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Follow-Up after Treatment

Patients who have been treated for breast cancer remain at risk for both the recurrence of their original tumor and the development of a new primary breast cancer. The rate of recurrence of breast cancer is nearly linear over the first 10 years after treatment. Recurrence becomes less likely after the first decade, but it continues at a significant rate through the second decade and beyond. In patients who have undergone limited surgery and radiation therapy, radiation-induced breast and chest wall malignancies begin to appear 7 or more years after treatment and continue to appear for at least 20 years after treatment.

Unfortunately, there is little in the way of evidence-based guidance to help the clinician determine the optimal posttreatment surveillance strategy for breast cancer patients. As a result, practice patterns vary considerably with respect to the use of follow-up tests in this population. Exhaustive posttreatment testing does not seem warranted in early-stage breast cancer patients. There is no evidence to support the use of routine bone scans, CT, PET brain imaging, and serum tumor markers in asymptomatic patients after treatment for early-stage disease. The use of such intensive surveillance is based on the presumption that detecting disease recurrence at its earliest stage would offer the best chance of cure, improved survival, or, at least, improved quality of life. Given that the majority of recurrences are detected by patients themselves, educating patients about the symptoms of recurrent disease is likely to be a more effective strategy.

Follow-up of early stage breast cancer patients should include a thorough history and physical examination and mammography. For patients treated with breast conservation, annual mammography is appropriate, beginning after any acute radiation reaction has resolved (generally 6 to 9 months after completion of radiation therapy). For patients treated with mastectomy, mammography should be continued on an annual basis for the contralateral breast. Physical examination and review of symptoms are generally performed at 3- to 6-month intervals for the first 5 years after completion of therapy, though these intervals have not yet been tested in a prospective fashion.

Although there has been little debate about the value of early detection of a local recurrence within the treated breast or of a new primary tumor in either breast, there has been a great deal of debate about the value of early detection of metastatic disease. Two prospective, randomized trials addressed this issue. In one, a group of breast cancer patients was intensively followed with blood tests every 3 months and with chest x-rays, bone scans, and liver ultrasonography annually.90 There was no difference in survival or quality of life between this group and the control group, and metastatic disease was diagnosed, on average, less than 1 month earlier in the intensively followed group than in the control group. In the second study, a group of breast cancer patients received chest x-rays and bone scans every 6 months for 5 years.91 Pulmonary and bone metastases were detected significantly earlier in this group than in the control group, but there was no improvement in survival. This study demonstrated that early detection of metastatic disease could be achieved with short-interval screening, but given current therapeutic options, early detection had no beneficial effect on survival. Both studies concluded that at present, there is no role for routine imaging studies in the follow-up of breast cancer patients and that imaging studies should be ordered only as prompted by clinical findings.

