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C L I N I C A L  R E V I E W

Editor’s key points
 Advances in adjuvant breast 
cancer therapies have led to an 
improved 5-year survival rate of 87%. 
As a result, cancer centre resources 
have become overwhelmed with the 
management of survivors as well as 
patients receiving active treatment, 
and there has been a progressive 
shift in the care of stable breast 
cancer survivors to primary care. 

 This article aims to outline an 
evidence-based survivorship care 
plan to facilitate care of breast 
cancer survivors in primary care.

 The Breast Cancer Survivorship 
Tool enables patients to advocate 
for their own care with an easily 
accessible, peer-reviewed guideline 
that is user friendly. Use of the tool 
will allow primary care providers to 
be confident that they are providing 
high-quality, evidence-based 
standardized care for their patients 
who have had breast cancer.

Breast Cancer Survivorship Tool
Facilitating breast cancer survivorship  
care for family physicians and patients
Anna N. Wilkinson MSc MD CCFP FCFP Catherine E. Boutet RN MD

Abstract
Objective To create an evidence-based national Breast Cancer Survivorship 
(BCS) Tool that facilitates appropriate care of breast cancer patients by primary 
care providers after patients have completed adjuvant therapy.

Sources of information MEDLINE and PubMed were searched from 2002 to 2018 
with the key words breast cancer, survivorship, survivorship care plan, guideline, 
review, meta-analysis, chemotherapy, radiotherapy, treatment complications, 
adverse effects, late effects, screening, health promotion, and follow up care. 
National or provincial cancer care organization guidelines were also reviewed. 
Evidence was graded as level I, II, or III.

Main message The BCS Tool provides an evidence-based template to ensure 
seamless transitions of care from cancer centres to primary care. Four steps of 
survivorship care are outlined in this article: care knowledge and coordination, 
cancer surveillance, management of long-term side effects of treatment, and 
health promotion.

Conclusion The BCS Tool will support primary care providers in ensuring breast 
cancer survivors receive high-quality, evidence-based care.

Nearly 1 in 8 women will develop breast cancer during the course of 
their lives, with an astounding 26 300 new cases in Canada in 2017.1 
Fortunately, important recent advances have been made in therapies 

for breast cancer, including surgery, chemotherapy, and biologic, endocrine, 
and radiation therapies, with an improvement in the 5-year survival rate to 
87%.1 As a result, scarce cancer centre resources have become overwhelmed 
managing the care of survivors as well as patients receiving active treatment. 
Consequently, there has been a progressive shift in the care of stable breast 
cancer survivors to the domain of primary care; however, there has been lit-
tle education for primary care providers to enable and support the provision 
of this care in an evidence-based fashion.2 Indeed, survivorship care plans 
currently vary from centre to centre, and from province to province.3-6

The Cancer Care Member Interest Group is a College of Family Physicians of 
Canada (CFPC) committee of family physicians who have a special interest in 
oncology, with representation from across Canada. As part of its mandate to 
support family physicians in oncology, this committee developed an evidence-
based Breast Cancer Survivorship (BCS) Tool, for use by both patients and pro-
viders to ensure uniform, appropriate care for these patients. The tool and its 
development are presented in this article. An easy-to-print version of the BCS 
Tool can be downloaded from CFPlus* and it is available on the CFPC website 
and can be found through a Google search.7

*An easy-to-print version of the Breast Cancer Survivorship Tool is available from CFPlus. 
Go to the full text of the article online and click on the CFPlus tab.
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Case description
Mrs X. is a 59-year-old woman who has recent-
ly completed treatment for cancer in her left breast 
(T2N1M0—2 primary tumours, 1 regional lymph node 
involved, and no distant metastases; estrogen receptor– 
progesterone receptor positive; human epidermal 
growth factor receptor 2 positive). Her treatment has 
included lumpectomy with sentinel node biopsy; adju-
vant chemotherapy with doxorubicin, cyclophospha-
mide, and paclitaxel; trastuzumab; bisphosphonate; 
and radiation therapy. She is taking an aromatase 
inhibitor, which she is expected to continue taking 
for at least 5 years. She is discharged from the cancer 
centre and returned to your care for ongoing follow-up. 
What do you need to do to ensure her care is adequate?

Sources of Information
The BCS Tool was created based on the results of a sys-
tematic literature review. MEDLINE and PubMed were 
searched from 2002 to 2018 with the following MESH 
terms: breast cancer, survivorship, survivorship care plan, 
guideline, review, meta-analysis, chemotherapy, radiother-
apy, treatment complications, adverse effects, late effects, 
screening, health promotion, and follow up care. National 
(American and Canadian) or provincial cancer organi-
zation guidelines with an evidence-based approach to 
breast cancer screening and surveillance, posttreatment 
side effects, posttreatment surveillance, and health pro-
motion in survivorship care in the primary care setting 
were also reviewed where available. 

Evidence was categorized as level I, II, or III depend-
ing on whether recommendations were based on ran-
domized controlled trials, systematic reviews, or 
meta-analyses (level I); non-randomized, cohort, case-
control, or epidemiologic studies (level II); or expert 
opinion or consensus statements (level III).

Key recommendations and themes were amalgam-
ated into a tool, and levels of evidence were noted 
wherever possible. The BCS Tool was reviewed by medi-
cal oncologists and members of the CFPC Cancer Care 
Program Committee to ensure the appropriateness of 
content and national applicability.  

Main message
The BCS Tool (page 1 appears in Figure 1) presents 
evidence-based standard-of-care recommendations for 
breast cancer patients following adjuvant therapy. The 
tool is designed to be used by both patients and primary 
care providers. The tool is broken down into 4 steps: 
• know your patient, 
• cancer surveillance,
• management of long-term side effects of treatment, and 
• health promotion.

Step 1: know your patient. The BCS Tool highlights 
that breast cancer therapies can vary considerably from 

patient to patient, depending on the pathology of their 
tumours (Table 1).8,9 The first step of providing appropri-
ate breast cancer survivor care is understanding exactly 
which therapies the patient has received. Treatment side 
effects and monitoring requirements will vary widely 
based on the specific therapies. 

The adjuvant therapy that a breast cancer patient 
receives depends on the risk of recurrence. Treatment 
might include chemotherapy, radiation therapy, and, if 
a patient’s tumour expresses the HER2 receptor (human 
epidermal growth factor receptor 2), she might also be 
offered the targeted therapy trastuzumab.

Endocrine therapy is offered to patients with 
tumours that are estrogen receptor–progesterone recep-
tor positive. Estrogen blockade has been shown to 
decrease breast cancer mortality by about one-third 
throughout the first 15 years after definitive therapy.10 
Postmenopausal women are offered endocrine ther-
apy with aromatase inhibitors, which block peripheral 
conversion of androgens to estrogen. Although more 
effective than tamoxifen, aromatase inhibitors are con-
traindicated in premenopausal women, as lower periph-
eral levels of estrogen will induce the hypothalamus 
and pituitary gland to increase ovarian estrogen produc-
tion.11 Premenopausal or perimenopausal women can 
therefore take tamoxifen or, if they wish to obtain the 
added benefits conferred by therapy with an aromatase 
inhibitor, they must first achieve ovarian suppression via 
surgery or treatment with a gonadotropin-releasing hor-
mone (GnRH) agonist. Tamoxifen, aromatase inhibitors, 
and GnRH agonists all have unique side effect profiles 
that require specific follow-up care. 

Bisphosphonates have been found to be associated 
with a reduction in breast cancer recurrence in bone 
(rate ratio of 0.76) and in mortality (rate ratio of 0.82) 
in postmenopausal women.12 Current guidelines sug-
gest that postmenopausal women with intermediate- or 
high-risk cancers should receive zoledronic acid every 
6 months for 3 years.13 Family physicians should inter-
pret bone mineral density (BMD) measurements with 
the knowledge that their patients might have received, 
or are still receiving, bisphosphonates.

Step 2: cancer surveillance. All breast cancer survi-
vors should have follow-up visits with primary care pro-
viders every 6 months for the first 5 years after treatment 
completion. These appointments should include a thor-
ough history, screening for signs and symptoms of local 
or distant recurrence, and treatment of side effects.8,14 
The BCS Tool highlights common sites of disease recur-
rence and associated symptoms, as well as common 
complications of therapy, which will help family physi-
cians in their directed review of systems.

All breast cancer survivors should be screened for 
fatigue, depression, and anxiety, as one-third of ambula-
tory cancer patients report moderate to severe depressive 
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symptoms, and fears around recurrence create consider-
able distress and anxiety.15 Clinical breast examinations 
should be done every 6 months, with specific attention 
paid to the regional lymph nodes, chest wall, lungs, and 
abdomen. Patients should be advised to perform monthly 
breast self-examinations.14 A diagnostic mammogram 
should be done annually.8 The cumulative effects of cancer 
therapy—chemotherapy, glucocorticoids (as antiemetics), 
and endocrine therapy—cause a degree of bone loss that is 
considerably greater than expected age-related bone loss.16 
Baseline BMD measurement should therefore be performed 
for all postmenopausal women completing breast can-
cer therapy, as well as those patients with chemotherapy- 
induced premature menopause or those taking endocrine 
therapy with aromatase inhibitors or GnRH agonists.6 
Patients who continue taking aromatase inhibitors are 
at increased risk of osteoporosis and should be screened 
on an ongoing basis with BMD measurement every  
2 years,17 although clinical judgment should be employed 
to adjust the interval of BMD measurement depending on 
fracture risk. Lipid levels should also be monitored while 
patients are taking aromatase inhibitors, as these agents 
can cause hyperlipidemia.14,18 

Family physicians are in the unique circumstance of 
caring for patients as well as their extended families, and 
this position might allow for detection of familial can-
cer syndromes. Consider referring patients for genetic 
screening if criteria outlined in Box 1 are met.19-22

Step 3: long-term side effects of treatment. The BCS 
Tool highlights common long-term side effects from all 
treatments and appropriate management. Side effects 

might present immediately after therapy or might 
become apparent many years after completion of therapy. 
Regardless of the therapy received, breast cancer survi-
vors are at a higher risk of cognitive dysfunction, fatigue, 
and psychological distress.21-24 Breast cancer therapy can 
affect all spheres of life and might contribute to rela-
tionship issues, financial hardship, and ongoing anxiety 
around disease recurrence. Providers should be sensitive 
to psychological distress and should screen regularly and 
refer patients for counseling where appropriate.15 If phar-
macotherapy is required, caution should be used if pre-
scribing paroxetine or fluoxetine, as these agents might 
interact with tamoxifen, decreasing its efficacy.17 

Lymphedema is the most common surgical complica-
tion; however, incidence has declined to 9% with sentinel 

Table 1. Potential adjuvant therapies for breast cancer
TYPE OF 
TREATMENT INDICATION DURATION OF THERAPY

Chemotherapy • Individual decision based on risk stratification including ER-PR and HER2 status, tumour 
size, grade, lymphovascular invasion, lymph node status, and recurrence score

4-6 cycles of 
chemotherapy 

Trastuzumab • HER2 positive Every 3 wk for 1 y

Bisphosphonates • Intermediate- or high-risk cancers in the postmenopausal setting Every 6 mo for 3 y

Radiation 
therapy

• Post lumpectomy 
 -Whole or partial breast XRT
• Post mastectomy 
 - Consideration of XRT if tumour > 5 cm or there are other unfavourable pathologic factors
• Node-positive disease
 -Nodal XRT to be discussed

40.05 Gy in 15 
fractions or 50 Gy  
in 25 fractions

Endocrine 
therapy

• ER or PR positive
• Premenopausal
 -Tamoxifen
 - Aromatase inhibitor if surgical (oophorectomy) or medical (GnRH agonist) ovarian 

suppression
• Postmenopausal
 -Aromatase inhibitors (letrozole, anastrozole, exemestane)

5-10 y

ER—estrogen receptor, GnRH—gonadotropin-releasing hormone, HER2—human epidermal growth factor receptor 2, PR—progesterone receptor,  
XRT—external radiation therapy.
Data from Khatcheressian et al8 and Crew et al.9

Box 1. Criteria for referral for familial breast cancer 
syndrome

Consider referring patients for genetic testing if any of the 
following criteria are met:

• Breast cancer diagnosis at age < 50 y (especially < 35 y)
• Triple-negative breast cancer at age < 60 y
• Ovarian cancer at any age
• Bilateral breast cancer
• Breast and ovarian cancer in the same woman or 

family
• Multiple breast cancers on the same side of family 

(maternal or paternal)
• Male breast cancer
• Ashkenazi Jewish ethnicity

Data from Falleti et al21 and Reuter-Lorenz and Cimprich.22



Vol 66: MAY | MAI 2020 | Canadian Family Physician | Le Médecin de famille canadien 325

 CLINICAL REVIEW

node dissection compared with 40% with axillary dis-
section. Optimal management of lymphedema includes 
weight loss, compression sleeves, and massage therapy, 
with referral to a lymphedema specialist where available.25

Patients taking tamoxifen have a relative increase 
in venous thromboembolic disease by a factor of 2 to 3, 
and have an increase in the relative risk of endometrial 
cancer of 2.7.17 Any vaginal bleeding in postmenopausal 
women taking tamoxifen must be investigated to rule 
out endometrial cancer. Aromatase inhibitors can cause 
considerable and often dose-limiting arthralgias and 
myalgias and increase the relative risk of osteoporotic 
fractures by 47%.9,26 

Cardiovascular health can be affected by all breast 
cancer therapies. The anthracycline chemotherapeu-
tic agents epirubicin and doxorubicin might cause a 
decrease in ejection fraction, which can manifest as 
heart failure many years after completion of treatment.27 
Trastuzumab can also cause a decrease in heart function 
while taking the therapy, although this might be revers-
ible if trastuzumab is discontinued.28 Left-sided radiation 
can compound cardiotoxicity by causing fibrosis of any 
component of the heart, including valves, blood vessels, 
myocardium, and the conduction system.29,30 Finally, 
aromatase inhibitors can contribute to the development 
of hypertension and hyperlipidemia.18 Ongoing surveil-
lance of cardiac function in asymptomatic breast cancer 
survivors is currently not recommended16; however, pri-
mary care providers should view any symptoms of heart 
failure that might develop at any time after breast can-
cer treatment in the context of this therapy. 

Step 4: health promotion. Breast cancer survivors 
who are physically active, maintain a healthy weight, 
and avoid smoking and excessive alcohol use have a 
decreased risk of breast cancer recurrence.31-33 Family 
doctors should actively engage with their patients who 
are breast cancer survivors to promote a healthy lifestyle. 

With the myriad recommendations for breast cancer 
survivorship care, routine preventive health maneuvers 
can be overlooked. One Canadian study found that dur-
ing a 4-year period, 65% of breast cancer survivors were 
never screened for colorectal cancer, and 40% were not 
screened for cervical cancer.34 Primary care providers 
must ensure that survivorship care also includes appro-
priate preventive care.

Case resolution
Mrs X. should have an appointment with her family 
physician every 6 months, during which a review of 
systems should be done to look for signs of recur-
rence, side effects of therapy, and symptoms of 
fatigue, anxiety, or depression. These visits should 
include a clinical examination, including the breasts, 
regional lymph nodes, chest, and abdomen. Mrs X. 
should be encouraged to do breast self-examination  

every month. She should have a mammogram 
ordered, which should be performed 1 year after 
her original diagnostic mammogram and repeated 
annually. Given that Mrs X. is taking an aroma-
tase inhibitor, she should have her BMD measured 
every 2 years and annual lipid level monitoring. She 
should continue with her regular preventive health 
care. With the combination of anthracycline, left-
sided radiation, and trastuzumab, any signs sug-
gestive of cardiac dysfunction (eg, dyspnea, pedal 
edema) should be investigated immediately, with a 
low threshold for referral to cardiology. The BCS Tool 
can be shared with Mrs X. to encourage her involve-
ment in her survivorship care.

Conclusion
Family physicians are increasingly responsible for sur-
vivorship care as cancer centres continue to be over-
burdened. Survivorship care clearly belongs within the 
primary care domain. Family physicians are better posi-
tioned than cancer centres to provide optimal breast 
cancer survivor care, as they have the benefit of long-
term relationships with their patients, in-depth knowl-
edge of patients’ social supports and families, a strong 
interest in preventive care, and an awareness and com-
prehension of a patient’s medical issues beyond cancer.

The BCS Tool presented in this article is a means 
to build bridges between oncology, primary care, and 
patients. The BCS Tool enables patients to advocate for 
their own care with an easily accessible, peer-reviewed 
guideline that is user friendly. The use of the BCS 
Tool will allow primary care providers to be confident 
that they are providing high-quality, evidence-based, 
standardized care for their breast cancer patients.     
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