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Introduction 
 
This background paper serves as a backdrop to BCNA‟s Breast Reconstruction Project, in 
which we will investigate the following issues relating to breast reconstruction after 
mastectomy: 

 barriers which reduce women‟s access to breast reconstruction surgery 

 women‟s satisfaction with the outcome of their breast reconstruction surgery.  
 
While not all women who undergo mastectomy for breast cancer seek a breast reconstruction, 
we know that for many it is an important aspect of their breast cancer treatment. Body image 
plays a large part in how we feel about ourselves and how we interact with those around us. 
For some women, a breast reconstruction following mastectomy is vital for body image, 
allowing them to rebuild self esteem and some sense of feeling and looking „normal‟.  
 
Breast reconstruction, or lack thereof, can also affect a woman‟s emotional and sexual 
wellbeing, including her relationship with her partner. For single women, breast reconstruction 
can be fundamental in building confidence to seek and develop new intimate relationships. 
 
Many studies have found there are physical and psychological benefits of breast 
reconstruction for women with breast cancer.1 Early findings of a current French study,2 for 
example, support this view. The researchers have found that women who have breast 
reconstruction following breast cancer surgery are inclined to have better physical and 
psychological quality of life and lower anxiety than women who do not have a reconstruction. 
 
Similarly, an Australian study found that women having breast reconstruction had higher 
quality of life scores according to FACT-B analysis compared to the standard mean.3 Other 
studies, however, have found little difference in quality of life assessment, but improvement in 
body image.4 
 
Breast reconstruction also allows women to avoid the inconvenience of wearing a breast 
prosthesis. Prostheses can be particularly uncomfortable in hot weather. We know some 
women in tropical parts of Australia who choose not to wear a prosthesis for this reason, 
preferring to be lop-sided or flat-chested than suffer the discomfort of a prosthesis. Breast 
reconstruction surgery allows these women the opportunity to regain breast shape and form.  
 

                                                 
1
 DG Pennington: Breast reconstruction after mastectomy: Current state of the art, ANZ Journal of 

Surgery, 2005, Issue 75, p454-458 
2
 C Zozaya and F Cousson-Gelie: Quality of Life, Anxiety and Body Image of Patients with Breast 

Reconstruction: First Results of a Comparative Study, Psycho-Oncology 19 (Suppl 2) SI-S313 (2010) 
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4
 ibid 

NOTE: For the purposes of this paper, the term „breast reconstruction‟ refers only to breast 
reconstruction following surgery for breast cancer. 
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BCNA regularly hears from women who are concerned, and in some cases quite distraught, 
that they are unable to access timely and affordable breast reconstruction surgery. Reasons 
they give include: 

 long waiting lists for surgery in public hospitals – 10 years or more in some 
states/territories (Queensland and Victoria have been cited) 

 high out-of-pocket costs for surgery in private hospitals – figures between $5,000 and 
$10,000 are often quoted as the „gap‟ payment to be paid by women who have private 
health insurance 

 limited access to breast and plastic surgeons in rural areas – statistics show women 
living and treated in rural areas are less likely to have a reconstruction than women 
living in cities.5 

 
Access to breast reconstruction is not a new issue. In 2004, women attending BCNA‟s Still 
Making a Difference Conference discussed breast reconstruction and made a number of 
recommendations to improve women‟s access to breast reconstruction surgery. 
 
Through this project, BCNA will investigate breast reconstruction services in Australia and the 
barriers women with breast cancer face in accessing this important surgery after mastectomy. 
We will speak with some of our members who are affected by this issue and with breast and 
plastic surgeons to learn their views. We will also conduct a national survey of our members to 
hear of their experiences with breast reconstruction and barriers to reconstruction services in 
their state or territory. This will give us an insight into the issues faced by women and will 
enable us to consider our next steps, which may include an advocacy campaign to improve 
services in breast reconstruction surgery. 
 

 
About breast reconstruction 
 
Breast reconstruction surgery recreates the shape of the breast after mastectomy or breast 
conserving surgery. It can be done at the same time as the breast cancer surgery (immediate 
reconstruction) or as a separate procedure at a later time, even many years later (delayed 
reconstruction).  
 
The main issues in determining the timing and type of reconstruction are: 

 the prognosis of the tumour 

 the likelihood of further treatment, especially radiotherapy 

 the age of the woman and the number of children she has had 

 obesity 

 smoking 

 suitability of donor tissue (for tissue flap reconstructions) 

 the psychological state of the woman.6 
 
It is important to note that the aim of breast reconstruction is to recreate the shape of the 
breast to give women a „normal‟ look when clothed. A reconstructed breast will not look or feel 
the same as a natural breast and may not have the same, or indeed any, sensation. 
 

                                                 
5
 NBOCC and RACS: The National Breast Cancer Audit – Public Health Monitoring Report on 2007 

Data, March 2009 AND SE Hall and CDJ Holman: Inequalities in breast cancer reconstructive surgery 
according to social and locational status in Western Australia, European Journal of Surgical Oncology 
2003, Vol 29: S19-S25 
6
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Who does reconstruction surgery? 
Breast cancer surgery is generally performed by a breast surgeon (also referred to as an 
oncological surgeon) or a general surgeon. Many breast and general surgeons can also carry 
out implant reconstructions. 
 
Flap reconstructions are more complicated procedures than implant reconstructions. Women 
wanting, or recommended for, flap reconstructions are often referred to a plastic surgeon. 
Breast and general surgeons with oncoplastic training also perform flap reconstructions.  
 
Immediate reconstruction 
Immediate reconstruction is not an option for all women. Its suitability is dependent on 
what other breast cancer treatments may be planned following breast cancer surgery.  
 
Immediate reconstruction may not be recommended if a woman is to be treated with 
radiotherapy, for example, as this can result in poorer cosmetic outcomes. In implant 
reconstructions, radiotherapy can harden the breast tissue around the implant, causing 
discomfort to the woman and, in some instances, can result in capsular contracture. 
Studies have found that radiotherapy following a TRAM flap reconstruction increases 
the risk of flap contracture, firmness and fat necrosis.7 While literature on the effect of 
radiotherapy on latissimus dorsi reconstructions is limited, two small studies found that 
radiotherapy potentially compromised cosmetic outcomes.8 
 
Immediate reconstruction may also not be recommended if the surgery recovery time 
will delay chemotherapy treatment.  
 
The length of time between diagnosis and breast cancer surgery, and the surgeon‟s 
willingness to discuss, or offer, reconstruction surgery, may also affect a woman‟s 
decision on immediate reconstruction. If a woman‟s surgery is booked soon after her 
diagnosis, she may not have time to fully explore or consider her reconstruction 
options. If she does not receive adequate support and information about reconstruction 
from her surgeon and other members of her treating team, she may not have the 
necessary information to make an informed choice about reconstruction prior to her 
breast cancer surgery. 
 
Some types of immediate reconstruction surgery, especially tissue flaps, may also be 
affected by whether or not a reconstructive surgeon is available to perform the surgery, 
especially for women being treated in the public health system. 
 
Even when immediate reconstruction surgery has been planned, the surgeon may not 
proceed with it, for example if pathology test results indicate the woman may require 
treatments that are not compatible with immediate reconstruction (eg radiotherapy).  
 
Delayed reconstruction 
Delayed reconstructions are generally done after a woman has completed her active 
treatment. This can be months or even years after her initial diagnosis. There is no need for 
women to make an early decision about breast reconstruction if they do not want to or do not 
feel able to. Reconstruction is something that can be considered after active treatment is 
completed and when the woman is ready. Choices may be limited, however. 
 

                                                 
7
 Musgrave KJ, Bochner M, Kollias J: Surgical Decision-making in Immediate Breast Reconstruction, 

World Journal of Surgery, Published online 01 September 2010 
8
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Types of breast reconstruction surgery 
Breast reconstruction surgery can be performed using implants, a woman's own tissue, or a 
combination of both. It is also possible to use tissue from the remaining breast to form a new 
breast. Most types of reconstruction will involve more than one surgical procedure. These can 
include: 

 the reconstruction surgery (whether at the time of the breast cancer surgery 
(immediate reconstruction) or at a later time (delayed reconstruction)) 

 surgery to make adjustments to the reconstructed breast and/or the natural breast (a 
breast reduction, for example), and  

 nipple reconstruction surgery.  
 

Additional surgery may also be required if there are complications. These can be in the short-
term after reconstruction surgery (eg infection in wounds) or long-term (eg capsular 
contracture).   
 
Implant reconstruction 
Implant reconstruction uses silicone or saline implants which are inserted under the chest 
muscle onto the chest wall. Where a woman has insufficient skin to accommodate the implant, 
a tissue expander may first be inserted. The expander is injected with fluid over a period of a 
few months to stretch the skin. In some instances, women decide to keep the tissue expander 
in place and not proceed with any further surgery. Often, however, women will have a second 
operation to have the expander removed and an implant inserted. 
 
The main advantages of implants are: 

 the operation is relatively simple 
 the operation can often be performed by a breast or general surgeon, so a plastic 

surgeon may not be required 
 time in hospital and recovery time is usually short 
 surgery and scarring is only in the breast area. 

 
The main disadvantages of implants are: 

 the breast may not feel as natural as with other types of reconstruction 
 it can be harder to match the shape of the existing breast 
 if a woman loses or gains weight, the implant may no longer match the other breast 
 radiotherapy after implant reconstruction may cause the tissue around the implant to 

harden and may result in the breast looking smaller 
 scar tissue can form around the implant 
 implants have a limited life and will generally need to be replaced 8 to 10 years after 

surgery.9 
 
Complications of implant reconstruction surgery can include seromas (collections of fluid) and 
haematomas (collections of blood) around the new breast, and infection of the wound. Longer 
term complications can include capsular contracture and rupturing of the implant, both of 
which may require further surgery to replace the implant.  
 
Implants may not be suitable for some women who have radiotherapy treatment. 
 
Tissue flap reconstruction 
Tissue flap reconstruction uses a woman‟s own skin, fat and muscle to form the new breast. 
There are two main types of tissue flap reconstruction - 'attached flaps' and 'free flaps'. 
 

                                                 
9
 Australian Government, Department of Health and Ageing, Therapeutic Goods Association: Breast 
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Attached flaps use skin, fat and muscle from the woman‟s back (Latissimus dorsi) or abdomen 
(TRAM flap). A portion of tissue, fat and muscle is tunnelled under the skin from the back or 
abdomen to the chest to form the shape of the new breast. The arteries and veins are kept 
intact and the blood supply for the new breast comes from the donor site. A saline implant 
may be inserted behind the tissue to increase the size of the breast.  
 
Free flaps use skin, fat and muscle that have been removed from the abdomen. The arteries 
and veins are cut and then attached to the blood supply of the chest wall. 
 
Flap reconstructions may not be possible for women who do not have enough tissue on their 
back or stomach to form the shape of a breast. 
 
The main advantages of tissue flap reconstruction are: 

 it produces a more natural looking breast 
 the breast will gain and lose weight as the woman‟s body gains and loses weight. 
 

The main disadvantages of tissue flap reconstruction are: 
 the length of surgery and recovery time is longer than with implant surgery  
 a specialist oncoplastic or plastic surgeon will be required to perform the surgery 
 there will be scarring to the back or stomach as well as to the chest 
 a woman may lose strength in her arm with a Latissimus dorsi flap reconstruction 
 a woman may lose strength in her stomach muscles, and there is a risk of developing 

a hernia, with a TRAM flap reconstruction 
 there is a small risk that the flap may die due to lack of blood supply and may need to 

be removed, requiring another operation. 
 
Complications of tissue flap surgery can include seromas (collections of fluid) and 
haematomas (collections of blood) around the new breast, and infection of wounds. As noted 
above, there is also a risk that the flap may become infected and further surgery may be 
required to treat the infection or remove the reconstructed breast if it has died. 
 
Flap reconstructions may not be suitable for some women who have other heath conditions, 
such as diabetes or vascular disease. 
 
Other types of reconstruction 
Other types of breast reconstruction less commonly used include: 

 DIEP flap – transferring skin and fat tissue from the abdomen to form a new breast. 
DIEP flaps are similar to free flap reconstructions, except that muscle is not taken, 
resulting in a smaller risk of stomach weakness and hernia than with a TRAM flap 
reconstruction.  

 Free gluteal flap – transferring skin and fat tissue from the buttock to form a new 
breast. 

 Breast sharing reconstruction – transferring skin and fat tissue from the remaining 
breast to form a new breast. 

 
The advantages, disadvantages and complications of these procedures are similar to those 
for tissue flap reconstructions. 
 

 
Statistics in breast reconstruction after mastectomy in Australia 
 
Figures on the number of women who have a breast reconstruction in Australia are difficult to 
obtain. There is no systematic collection of data about breast reconstruction in Australia, and 
little research has been done in this area. An audited review published in 1999 indicated that 
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only 6% of Australian women (and 15% of women under 50) who had mastectomies for breast 
cancer were receiving breast reconstructions at that time.10 National Breast Cancer Centre 
statistics published in 2003 indicated that only 8% of Australian women who had 
mastectomies had breast reconstructions, compared with up to 40% in some other countries.11 
 
Figures now quoted generally vary from 6% to 12% of women who have mastectomies.12  
 
What we don‟t know, however, is how many women want a reconstruction. Anecdotally we 
hear that some older women often don‟t want reconstruction. The say they don‟t want to put 
themselves through the rigours of further surgery, and that they are happy to live with their 
changed bodies. Of course, these comments do not reflect the views of all older women. 
 
There is also a group of women who are unable to have reconstruction due to damage to their 
chests following breast cancer surgery and/or radiotherapy, or because of other co-
morbidities.  
 
We think it is important that women are able access breast reconstruction if they want it and it 
is physically viable for them. 
 
Australian Institute of Health and Welfare (AIHW) hospital admissions data for 2007-200813 
shows that 5,187 women were admitted to Australian hospitals (public and private) for 
mastectomies in that year. During the same period, 775 women were admitted for breast 
cancer-related breast reconstructions. This number reflects 15% of women who had 
mastectomies. These figures are not entirely reliable for a number of reasons, however. 
Firstly, the data is based on hospital admissions and not on individual women, so a woman 
may be included more than once in the figures if she has been admitted on more than one 
occasion for breast surgery, which is quite possible. Secondly, women who had an immediate 
reconstruction with their mastectomy may only be counted in the mastectomy figures, so the 
true number of reconstructions could be higher. The AIHW data does not differentiate 
between immediate and delayed reconstructions. 
 
The RACS National Breast Cancer Audit (NBCA) figures for 200714 show that just over 9% of 
women who underwent a mastectomy during that year had a breast reconstruction (171 of a 
total of 1,823 women). This figure may be lower than the actual number for a variety of 
reasons: 

 The data only reflects reconstructions undertaken by surgeons who submit information 
to the audit 

 The data is most likely to reflect immediate reconstructions, as these are reported at 
the same time as the breast cancer surgery 

 Delayed reconstructions may not always be reported as this relies on the primary 
information being updated by surgeons 

 Delayed reconstructions undertaken by a surgeon other than the woman‟s original 
surgeon, eg a plastic surgeon, may not be included. 

 

                                                 
10D Hill D, K Jamrozik, V White, J Collins, J Boyages, D Shugg, M Pruden, G Giles, M Byrne: Surgical 
management of breast cancer in Australia in 1995. Sydney: NHMRC National Breast Cancer Centre; 
1999 
11

 J Robotham Why breast surgery is a rarity, The Age 20 October 2003 
12D Nesbitt, The Health Report, ABC Radio National, 5 January 2009 
13

 Australian Institute of Health and Welfare and National Breast and Ovarian Cancer Centre: Breast 
Cancer in Australia: An Overview 2009, October 2009 
14

 NBOCC & RACS: The National Breast Cancer Audit Public Health Monitoring Report on 2007 Data, 
March 2009 
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The Audit statistics show the percentages of women in each age group who received a breast 
reconstruction: 

 20% of women aged under 40 who had a mastectomy received breast reconstruction 

 19% of women aged 40-49 who had a mastectomy received breast reconstruction 

 11% of women aged 50-59 who had a mastectomy received breast reconstruction 

 4% of women aged 60-69 who had a mastectomy received breast reconstruction 

 2% of women aged 70-79 who had a mastectomy received breast reconstruction  

 No women aged 80 or over who had a mastectomy had a breast reconstruction 
 
The statistics also show that women were more likely to have a reconstruction if they lived in a 
major city than in an inner regional or „more remote‟ location: 

 13% of city women who had a mastectomy received breast reconstruction 

 5% of inner regional women who had a mastectomy received breast reconstruction 

 2% of more remote women who had a mastectomy received breast reconstruction 
 
A 2003 data study15 which looked at hospital records from 1982 to 2001 of West Australian 
women with breast cancer found that 9.1% of women had a breast reconstruction. It found 
that women who lived in metropolitan areas were more likely to have a reconstruction than 
women who lived in rural areas – 9.3% in metropolitan areas compared with 8.1% in rural 
areas. It also found that women were more likely to have a reconstruction at a private hospital 
(11.5%) than a public hospital (7.3%). 
 
A project undertaken by NBOCC and reported in the ANZ Journal of Surgery16 in 2003 also 
found that few Australian women were receiving breast reconstructions following mastectomy 
at that time. The NBOCC interviewed ten breast surgeons and found: 

 Waiting times for delayed reconstructions were so long in the public sector that the 
procedure was often not offered to women – access to theatre time was the most 
commonly cited barrier  

 In the private sector, cost was a major barrier, with considerable gaps (up to $3,000) 
between the Medicare subsidy and the rates often charged by plastic surgeons 

 Surgeons sometimes found communicating with women about reconstruction to be 
challenging, and said some women had unrealistic expectations about the outcomes 
that could be achieved. 

 
 

Breast reconstruction in the public health system 
 
Categorisation of surgery 
Breast reconstruction following a mastectomy for breast cancer is considered a medical 
procedure and not cosmetic surgery. In all state and territories it is elective surgery, which is 
defined as surgery that a doctor believes to be necessary but that can be delayed for at least 
24 hours.17 Elective surgery is also referred to as „booked‟ surgery. Elective surgery is not the 
same as cosmetic surgery. 
 
All states and territories allow breast reconstruction following mastectomy for breast cancer to 
be undertaken through their public hospital systems.  
 

                                                 
15

 SE Hall and CDJ Holman: Inequalities in breast cancer reconstructive surgery according to social and 
locational status in Western Australia, European Journal of Surgical Oncology 2003, Vol 29: S19-S25 
16

 K Sandelin, E King & S Redman: Breast reconstruction following mastectomy: current status in 
Australia, ANZ Journal of Surgery, Volume 73, Issue 9, pages 701-706, September 2003 
17

 Parliament of Australia Parliamentary Library, A Biggs: Background note – Hospital Waiting Lists 
Explained http://www.aph.gov.au/library/pubs/bn/2007-08/Hospital_waiting_lists.htm  

http://www.aph.gov.au/library/pubs/bn/2007-08/Hospital_waiting_lists.htm
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There are three clinical categories used nationally to classify patients for elective surgery in 
public hospitals:18 
 

 Category 1 – urgent 
o Has the potential to deteriorate quickly to the point it may become an 

emergency 
o National standard desirable waiting time for treatment is 30 days 
 

 Category 2 – semi-urgent 
o Causes some pain, dysfunction or disability; unlikely to deteriorate quickly; 

unlikely to become an emergency  
o National standard desirable waiting time for treatment is 90 days 
 

 Category 3 – non-urgent 
o Causes minimal or no pain, dysfunction or disability; unlikely to deteriorate 

quickly; unlikely to become an emergency  
o There is no national standard for desirable treatment time, but 365 days is used 

as a guide. 
 
The referring surgeon is responsible for categorising patients into one of the above three 
categories and placing them on a hospital waiting list. Each hospital has its own waiting list.  
 
Women who choose to have an immediate reconstruction at the same time as their breast 
cancer surgery are usually classified as Category 1 patients, as there is urgency in delivering 
the breast cancer surgery. We are unsure, however, how many women are offered immediate 
breast reconstruction through the public system, given health service difficulties such as lack 
of theatre time and shortage of plastic or oncoplastic surgeons who operate in the public 
system.  
 
It seems that long waiting times for reconstruction surgery are most likely to occur when 
surgeons categorise women requiring a delayed reconstruction as Category 3 patients. We 
know that some surgeons will list these women as Category 2 patients, reducing their waiting 
times to 3 – 6 months. 
 
Reconstruction surgery undertaken in the public health system is free of charge to women, 
although there may be a charge for the cost of the breast implant if implant reconstruction is 
chosen, and for the cost of nipple tattooing. 
 
Under the Australian Health Care Agreement, anyone can have public elective surgery in any 
public hospital in Australia that offers the procedure they require, regardless of where they 
live. This means that women in one state or territory can be placed on a waiting list at a public 
hospital in another state or territory. While the surgery will be undertaken at no cost, the 
women will be responsible for any costs associated with her travel for the surgery.  
 
Hospital Waiting Lists 
As noted previously, each public hospital has its own waiting list. It is very difficult, therefore, 
to find definitive information on state-wide waiting times for Category 3 surgery - this varies 
from hospital to hospital. 
 
Some state and territory health departments report on median waiting list times. The median 
waiting time is the point at which half of the patients have had their surgery and half have not. 

                                                 
18 Parliament of Australia Parliamentary Library, A Biggs: Background note – Hospital Waiting Lists 
Explained http://www.aph.gov.au/library/pubs/bn/2007-08/Hospital_waiting_lists.htm 

http://www.aph.gov.au/library/pubs/bn/2007-08/Hospital_waiting_lists.htm
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The waiting time is defined as the period from the date a person is placed on a hospital‟s 
elective surgery waiting list to the date they receive their surgery. 
 

State/ 
Terr. 

Median waiting list time for Category 3 
surgery, all types 

Source of information 

Vic 77 days 
100 days for Category 3 plastic surgery 
93% of patients treated within 365 days 

Department of Health – 
Your Hospitals: a report on 
Victoria’s public hospitals, July – 
December 200919 

WA 99 days  
89% of patients treated within 365 days 

Department of Health – Elective 
Surgery Wait List Report, June 2010 
Quarter20 

NT Median wait times not available but the 
current waiting time is quoted at 6 -12 
months 

NT Department of Health and 
Families21 

Qld 122 days  
90% of patients treated within 438 days 

Queensland Health – Quarterly 
public hospitals performance report, 
June Quarter 201022 

NSW 175 days 
88% of patients treated within 365 days 

Department of Health Quarterly 
Report, January-March 201023 

ACT 192 days ACT Public Health Services 
Quarterly Performance Report, 
March 201024 

Note: No data available for SA or Tasmania 

 
The Australian Institute of Health and Welfare (AIHW) report Australian hospital statistics 
2008-200925 shows that, nationally, 3% of people on waiting lists for elective plastic surgery 
waited more than 365 days for their surgery. These figures include all plastic surgery 
procedures, not just breast reconstruction. State by state, the „long-wait‟ waiting times for 
plastic surgery in that year were varied, with NSW having the best outcomes and the two 
territories (ACT and NT) the worst. (A „long-wait‟ patient is any patient who has not received 
their surgery within the desirable time frame. For plastic and reconstructive surgery, this is 365 
days.) 
 

State/ 
Territory 

Number of patients admitted for 
elective plastic surgery 2008-
2009 

Percentage of ‘long-wait’ elective 
plastic surgery patients (ie those who 
waited more than 365 days for their 
surgery) 2008-2009 (raw figures not avail) 

NSW 9,170 0.7% 

WA 4,224 1.9% 

Tas 1,513 3.1% 

Qld 8,339 3.4% 

Vic 16,125 3.7% 

SA 4,261 4.4% 

ACT 569 9.1% 

NT 128 11.7% 

Nationally 44,329  3.0% 

                                                 
19

 http://www.health.vic.gov.au/yourhospitals/yourhospsjuly-dec09.pdf  
20

 http://www.health.wa.gov.au/ElectiveSurgery/docs/2010_apr-june_qtr.pdf  
21

 Information provided by Kylie Rose, NT Department of Health and Families, 24 October 2010 
22

 http://www.health.qld.gov.au/performance/docs/QHQPHPR.pdf  
23

 http://www.health.nsw.gov.au/resources/reports/2010/pdf/201003_QHPR_0910_q3.pdf  
24

 http://www.health.act.gov.au/c/health?a=sendfile&ft=p&fid=1277958667&sid=  
25

 http://www.aihw.gov.au/publications/hse/84/11173_c10.pdf  

http://www.health.vic.gov.au/yourhospitals/yourhospsjuly-dec09.pdf
http://www.health.wa.gov.au/ElectiveSurgery/docs/2010_apr-june_qtr.pdf
http://www.health.qld.gov.au/performance/docs/QHQPHPR.pdf
http://www.health.nsw.gov.au/resources/reports/2010/pdf/201003_QHPR_0910_q3.pdf
http://www.health.act.gov.au/c/health?a=sendfile&ft=p&fid=1277958667&sid
http://www.aihw.gov.au/publications/hse/84/11173_c10.pdf
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It should be noted that the federal Labor Government‟s National Health and Hospital Reform 
package commits new funding specifically to help reduce elective surgery waiting lists in 
public hospitals, however we don‟t know what this will mean for breast reconstruction and how 
and when these reforms will be implemented.  
 
Current Australian models 
It seems that some states and territories are introducing programs in an attempt to reduce 
waiting list numbers and waiting times. The AIHW, in its media release26 dated 17 June 2010 
promoting its report Australian hospital statistics 2008-2009, stated that a “combination of 
results - more public elective surgery being done, average waiting times levelling out, fewer 
long-waits, and increased admissions for elective surgery from waiting lists - suggest 
improving access to public elective surgery.‟ 
 
The Queensland Government established the Surgery Connect Fund in 2007, providing 
$8.5m to help reduce the back-log of long-wait patients on that state‟s public surgery waiting 
lists. Queensland Health Department figures show however, that as at June 2010, there were 
still 394 long-wait patients on waiting lists for plastic and reconstruction surgery in Queensland 
public hospitals.27  
 
In some other states and territories, public hospitals have established specialised breast 
clinics which employ plastic surgeons to perform breast reconstruction surgery. Some of these 
are outlined below. 
 
Western Health Breast Service, Melbourne, Vic28 
The Western Health Breast Service is based at Western Hospital, a public hospital located in 
inner western Melbourne. It services women in the local area, providing immediate and 
delayed breast reconstruction, nipple reconstruction and nipple tattooing, all at no cost to 
women. 
 
The Service employs a part-time plastic surgeon who runs a fortnightly breast clinic to consult 
with women about breast reconstruction surgery. Any woman who chooses to have an 
immediate reconstruction, and for whom the procedure is medically appropriate, can access a 
reconstruction (implant or flap) with her breast cancer surgery. They find, however, that most 
women elect to have a delayed reconstruction. 
 
There is currently a waiting time of up to two years for delayed reconstructions through the 
Service. This waiting time also applies to women who have a tissue expander inserted during 
breast cancer surgery and require further surgery to replace it with an implant. The Service is 
intending to undertake an evaluation to assess what can be done to reduce waiting times. 
 
The benefits of the Service include that women can see a plastic surgeon before they begin 
their breast cancer treatment. This allows them to consider their breast reconstruction options 
early.  In addition to meeting with the plastic surgeon, women can discuss their options with a 
Breast Care Nurse and a psychologist where requested. Where women choose not to have an 
immediate reconstruction, it is suggested they go immediately on the waiting list for a delayed 
reconstruction. They can then use the waiting time to decide whether or not they want to 
proceed with reconstructive surgery, rather than further delay the surgery by waiting until they 
are sure they want it before being placed on the waiting list. 
 

                                                 
26

 http://www.aihw.gov.au/mediacentre/2010/mr20100617.cfm  
27

 http://www.health.qld.gov.au/performance/docs/QHQPHPR.pdf  
28Information provided by Western Health Breast Care Nurse Danielle Spence, 16 September 2009 

http://www.aihw.gov.au/mediacentre/2010/mr20100617.cfm
http://www.health.qld.gov.au/performance/docs/QHQPHPR.pdf
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Flinders Medical Centre Breast Reconstruction Service, Adelaide, SA29 
The Flinders Medical Centre (FMC) is a public teaching hospital located in Adelaide. 
 
The FMC Breast Reconstruction Service was established in 2008 by plastic surgeon Dr Nicola 
Dean. It is co-located with the FMC Breast Cancer Surgery Clinic, enabling women 
undergoing breast cancer surgery at the Clinic to see Dr Dean to discuss reconstruction 
options prior to breast cancer surgery.  
 
Women wanting an immediate reconstruction, and for whom the procedure is medically 
appropriate, are able to have the procedure done with their breast cancer surgery. 
 
Current waiting times for delayed reconstructions are 3 to 6 months, with all stages of the 
reconstruction aimed to be completed within 12-18 months (ie breast reconstruction surgery, 
any further surgery required to make adjustments, and nipple reconstruction and/or tattooing).  
 
Dr Dean categorises breast reconstruction surgery as Category 2 (semi-urgent) surgery, 
which helps her to get the required theatre time. She says FMC are very supportive of her 
work and her theatre requirements. 
 
Having a full time plastic surgeon who only undertakes breast reconstruction surgery has 
greatly increased the number of reconstructions performed at FMC. In 2001-2005 (prior to the 
establishment of the reconstruction clinic) 10-15 breast reconstructions were performed per 
year. In 2009, Dr Dean‟s first full year with the clinic, Dr Dean carried out 72 breast 
reconstructions. 76 breast cancer mastectomies were performed at the hospital during the 
same year. (Note that not all of the 72 reconstructions were for women who had mastectomies 
in the same year.) 
 
The service is open to anyone. Most of Dr Dean‟s referrals are from breast surgeons at FMC, 
but any woman can ask her surgeon for a referral to the Clinic. GPs can also provide referrals 
for women who have completed their breast cancer treatment.  

 
Calvary Mater Hospital, Newcastle NSW30 
In April 2010, Hunter New England Health, in northern NSW, established a publicly funded 
breast reconstruction service at the Calvary Mater Hospital in Newcastle. The unit employs a 
plastic surgeon who visits the hospital to perform breast reconstructions one day per month. It 
gives women in that region an option to have breast reconstruction surgery through the public 
health system close to home, rather than having to travel to Sydney. Immediate and delayed 
reconstructions can be arranged through the service. The waiting time for a delayed 
reconstruction through this service is currently more than 12 months, however, and women 
often still travel to Sydney for their reconstructions, where there is greater choice of hospitals 
and surgeons, and shorter waiting lists. 
 
Northern Territory 
The Northern Territory Government has recently appointed a plastic surgeon to its public 
hospital system to allow more people access to public elective plastic surgery in the NT.31 
 
What women tell us 
Despite official statistics pointing to increases in public elective surgeries and reductions in 
waiting list times, we know anecdotally that some women still have long waits for breast 
reconstruction surgery in public hospitals around Australia.  
 

                                                 
29Information provided by Dr Nicola Dean 
30

 Hunter New England Health Media Release: Breast Reconstructive Surgery Underway, 26 July 2010 
31

 Information provided by Kylie Rose, NT Department of Health and Families, 24 October 2010 
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In Queensland, for example, women have told us of waiting times of 10 years or more.  
 
Similarly, we know of a Victorian woman who was told by her medical oncologist in mid-2010 
that there is a 10 year wait for breast reconstruction surgery through the Victorian public 
hospital system. 
 
BCNA member Yvette Belbin has spoken publicly about waiting times for breast 
reconstruction surgery in Tasmania. She was told in 2009 that she would have to wait up to 
five years for surgery through the public system and that, because the procedure is done in 
stages, it could take up to ten years to complete. Alternatively, she could pay $15,000 and 
have the surgery done in six weeks through the private health system. 
 
Another BCNA member, who had breast reconstruction surgery through the ACT public 
system in 2008, was on the waiting list for 17 months, well over the desirable treatment time of 
12 months. 
 
The reasons for the long waiting lists are not clear, but could be a result of some or all of the 
following: 

 Availability of operating theatres and theatre staff, especially for flap procedures which 
can take up to 7 hours 

 Limited availability of plastic surgeons, especially in the public health system and in 
rural areas 

 Difficulties in coordinating schedules for breast and plastic surgeons to enable them to 
work together for an immediate reconstruction 

 Variations in the way surgeons prioritise patients for surgery 

 Postponement of elective surgeries due to hospital bed shortages, eg during the swine 
flu epidemic 

 A shortage of nursing staff, leading to reduced capacity in the public hospital system, 
ie bed closures 

 Socio-economic status – in areas of lower socio-economic status demand for public 
elective surgery is increased as people may be unable to afford private surgery. 

 
BCNA‟s proposed discussions with breast surgeons as part of this project may help to clarify 
some of these points. 
 

 
Breast Reconstruction in the Private Health System 
 
The primary concern with breast reconstruction in the private health system is the cost to 
women. Waiting lists do not appear to be an issue; with women able to access timely 
reconstructions through the private health system if they have adequate private insurance 
cover or the resources to pay the out-of-pocket costs themselves.  
 
Medicare Benefits Schedule fees and benefits 
There are a number of different Medicare item numbers and rebates available for breast 
reconstruction surgery – see the list below for a sample.32 The multi-operation rule applies to 
some breast reconstruction surgeries, ie if two procedures are performed during the same 
surgery session the full rebate will not be paid on the second procedure on the basis that 
there are no extra costs being incurred, eg anaesthesia. 

                                                 
32

 Medicare Benefits Schedule, June 2010 
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45530 – Schedule Fee: $1039.05 Medicare Rebate: $779.30  
BREAST RECONSTRUCTION (unilateral) using a latissimus dorsi or other large muscle or 
myocutaneous flap, including repair of secondary skin defect, if required, excluding repair of 
muscular aponeurotic layer, not being a service associated with a service to which items 30165, 
30168, 30171, 30174 or 30177 applies  
(Anaes.) (Assist.) 
 
45533 – Schedule Fee: $1,176.75 Medicare Rebate: $882.60  
BREAST RECONSTRUCTION using breast sharing technique (first stage) including breast 
reduction, transfer of complex skin and breast tissue flap, split skin graft to pedicle of flap or 
other similar procedure  
(Anaes.) (Assist.) 
 
45536 – Schedule Fee: $432.70 Medicare Rebate: $324.55  
BREAST RECONSTRUCTION using breast sharing technique (second stage) including 
division of pedicle, insetting of breast flap, with closure of donor site or other similar procedure  
(Anaes.) (Assist.) 
 
45539 – Schedule Fee: $1012.42 Medicare Rebate: $759.35  
BREAST RECONSTRUCTION (unilateral), following mastectomy, using tissue expansion - 
insertion of tissue expansion unit and all attendances for subsequent expansion injections  
(Anaes.) (Assist.) 
 
45542 – Schedule Fee: $579.70 Medicare Rebate: $434.80 
BREAST RECONSTRUCTION (unilateral), following mastectomy, using tissue expansion - 
removal of tissue expansion unit and insertion of permanent prosthesis  
(Anaes.) (Assist.) 

 
As indicated in the examples above, Medicare pays a rebate of 75% of the Medicare Benefits 
Schedule (MBS) Fee, If a woman has a private health insurance policy that covers breast 
reconstruction surgery, she can claim the remaining 25% from her health fund.  
 
Private health insurance 
Where a specialist (eg surgeon, anaesthetist) charges more than the MBS fee, the woman is 
responsible for paying the „gap‟ (the difference between the MBS fee and the amount the 
specialist charges). Some private health insurance companies enter into agreements with 
individual specialists to pay them an additional amount above the 25% of the MBS fee. Under 
these agreements, the private health fund covers the full cost of the surgery and there is no 
„gap‟ amount, or out-of-pocket cost, to the woman.  
 
Out-of-pocket costs 
It appears that many surgeons working in the private sector charge considerably more than 
the MBS fee, sometimes resulting in high out-of-pocket costs for women even when they have 
private health insurance.  
 
Women have told us they have been quoted out-of-pocket costs of between $5,000 and 
$10,000 for breast reconstruction surgery. 
 
Our ACT member quoted earlier, who waited 17 months for her surgery in the public system, 
was told she could have the surgery done almost immediately in a private hospital, and by the 
same surgeon, at a cost to her of $9,000. (She did not have private health insurance that 
covered this procedure.) 
 

http://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=45530&qt=item&criteria=breast%20reconstruction
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=45533&qt=item&criteria=breast%20reconstruction
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=45536&qt=item&criteria=breast%20reconstruction
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=45539&qt=item&criteria=breast%20reconstruction
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=45542&qt=item&criteria=breast%20reconstruction
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A NSW member showed us the account she received from her plastic surgeon following her 
breast reconstruction surgery in early 2007. She had an implant reconstruction and a 
reduction to the other breast. The surgeon‟s fee totalled $10,586.00, with an estimated 
Medicare rebate of $1,258.85. After the additional private health insurance refund of $491.61 
(25% of the MBS fee), this woman was left with an out-of-pocket cost of nearly $9,000.  
 
A Victorian member paid $7,000 in out-of-pocket costs for her implant reconstruction in 2009. 
 
The reasons for the discrepancy between MBS fees and surgeons‟ fees are not clear and 
need to be investigated. Perhaps MBS fees are set too low to reflect the true cost of providing 
this surgery, given the time and expertise required. We note that the MBS fees for implant 
surgery are similar to those for tissue flap surgery, although implant reconstruction is a simpler 
procedure that requires considerably less theatre time than tissue flap reconstructions. 
 
We are unsure how many specialist reconstructive surgeons, and anaesthetists, have entered 
into gap agreements with private health insurance funds, and whether women are aware of 
these agreements. It can certainly be recommended to women with private health insurance 
that they ask their fund for a list of surgeons who participate in the fund‟s gap scheme, as 
using specialists from the list will eliminate out-of-pocket costs for their services. 
 
We note that the issue of out-of-pocket costs is not restricted to breast reconstruction surgery, 
but is an issue right across the Australian health system. Nevertheless, the high cost of private 
breast reconstruction surgery puts this option out of the reach of many Australian women.  

 
Women’s satisfaction with breast reconstruction 
 
Women who have had breast reconstruction surgery sometimes tell us they are disappointed 
with the results – the look and feel of their reconstructed breast/s and/or ongoing associated 
discomfort or pain. Some women find their upper body movement is restricted and they are 
not able to do some of the things they used to do, and expected to be able to do. Some 
women who have had tissue flap reconstructions also complain of a loss of strength in their 
arm or abdomen, depending on the type of surgery they had.   
 
We are uncertain whether this disappointment is due to the quality of the surgery, women‟s 
unrealistic expectations of what the surgery outcome will be, or a combination of both.  
 
Previous studies 
While research has been undertaken into women‟s expectations of breast reconstruction 
outcomes, very little research appears to be available about quality of surgery, although some 
studies do look at whether complications after surgery affect satisfaction levels. 
 
Women’s expectations 
A number of studies have suggested that women‟s expectations of the outcomes of 
reconstruction surgery are unrealistic and that surgeons need to ensure they provide women 
with enough information about breast reconstruction to allow them to make an informed 
decision. 
 
A study conducted in the US in 200933 concluded: “in addition to involving patients in decisions 
about reconstruction, surgeons should discuss the pros and cons of reconstruction and should 
explicitly ask patients for their preference for reconstruction”. This followed findings that, 
despite women reporting a high involvement in decisions about reconstruction, there were 

                                                 
33

 C Lee, J Belkora, C Cosenza, Y Chang, C Levin, B Moy, A Partridge, K Sepucha: Decisions about 
breast reconstruction after mastectomy: patients involvement, knowledge, and preferences Cancer 
Research (Meeting Abstract Supplement), 15 December 2009 
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major gaps in their knowledge and many reported having a type of reconstruction that was not 
their first preference. 
 
A 2008 Australian study34 of 123 women who had undergone breast reconstruction following a 
mastectomy for breast cancer found that nearly half of the group (47%) experienced regret at 
their decision to have a reconstruction. It found the level of regret experienced by women was 
not influenced by the type of reconstruction (implant v tissue flap) or by the timing of the 
surgery (immediate v delayed). The study reported that „the experience of regret has the 
potential to contribute to psychological dysfunction‟. It recommended „optimal input from 
surgeons and therapists in order to promote realistic expectations regarding the outcome of 
breast reconstruction and to reduce the likelihood of women experiencing decision regret‟. 
 
Macquarie University psychologist Kerry Sherman was one of the researchers involved in this 
study. In an interview on ABC Radio National in January 2009,35 she said women interviewed 
for the study felt they weren‟t given enough information to make an informed decision prior to 
the surgery and that, as a result, they had unrealistic expectations about the likely outcome. 
 
Not all studies find such high levels of dissatisfaction. Researchers evaluated the objective 
and subjective outcomes of reconstruction for breast cancer at the Royal Adelaide Hospital 
Breast Unit between 1990 and 2002.36 Their survey of 123 women who had received breast 
reconstructions at the Breast Unit found: 

 77% of women were highly satisfied with their breast reconstruction outcome 

 88% of women would have the same reconstruction again 

 90% of women would recommend their reconstruction to another woman 

 82% of reconstructions scored a satisfactory result on photographic analysis by three 
independent observers 

 All four forms of reconstructive surgery rated highly in terms of quality of life, body 
image, patient satisfaction and photographic assessment. 

 
Plastic surgeon Dr David Pennington argues in his 2005 paper, Breast Reconstruction after 
Mastectomy: Current State of the Art,37 that often women leave decisions about breast 
reconstruction, especially immediate reconstruction, to their surgeon. He says that women 
have a „plethora of information‟ to absorb following a breast cancer diagnosis and that it can 
be almost impossible for them to make an informed decision on breast reconstruction on top 
of all the other information to absorb and decisions to be made. He says the common fall-back 
for women is to say „this is all too hard, doctor … I‟ll just trust your judgement‟. He says it is 
only later, if a woman is dissatisfied with the outcome, that she may say she was not given 
enough time or information to make an informed decision. 
 
Dr Pennington suggests that improvements would be achieved by „a better flow of information 
to the patient about reconstructive options early in their management plan‟ and that the best 
way to do this may be the development of more combined breast cancer clinics where 
oncological and plastic surgeons work together to achieve the best outcomes of women. 
 

                                                 
34

 J Sheehan, KA Sherman, T Lam, J Boyages: Regret associated with the decision for breast 
reconstruction: The association of negative body image, distress and surgery characteristics with 
decision regret, Psychology and Health, February 2008, 23 (2): p 207-219 
35

 K Sherman: The Health Report, ABC Radio National, 5 January 2009 
36

 M Nano et al, Qualitative assessment of breast reconstruction in a specialist breast unit, Australia and 
New Zealand Journal of Surgery, 2005, Vol 75 (6) 
37

 DG Pennington: Breast reconstruction after mastectomy: Current state of the art, ANZ Journal of 
Surgery, 2005, Issue 75, p454-458 
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Complications 
A small UK study38 investigating women‟s satisfaction with breast reconstruction outcomes 
looked specifically at the issue of post-surgery scarring. The researchers interviewed 15 
women who had received TRAM-flap reconstructions. The survey found that satisfaction with 
breast reconstruction surgery included women‟s relief at not having to wear a prosthesis and 
their increased body confidence. However, some women reported unrealistic expectations 
about the outcomes of their surgery, including the length of recovery time and amount of 
abdominal scarring. 
 
A US study39 of 206 women who had breast reconstructions found that 11% were not satisfied 
with their surgery outcome. The study found that satisfied women reported benefits such as 
improved appearance and feelings of normalcy and wholeness. Unsatisfied women reported 
poor cosmetic results, complications with the reconstructed breast and abdominal problems. It 
was found that women who were unsatisfied had experienced substantially higher incidences 
of post-surgical complications than women who were satisfied. The study suggested that 
postoperative complications are a factor in women‟s dissatisfaction with reconstruction 
outcomes. 
 
 

Current clinical guidelines 
 
The National Breast and Ovarian Cancer Centre‟s (NBOCC) Clinical practice guidelines for 
the management of early breast cancer: Second edition provides no clear statements on how 
breast reconstruction should be managed. While the guidelines do contain a section on breast 
reconstruction, including information about methods of reconstruction and psychological 
issues, they do not address the issue of whether or not women should have a right to 
reconstruction following mastectomy, other than to state: 

Women should be given the opportunity to consider the procedure, so they can 
balance the advantages and disadvantages of reconstruction after mastectomy. 
 

With regard to psychological issues, the guidelines state that no randomised trials on the 
impact of breast reconstruction on patient wellbeing had been located. However, they go on to 
state that women who have a breast reconstruction are „almost always happy with their 
decision‟ and that breast reconstruction brings benefits including 

 A feeling of being whole again 

 Better psychological and social adjustment to their cancer and mastectomy 

 More positive body image 

 Better sexual adjustment 

 Less depression, and 

 Feeling more comfortable without a prosthesis. 
 
The NBOCC‟s 2004 report Psychosocial impact in the areas of body image and sexuality for 
women with breast cancer made the following statements about breast reconstruction: 

If breast reconstruction is relevant, a woman and the appropriate members of the 
health care team, such as a surgeon, plastic surgeon and specialist breast nurse 
should explore each of the following issues: 

 types of reconstruction, including advantages and disadvantages. 

 possibility of “adjustment” surgery to the other breast. 

                                                 
38

 Z Abu-Nab, EA Grunfeld: Satisfaction with outcome and attitudes towards scarring among women 
undergoing breast reconstructive surgery Patient Education and Counselling, Vol 66, Issue 2, May 
2007, p243-249 
39

 WN Andrade, N Baxter, JL Semple: Clinical determinants of patient satisfaction with breast 
reconstruction, Plastic and Reconstructive Surgery, January 2001, Vol 107, Issue 1, p 46-54 
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 a woman‟s and her partner‟s expectations of the reconstruction. 

 the impact of each method of reconstruction on body image and 
sexuality, including both positive and negative aspects, such as: 

1. maintenance of body shape when clothed 
2. improved self image and confidence 
3. lifestyle benefits 
4. loss of sensory arousal from nipple, areola and breast 
5. differences in texture between reconstructed (implants, flaps) 

and normal breast 
6. need for nipple reconstruction and tattooing 
7. potential long term variations in the shape of the reconstructed 

breast. 
 
European treatment guidelines40 recommend that breast reconstruction, either immediate or 
deferred, should be available to women requiring mastectomy.  
 
 

Consumer Resources 
 
BCNA‟s My Journey Kit Information Guide and NBOCC‟s Guide for women with early breast 
cancer both include information on breast reconstruction, including types of reconstruction and 
the advantages and disadvantages of each type.  While they both provide a good background 
on women‟s breast reconstruction options, they do not comment on possible barriers to 
reconstruction. There is no discussion about waiting times for surgery in the public health 
system or the cost of private reconstructive surgery, for example. NBOCC does recommend 
women ask how much breast reconstruction will cost. 
 
Cancer Councils in Victoria, Western Australia, South Australia and Queensland also produce 
resources on breast reconstruction. The Victorian resource is comprehensive and was 
updated in September 2010, although this version is not yet publicly available. BCNA 
members who have reviewed the new edition for Cancer Council Victoria say it will be a very 
useful resource for women who are considering breast reconstruction surgery. Similarly, the 
WA and SA resources are comprehensive and a good source of information for women. The 
Queensland resource is a fairly basic fact sheet designed to be read in conjunction with 
NBOCC‟s Guide for women with early breast cancer. 
 
Cancer Council resources are available online through their various state websites, so women 
are able to access resources from other states if they know about them or if they conduct a 
good online search. We are unsure, however, how many women do access these resources, 
and whether or not health professionals routinely refer women to them. 
 
BCNA is participating in the development of new breast reconstruction resources, including a 
comprehensive information resource being developed by researchers at the University of 
Sydney, who felt there was a lack of good quality information available to women. An online 
decision aid to help women reach decisions about breast reconstruction is being developed by 
a Sydney Health Psychology Lecturer.  

 

                                                 
40

 S Aebi, T Davidson, G Gruber, M Castiglione: Primary breast cancer: ESMO Clinical Practice 
Guidelines for diagnosis, treatment and follow-up Annals of Oncology 2010, vol 21 supplement 5 
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Discussion 
 
A positive and healthy body image is an important aspect of a woman‟s emotional and 
physical wellbeing. For some women who have a mastectomy as part of breast cancer 
treatment, breast reconstruction is vital to restoring body image and self esteem. It returns to 
them a sense of „normalcy‟ and wholeness. 
 
In recent years, BCNA has been contacted by a number of women who would like breast 
reconstruction surgery following a mastectomy for breast cancer but who are unable to access 
it for one reason or another.  
 
While there is little research into this issue, previous work has pointed towards low breast 
reconstruction rates in Australia – around 6%-12% compared with 40% in some other 
countries.  
 
We are unsure why breast reconstruction rates are so low in Australia and suggest that further 
work needs to be done to investigate this. There are a number of possible scenarios and all 
may contribute in part: 

 Perhaps it is simply that women do not want breast reconstruction surgery. We do not 
believe, however, that this is the case for younger women. 

 Perhaps women are unaware that breast reconstruction is available to them – options 
for reconstruction may not be discussed with them. Further work needs to be 
undertaken to determine if women are routinely advised about reconstruction options 
and provided with sufficient information to enable them to make an informed decision. 

 Perhaps women who have breast cancer surgery in the public health system are not 
offered reconstruction for reasons such as lack of theatre time and a shortage of 
specialist reconstructive surgeons in the public system. 

 Perhaps women do not ask about reconstruction options because they believe they will 
be unable to access it. There may be women who would like reconstruction surgery, 
but who decide not to pursue it because of reported long waiting times in the public 
system and high out-of-pocket costs in the private system.  

 For women living in regional and rural parts of Australia, limited access to specialist 
reconstructive surgeons in their local area can lead to a decision to forgo breast 
reconstruction altogether rather than travel to a major city for it.  

 
The current development of new Australian resources about breast reconstruction may be an 
indication that there is insufficient high quality information to allow women to make an 
informed decision about reconstruction.  
 
Recent government statistics on waiting times for surgery in the public system indicate that, 
nationally, only 3% of people on waiting lists for non-urgent (Category 3) plastic surgery wait 
more than one year for their surgery. We know that the federal government, some state and 
territory governments, and some public hospitals have introduced measures aimed at 
reducing the number of people on waiting lists and waiting times for Category 3 surgery. 
These include the establishment of breast reconstruction units within some public hospitals. 
Anecdotally, however, our members still tell us of waiting times of up to 10 years for breast 
reconstruction surgery in some states. 
 
The reasons for the long waiting times are not clear, but could be attributed to a number of 
factors including a lack of operating theatre time for Category 3 (non-urgent) surgeries, a 
shortage of surgeons, particularly plastic surgeons, in the public system, and a shortage of 
theatre nurses and hospital beds. Local issues such as a district‟s socio-economic status can 
also influence waiting lists – demand for public elective surgery is higher in areas of lower 
socio-economic status where people are often unable to afford private surgery. 
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While there is often very little waiting time for reconstruction surgery through the private health 
system, out-of-pocket costs for private surgery can preclude this option for some women. Out-
of-pocket costs of between $5,000 and $10,000 are often quoted to us by women who have 
had surgery privately or have investigated this option. Even women with private health 
insurance cover report high out-of-pocket costs for reconstruction surgery. Women with 
private cover should be able to access surgery at very little or no cost to themselves by using 
specialists who have entered into „gap‟ agreements with the private health funds, so why does 
this not appear to be happening? Further investigation with women and the private health fund 
industry needs to be carried out to consider these issues. 
 
BCNA‟s planned survey of our members will aim to understand women‟s experiences with 
accessing breast reconstruction surgery, in particular any barriers they faced in receiving 
surgery. We hope this will help us to determine the reasons Australian women are not 
accessing breast reconstruction surgery. 
 
BCNA is also concerned by feedback we receive from women who have had reconstructive 
surgery and are unhappy with the outcome.  We are unsure of the reasons for this. It is 
important to keep in mind, however, that this is a subjective issue and that what one woman 
considers unsuccessful, another may consider a success. 
 
Previous research indicates women may not be not given sufficient information about possible 
outcomes before their reconstruction surgery and so have unrealistic expectations about how 
their new breast/s will look and feel, and what impact the surgery may have long-term on their 
bodies. Research has found that women who have unrealistic expectations of the outcomes of 
breast reconstruction surgery are more likely to be dissatisfied with the results. It is important, 
therefore, that breast and reconstructive surgeons give women the information they need to 
make an informed decision about reconstruction, and take time to answer any questions 
women and their families may have about these procedures. 
 
The development of an online gallery of photos, where women can view photos of outcomes 
of different types of breast reconstruction surgeries, may also help women to have a better 
understanding of likely outcomes.  
 
There may also be a question about the quality of breast reconstructive surgery and surgery 
failure rates. We have been unable to find any information about failure rates. 
 
We will ask women who have had breast reconstruction surgery about their level of 
satisfaction with the results and with the information provided to them prior to their surgery. 
 
 
Next steps 
Our next steps will be to conduct an online survey of BCNA members about their experiences 
with breast reconstruction. Questions will be both quantitative and qualitative – we will be 
seeking comments from women about their personal experiences. After evaluating the results 
of this survey, we may contract a professional market researcher to undertake a more 
complex survey about these issues. 
 
We will also talk to breast and plastic surgeons to learn their views about women‟s breast 
reconstruction experiences. 
 
The results of our survey will inform a BCNA position statement and, if required, advocacy 
campaign on this issue. We will report the findings in the December 2010 issue of The 
Beacon. We will also distribute a report of our survey findings to key stakeholders, including 
surgeons and, where relevant, government ministers and public servants. 
 


