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Timing and Mode of Breast Care 
Nurse Consultation  

From the Patient’s Perspective
Janie Brown, PhD, Gay Refeld, BN, and Alannah Cooper, BSN

G
lobally, breast cancer is the most 
common cancer among women, 
and its incidence is increasing (Fer-
lay et al., 2015). Cancer Australia 
(2017a) estimates that 17,586 new 

cases of breast cancer were diagnosed in Australian 
women in 2017. With increasing demands on breast 
cancer services, determining optimal treatment and 
support is required to ensure that high-quality holis-
tic care is provided to patients. When a woman re-
ceives a breast cancer diagnosis, she and her family 
members are faced with making decisions regarding 
treatment while trying to cope with complex feelings 
(Browall, Kenne Sarenmalm, Persson, Wengström, & 
Gaston-Johansson, 2016; Çömez & Karayurt, 2016). 
Further compounding this is the often short period 
from diagnosis to the commencement of treatment, 
which gives women little time to take in the infor-
mation presented to them and process their feelings 
(Cordeiro, Dixon, Coburn, & Holloway, 2015; Dicker-
son, Alqaissi, Underhill, & Lally, 2011). The psycho-
logical distress that women experience during this 
time is well recognized (Fox et al., 2013), and many 
strategies have been developed to help them through 
their breast cancer journey. One of these strategies, 
implemented in the 1990s in Australia, was the in-
clusion of a breast care nurse (BCN) in a patient’s 
healthcare team, as a stand-alone clinician or within 
another model of care (Porter-Steele, Tjondronegoro, 
Seib, Young, & Anderson, 2017).

The current study site, St. John of God Subiaco 
Hospital in Western Australia, employs a breast care 
clinical nurse consultant 21 hours per week and a 
breast care clinical nurse 14 hours per week, cover-
ing all five weekdays, and has done this for the past 
five years. The annual caseload of women undergo-
ing breast surgery is 200–250 per year, depending on 
the availability of a surgeon. In addition to patients 
who are directly referred, the BCN attempts to see 
every patient who comes through the outpatient clin-
ics. The opportunity to arrange a preoperative BCN 
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consultation before admission to the hospital prior to 
surgery is related to a surgeon’s preference, time con-
straints from the surgical consultation to the surgery 
date, and the availability of the BCN. Anecdotally, 
BCNs at the study site observed that patients who 
have not had a preoperative consultation with a BCN 
present with increased anxiety and distress. 

When a patient is admitted preoperatively on the 
morning of surgery, the BCN attempts to provide 
education and counseling; however, this is of limited 
value because of the patient’s anxiety and the time 
constraints. Patients often need to have preoperative 
procedures undertaken in radiology and their admis-
sion completed by the ward nursing staff to be ready 
for surgery, both of which impose on the amount of 
time available for the BCN to provide preoperative 
education and counseling. Some surgical procedures 
are day cases, and these patients may not have the 
opportunity to see the BCN preoperatively. BCNs at 
the study site reported that these patients appear to 
exhibit greater psychological distress as a result of 
insufficient or no preoperative education and coun-
seling and, subsequently, require longer postoperative 
BCN consultations as an inpatient. In addition, they 
often require more frequent postdischarge BCN tele-
phone contact. In this context, and with no evidence 
to direct the timing or mode of BCN consultation, the 
current research explored women’s experiences of a 
consultation with a BCN as part of their admission for 
breast cancer treatment.

The National Breast Cancer Centre clinical prac-
tice guidelines for the management of early breast 
cancer initially were released by the National Health 
and Medical Research Council in October 1995. In 
2001, the second edition recommended that women 
living in Australia who were diagnosed with breast 
cancer have access to support provided by a BCN 
(National Breast Cancer Centre, 2001). The role of a 
BCN, described in the clinical practice guidelines, is 
to provide ongoing counseling, information, and sup-
port; to clarify or reinforce information; to provide 
continuity of care throughout the treatment process; 
and to facilitate liaison and referral to other health-
care professionals (National Breast Cancer Centre, 
2001). BCNs are ideally placed to support patients 
at the time of their diagnosis, during their treatment, 
and into their surviving years (Ahern, Gardner, & 
Courtney, 2015). 

Despite widespread implementation of the role 
across Australia following the 2001 recommenda-
tion, a review of the literature found that this role 
has not been well evaluated (Ahern & Gardner, 

2015), meaning that the true value of the BCN role is 
unknown. However, Halkett, Arbon, Scutter, and Borg 
(2006) have reported the importance that patients 
place on the BCN role while they are being treated; 
they described how patients found BCNs to pro-
vide important support throughout their treatment. 
Luck, Chok, Scott, and Wilkes (2017) described the 
importance of the BCN role from the perspective 
of BCNs, highlighting the part they play in sharing 
clinical expertise through providing patient educa-
tion, coordinating care, and advocating for patients. 
However, the study failed to explore the patient per-
spective of receiving BCN support, which may differ 
from the perspective of BCNs delivering support. 
Dickerson et al. (2011) investigated the experience of 
women from diagnosis to surgery, finding that wom-
en’s needs are individual and varied, but that the main 
goal for women during that time is survival. What is 
not reported in the literature is how BCNs can best 
provide support during this time, and which mode of 
consultation ideally should be available to patients. 

The current study’s objective was to demonstrate 
what, if any, differences exist in the patient percep-
tion of a BCN consultation with respect to the mode 
and timing of the consultation. Specifically, the focus 
was the difference between women who experienced 
a preoperative, face-to-face counseling and educa-
tion opportunity with a BCN (cohort 1), compared to 
those whose situation required a telephone consulta-
tion (cohort 2). In addition, the study explored the 
perceptions of patients who were unable to experi-
ence a preoperative consultation with a BCN (cohort 
3) compared to patients who were able to access this 
opportunity.

Methods

Design and Sample

A single-center, mixed-methods descriptive study 
was undertaken, with the emphasis being on the 
quantitative data and the qualitative data being 
used to support the research findings (Driessnack, 
Sousa, & Mendes, 2007). In this way, the research 
design reflected a QUAN/qual design, as described by 
Johnson and Christensen (2012).  

A convenience sampling approach was used to 
recruit 67 women who had breast surgery and had 
face-to-face contact (cohort 1, n = 27), telephone 
contact (cohort 2, n = 20), or no preoperative con-
sultation with the BCN (cohort 3, n = 20). Mode 
of consultation, or lack thereof, was dependent on 
patient and BCN availability and affected by real-
life situations not determined by the study. Patients 
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were recruited from April 2015 to January 2017. All 
women who were scheduled for breast surgery at 
the study site following a diagnosis of breast cancer, 
for a BRCA gene mutation, or for breast cancer risk 
reduction were invited to participate. Patients who 
had delayed breast reconstruction or revisional sur-
gery related to postoperative complications or poor 
cosmesis were excluded. The project was evaluative 
in nature, and measuring the effect of an interven-
tion was not the purpose of the current research; the 
study did not intend to statistically test between-
group outcomes or to generalize the findings to a 
larger population.

Data Collection and Instrument

The current study used a tool previously used and 
reported in the literature to assess the effectiveness 
of a BCN in supporting women with breast cancer by 
surveying, via telephone, women who received care 
from a BCN or did not receive care from a BCN (Eley 
& Rogers-Clark, 2012; Eley, Rogers-Clark, & Murray, 
2008). The questionnaire related to coordination of 
care offered and the value and timing of information 
and support during treatment. The questionnaire used 
a Likert-type scale with a three- to five-point range, 
depending on the question. Higher scores indicated 
more positive agreement with the question or state-
ment, and lower scores indicated that respondents did 
not agree with the question or statement. An opportu-
nity for additional comments also was provided. In the 
case of patients who experienced a BCN consultation, 
one open-ended question at the end of the question-
naire was: “Do you have any other comments?” For 
patients who did not receive a consultation with a 
BCN, the two open-ended questions were as follows:

 ɐ “Do you believe that having support from a BCN 
would have been helpful? In what way?”

 ɐ “Do you have any other comments?” 
Permission to use the questionnaire was granted 

from the original authors (Eley et al., 2008). Slight 
modifications were undertaken to suit the study (e.g., 
state-appropriate nomenclature), and a section was 
added to collect biographic and demographic data, 
including age, dependents, support person, employ-
ment status, home location, surgery or treatment 
regimen, and length of stay. Given that the question-
naire had no major changes from the original tool and 
that the original tool had been reported in the liter-
ature (Eley & Rogers-Clark, 2012), a pilot study was 
not conducted.

A paper copy of the questionnaire was given to 
women who met the inclusion criteria. For patients 

who experienced a consultation with the BCN, the 
questions reflected that, using wording such as the 
following:

 ɐ “How would you rate the amount of help from the 
BCN?”

 ɐ “Do you believe that the BCN . . . ?”
For patients who were not able to see the BCN, the 

questionnaire reflected this, with questions such as 
the following:

 ɐ “How would you rate the amount of help you 
received from the service or organization?”

 ɐ “Do you believe that the contact . . . ?”
The questionnaire, relative to a patient’s situa-

tion (e.g., face-to-face or telephone preoperative 
consultation or no preoperative consultation with 
the BCN), was distributed at the postoperative 
appointment, which was one to three weeks post-
surgery, with a reply paid envelope. If the BCN 
was unavailable at the time of the postoperative 
appointment, the patient was contacted by tele-
phone (normal protocol), and permission to send 
a questionnaire was sought. The information sheet 
was addressed from the nursing and midwifery 
research coordinator, and the reply paid envelope 
was addressed back to her to maximize indepen-
dence from the BCN.

TABLE 1. Sample Characteristics by Preoperational 

Breast Care Nurse Consultation Group

Face to Face  

(N = 27)

Telephone  

(N = 20)

None  

(N = 20)

Characteristic n n n

Dependents

No 17 16 13

Yes 10 4 7

Employment

Full-time 10 11 10

Part-time 6 2 4

Home duties 5 4 1

Retired 2 – 2

Unemployed 2 – 1

Casual 1 3 1

Student 1 – –

Missing data – – 1

Home location

Metropolitan 24 19 16

Rural 3 – 4

Missing data – 1 –
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Data Analysis

Demographic data were entered into Microsoft® 

Excel, and the features of the software were used to 
analyze the closed-ended questions. The qualitative 
data (provided in response to open-ended questions) 
underwent a general thematic analysis. A reduc-
tive method of content analysis was employed to 
identify themes or patterns and common categories 
(Graneheim & Lundman, 2004). All three researchers 
independently analyzed the data before they joined 
to discuss and reach consensus on the final themes 
(Schneider, Whitehead, Lobiondo-Wood, & Haber, 
2016).

Ethical Considerations

The recruitment and data collection commenced 
after approval from the Human Research Ethics 
Committee at St. John of God Health Care and Curtin 
University. Respondents were provided with an infor-
mation sheet, and return of the questionnaire implied 
consent to participate in the study. The project 
included a three-stage distress protocol in the event 
that involvement in the project caused distress. Initial 
management of the distress was conducted by the 
BCN. If respondents experienced ongoing distress, 
they would be referred to the pastoral care service for 

a one-off consultation with a pastoral practitioner, 
with subsequent referral to a community organization 
if indicated (e.g., Cancer Council Australia).

Results

Quantitative Data

A total of 88 questionnaires were distributed to 
patients meeting the inclusion criteria. A response 
rate of 76% (n = 67) was achieved, without the use of a 
reminder or the deployment of other follow-up strat-
egies. All respondents were female, with a mean age 
of 58 years. The demographic profile of respondents 
is presented in Table 1. Of the 67 respondents, 27 saw 
the BCN in a face-to-face consultation (cohort 1, 

—
X 

age = 58 years, range = 41–88), 20 experienced a tele-
phone consultation with the BCN (cohort 2, 

—
X age =  

57 years, range = 38–82), and 20 were not able to 
have a consultation with the BCN in the preoperative 
period (cohort 3, 

—
X age = 57 years, range = 46–72). The 

mode of consultation was not overtly influenced by 
a respondent’s age, employment status, place of resi-
dence, or surgery type.

Respondents who received a BCN consulta-
tion perceived a face-to-face consultation to be 
at a more appropriate time and better timed with 
respect to their treatment than a telephone consul-
tation (see Table 2). Respondents who did not have 
a preoperative consultation with the BCN (n = 4) 
reported that they were not referred to any specific 
individual or support organization. For those who 
were referred onward for support, the predominant 
source of information was the surgeon (n = 11), fol-
lowed by the state (n = 7) and national breast cancer 
centers (n = 5), with many respondents accessing  
more than one source of support. Respondents con-
tacted these individual surgeons or organizations at 
least once (n = 2) but mostly twice (n = 5), although 
some respondents made contact three to five times (n =  
4). When a respondent was able to see the BCN face-
to-face, the level of satisfaction was highest, followed 
by those who had a preoperative telephone call with 
the BCN, then those who had contact with another 
person or organization. 

With respect specifically to a BCN consultation, 
face-to-face or via telephone, little difference was 
seen in how respondents rated the amount of help 
they received in most areas (see Table 3), except for 
the transition to the next stage, for which a face-to-
face consultation more frequently provided the right 
amount of information (n = 21) than a telephone 
consultation (n = 9). In contrast, respondents who 
experienced a face-to-face consultation were more 

TABLE 2. Breast Care Nurse Consultation Timing  

and Duration by Type

Face to Face  

(N = 27)

Telephone  

(N = 20)

Characteristic n n

Timing of first consultation

Far too early – –

A little too early – –

At the right time 26 13

A little late 1 5

Much too late – 2

Duration of the consultation

Very short – 1

Short 3 1

Just about right 24 18

Too long – –

Much too long – –

Timing related to treatment

Well timed 22 13

Could have been timed better 4 5

Badly timed 1 2
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likely to rate the amount of information they received 
about their cancer and treatment from the BCN as 
the “right amount” than those who experienced a 
telephone consultation (see Table 4). Regardless of 
the mode of contact with the BCN, most respondents 
agreed that the BCN was capable and supportive 
before, during, and after treatment (see Table 5); four 
respondents who experienced a telephone consul-
tation did not consider this aspect of the BCN role 
to be applicable in the preoperative period. Finally, 
the mode of contact did not make a difference to 
whether a respondent would recommend a hospital 
with a BCN to a friend, with most respondents (n = 
42) agreeing that a hospital with access to a BCN is 
preferable to one without.

Qualitative Data

The current study used a questionnaire with a pre-
dominantly quantitative approach; respondents 
provided a large amount of data in the open-ended 
questions fields. The following three themes were 
identified from open-ended questions:

 ɐ Providing knowledge for understanding
 ɐ Psychosocial support
 ɐ Practical support 

Providing knowledge for understanding: The first 
theme reflected the need expressed by respondents 
to receive information to understand their diagnosis 
and treatment options. Respondents reported that 
the BCN gave information in a way that was easily 
understood. This theme was consistent for respon-
dents who received a face-to-face consultation and for 
respondents who received a telephone consultation. 
One respondent who received a telephone consul-
tation described this in terms of how her confidence 
about decisions was boosted: “She made me feel more 
confident about the decisions regarding my course of 
treatment. After speaking with her, I knew the decisions 
I had made were right.” Respondents also reported that 
the BCN provided holistic information, suitable for the 
respondents and their support people. According to 
one participant who received a face-to-face consulta-
tion, “[I] found the nurse to be very helpful—answered 
many questions asked by myself and my partner. Was 
very understanding and checked to make sure we 
understood the information she was giving.”

Respondents who did not receive any form of pre-
operative consultation were able to recognize that this 
would have helped them understand what was about 
to happen, were it available to them. One respondent 
said, “Before surgery would have been fabulous to have 
talked to her. I didn’t fully understand the procedure I 

needed on the day of surgery, so it was a shock—would 
have made a big difference.” It was clear that a preop-
erative face-to-face or telephone consultation provided 
an opportunity to answer questions and clarify respon-
dents’ understanding of their diagnosis and course 

TABLE 3. BCN Role in Helping Meet Patient Care Needs

Face to Face  

(N = 27)

Telephone  

(N = 20)

Topic n n

Understanding the roles  

of the different people 

involved in treatment

Wanted more 4 3

Right amount 22 13

Wanted less – –

Not applicable 1 3

Missing data – 1

Understanding the  

information received from 

different doctors and HCPs

Wanted more 3 2

Right amount 23 14

Wanted less – –

Not applicable 1 3

Missing data – 1

Communicating needs  

to other HCPs

Wanted more 3 –

Right amount 15 10

Wanted less – –

Not applicable 9 9

Missing data – 1

Making appointments

Wanted more 2 –

Right amount 15 12

Wanted less – –

Not applicable 10 7

Missing data – 1

Making the transition to the 

next stage of treatment easy

Wanted more 2 2

Right amount 21 9

Wanted less – 1

Not applicable 4 7

Missing data – 1

BCN—breast care nurse; HCP—healthcare provider
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of treatment. Respondents who were unable to have 
a preoperative consultation lacked understanding of 
their surgical procedure.

Psychosocial support: The second theme revealed 
that respondents have specific emotional and psycho- 

logical needs in the time leading up to their breast sur-
gery that the BCN was able to support. The support 
helped respondents manage and understand their 
feelings, as stated by one participant who received 
a face-to-face consultation: “My [BCN] really made 
me feel like she was genuinely there to support me 
through whatever I needed during this process. . . . I 
think it gave me confidence and helped me feel posi-
tive, which I believe helps with recovery.”

The respondents reported that the BCN was empa-
thetic toward them during their consultations and 
that this was appreciated. According to one partici-
pant who received a telephone consultation, “It was 
great to have someone that understood my anxiety.” 
As with the first theme, respondents who did not have 
a preoperative consultation demonstrated the impact 
of this and were able to articulate the difference they 
felt a consultation would have made to them, if it had 
been available. One participant who did not have a 
preoperative consultation said, “I could have been 
better prepared for surgery emotionally, had I spoken 
to the BCN prior to the operation.”

Respondents who had a face-to-face or telephone 
consultation felt supported and had an opportunity to 
share emotions, creating confidence in their recovery. 
Those who were unable to have a preoperative con-
sultation expressed feelings of being overwhelmed 
and confused and wished they had a professional lis-
tener, as expressed by one participant: “It would have 
been great to have someone who ‘had my back’ and 
could listen, inform, reassure, and understand what I 
was going through.”

Practical support: The final theme covered the 
practical support that the BCN was able to provide 
to respondents from the time of their diagnosis to 
surgery; the support also was relevant to the post-
operative period. In some instances, this advice was 
about personal aids (e.g., prostheses, support bras-
sieres), and, at other times, this practical support was 
regarding help available from other sources and orga-
nizations. One respondent who received a telephone 
consultation said, “She offered to introduce me to a 
group that could help me get back to more normal life, 
and if it were not for her, I [would have] had no idea 
this group existed. I owe her a big thank-you.”

Respondents were able to recognize that this sup-
port is possibly unique to the BCN service, which was 
conveyed by one participant who received a face-to-
face consultation: “I was given information and tips I 
might otherwise not have received.” As with the other 
two themes, respondents who did not have access 
to the BCN felt that this may have been detrimental 

TABLE 4. Breast Care Nurse Role in Information Sharing

Face to Face  

(N = 27)

Telephone  

(N = 20)

Topic n n

Cancer

Wanted more 2 4

Right amount 23 13

Wanted less – –

Not applicable 2 2

Missing data – 1

Treatment choices

Wanted more 2 3

Right amount 22 10

Wanted less – –

Not applicable 3 6

Missing data – 1

Treatment

Wanted more 2 5

Right amount 23 13

Wanted less – –

Not applicable 2 1

Missing data – 1

Treatment side effects

Wanted more 3 6

Right amount 22 11

Wanted less – –

Not applicable 1 2

Missing data 1 1

Caring for self at home

Wanted more 2 3

Right amount 21 14

Wanted less – –

Not applicable 3 2

Missing data 1 1

Support services

Wanted more 1 3

Right amount 23 12

Wanted less – –

Not applicable 2 3

Missing data 1 2

D
ow

nl
oa

de
d 

on
 0

7-
27

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



MAY 2018, VOL. 45 NO. 3 ONCOLOGY NURSING FORUM 395ONF.ONS.ORG

to their experience. One participant said, “I would 
have benefited from seeing a nurse before my pro-
cedure. Lots I didn’t know and wasn’t prepared for.” 
Respondents who did not have a preoperative consul-
tation wanted to be prepared and were surprised at 
the lack of information compared to those who did 
have a preoperative consultation and were apprecia-
tive of the advice provided.

In addition to the three themes identified across 
the three cohorts, the researchers found that respon-
dents who received a telephone consultation indicated 
that they would prefer a face-to-face consultation to a 
telephone consultation. One participant who received 
a telephone consultation said, “It would have proba-
bly been much better if I met her face-to-face before 
surgery rather than just a phone call.” According to 
another participant who received a telephone consulta-
tion, “I feel it would be beneficial for all [preoperative] 
patients to have a face-to-face consultation because 
they would be shown what drains are, what a catheter 
is, etc. I feel this would alleviate fear of [postoperative] 
expectations. Also, a familiar face [is] so wonderful to 
have in [the] hospital.” These findings are consistent 
with the findings from the survey data.

Discussion

The mean age of each cohort (58 years for the face-
to-face cohort and 57 years for telephone and no 
preoperative consultation cohorts) is representative 
of the wider Australian population, with 75% of new 
cases of breast cancer developing in women aged 
older than 50 years (Australian Institute of Health and 
Welfare, 2014). The demographic data collected indi-
cated no differences among the three cohorts studied. 
The homogeneity of the three cohorts provides 
increased confidence that the differences observed 
were because of the different types of consultations 
received rather than varying characteristics of the 
cohorts. Recruitment took longer than originally 
anticipated because of difficulties meeting inclusion 
criteria and filling the required number of partici-
pants for the no preoperative consultation cohort.

Timing of the Consultation

As previously discussed, the BCN is an important 
member of the team caring for patients with breast 
cancer (Porter-Steele et al., 2017). What has not pre-
viously been reported is the impact of the timing of a 
consultation. At the study site, patients were offered 
a telephone consultation when time from surgical 
consultation to admission was insufficient to permit 
a face-to-face consultation. With respect to timing of 

the first consultation with a BCN, respondents who 
received a face-to-face consultation felt this was more 
appropriate than respondents who received a telephone 
consultation. In addition, the timing of the consulta-
tion, with respect to the treatment that followed, was 
reported to be superior in respondents who experi-
enced a face-to-face consultation compared to those 
who received a telephone consultation. Despite these 
differences, the majority of respondents were satisfied 
with the duration of their consultation, regardless of the 
mode of consultation (face-to-face or via telephone). 

Women with breast cancer continue to have 
unmet needs in their physical and emotional care 
and knowledge (Akechi et al., 2011; Fiszer, Dolbeault, 
Sultan, & Brédart, 2014; Watts et al., 2011). This study 
found that not receiving a preoperative consulta-
tion affected women in the areas of knowledge and 
psychosocial and practical support. The qualitative 
comments elucidate that these respondents felt that 
their confidence may have been higher and their 
overall experience better, had they had the opportu-
nity for a preoperative consultation. This is similar 
to the findings of Eley and Rogers-Clark (2012), who 
found that receiving the support of a BCN improved 
patients’ perception of their care, quality of direct 
patient care, and continuity of care.

Consultation Mode

With respect to the mode of the consultation, respon-
dents who had a face-to-face or telephone consultation 
felt more assured in their treatment choices, less 
anxious, and more confident in their recovery than 
respondents who did not have a preoperative consul-
tation. Evidence in the literature suggests that higher 
levels of self-efficacy in patients with cancer are asso-
ciated with improved quality of life and decreased 
psychological distress (Philip, Merluzzi, Zhang, & 
Heitzmann, 2013; Rottmann, Dalton, Christensen, 

KNOWLEDGE TRANSLATION

 ɐ A preoperative consultation with a breast care nurse (BCN) im-

proves a patient’s knowledge of his or her diagnosis and treat-

ment, while providing greater psychosocial and practical support.   

 ɐ A preoperative face-to-face consultation with a BCN is perceived 

to be of more benefit to a patient requiring breast surgery than a 

telephone consultation. 

 ɐ Preoperative face-to-face and telephone consultations with a BCN 

are superior to a postoperative consultation in providing knowl-

edge and psychosocial and practical support.
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Frederiksen, & Johansen, 2010). Respondents who 
experienced a face-to-face consultation reported it to 
be superior regarding the amount of information they 
received about their cancer and treatment from the 
BCN, compared to those who experienced a telephone 
consultation. Sharing knowledge and providing edu-
cation are reported to be key aspects of the BCN role 
(Dickerson et al., 2011; Luck et al., 2017).

Face-to-face and telephone consultations pro-
vided an opportunity for preoperative support, with 
respondents stating that they were grateful for advice 
regarding postsurgical emotional care (such as access 
to support group information) and practical support 
(such as brassieres and prostheses). However, the 
current results demonstrate that respondents who 
had a telephone consultation felt that a face-to-face 
consultation preoperatively would have been prefer-
able to alleviate fear of postoperative expectations. 
Although it is acknowledged that different women 
have different needs (Porter-Steele et al., 2017), the 
current findings support the provision of a face-
to-face consultation when a BCN is included in a 
patient’s healthcare team.

It was clear that a preoperative consultation (face-
to-face or via telephone) provided respondents an 
opportunity to answer questions and clarify their 
understanding of their diagnosis and course of treat-
ment. Respondents who did not have a preoperative 
consultation tended to report a lack of understanding 
regarding their treatment, further illuminating the 
unmet needs of women (Akechi et al., 2011; Fiszer et 
al., 2014; Watts et al., 2011). In addition, respondents 
who did not receive a preoperative consultation had 
clear ideas of what a preoperative consultation with 
a BCN could have provided them, reporting that they 
felt they had missed out on an opportunity for fur-
ther education and emotional and practical support 
(Ahern & Gardner, 2015; Luck et al., 2017). 

Implications for Nursing 

Evidence in the literature shows that the BCN is an inte-
gral member of the interprofessional team caring for 
patients undergoing breast surgery (Ahern & Gardner, 
2015; Halkett et al., 2006; Luck et al., 2017). The current 
study suggests that the timing of a patient’s first con-
sultation with a BCN and the mode of that consultation 
are determinants of the patient’s overall outcomes, 
particularly in the areas of understanding diagno-
sis and treatment, feeling psychosocially supported, 
and receiving relevant practical support. As such, the 
authors recommend that patients who are to be admit-
ted for breast surgery, regardless of the reason, should 
be referred to a BCN for a face-to-face, preoperative 
consultation before admission. Early referral to a BCN 
and effective communication with the breast cancer 
treatment team is crucial. Ideally, the BCN should 
participate in the patient’s surgical consultation. 
BCN support commencing prior to surgery is essen-
tial to ensure holistic support from the beginning of 
the patient’s journey. Increased self-efficacy has been 
demonstrated to improve patient outcomes (Philip et 
al., 2013; Rottmann et al., 2010), and early involvement 
from the BCN can assist with this. To facilitate BCN 
involvement, organizations need to ensure sufficient 
numbers and availability of BCNs, and flexible working 
hours should be offered to enable all patients access to 
a BCN. If a patient is unable to attend a face-to-face 
consultation with a BCN, a telephone consultation 
should be scheduled with a BCN before admission. To 
further enhance telephone consultations, video calls 
could be used to enable visual communication. 

Limitations 

The current study had a small convenience sample 
comprised of only women, thereby introducing a 

TABLE 5. Participant Satisfaction With Emotional  

Support Provided by the Breast Care Nurse

Face to Face  

(N = 27)

Telephone  

(N = 20)

Time Point n n

Before treatment

Very satisfied 17 8

Satisfied 9 7

Not satisfied – –

Very dissatisfied 1 1

Not applicable – 4

During treatment

Very satisfied 9 8

Satisfied 9 9

Not satisfied 3 –

Very dissatisfied 1 –

Not applicable 5 2

Missing data – 1

After treatment

Very satisfied 16 8

Satisfied 9 9

Not satisfied 1 1

Very dissatisfied 1 1

Not applicable – 1
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selection bias (Polit & Beck, 2017). In reality, the 
recruitment of men would be time-consuming, given 
that only three men per week will be diagnosed with 
breast cancer in Australia (Cancer Australia, 2017b). 
In addition, the current study used a self-reported, 
retrospective design, introducing the potential for 
recall bias (Polit & Beck, 2017). The authors acknowl-
edge that the small sample size and the fact that the 
study reports experiences from women who saw a 
BCN in one private hospital limit the generalizabil-
ity of the findings. A dearth of evidence supporting 
the role of BCNs remains (Ahern & Gardner, 2015; 
Cruickshank, Kennedy, Lockhart, Dosser, & Dallas, 
2008). Despite these limitations, the current study 
adds to the evidence of the importance of BCNs in 
the breast care journey, particularly with respect to 
the mode and timing of the consultation. 

Conclusion

A preoperative consultation with a BCN reduces anx-
iety and provides an opportunity for education and 
counseling, enabling patients and their families to be 
informed, emotionally supported, and more confident 
in their recovery. A face-to-face consultation before 
surgery is preferable; however, if a patient is unable 
to attend a face-to-face consultation because of time 
restriction from surgical planning to hospital admis-
sion or because of other constraints, a telephone 
consultation will provide benefit. For women who are 
unable to access a BCN in the preoperative period, 
the BCN must attempt to address remaining unmet 
emotional and physical needs of women in the post-
operative period. 
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