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Survivorship
More people are being diagnosed early and 
the treatment of early breast cancer is getting 
much better, which means far more women 
are surviving and living longer: %78 of new 
diagnoses are expected to live for 10 years or 
longer. 

Most cases are diagnosed in the 69-50 age 
group, and a breast cancer diagnosis is not 
shortening people’s lives, and in some cases 
may even lengthen lives as they make better 
lifestyle choices. 

However, we know that people who have had 
treatment for breast cancer are often left with 
a range of side effects and outcomes going 
forward, and they are likely to visit their GP 
about these. These issues are often multiple 
and affect quality of life. They are not things 
that can easily be solved with a prescription 
or advice, and they are often inter-related. The 
most common issues are fatigue, arthralgia, 
vasomotor symptoms, vaginal atrophy, low 
mood/depression/fear of recurrence, body 
image issues, weight issues, fertility issues, 
pain, work issues, financial difficulties, 
relationship problems, sexual difficulties and 
lymphoedema.

A word about 
menopause
Many of the long-term side effects following 
breast cancer treatment are related to 
oestrogen depravation. For ER positive 
cancers, adjuvant endocrine treatment will 
either affect menopause in younger women 
or give further menopausal symptoms in 
older women. For ER negative cancers, 
chemotherapy in younger women may affect 
an early menopause. The only women who do 
not have menopausal effects are older women 
with ER insensitive tumours, but these are 
very much in the minority.

The Big 5
Fatigue

Fatigue is a significant problem that can 
persist for months and years following breast 
cancer treatment. It is often non-specific 
and multi-dimensional, and can appear as a 
symptom cluster with depression, anxiety, 
sleep problems and pain. There is a noted 
correlation with chemotherapy, but none with 
disease stage or risk of recurrence. Women 
report that it is not a fatigue that can be 
solved by a good night’s sleep – it is a heavy 
tiredness that prevents them from doing 
anything. 

Strategies are largely self-management and 
include gentle exercise, relaxation strategies, 
mindfulness, meditation, yoga, avoiding 
stimulants and sleep hygiene.

Aromatase inhibitor (AI) 
induced arthralgia

This usually presents as symmetrical joint 
pain, most commonly affecting wrists, 
hands and knees. It is believed to be due 
to oestrogen depletion. There is no clear 



management strategy, but it can help to warn 
patients that this might happen, so that they 
can make healthier lifestyle choices. 
Self-management includes exercise, yoga, 
pilates, losing weight, vitamin D and 
acupuncture.

Vasomotor symptoms

Vasomotor symptoms are very common and 
happen as the thermoregulatory zone narrows 
with oestrogen depletion. In most women this 
subsides after three to six months. 
Self-management strategies include exercise, 
weight loss, acupuncture, mindfulness and 
treatment holiday/rechallenge. Prescriptions 
that can be given are SSRIs, CYP2D6 
inhibitors, venlafaxine, citalopram and 
gabapentine. We advise avoiding paroxetine 
and fluoxetine, unless the woman is already 
well established on one of them.

Vaginal health

Women can have dryness, irritation, burning, 
painful intercourse and inflammation. It is 
important they get treatment early to prevent it 
from getting worse. 

There are various moisturisers and lubricants 
that should be tried first, before looking at 
topical oestrogen. Other strategies to consider 
include pelvic floor exercises and relaxation, 
and psycho-sexual counselling.

Depression, low mood, fear of 
recurrence

A full assessment is needed if a woman 
is suffering from depression. Cognitive 
behavioural approaches can help if it is an 
acute or new problem. If they have previously 
had depression, they may need longer-term 
strategies. Support groups can help, such as 
walking groups.

Long-term sequelae
As patients are living longer, they are much 
more likely to develop further problems down 
the line, which can be impacted or made 
worse by the fact that they’ve had treatment 
for breast cancer.

Cardiac events

These are a significant cause of death for 
women in the UK. We do as much as we 
can to highlight the women who are at risk. 
If a woman comes to a GP surgery with 
cardiac problems, it needs to be remembered 
that they had breast cancer treatment, even 
if it was a long time ago. Anthracyclines, 
cyclophosphamide and taxanes all increase 
the risk of cardiac events. Although 
radiotherapy techniques have improved, they 
are still at higher risk of congestive heart 
failure and myocardial infarction. Tamoxifen 
carries a higher risk of thromboembolic 
events and trastuzumab adversely affects 
cardiac function.

Bone health

Early menopause and treatment with AIs are 
the main factors for bone health. We monitor 
women to assess their bone density and 
provide lifestyle advice or a bisphosphonate, 
depending on their T score.

Lymphoedema

This is a well-recognised late complication of 
breast cancer treatment. If a woman presents 
with a lump under her arm or chest wall, she 
needs to be referred, regardless of how many 
years post-treatment she is.  

Supported self-
management
With so many more women now surviving 
breast cancer, we follow them up in a 
different way. We encourage healthy women 
to disengage from the cancer hospital and to 
move on but give them a quick route back into 
clinic. 

Every woman is given an end-of-treatment 
appointment. There are also group sessions, 
led by advanced nurse practitioners, which 
many women find helpful. 

There is an Open Access Helpline that can 
give women reassurance and simple advice. 
Red flag symptoms are dealt with through a 
clinic appointment or by ordering tests.



Q&A
What should I do with a patient who has had 
breast cancer a few years ago and who is 
complaining of non-specific symptoms – should I 
be worried about recurrence and new cancer?
It would depend on the symptoms. We would 
encourage the patient or the GP to contact us. We 
would look at the level of risk, their history etc. There 
are red flag symptoms we look out for, so would do 
tests.

How do I deal with a woman who is suffering with 
menopausal symptoms and wishes to try HRT, but 
who had breast cancer treatment many years ago?
It would depend on the risk factors. If someone is fairly 
high risk, we would be nervous about giving them 
HRT and it would come down to the severity of the 
symptoms and where they are, and how willing they 
are to accept the risk. Unfortunately, although HRT 
is the best cure for menopausal symptoms, it is often 
not possible to give it to women who have had breast 
cancer treatment due to the risk.

How do you manage the anxiety that patients 
have about the recurrence of breast cancer and 
requests for mammograms without lumps or 
symptoms?
It is about trying to put that anxiety into proportion 
and educating the patient about the level of risk. 

Do you have many patients on anastrozole for 
more than 10 years and when do you stop if they 
are ER positive?
There is no evidence that continuing an AI for longer 
than 10 years will have any effect on reducing the 
residual risk. We know that protection will continue 
after the 10 years. 

In axillary lymphoedema, what is the typical 
interval of onset post-operation? Does all post-
operative lymphoedema need referral?
The risk of lymphoedema is lifelong. There is a 
transient change that happens in the immediate one 
or two years’ post-surgery, but there isn’t swelling or 
fluid with this. If a woman reports tightening of her 
rings or sleeves, or her arm feeling heavy, anything 
from a year after treatment (if she was okay prior to 
that), she should be referred.


