counseling for familial breast cancer involves assessing family pedigree, 

 discussion of inherited breast and / or ovarian cancer, and an assessment of the 

chance that there is an inherited cancer syndrome in the family as well as an 

individual’s personal chance of developing cancer. Depending on the risk assessment, 

options regarding genetic testing, screening and management are discussed.  



 

41 
 

Family history: Women whose family history is associated with an increased risk for 

deleterious mutations in BRCA1, BRCA2 or TP53 genes should be referred for genetic 

assessment. Although there are no standardized criteria for selecting candidates for 

BRCA counseling, the National Cancer Institute, the National Comprehensive Cancer 

 Network and the US Preventive Services Task Force outline family history red 

flags,  which generally point to first-and second degree relatives with breast and/ or 

ovarian  cancers, especially at young ages: 

 2 first-degree relatives (mother, daughter or sister) diagnosed with breast cancer, 

one of whom was younger than 50 years. 

 3 or more first-or second-degree relatives (aunt or grandmother) diagnosed 

regardless of age. 

 Combination of first- and second-degree relatives diagnosed with breast and 

ovarian cancer regardless of age. 

 First-degree relative with bilateral breast cancer. 

 Breast cancer in a male relative. 

 Combination of 2 or more first- or second-degree relatives with ovarian cancer. 

Multiple primary cancers in one individual, including bilateral and multifocal 

cancers. Family history of breast cancer in combination with other BRCA-related 

cancers such as pancreas, prostate and esophageal cancers on the same side of 

the family. Certain ethnic groups (Ashkenazi Jewish, Afrikaner) with any first-

degree or 2 second-degree relatives on the same side of the family diagnosed 

with breast or ovarian cancer. Family history of early onset breast cancer in 

combination with other TP53-related cancers such as sarcomas and multiple 

cases of childhood cancers on the same side of the family. 

Cancer risk assessment: Factors that are taken into account when deciding on a 

risk assessment tool include age of onset of cancer or age achieved cancer-free; 

number of affected relatives and the ratio to unaffected relatives; degree of biological 

relationships of affected individuals; presence / absence of associated cancers; and 

ethnic background.  Limitations to certain tools can include small family size; reduced 

penetrance and variable expressivity; a paucity of individuals of the susceptible 

gender for sex-influenced cancers; and inaccurate or incomplete family histories. 
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CONDITION GENE MALIGNANCY 

Hereditary breast and 

ovarian cancer syndrome 

(HBOC) 

BRCA1 Breast, Ovary 

HBOC BRCA2 Breast, Male Breast, 

Ovary, Pancreas, 

Melanoma, Stomach 

Hereditary non-polyposis 

colon cancer 

MLH1 

MLH2 

Bowel, Uterus, Ovary, 

Stomach, Upper urinary 

tract, Biliary tree, Brain 

Li-Fraumeni TP-53 Breast, Brain, 

Rhabdomyosarcoma, 

Leukaemia, 

Adrenocortical 

carcinomas, Lung 

adenocarcinomas 

Peutz-Jeghers Syndrome 

 

 Breast, Ovarian, 

Gastrointestinal, Sex 

cord, Testicular 

Cowden’s Syndrome 

 

PTEN Breast, Thyroid, 

Endometrium 

Berliner and Fay, 2007 Observed cancer groupings in some hereditary cancer 

syndromes 
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BRCA1 and BRCA2 Genes 

HBOC is caused by a mutation in one of two highly penetrant genes, which are both 

inherited in an autosomal dominant manner. The BRCA1geneis located on 

chromosome 17 and BRCA2 on chromosome 13. 

Mutations in either the BRCA1 or BRCA2 gene lead to an increased predisposition to 

the development of cancer.  The most commonly associated cancers are breast and 

ovarian cancer, but other cancers including stomach, colon, prostate, pancreatic and 

melanoma are observed. 

Women that carry a BRCA1 mutation have an approximately 60 – 80 % chance of 

developing breast cancer in their lifetime and a 40 – 60 % lifetime risk for ovarian 

cancer.  There is also a 1 % risk of male carriers developing breast cancer.  BRCA2 

mutation carriers have a 50 – 80 % lifetime risk of developing breast cancer and a 20 – 

30 % chance of developing ovarian cancer.  The risk for male breast is higher (5 – 10 

%) and males with BRCA2 mutations also have an increased risk for prostate cancer 

(14 %)  

The specific mutation identified in the BRCA genes are often family specific, however, 

certain population groups have common mutations that account for a significant 

proportion of mutation in families from that population group.  The Ashkenazi Jewish 

population has three founder mutations, two in BRCA1 and one in BRCA2 – these three 

mutations account for 90 % of HBOC in this population.  The South African Afrikaner 

population also has three founder mutations (two in BRCA1 and one in BRCA2) – they 

account for approximately 60 % of HBOC in this group. A common Xhosa mutation has 

also been identified, which is also been seen in the Coloured population. 

Genetic testing 

Patients from population groups with specific mutations should be screened for those 

first.  For all other patients and for patients who test negative for the population specific 

mutation, testing should then be extended in discussion with the laboratory. 
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CHAPTER 8:  TREATMENT AND MANAGEMENT OF BREAST CANCER 

 

Management of breast cancer is dependent on clinical staging. This policy uses the 

tumour, nodes, metastasis staging system as it provides information about extent of 

disease that can be used to guide treatment recommendation and estimates patient 

prognosis. Table 2 below will provide summary of staging of breast cancer and the 

details of staging a patient will be provided in the clinical guidelines (companion 

guideline for this policy document). Additional factors such as age, smoking history, 

breast density, BMI, Oestrogen receptors and progesterone receptors status; HER-2 

status and tumour suppressor genes, are critical in determining the treatment plan for 

the patient and probable prognostic factor for the patient. 

Table2: Clinical staging of breast cancer 

Stage Tumour  Regional lymph Nodes Metastasis 

0 Tis N0 M0 

1 T1 N0 M0 

IIa T0; T1 and T2 N0 or N1 M0 

IIb T2 and T3 N0 or N1 M0 

IIIa T0; T1; T2 and T3 N1 or N2 M0 

IIIb T4 N0 or N1 or N2 M0 

IIIc Any T N4 M0 

IV Any T Any N M1 

Source: Adapted from WHO diagnosis for breast cancer, 2006 

The treatment plan in this policy will further categorise he breast cancer into early breast 

cancer, locally advanced breast cancer and metastasis breast cancer.  

Early breast cancer is breast cancer that has not spread beyond the breast or the 

axillary lymph nodes. This includes ductal carcinoma in situ (DCIS) and stage I, stage 

IIA (T0N1, T1N1, T2N0) and stage IIB (T2N1, T3N0). 

Locally advanced breast cancer (LABC) is a heterogeneous group of invasive 

cancers, from slow growing too rapidly proliferating and aggressive tumours, 
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characterized clinically by size, features suggesting infiltration of chest wall or skin by 

tumour, and/ or nodal status. This category includes cancer with: 

 large size (> 5 cm) TNM stage IIIA: T3 with any N 

 fixed or matted axillary : TNM stage IIIA: N2 with any T1-3 

 skin ulceration or satellite nodules, peaud’orange or chest wall involvement 

 inflammatory breast cancer and supra-clavicular nodes(N3) 

Metastasis breast cancer: this category includes TNM stage IIIb, IIIc and IV.  

 

8.1 Management of Early breast cancer 

The recommended management of early breast cancer is summarized in table 3 below. 

Table 3: management of early breast cancer 

Treatment option Motivation/ description Recommendation 

 

A. Surgical 

interventions 

Surgery is the mainstay of 

treatment for early breast 

cancer and consists of either 

breast conserving surgery 

(BCS) or mastectomy (with or 

without reconstruction), and 

assessment of axillary lymph 

nodes. 

 

 If there are no absolute 

contraindications, all women with 

early breast cancer should 

undergo BCS or mastectomy (with 

or without reconstruction) to obtain 

cancer clearance from the breast   

 

  Breast conserving surgery is an 

option for a woman with a centrally 

located tumour, although it may 

require excision of the nipple and 

areola, which may compromise 

cosmetics 

 

 Randomized controlled trials Breast conserving surgery is an 
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(RCTs) with a 15 year follow 

up concluded that BCS and 

radiotherapy offers the same 

survival benefit (overall and 

disease free survival) as 

modified radical mastectomy 

in women with early breast 

cancer 

option for a woman with a centrally 

located tumour, although it may 

require excision of the nipple and 

areola, which may compromise 

cosmetics 

 

B. Neo-adjuvant 

chemotherapy 

Local recurrence may be 

higher compared to 

mastectomy 

Neo-adjuvant chemotherapy 

should not be routinely given to 

patients with early breast cancer. 

 

  It should be considered in patients 

with triple negative breast cancer; 

Her-2 positive, endocrine-

unresponsive tumours; and 

downsizing lesions for BCS 

C. Endocrine 

therapy 

In management of oestrogen 

receptor (ER) positive breast 

cancer it improves survival 

rate it taken for 10years as 

compared to previous 5years. 

It should be offered to all women 

with ER positive invasive early 

breast cancer. 

 

 Adjuvant ovarian suppression 

or ablation in addition to 

endocrine therapy and 

chemotherapy in pre-

menopausal women with ER 

positive early breast 

Cancer has not been proven 

to have additional benefit to 

the patient. 

It should not be used routinely in 

ductal carcinoma in situ (DCIS),  

but should be considered in 

endocrine-responsive DCIS 

Treatment 

option 

Motivation/ description Recommendation 

 

  Aromatase inhibitors may be 
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considered as a first-line adjuvant 

hormonal therapy option in post-

menopausal women with ER 

positive early breast cancer. 

 

D. Anti-HER-2 

Adjuvant 

Treatment 

 Her-2 receptor antagonist 

has been shown to improve 

survival in the metastatic, 

neo-adjuvant and adjuvant 

settings in Her-2 positive 

disease.  

 

Her-2 receptor antagonist should 

be administered in patients with 

HER-2 over-expressed or HER-2 

gene amplified breast cancer 

receiving neo-adjuvant or adjuvant 

chemotherapy which constitute 

about 25% of breast cancer 

patients. 

   

 

  



 

48 
 

8.2 Management of locally advanced breast cancer 

 

 

Table 4: Management of Locally advanced breast cancer 

 

Treatment option Motivation/ description Recommendation 

A. Surgical 

interventions 

  

B. Neo – Adjuvant 

chemotherapy 

Neo-adjuvant 

chemotherapy can be 

given to downsize the 

tumour in an attempt for 

BCS or enable 

subsequent surgery for 

initially inoperable breast 

cancer.  

 

 

In locally advanced breast cancer 

that is inoperable, neo-adjuvant 

chemotherapy should be given to 

downsize the tumour to enable 

subsequent surgery 

 It is primarily utilized to 

optimize surgical 

outcomes for women with 

LABC. 

 

C. Adjuvant 

radiotherapy 

Improve loco-regional 

control as well as  have 

an overall survival 

benefit. 

 

It should be offered to the 

following post-mastectomy 

patients:  

 Four or more lymph nodes 

 Tumour size > 4cm 
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8.3 Management of metastatic breast cancer 

 

The systemic management of metastatic breast cancer (MBC) prolongs survival and 

improves general QoL– but this remains an incurable disease.  Based on this rationale, 

the selected therapy regimen/ modality must preferably have minimal toxicity.  

Endocrine therapies in endocrine-responsive breast cancers may be preferred to 

systemic cytotoxic regimens in certain disease and patient profiles 

 

Table 4: Management of metastatic breast cancer 

Treatment option Motivation/ description Recommendation 

A. Surgical 

interventions 

Surgical removal of the 

primary tumour was 

associated with a 

significantly longer 

survival time in patients 

with distant metastatic 

disease at diagnosis with 

5-year survival rates of 

24.5% with mastectomy 

and 13.1% without 

mastectomy (p < 

0.0001). 

 

Surgery of the primary tumour 

may be considered in stage IV 

breast cancer.  

 

Resection of limited metastatic 

disease may be considered in 

selected patients with advanced 

breast cancer 

 

Palliative surgery may be needed 

to stabilize pathological fractures, 

relieve cord compression causing 

neurological deficits or to excise 

symptomatic fungating masses. 

B. Adjuvant 

chemotherapy 

Adjuvant chemotherapy 

has a proven benefit in 

the management of 

micro-metastases, thus 

improving breast cancer 

survival. 

Adjuvant chemotherapy should 

be offered to all pre-menopausal 

women with other high  risk 

factors especially like ER 

negative disease and HER-2 3+ 

disease 

 

 The need for  
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chemotherapy should be 

a MDT decision, 

individualized for each 

patient, taking into 

consideration patient and 

disease factors such as 

age, co-morbidities 

performance status, risk 

stratification of the 

affected individual, 

C. Endocrine therapy  Aromatase inhibitors may be 

considered as first line hormonal 

therapy in postmenopausal 

women with ER positive 

advanced breast cancer. 

 

D. Chemotherapy Chemotherapy and 

endocrine therapy 

should not be 

administered 

concurrently. 

 

 

Treatment option Motivation/ description Recommendation 

 

E. Anti-HER-2 

Adjuvant 

Treatment 

 In hormone receptor positive and 

Her-2 negative disease, 

endocrine therapy is considered 

first choice, irrespective of the 

metastatic site, unless a rapid 

response is needed. 

 

  In individuals with Her-2 positive 

disease, the early incorporation of 

anti-Her2 therapy is strongly 
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advised and may be used 

concurrently with chemotherapy 

or endocrine agents. 

 

F. Radiotherapy  It is effective in palliating 

symptomatic sites e.g. bone, 

brain, breast, soft tissue and cord. 

 

8.4 Follow up care 

All patients should be followed up in a hospital setting after treatment of breast cancer. 

Minimal requirements for regular follow up of a primary breast cancer is a clinical review 

every three months for the first two years, then six-monthly for a further two years, then 

an annual review lifelong.  

During follow-up a careful history is obtained and a thorough physical examination 

performed. Routine blood tests (including tumour markers) and diagnostic imaging have 

not been found to improve survival or quality of life more than physical examination for 

detecting distant metastases. Patients are also advised to perform monthly breast self-

examination. 

Annual MMG should be offered to all patients with early and locally advanced breast 

cancer following treatment. MMG has a high sensitivity and specificity to detect 

ipsilateral breast tumour recurrences and contralateral new primary breast cancers. 

However, systematic reviews of observational studies have shown that routine follow up 

MMG does not directly improve survival in patients treated with breast cancer (see   

section on contralateral breast cancer). 

RECOMMENDATION 

Regular follow-up schedule: 

 Three monthly for the first two years 

 Six monthly for the following two years 

 Annually thereafter 
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Follow-up modalities: 

 History and physical examination at each visit 

 Blood tests and diagnostic imaging if patient symptomatic 

 Annual MMG 

  



 

53 
 

 

CHAPTER 9: PSCHOLOGICAL SUPPORT AND PALLIATIVE CARE 

 

 

9.1 Psychological Support  

 

The diagnosis of breast cancer is understandably distressing to patients and elevated 

levels of distress may continue throughout the treatment and follow-up of the disease 

process. Up to 45% of women with breast cancer continue to experience clinical anxiety 

and depression many months into their illness; their distress, in turn, affects various 

realms of their illness experience including their physical, psychological and social 

functioning. The treating team must be cognisant of this, as anxiety and depression may 

go undetected. The involvement of nurses trained on Breast health care services and 

psychologists who are  aware of the distress associated with breast cancer and  who 

have cultural and religious insight into patients background  are essential  to ensure the 

overall well -being of the breast cancer patient.   

Individual therapy, such as Cognitive Behaviour Therapy, has been found to be useful 

in helping women to utilise effective coping strategies in dealing with their breast 

cancer. 

Social support, whether tangible, informational or emotional, is necessary for women 

to adjust to life with breast cancer. Research has indicated that women who receive 

quality support have improved physical and emotional outcomes. This may be done via 

support groups 

 

RECOMMENDATION  

 

 Women diagnosed with breast cancer should be screened for emotional distress. 

 Cognitive behaviour therapy should be offered by trained personnel to patients 

with breast cancers in an individual context, across all stages of disease, 



 

54 
 

particularly for the emotionally vulnerable groups identified by the prior 

assessment of distress. 

 Cognitive behaviour therapy should be offered preferably right after 

diagnosis/surgery or months after diagnosis but not during medical treatment. 

 Psychosocial support should be provided by trained personnel for women with 

breast cancer, particularly to those with high initial emotional distress who will 

support them throughout the diagnosis, treatment and follow up. 
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9.2. Palliative Care (Refer to draft from Sandhya) 

 

Palliative care is necessary to alleviate pain and unnecessary morbidity. The WHO 

recommends a comprehensive national palliative care programme in every country. 

Palliative care has its genesis in the hospice tradition. Previously this type of care was 

delivered primarily at the end of life. It is now recognized that palliative care should be 

given at earlier stages of the disease, alongside standard medical treatment, to improve 

the quality of care.   

Palliative care is of critical importance where patients present with advanced disease. 

Barriers to palliative care include the lack of knowledge by practitioners of the correct 

use of opioids, fear of punishment for inappropriate use and concern that patients may 

become addicted. These barriers can be addressed through education. 

WHO guidelines emphasize the following in order to improve palliative care provision: 

 Access to affordable opioids 

 Trained and available personnel for palliative care 

 Development of effective home care programme. Home care is the preferential 

approach in LRCs. Home palliative care programme, even in remote rural areas, 

have been shown to be feasible and cost-effective in a range of LRCs. 

Palliative care is not restricted to pain management by opioids. It includes radiotherapy, 

management of treatment side-effects, and other breast cancer therapies. 

The focus of palliative care is not only on end-of-life care, but on supporting patients 

and families to navigate the diagnosis, and helping them cope with their illness and 

prognosis.  

The role of palliative care is distinct from that of oncology, although the two are 

complementary. Palliative care specialists concern themselves with psychosocial issues 

and building relationships with patients and families; oncologists, on the other hand, 

focus on cancer treatment and the management of medical complications. 
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SECTION E: MONITORING AND EVALUATION 

Monitoring and evaluation (M & E) of the breast cancer control programme is essential. 

The ultimate purpose of M & E is to: generate an essential set of good quality and 

reliable measurable indicators; to enable the use of these indicators for monitoring 

progress of programme implementation; and for evaluating impact of the programme on 

health outcomes. 

This section outlines the outcome and impact indicators that will be used for evaluation. 

A detailed monitoring framework will be developed by the NDOH in conjunction with 

Provinces and Districts. This framework will define the programme inputs, activities and 

expected outputs, as well as the input, process and output indicators that will be used to 

measure progress. 

The M&E framework will be aligned to the national HIS Strategy. Health Information 

System (HIS) strengthening (personnel, resources, and HIS technology and information 

management) is essential to enable effective monitoring and evaluation (M & E). 

All Regional and Tertiary Breast Centres should collect breast cancer related data from 

diagnosis and through-out the course of disease.  This should be entered electronically 

into a data-base. The information gathered will determine priorities and aid with the 

implementation of targeted initiatives.  
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CHAPTER 10: INDICATOR DEFINITION AND DATA COLLECTION SOURCES 
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