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Introduction
• ASCO convened an Expert Panel to review and update evidence-

based strategies for breast cancer follow-up and management in 
asymptomatic patients following primary curative therapyasymptomatic patients following primary, curative therapy.

• These guidelines were originally published in 1997 and previously 
updated in 1998. Since that time diagnostic testing for breast cancer 
i th dj t tti h b i i l il blin the adjuvant setting has become increasingly available.

• The Panel observed the 1996 outcomes criteria that justify the use 
of a drug or technology in the guideline development processof a drug or technology in the guideline development process. 
Therapy was recommended when compelling positive effects to 
survival, quality of life, toxicity and/or cost-effectiveness was 
demonstrated.

• This ASCO guideline recommends regular clinical evaluation in 
conjunction with mammography as the foundation upon which 
breast cancer follow-up should be based.
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Guideline Methodology: gy
Systematic Review
• An ASCO Expert Panel reviewed pertinent information 

from the literature through March 2006:

MEDLINE
C h C ll b i LibCochrane Collaboration Library
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Guideline Methodology 
(cont’d): Panel Members

• Nancy E.  Davidson, MD, Co-Chair Sidney Kimmel Comprehensive Cancer Center, Johns Hopkins

• James L. Khatcheressian, MD, Co-Chair VCU/Massey Cancer Center

• Martha Bluming Hematology-Oncology Medical Group of San Fernando Valley
L E MD U i it f C lif i S F i• Laura Esserman, MD University of California San Francisco

• Eva Grunfeld, MD, DPhil Dalhousie University

• Francine E. Halberg, MD Marin Cancer Institute, Marin General Hospital

Al d H t l MD L l U i it Ed d H it l C C t• Alexander Hantel, MD Loyola University, Edward Hospital Cancer Center

• Alexander Kennedy, MD Dartmouth-Hitchcock Manchester

• Hyman B. Muss, MD University of Vermont

• Thomas J Smith MD VCU/Massey Cancer Center• Thomas J. Smith, MD VCU/Massey Cancer Center

• Victor G. Vogel, MD, MHS Magee-Woman’s Hospital, Univ. of Pittsburgh Medical 
Center

• Antonio C. Wolff, MD Sidney Kimmel Comprehensive Cancer Center, Johns Hopkins
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2006 Update: Recommended 
Breast Cancer Follow-Up &Breast Cancer Follow-Up & 

Management
• History, Physical Examination and Patient Educationy y
• Breast Self-Examination
• Mammography
• Coordination of Care
• Pelvic Examination
• Breast Cancer Surveillance Testing—Not Recommended:

Complete Blood Cell Count
Automated Chemistry StudiesAutomated Chemistry Studies
Chest X-rays
Bone Scan
Ultrasound of the LiverUltrasound of the Liver
Computed Tomography
FDG-PET ScanningNew

Breast MRINew
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History, Physical Exam & sto y, ys ca a &
Patient Education

Years After Primary Therapy History & Physical Exam Occurs:

• All women should have a careful history and physical examination

Years After Primary Therapy History & Physical Exam Occurs:

1, 2, 3 Every 3 to 6 months

4, 5 Every 6 to 12 months

• Physicians should counsel patients about the symptoms of recurrence

6+ Annually

Dyspnea
Abdominal pain
Persistent headaches

New lumps
Bone pain
Chest pain
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History, Physical Exam &History, Physical Exam & 
Patient Education (cont’d)

• Women at high risk for familial breast cancer syndromes should be referred 
to genetic counseling‡.

Criteria for Genetic Counseling Referral

►Ashkenazi Jewish heritage

►History of ovarian cancer at any age in the patient or any first- or second-degree relatives

►Any first degree relative with a history of breast cancer diagnosed before the age of 50

►Two or more first- or second-degree relatives diagnosed with breast cancer at any age

►Patient or relative with diagnosis of bilateral breast cancer►Patient or relative with diagnosis of bilateral breast cancer

►History of breast cancer in a male relative
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Breast Self-ExaminationBreast Self Examination

• Counsel all women to 
perform monthly breast 

lf i ti (BSE)self-examination (BSE)

• Inform patients that BSEInform patients that BSE 
does not replace 
mammography as a 
breast cancer screeningbreast cancer screening 
tool
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MammographMammography

• Post-treatment mammograms should be performed adhering 
to the following schedule:

Post-Treatment Mammogram Protocol

First No earlier than 6 months after definitive radiation therapy

Subsequent Every 6 to 12 months for surveillance of abnormalities

Subsequent
(Conditional)

Yearly; if stability of mammographic findings is achieved after 
completion of locoregional therapy
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Coordination of Care
• Risk of breast cancer recurrence continues through 15 

years after primary treatment and beyond

• Any physician performing continuity of care for breast 
cancer survivors should be experienced incancer survivors should be experienced in

►Surveillance of cancer patients
►Breast examination (including irradiated breasts)
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C di ti f C ( t’d)Coordination of Care (cont’d)

• Early stage patients (tumor <5cm 
and fewer than 4 positive nodes) 
who desire follow-up exclusively by 
a PCP may be transferred ~1 yeara PCP may be transferred ~1 year 
post-diagnosis

• If care is transferred to a PCP, both 
the PCP and the patient should bethe PCP and the patient should be 
informed of the appropriate follow-
up and management strategy

• If the patient is receiving adjuvant

<5cm 
tumor

If the patient is receiving adjuvant 
endocrine therapy she will need to 
be re-referred for oncology 
assessment
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Pelvic ExaminationPelvic Examination

• Regular gynecologic follow-up is recommended for all 
women  

• Patients who receive tamoxifen therapy are at increased 
risk for developing endometrial cancer and should be 
advised to report any vaginal bleeding to their physiciansadvised to report any vaginal bleeding to their physicians  

• Longer follow-up intervals may be appropriate for women 
who have had a total hysterectomy and oophorectomy
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Breast Cancer Surveillance 
Testing—Not Recommended

E id DOES NOT t b t ill• Evidence DOES NOT support breast cancer surveillance 
testing (i.e., routine blood tests, imaging studies, tumor 
markers)*

No significant differences between 
standard and intensive surveillance 
groups:

► Well designed 
randomized 
controlled trials 
(RCTs) groups:

•Survival

•Quality of life
► Recently 

updated 
Cochrane meta-

l i f

( )

*Please see the complete set of ASCO guideline recommendations for a full discussion of the evidence

analysis of 
RCTs
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Breast Cancer Surveillance 
Testing (cont’d)

Th f ll i NOT RECOMMENDED f ti b t• The following are NOT RECOMMENDED for routine breast 
cancer surveillance:

Complete blood cell countComplete blood cell count
Automated chemistry studies
Chest x-rays
Bone scan
Ultrasound of the liver
Comp ted tomographComputed tomography
FDG-PET scanning
Breast MRI
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Breast Cancer Surveillance 
Testing (cont’d)
• FDG-PET scanning is not recommended for routine breast g

cancer surveillance.
• While FDG_PETS scanning may demonstrate more sensitivity than 

conventional imaging in diagnosing recurrent disease, there is no g g g g
evidence that there is an impact on survival, quality of life, or cost-
effectiveness.

• Breast MRI is not recommended for routine breast 
surveillance.

• There is no evidence that breast MRI improves outcomes when p
used as a breast cancer surveillance tool during routine follow-up in 
asymptomatic patients. The decision to use breast MRI in high-risk 
patients should be made on an individual basis depending on the 
li i l i
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Breast Cancer Surveillance 
T ti ( t’d) TTesting (cont’d): Tumor 
Markers*Markers
• The following tumor markers are NOT RECOMMENDED for 

routine surveillance of breast cancer patients after primaryroutine surveillance of breast cancer patients after primary 
therapy*

CA 15 3 CA 27 29CA 15-3, CA 27.29
Carcinoembryonic Antigen (CEA)

*The ASCO Breast Cancer Tumor Markers Panel will publish guideline 
d ti f l t d t k
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Summaryy
RECOMMENDED BREAST CANCER SURVEILLANCE

Hx/Physical Exam Every 3 to 6 months for the first 3 years after primary therapy; every 6 to 12 months for years 4 and 5, then annually.

Patient Education Counsel patients about the symptoms of recurrence including new lumps, bone pain, chest pain, abdominal pain, dyspnea 
or persistent headaches. 

Referral for genetic 
counseling

Criteria to recommend referral include Ashkenazi Jewish heritage; history of ovarian cancer in patient or any first- or second-
degree relative; any first degree relative with a history of breast cancer diagnosed before age 50; two or more first- or 
second-degree relatives diagnosed with breast cancer; patient or relative with diagnosis of bilateral breast cancer; or, history
of breast cancer in a male relative.

Breast Self-Exam All women should be counseled to perform monthly breast self-examination.

Mammography First post-treatment mammogram 1 year after the initial mammogram that leads to diagnosis, but no earlier than 6 months 
after definitive radiation therapy. Subsequent mammograms should be obtained as indicated for surveillance of 
abnormalities.

Coordination of Continuity of care for breast cancer patients is encouraged and should be performed by a physician experienced in theCoordination of 
Care

Continuity of care for breast cancer patients is encouraged and should be performed by a physician experienced in the 
surveillance of cancer patients and in breast examination, including the examination of irradiated breasts.  

If follow-up is transferred to a PCP, the PCP and the patient should be informed of the long-term options regarding adjuvant 
hormonal therapy for the particular patient.  This may necessitate re-referral for oncology assessment at an interval 
consistent with guidelines for adjuvant hormonal therapy.

Pelvic Examination Regular gynecologic follow up is recommended for all women Patients who receive tamoxifen should be advised to reportPelvic Examination Regular gynecologic follow-up is recommended for all women.  Patients who receive tamoxifen should be advised to report 
any vaginal bleeding to their physicians. 

BREAST CANCER SURVEILLANCE TESTING - NOT RECOMMENDED
Routine blood tests CBCs and liver function tests are not recommended

Imaging Studies Chest x-ray, bone scans, liver ultrasound, CT scans, FDG-PET scans, and breast MRI are not recommended
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Tumor markers CA 15-3, CA 27.29 and CEA are not recommended.



Additional ResourcesAdditional Resources

• 10-Year Breast Cancer Recurrence Risk Assessment 
Tool
http://www adjuvantonline comhttp://www.adjuvantonline.com

• Patient Education Websites
People Living With Cancer (http://www.cancer.net)
American Cancer Society (http://www.cancer.org)
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Additional ASCO ResourcesAdditional ASCO Resources

• This slide set, patient flow sheets, and 
additional breast cancer follow-up and p
management resources can be accessed 
at: http://www.asco.org/guidelines/breastfollowupp g g p
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ASCO GuidelinesASCO Guidelines

It is  im portan t to  rea lize  that m any m anagem ent questions have not been 
com prehensive ly addressed in  random ized tria ls and gu ide lines cannot a lways 
account fo r ind ividua l varia tion  am ong patien ts.  A  gu ide line  is  no t in tended to  
supp lant physician judgm ent w ith  respect to particu lar patients or specia l c lin ica l 
s itua tions and cannot be  considered inclusive  of a ll p roper m ethods of care or 
exclusive of o ther trea tm ents reasonab ly d irected at obta in ing the sam e resu lts.exclusive  o f o ther trea tm ents reasonab ly d irected  a t ob ta in ing the  sam e resu lts.  
Accord ingly, ASC O  considers adherence to  th is gu ide line to  be  vo luntary, w ith  
the  u ltim ate  determ ination  regard ing its  app lica tion  to  be m ade by the physic ian 
in  ligh t of each patient’s ind ividua l c ircum stances.  In  add ition , the  gu ide line  
describes adm in istra tion of therap ies in c lin ical p ractice ; it cannot be assum ed to  
app ly to in terventions perform ed in the context o f clin ica l tria ls given that clin ica lapp ly to  in terventions perform ed in  the context o f c lin ica l tria ls, g iven tha t c lin ica l 
stud ies are  designed to  test innovative  and nove l therap ies in  a d isease and 
setting for wh ich better therapy is needed.  Because gu ide line deve lopm ent 
invo lves a  review  and synthesis of the  latest lite ra ture , a  practice  gu ide line  a lso  
serves to  identify im portant questions for fu rther research and those settings in  

h i h i ti ti l th h ld b id dwhich  investiga tiona l therapy shou ld  be considered. 
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