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ABSTRACT: To address the needs of the growing population of breast cancer survivors, the implementation of survivor-
ship care guidelines for primary care providers that are clear, concise, and manageable is vital. Recently published 
breast cancer survivorship care guidelines can help primary care providers and breast cancer specialists coordinate 
care; they also delineate surveillance guidelines and management options for the adverse effects associated with 
cancer-related therapies and emphasize the importance of counseling and healthy lifestyle changes. The principal 
goals of the guidelines are to acknowledge cancer survivorship as a public health issue, to improve continuity of 
clinical care, and ultimately to help breast cancer survivors achieve optimal health and quality of life.
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Breast cancer survivorship is a dy-
namic experience that involves a 
patient’s journey from diagnosis on-

ward and is experienced physically, psy-
chologically, socially, behaviorally, and 
spiritually. To eliminate gaps in survivor-
ship care, the American Cancer Society 
and the American Society of Clinical 
Oncology (ASCO) recently have pub-
lished breast cancer survivorship care 
guidelines.1 These guidelines highlight 
the surveillance recommendations for 
recurrent and secondary cancers, the as-
sessment of the long-term physical and 
psychosocial effects of cancer and cancer 
therapy, and the counseling of patients 
about preventive strategies. A survivor-
ship care plan (SCP) will facilitate care 
coordination efforts, assist primary care 

teams, and support patients who have a 
history of early-stage breast cancer, with 
the goal of improving the quality of life 
of breast cancer survivors.

EPIDEMIOLOGY
Approximately 12.4% of women will 

receive a diagnosis of breast cancer at 
some point during their life.2 Early de-
tection strategies and advances in breast 
cancer therapy have resulted in improved 
long-term survival rates and have in-
creased the 5-year survival rate to almost 
90%.2 Breast cancer survivors account 
for almost half of all female cancer pa-
tients, with an estimated 3.1 million 
breast cancer survivors currently in the 
United States.3,4

Cancer survivors are routinely part of a 

primary care provider’s patient popula-
tion; however, nearly 47.9% of primary 
care physicians feel unprepared to man-
age the long-term effects of cancer treat-
ment.5 Clinical practice guidelines are an 
essential means of guiding the primary 
care management of cancer survivors. 
Key components of these guidelines 
should highlight surveillance recommen-
dations, outline the possible long-term 
effects of a patient’s past oncologic treat-
ments, and emphasize preventive care 
and wellness.6-8

COORDINATION OF SURVIVORSHIP CARE
The Institute of Medicine (IOM) re-

port, From Cancer Patient to Cancer Sur-
vivor: Lost in Transition,9 states that “an 
individual is considered a cancer survivor 
from the time of cancer diagnosis 
through the balance of his or her life.”

Communication between the cancer 
specialist and the primary care provider 
and a clear understanding of both pro-
viders’ role and responsibilities are vital.10 
SCPs are recommended in the IOM re-
port for all cancer survivors and are de-
signed to ensure care coordination and 
continuity of survivorship care. The goals 
of SCPs include an outline of the recom-
mended surveillance/screening tests for 
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the prevention and detection of recurrent 
cancers and secondary cancers and the 
assessment of the medical and psychoso-
cial late effects of cancer therapy. Other 
goals of SCPs are to encourage patient 
adherence with long-term treatment and 
to emphasize optimal wellness. Although 
the intent of SCPs is to facilitate the co-
ordination of care, enhance patient satis-
faction, and communicate screening rec-
ommendations, there is a lack of evi-
dence supporting their association with 
an improvement in overall care.11,12

The American College of Surgeons 
Commission on Cancer13 now mandates 
SCPs as a condition of accreditation of 
cancer facilities. Debate remains over 
what data should be included in SCPs, 
however. The Commission on Cancer’s 
Accreditation Committee determined 
that the ASCO data set (Table 1)13-15 

represents the minimal content required 
by the standards, but this does not pre-
clude programs from adding additional 
data elements.

The SCP is completed by the provider 
or providers who coordinated the oncol-
ogy treatment for the patient, with input 
from the patient’s other care providers. 
Some programs have established multi-
disciplinary survivorship clinics led by a 
nurse practitioner, physician assistant, or 
registered nurse. Although published 
guidelines do not endorse a single best 
practice, consensus appears to exist that 
the treating provider is central to the 
process. The SCP should be reviewed 
with the patient, and a copy sent to the 
primary care provider. Patients with met-
astatic disease are not delivered SCPs, 
given that their care remains with the 
oncologist.

PRIMARY CARE PROVIDERS 
OR ONCOLOGISTS

Patients with early-stage breast cancer 
may follow up exclusively with a primary 
care provider. Care may be transferred 
approximately 1 year after the diagnosis. 
SCPs outline follow-up goals highlight-
ing an optimal management strategy, en-
abling comprehensive transitioning of 
care. Periodic referral for oncologic as-
sessment may be necessary for patients 
receiving adjuvant hormonal therapy to 
address questions regarding the safety of 
interventions, to address adverse events, 
and when suspicion or evidence of recur-
rent disease or secondary disease arises.

In studies conducted in the United 
Kingdom,16-18 the transfer of routine fol-
low-up care to primary care physicians 
resulted in no increase in the time to di-
agnose a recurrent disease and no changes 

Table 1. ASCO Survivorship Care Plan Elements13-15

Names and contact information for treatment team members, including the coordinating care provider, surgeon, medical 
oncologist, radiation oncologist, plastic surgeon, nurse practitioner, physician assistant, and all other relevant providers
Specific breast cancer pathology details, including histologic type, grade, stage of disease, hormone receptor activity, 
ERBB2 (formerly HER2/neu) expression, Ki-67 protein level, etc
Concise treatment summary:

• Surgical procedure type and date
• Chemotherapy received, dates, duration, and complications 
• Radiation therapy field and dates
• Ongoing therapy—agent name, anticipated duration, expected adverse events

Ongoing adverse events from surgery, chemotherapy, and radiation, and expected recovery

Genetic testing results, if performed

Surveillance program:
• Clinical follow-up schedule, provider, frequency, and location
•  Mammography screening for recurrence and early detection of new primary metastases 

General statements: 
• The primary care physician should provide all recommended routine health care
•  New symptoms, persistent symptoms, and/or anything that causes concern that could be related to cancer recurrence 

or a new cancer should be reported
•  Certain behaviors can impact overall health including the risk of cancer recurrence or the development of new cancer; 

recommendations about tobacco cessation, alcohol use, weight management, physical exercise, and sunscreen should 
be discussed

A list of likely or rare but clinically significant long-term effects, if known, that a survivor may experience based on his or 
her individual diagnosis and treatment regimen
Quality of life (eg, emotional or mental health, parenting, work/employment, financial issues, insurance) should be covered 
with standard language stating that other survivors have experienced challenges in these areas, and that the patient should 
speak with his or her oncologist and/or primary care provider if having related concerns

A list of local/national resources a patient may be interested in
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in patient anxiety level or other health-
related quality of life domains. There was 
noted improvement in patient satisfac-
tion and a reduction in patient and 
health-service costs. No data exist on 
outcomes of patients receiving primary 
care from nurse practitioners or physi-
cian assistants.

SURVIVORSHIP FOLLOW-UP
ASCO published its original breast 

cancer survivorship guidelines in 1997; 
these guidelines were updated in 1999, 
2006, and 2012 (Table 2).19,20

History. The survivor’s age, specific 
cancer diagnosis, and treatment previ-
ously received should be specifically re-
quested, and new symptoms that could 
represent local recurrence or metastatic 
disease should be investigated. Addition-
ally, the psychosocial aspects of health 
should be targeted, including changes in 
mood, family, career, or living environ-
ment. A comprehensive review of sys-
tems should include the following:

• Constitutional symptoms such as 
weight fluctuations, fatigue, and changes 
in sleep patterns

• Cardiovascular symptoms such as 

chest pressure, edema, palpitations, and 
orthopnea

• Pulmonary symptoms such as chron-
ic cough and shortness of breath

• Gastrointestinal tract symptoms such 
as right upper quadrant abdominal pain, 
nausea, vomiting, abdominal fullness, 
and changes in bowel patterns

• Bone health, including bone pain, 
arthralgias, and fracture

• Neurologic symptoms such as new 
headache, weakness, numbness, and tin-
gling

• Gynecologic or genitourinary symp-
toms such as vaginal atrophy (dryness), 
dyspareunia, dysfunctional vaginal 
bleeding, pelvic pain, fertility concerns, 
sexual dysfunction, and changes in uri-
nary patterns

• Psychological symptoms such as de-
pression, anxiety, and distress

Physical examination. The clinical 
breast examination should be performed 
while the patient is upright, and then 
with the patient in the supine position. It 
should include examination of the af-
fected breast, if preserved; in women 
who have undergone mastectomy, a thor-
ough examination of the reconstructed 

breast is essential and must focus on the 
chest wall, the skin, and subcutaneous 
tissue, assessing the incision and ensuring 
that it is smooth. The examination also 
should include assessment of the contra-
lateral breast, the chest wall, and the 
lymph nodes, including bilateral inspec-
tion of the axillary, cervical, supraclavicu-
lar, and infraclavicular regions.

The breast examination of women 
who have undergone adjuvant radiation 
therapy can be challenging. Diagrams of 
the affected breast can aid in following 
postoperative and postradiation changes 
over time. Women who have undergone 
mastectomy with or without breast re-
construction should be examined visual-
ly, and the incision site and surrounding 
skin of the chest wall should be palpated 
and inspected for abnormalities and signs 
of local recurrence, such as a new lump 
on the skin along the surgical scar or the 
nodal regions.

BREAST IMAGING
Mammography. Surveillance mam-

mography is associated with a reduction 
in mortality among women of all ages.21 
The purpose of posttreatment annual 

Table 2. ASCO Breast Cancer Surveillance Guidelines19,20

Cancer-related history and physical examination:
• Individualized breast cancer follow-up based on age, diagnosis, and treatment
•  Follow-up recommended every 3-6 months for the first 3 years after breast cancer, followed by therapy every  

6-12 months for 2 years, and then annually thereafter
Screening for local recurrence:

• Women who have had a lumpectomy should have an annual mammogram of both breasts
• Women who have had a unilateral mastectomy should have a mammogram of the other breast
• Women who have had a bilateral mastectomy no longer require annual mammography screening
•  Women with a history of breast cancer do not require annual breast screening with magnetic resonance imaging unless 

a family history risk model estimates a risk of >20% based on American Cancer Society Guidelines and/or the patient 
meets National Comprehensive Cancer Care Network guidelines criteria.

Routine laboratory tests and imaging (except mammography) are not indicated for detection of disease recurrence in the 
absence of symptoms

Educate women to report signs and/or symptoms of local or regional recurrence

Genetic counseling and screening:
•  The patient’s family history of cancer should be assessed, and genetic counseling should be offered to women with a 

strong family history of breast, colon, or endometrial cancer
•  Women receiving a diagnosis of any breast cancer before age 50 or with triple-negative breast cancer before age 60 

should also be offered genetic counseling

Antiestrogen therapy: Counsel women about symptoms, and encourage adherence to therapy
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mammographic surveillance is to detect 
ipsilateral local recurrence after breast-
conserving therapy and screen the con-
tralateral unaffected breast. This should 
be performed annually.

Breast ultrasonography. Routine use 
of breast ultrasonography screening is 
not recommended. The American Col-
lege of Radiology Imaging Network 
6666 study22 compared the diagnostic 
yield of screening breast ultrasonography 
plus mammography vs mammography 
alone in women at elevated risk of breast 
cancer. The trial showed that the addi-
tion of breast ultrasonography screening 
to mammography will yield an addition-
al 1.1 to 7.2 cancers per 1000 high-risk 
women, but it will also substantially in-
crease the number of false positives from 
4.4% to 10.4% and has a lower positive 
predictive value.

Breast magnetic resonance imaging 
(MRI). Breast MRI is not routinely rec-
ommended for breast cancer survivors, 
given the lack of evidence about its role 
in this population. A 2012 systematic re-
view23 that included 10 case series enroll-
ing a total of 494 patients revealed that 
the sensitivity and specificity of MRI for 
detecting recurrent breast cancer was no 
better than for mammography. Breast 
MRI is, however, indicated in women 
with an elevated risk of breast cancer 
based on family history models when the 
risk score exceeds 20%, in women with a 
known BRCA gene mutation, or in 
women whose original cancer was mam-
mographically occult.8,23 Clinical breast 
examination remains the primary recom-
mended means of detecting recurrent 
breast cancer after mastectomy with re-
construction. MRI and other diagnostic 
modalities should be used only to assess 
physical findings of concern.

The ASCO guidelines do not support 
the use of routine laboratory studies, tu-
mor-marker evaluations, and radiologic 
imaging studies beyond mammography 
in asymptomatic patients. Such investi-
gative tests have not been shown to in-
crease survival, improve quality of life, or 
significantly shorten time to detection of 

recurrence. However, such testing may 
be necessary to evaluate specific symp-
toms on an individual basis.24

Since 2000, 5 randomized clinical tri-
als involving 4023 women with early-
stage breast cancer have compared rou-
tine follow-up with physical examination 
and mammography vs an intensive strat-

egy, including radiologic and laboratory 
testing.25 No difference in overall survival 
was demonstrated between the groups 
(hazard ratio [HR], 0.96; 95% CI, 0.80-
1.15) or disease-free survival (HR, 0.84; 
95% CI, 0.71-1.00).

BONE HEALTH
The ASCO guidelines highlight the 

importance of bone health optimization 
in breast cancer survivors with high-risk 
osteoporosis features, including age 
above 65 years; age between 60 to 64 
years with a family history of osteoporo-
sis; a body weight less than 70 kg; a prior 
history of nontraumatic fracture; and 
premenopausal women on tamoxifen 
and young cancer survivors with prema-
ture menopause. 

Additionally, postmenopausal women 
with estrogen receptor–positive breast 
cancers are commonly treated with aro-
matase inhibitors (AIs), which are anties-
trogen agents that reduce the systemic 
estrogen level by preventing its periph-
eral production. AI-associated bone loss 
occurs at more than twice the rate of 
postmenopause-related bone loss; there-
fore, vigilant management of bone 
health in patients who are being treated 
with AIs is essential.26

The ASCO guidelines recommend a 
baseline screening test for bone loss using 
dual energy x-ray absorptiometry in all 
high-risk patients as part of the annual 
survivorship evaluation, and then every 1 
to 2 years depending on the specific indi-
vidual and the specific osteoporosis risk 
factors present.27

PREVENTING RECURRENCE:  
LIFESTYLE MODIFICATION

Obesity, diet, and physical activity. 
Women who are obese at the time of di-
agnosis and women who gain weight af-
ter a breast cancer diagnosis are at a 
higher risk for breast cancer recurrence 
and death compared with women with a 
normal body mass index (BMI). Levels 
of estrogens, androgens, insulin-like 
growth factors, and insulin all increase 
with increased body fat and may pro-
mote breast cancer growth.28 ASCO 
urges oncologists and primary care pro-
viders to counsel overweight and obese 
women about diet and exercise.

Physical activity in survivors has been 
shown to be associated with a lower risk 
of breast cancer recurrence and death. 
Multiple studies have revealed that exer-
cise improves the quality of life of breast 
cancer survivors.7,29 Therefore, patients 
should be encouraged to adopt a physi-
cally active lifestyle following treatment 
for breast cancer. Exercise regimens 
should include aerobic and resistance 
training. Any activity that gets a person 
moving, such as bicycling, walking, 
mowing the lawn, or sports participation 
is acceptable. The US Department of 
Health and Human Services Physical 

Women who are obese at the time of 
diagnosis or who gain weight after a 

breast cancer diagnosis are at a 
higher risk for breast cancer 

recurrence and death compared with 
women with a normal BMI. 
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Activity Guidelines for Americans, for 
example, recommend 150 minutes of 
moderate-intensity aerobic exercise per 
week and 2 weekly sessions of weight 
training for the general population.30,31

The importance of eating healthy 
whole foods should be emphasized. Di-
etary recommendations should focus on 
a diet rich in fruits and vegetables, whole 
grains, low-fat dairy, nuts, beans, wild 
fish, lean meat, and minimization of red 
meat.32 Patients with a BMI greater than 
30 kg/m2 should be offered dietitian con-
sultation and a comprehensive supervised 
lifestyle intervention program that in-
cludes a reduced-calorie diet of 1200 to 
1500 calories, increased physical activity, 
and behavioral strategies. If medically su-

pervised comprehensive lifestyle inter-
ventions are not available to the patient, 
electronically delivered interventions that 
provide personalized feedback by a 
trained interventionist, or a commercial 
program using counseling, may be con-
sidered, after ensuring that these inter-
ventions have outcomes supported by 
scientific evidence of safety and efficacy.

Stress management. Psychosocial dis-
tress in cancer survivors is common. All 
patients should have mental health 
screening (eg, Generalized Anxiety Dis-
order 7-item scale, Patient Health Ques-
tionnaire) at regular intervals. If symp-
toms of depression or anxiety are present, 
further investigation is required to deter-
mine the source of the symptoms and 
any potential interventions. Resources 
such as stress-reduction classes; consulta-

tion with social workers, chaplains, psy-
chologists, or psychiatrists; and support 
groups (online or in person) should be 
offered to survivors.33

Alcohol consumption. Alcohol is 
thought to be associated with an increase 
in the risk of breast cancer recurrence.15 
In the Life After Cancer Epidemiology 
(LACE) study,34 drinking the equivalent 
of 3 to 4 standard alcoholic drinks or 
more per week was associated with a 1.3-
fold increased risk of breast cancer recur-
rence and 1.5-fold increased risk of 
breast cancer death. Overweight and 
postmenopausal women seemed to expe-
rience the greatest harm from alcohol 
intake as measured by breast cancer re-
currence risk.

MENOPAUSAL SYMPTOMS
Vasomotor symptoms and vaginal dry-

ness may occur as a result of chemother-
apy-induced premature menopause. 
They may also occur in premenopausal 
and postmenopausal women on anties-
trogen therapy.

Although it is not approved by the US 
Food and Drug Administration (FDA) 
for the treatment of hot flashes, venlafax-
ine is considered a first-line nonhormon-
al medication.35-37 Initiation of selective 
serotonin-reuptake inhibitors (SSRIs) for 
hot flash management should be avoided 
in women who are taking tamoxifen, be-
cause these medications can interfere 
with cytochrome P450 2D6 (CYP2D6) 
metabolism of tamoxifen to its active 
form.38 Women with depression who are 
on tamoxifen and an SSRI should be 

transitioned to an alternative antidepres-
sant or an SSRI with minimal inhibitory 
CYP2D6 activity, such as citalopram. 
Abrupt cessation of SSRIs should be 
avoided and guided by a health care pro-
fessional.39 Another acceptable treatment 
option is gabapentin.40 The adverse ef-
fects associated with gabapentin include 
lightheadedness. Nonpharmaceutical op-
tions include dressing in layers, using a 
fan or air conditioner to keep air flowing, 
daily exercise, and avoiding consumption 
of spicy foods, caffeine, and alcohol. 
Smoking is also linked with an increased 
incidence of hot flashes.

Patients may also be referred to a spe-
cialist in complementary and alternative 
medicine to manage hot flashes. Acu-
puncture can be an effective integrative 
intervention for managing hot flashes 
and improving the quality of life in 
women with breast cancer.41

VAGINAL ATROPHY, DYSPAREUNIA,  
SEXUAL DYSFUNCTION

Vaginal moisturizers must be used ev-
ery few days for maintenance of vaginal 
tissue integrity. Hyaluronic acid vaginal 
gel has been shown to be noninferior to 
vaginal estrogen cream with respect to 
improvement in vaginal dryness, dyspa-
reunia, and burning. Hyaluronic acid 
vaginal gel may be considered as an alter-
native to estrogen-based treatments for 
relieving symptoms of vaginal dryness.42

Over-the-counter vaginal lubricants 
can be applied to the vaginal introitus 
and to the partner at the time of sexual 
activity to decrease friction or vaginal 
pain. Repeat application during sexual 
activity may be required. Avoid lubri-
cants with warming sensations, flavors, 
and known irritants such as glycerin, 
parabens, and propylene glycol.

A randomized study evaluating the use 
of dehydroepiandrosterone (DHEA) for 
the management of vaginal symptoms in 
cancer survivors reported an improve-
ment in vaginal atrophy symptoms and 
sexuality compared with the use of a 
vaginal moisturizer alone.43 The therapy 
was well tolerated, but mild hirsutism 

Psychosocial distress in cancer 
survivors is common. All patients 
should have mental health screening 
at regular intervals. If symptoms of 
depression or anxiety are present, 
further investigation is required.
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and increased acne were attributed to the 
use of DHEA. Circulating estradiol in 
patients receiving AIs did not substan-
tially increase with DHEA use; however, 
these levels did increase slightly in wom-
en not on AI therapy.43

Whether vaginal estrogen increases the 
risk of breast cancer recurrence and 
whether it is safe for long-term use re-
main unknown. Vaginal estrogen in gen-
eral should be avoided in women on AI 
therapy. If all other nonestrogen options 
for vaginal dryness have been exhausted 
and the patient remains symptomatic, 
discontinuation of AI therapy should be 
considered, and tamoxifen therapy 
should be considered if appropriate. If 
vaginal dryness persists and impacts the 
patient’s quality of life, low-dose vaginal 
estrogen can be prescribed with the cau-
tions noted above. In this scenario, a rise 
in circulating estradiol would be more 
acceptable given that tamoxifen is an es-
trogen-receptor antagonist with partial 
agonist activity.44

Hormonal options for symptomatic 
patients include vaginal estradiol tablets, 
10 µg, once or twice weekly, or an estra-
diol vaginal ring inserted for 3 continu-
ous months. Applying a pearl-sized 
amount of estrogen cream to the vaginal 
introitus 2 or 3 times weekly may be suf-
ficient to relieve dyspareunia symptoms; 
however, vaginal insertion of the cream 
should be avoided.

Topical lidocaine ointment or gel may 
be used in combination with other thera-
pies at the introitus to relieve insertional 
pain, preferably in conjunction with 
other treatment modalities such as mois-
turizers, lubricants, and pelvic floor 
physical therapy. Women should be cau-
tioned not to cover up pain when using 
lidocaine gel.

Referral to a sexual health and/or men-
tal health specialist may also be helpful.

FERTILITY AND CONTRACEPTION
Tamoxifen is an FDA-approved drug 

in pregnancy category D. Although no 
controlled data exist on human pregnan-
cy, animal studies have revealed evidence 

of fetotoxicity, a lower incidence of im-
plantation, and an increased incidence of 
low birth weight. Women of reproduc-
tive age who are prescribed tamoxifen 
should receive counseling about preg-
nancy avoidance and effective contracep-
tion that is compatible with tamoxifen 
use.45 These contraceptive options in-
clude copper intrauterine devices (pre-
ferred), sterilization (male or female), 
and a double-barrier method (condom 
plus cervical cap or diaphragm). Com-
bined hormonal contraception should be 
avoided because of the risk of venous 
thromboembolism (VTE) associated 
with tamoxifen. Oral progestin-only con-
traceptives may lead to an increased risk 
of VTE, but this is not certain. Injectable 
progestin appears to lead to an increased 
risk of VTE.

AIs are FDA-approved drugs in preg-
nancy category C. Animal reproduction 
studies have shown an adverse effect on 
the fetus, but no adequate or well-con-
trolled studies have been performed in 
humans. Any woman of childbearing po-
tential who is taking AIs should be on 
concurrent ovarian function-suppressing 
medications, but this is only effective for 
contraception if ovarian function is com-
pletely suppressed.

Patients who have a history of estrogen 
receptor–negative breast cancer and bilat-
eral mastectomies may opt to take hor-
monal contraception, but oral hormonal 
contraception is discouraged for all other 
breast cancer survivors. 

Levonorgestrel-releasing intrauterine 
systems are known to slightly increase 
systemic hormone levels and thus are dis-
couraged for patients with a history of 
hormone-sensitive breast cancer unless 
they are receiving tamoxifen.46-48 Levo-
norgestrel is one of the most potent pro-
gestins available, and it is measureable in 
the serum of women with these devices. 
In women whose intrauterine system has 
become dislodged into the peritoneal 
cavity, serum levonorgestrel levels can be 
very high. Clinicians should discuss the 
use of a nonhormonal contraceptive, in-
cluding barrier protection and copper 

intrauterine devices, to help a woman 
choose the method most consistent with 
her lifestyle and beliefs.

GENETIC COUNSELING
A detailed oncologic family history 

should be collected and updated peri-
odically. 

Referral to a genetic counselor for fur-
ther genetic risk assessment, as well as 
consideration of genetic testing, should 
be considered for all women receiving a 
diagnosis of breast cancer before age 50, 
for women with triple-negative breast 
cancer diagnosed at age 60 or before, for 
women with a history of 2 primary 
breast cancers, and for women with a 
known mutation of a breast cancer–sus-
ceptibility gene in their family history.

Additionally, genetic counseling refer-
ral should be sought for women with a 
diagnosis of breast cancer at any age and 
who have at least 1 first-, second-, or 
third-degree relative with breast cancer 
before age 50 or invasive ovarian cancer 
at any age; for women with at least 2 
first-, second-, or third-degree relatives 
with breast cancer or pancreatic cancer at 
any age; for women from a population at 
increased risk; and for women of Ashke-
nazi Jewish descent with breast, ovarian, 
or pancreatic cancer at any age.49 n
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