
Follow-up in breast cancer patients: intensive vs

minimal, centralized vs distributed

Alessandra Huscher



Follow-up in breast cancer patients: facts
and myths

What is exactly “follow-up”?

…an action or thing that serves to increase

the effectiveness of a previous one…



Follow-up in breast cancer patients: facts
and myths

• Breast cancer follow-up should be

strongly related to primary treatment end-

points

• Follow-up should evolve in parallel to

primary treatment

Overall Survival & Quality of Life



Follow-up in breast cancer patients: facts
and myths

From surveillance of cancer recurrence

to…….



What are we really called to do???



What are we really called to do???

• Cancer surveillance

• Side effects reporting and management

• Counselling about risks

• Psychosocial care



What are we really called to do???

• Evidence based

• Efficient



Why discussion on follow-up in breast
cancer patients?

• Heavy burden on out-patients clinics

– IGL: first two years:2-4 times/yr

– Increasing number of patients and survivors

• Adequate quality of care

– Good provision of information

– Good psychosocial care



Why discussion on follow-up in breast
cancer patients?

• Increasing number of reports on

efficiency of follow-up



General Aims of Follow-up

• For the individual patient: improving OS

and QoL by:

– Detection of new tumor localizations

– Detection and management of early and late
toxicity of treatments

• Somatic

• Psychosocial
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• For the group of patients: evaluation of

therapeutic results

– Evaluation of quality

– Training/Education

– Research
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Value of follow-up with respect to
recurrences and survival

• Intensive follow-up for detection on DM is

NOT nowadays evidence-based

– 2 RCT 2500 pts: no better OS, no better

QoL, no significant earlier detection of
recurrence (1 month)

IGL: Mammography & Physical

examination

Second level exams only if sympthoms



Early detection of relapses and OS



Value of follow-up with respect to
recurrences

• Follow-up in Hospital compared to GP

– 1 RCT: No differences in OS end time to
recurrence detection

• Nurse-led Follow-up

– No difference in time to detect LR

OS was not primary end point, recurrences

were defined as serious clinical events



……but…..



Value of follow-up with respect to
recurrences – for how many years??

• Simulation study Enschede –

Netherlands:

“Breast cancer patients, instead of standard frequent

follow-up, need personalized procedures

according to age and stage”



General Aims of Follow-up

• For the individual patient: improving OS

and QoL by:

– Detection of new tumor localizations

– Detection and treatment of early and late
toxicity

• Somatic

• Psychosocial



Somatic sequelae

• Reporting is frequently suboptimal

• Detection of toxicity could require long

follow-up, probably illimited



Somatic sequelae

• Surgery

• Radiation therapy

• Chemo – Hormonal Therapy

• Revalidation programs are beneficial

• Screening of secondary tumors or heart toxicity is beneficial

• Management of menopausal sympthoms, supply vit D/ Ca are beneficial



Evidence for value of follow-up in QoL

• 3 RCT
• Hospital vs GP: No difference in anxiety or health

related QoL

• F-up once a year + mammography, hospital vs

GP: no difference

• Nurse led-on demand: no difference



Psychosocial sequelae

• In patient’s perception are not the aim of

“specialistic” follow-up

..doctors

do not

listen…
or

..just give

me a pill..



Psychosocial sequelae

• Group intervention and providing

informations and education are most

effective

MaCAre Trial Kimman EJC 2011



General Aims of Follow-up

• For the group of patients: evaluation of
therapeutic results

– Evaluation of quality

– Training/Education

– Research

Clinical Results and Toxicity



How to improve current practice?

• Apply evidence based procedures
• In low risk pts yearly evaluation could be

sufficient?

• Stress the need for side effects reporting

• Provide correct information
• On follow-up role, providers and sequelae

• Plan unlimited follow-up
• Mainly based on collaboration of GP



ASCO Recommendation 2010



ASCO Recommendation 2010



DIPOBS Project

• BC pts referred to GP after
• Low risk: 2 years of specialistic F-up

• High risk: 5 years of specialistic F-up

• Defined procedures

• Training of GP

• F-up data re-adressed to Hospitals



Follow-up in breast cancer patients: intensive vs

minimal, centralized vs distributed

TKS for the attention!!!!!!!!!!


