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' ‘ Objectives

1.

2.

3.

Primary Care Breast Complaints

Review the clinical approach to common breast conditions including both
benign and malignant conditions (Medical Expert, Collaborator,
Communicator)

. Including physical exam, initial investigations, indications for referral

Apply current breast cancer screening guidelines by age and risk-
category (Medical Expert, Communicator, Health Advocate)
. Including mammogram, MRI indications and share-decision making

Identify patients at increased hereditary risk for breast cancer (Medical
Expert, Collaborator, Leader)
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x ‘ Conflicts of interest

Primary Care Breast Complaints

| have no conflicts of interest to declare

' ‘ Breast symptoms are common

Primary Care Breast Complaints

Approximately 3% of all visits by a female patient to family

physicians are for breast symptoms’

Most women with breast symptoms do not have breast cancer 23
o ~10% will have cancer. A breast mass has the strongest

correlation

Symptoms can cause significant patient anxiety

Primary Care Physicians have an essential role in the
management of patients with breast symptoms
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x ‘ Appropriate triage and workup is important

+ Between 2018-2024, almost half (45.3%) of patients
diagnosed with breast cancer in NS presented as a

palpable mass*

« Wait times are increasing*
o The time from diagnostic mammogram to first treatment

has nearly doubled (49 to 86 days)

o The time from core biopsy to surgery has increased from

41 to 63 days

Primary Care Breast Complaints

x ‘ Appropriate triage and workup is important

Median wait-time difference (95% CI) in days between 2018 and 2024
for Nova Scotian breast cancer patients diagnosed with non-

2024 2024-2018
7.0

metastatic breast cancer*

_
2018
9.0

Mammogram to core biopsy

Mammogram to first treatment? 49.0

Core biopsy to surgery consultation 22.0
Core biopsy to surgery 41.0
Core biopsy to first treatment?* 41.0
Surgical consultation to surgery 15.0
Surgery to radiation consultation? 35.0
Surgery to medical consultation 39.0
Surgery to first adjuvant treatment? 66.0

Consultation to initial treatment* 15.0

16.0
86.0
35.0

63.0
63.0
28.0
77.0
58.0
98.0
28.0

37.0
13.0
22.0
22.0
13.0
42.0
19.0
32.0
13.0

5.0-11.0
26.0-43.0
8.5-16.0
19.0-30.0
17.0-28.0
7.0-16.0
33.0-49.0
14.0-25.0
24.0-41.0
6.0-15.0

Primary Care Breast Complaints

<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
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x

SCREENING

Community

Yarmouth
Amherst
Antigonish
Sydney
Bridgewater
Kentville
Dartmouth
Halifax

Lower Sackville
New Glasgow

Truro

Data Source: Nova Scofia Breast Screening Program

Appropriate triage and workup is important

DIAGNOSTIC

Community = Facility

+ Facility
‘Yarmouth Regional Hospital 9 days Amherst Cumberland Regional Health Care Centre
Cumberland Regional Health Care Centre 14 days Sydney Cape Breton Regional Hospital
Skivamas Regionsl Hosptal 26 days Yarmouth ‘Yarmouth Regional Hospital
Cape Breton Regional Hospital 32 days
Bridgewater South Shore Regional Hospital
South Shore Regional Hospital 46 days
Kentville Valley Regional Hospital
Valley Regional Hospital 51 days
Dartmouth General Hospital 60 days Truro Colchester East Hants Health Centre
Halifax Clinic - Halifax Shopping Centre 73 days New Glasgow Aberdeen Hospital
Cabequid Community Health Centre 74 days Antigonish St. Martha's Regional Hospital
4bardsen Hospka! diideyy Halifax IWK Health Centre
Colchester East Hants Health Centre 144 days

Data Source: Nova Scotia Breast Screening Program
Data Period: October 1 - December 31 2025

Data Period: October 1 - December 31 2025

Next Update: May 2026 E

Primary Care Breast Complaints

Next Update: May 2026

50th

Wait Time =

23 days

28 days
28 days
34 days
39 days
45 days
46 days
63 days

92 days

Primary Care Breast Complaints

Appropriate triage and workup is important

» The time from presentation to PCP to diagnosis
has not been measured, but also is likely
increasing

« Many benign breast complaints can be safely
managed in primary care setting

» Collaboration is key

4 March 2026 ”
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Y

COMMON BREAST
CONDITIONS

Objective 1

Primary Care Breast Complaints 4 March 2026 n

® | Breast mass

Breast masses are common

» Age is highly associated with etiology with the risk of
malignancy significantly increasing after the age of 40

Breast cancer is the diagnosis of exclusion in all breast
masses, regardless of age
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x ‘ Breast mass differential diagnosis

» Breast cancer

» Fibroadenoma (<40 usually)

» Phyllodes (smooth, well circumscribed, rapid growth)

« Cyst (may fluctuate or get infected)

» Galactocele (lactating)

« Papillary lesion (may be associated with nipple discharge)
Radial scar

PASH

Post op changes (fat necrosis, hematoma, scar)
Fibrocystic change

.
.
o
\3@/ ;

Pjimary 'east Copnplaints
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7 Approach to a Palpable Breast Mass

1) Clinical assessment
¢ Targeted history + exam
¢ |dentify red flags & pregnancy/lactation

~

2) Imaging (age- & context-based)
<30: Ultrasound
30-39: Ultrasound # diagnostic mammogram
240: Diagnostic mammogram + ultrasound
\_ Pregnant/lactating: Ultrasound first (mammogram if indicated) Y,

g

3) BI-RADS—guided next step
1-2: Reassure / clinical follow-up
3: Short-interval imaging follow-up (e.g., 6 months)
4-5: Core needle biopsy (image-guided)

n g

4) Pathology disposition
Benign concordant: Routine screening / follow-up
High-risk lesion (e.g., atypia): Surgical referral
Primary Care Breast Complaints S Malignancy: Urgent breast surgery / cancer program referral ) 4 March 2026 n
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x ‘ Breast mass

« All patients should undergo a clinical breast exam
(CBE) including inspection, palpation of both breast
and lymph node basin

+ Patients are then referred for diagnostic breast
imaging

. * Staging investigations are not required unless
. confirmation of a locally advanced or metastatic
breast cancer

4 March 2026 ”
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x ‘ Breast mass

« All patients should undergo a clinical breast exam
(CBE) including inspection, palpation of both breast
and lymph node basin

» Patients are then referred for diagnostic breast
imaging

. * Staging investigations are not required unless
. confirmation of a locally advanced or metastatic
breast cancer

.
.
.
-
W ;
Plimary east Copnplaints
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' ‘ Breast mass imaging referral NS

BREAST IMAGING
REFERRAL
V)
Diagnostic mammogram
» Symptomatic at any age OR;
« Breast implants (asymptomatic) OR;
« Breast cancer survivor¢

Breast imaging requisition
« PCP faxes req. to 902-473-3959 or
1-866-470-3959
)
« Appointment for additional breast
imaging sent to PCP
« Patient notified of appointment

o

.
\m-a/ ;
P§imary 'east Copnplaints
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FIGURE 1

Palpable breast mass in woman 30 years or older

L

Clinical breast

BI-RADS1,2.0r 3

|

BI-RADS 4 or 5

Ultrasonography Core needle biopsy
BI-RADS 1 81-RADS 2 BI-RADS 3
Resume
screening
High clinical Low elinical suspicion High clinical Low clinical suspicion
suspicion suspicion

Menitor with clinical breast examination Monitor with clinical breast examination

Core needle plus ultrasonography/mammography Core needle plus ultrasonography/mammography
biopsy every 6 months for 1 to 2 years biopsy every 6 months for 1 to 2 years
Stable Significant increase Stable Significant increase

in size or suspicion in size or suspicion

Resume screening Core needle biopsy Resume screening Core needie biopsy

Evaluation of palpable breast masses in women 30 years and older. (BI-RADS = Breast Imaging Reporting and Data
System.)

Primary Care Breast Complaints

Breast mass in women 30 or older®

17

Breast mass in women under 306
EE

Palpable breast mass in woman younger than 30 years

Clinical breast examination and ultrasonography

BI-RADS 1 BI-RADS 2 BI-RADS 3

BI-RADS 4 0r 5

l Resume Core needle
screening biopsy

Low clinical suspicion High clinical Low clinical suspicion
suspicion suspicion
l’ Monitor with clinical breast examina- Monitor with clinical breast examina-

Diagnostic tion and/or ultrasonography every Core needle tion and/or ultrasonography every
mammaography 6 to 12 months for 1 to 2 years biopsy 6 to 12 months for 1 to 2 years
and core needle

biopsy
Stable Significant increase Stable Significant increase

in size or suspicion in size or suspicion

Resume screening Core needle biopsy Resume screening Core needle biopsy

1 of palp breast in n younger than 30 years. (BI-RADS = Breast Imaging Reporting and Data

System.)

Primary Care Breast Complaints

4 March 2026 ”
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: { ‘ BI-RADS

Primary Care Breast Complaints

TABLE 1

Bi-RADS Assessment Categories

BI-RADS
category Interpretation Recommended management
0 Incomplete Obtain additional imaging
1 Negative findings Manage according to Figures
1and 2; no additional imaging
necessary unless high clinical
suspicion
2 Benign findings Resume routine screening
3 Probably benign Short-interval follow-up according
findings (< 2% risk of to Figures 1and 2
cancer)
4 Suspicious abnormality  Biopsy; referral to subspecialist
5 Highly suggestive of Biopsy; urgent referral to
malignancy (= 95% risk  subspecialist
of cancer)
6 Biopsy-proven Ensure appropriate treatment
malignancy

BI-RADS = Breast Imaging Reporting and Data System

19
' ‘ Breast mass - Fibroadenoma
« Painless, solid benign breast tumor
* Most common between 14-35 age range
» Arise from stromal and epithelial connective
tissue
* Sensitive to estrogen and progesterone
o Can grow rapidly during pregnancy, or appear
o Shrink after menopause
» Not associated with increased risk of invasive
breast cancer (but CAN mimic Phyllodes tumor)
Primary Care Breast Complaints 4 March 2026 ”
20
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x ‘ 2025 ASBS Guidelines on Fibroadenoma’

Figure 1. Management Algorithm for Fibroadenomas®

No surgery® or
surveillance needed.
Consider surgical
excision for large size

. (4cmio6em), R
patient symptoms SPUP:OPN. g8
or preference, L
or substantive
growth on
clinical examination Fibroad Return to age-
- ibroadgenoma u
Cor:hnal:dle bmprs'y > (cellular, complex, > appropriate
pa |°d.9y'e!m |s imaging juvenile) screening
ndicates; .| concordant< with
including cellul_.:;
complex, juvenil Return to age-
appropriate
screening
> Benign phyllodes > Refer to FEL/BPT
= = pathway
, Swialexdsion | gygical excisional |, | Patholoay Review NCCN
No with imaging biopsy report guidelines

Excisional biopsy: Borderline or

« Complete excision of the mass without malignant > Treat per
transection or morcellation NCCN guidelines
« Dissection to the capsule of the fibroadenoma
without excision of normal breast tissue
» Consider aesthetics, implications on future =
ing, and nipple/ski { ; reat per
when selecting incision placement »| Other malignancy >

NCCN guidelines

Primary Care Breast Complaints

21

x ‘ 2025 ASBS Guidelines on Fibroadenoma’

» Routine excision is not recommended for patients
with biopsy, proven, concordant FA

* |ndications for excision

o Patient preference, substantive growth on clinical exam,
>4-6cm, atypia or discordant

» Patients with biopsy-proven, concordant FA do not

require imaging follow-up and can return to age-
appropriate screening

Primary Care Breast Complaints

22
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Y ‘ Nipple discharge

« Common symptom in women of
reproductive age

* Most women will experience at some
point in their lifetime?®

« Vast majority is physiologic

%

Primary Care Breast Complaints 4 March 2026 n
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x ‘ Worrisome (pathologic) Nipple discharge

UNILATERAL INTRADUCTAL
PAPILLOMA

BLOODY DCIS/Cancer
SPONTANEOUS DUCT ECTASIA*
* More common in perimenopausal women
00

24
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Y ‘ Practical tips to sort out

« Spontaneous = leakage on to bra/clothing/after shower
when drying off, etc

» Spontaneous # squeezing breast

» Ask patient for photo of color (rusty, greenish/brown can
be interpreted as “bloody”)

« Try to elicit in office. If is not not reproducible then no
intervention is required

» Asingle episode that has self resolved does usually not
require any further workup or intervention

Serous, spontaneous, unilateral discharge can be

00 pathologic

Primary Care Breast Complaints 4 March 2026 ”
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® | Pathologic nipple discharge workup

Canadian Association of Radiologists Breast Disease Imaging
Referral Guidelines®

1. Females, at any age, with physiologic nipple discharge—> no
imaging

2. Females <30 with non-physiologic nipple discharge >targeted US
of retroareolar region

3. Females = 30 with non-physiologic nipple discharge—>
mammo/tomo+targeted US of retroareolar region
o If negative> MRI or ductoography
o If all imaging negative, surgical consult

Primary Care Breast Complaints 4 March 2026 ”
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x

Primary Care Breast Complaints

The following are the typical nipple discharge characteristics for which work up may be indicated:

Bloody/Sanguinous, Serous/Watery, Yellow/Serous or Pink/Serosanguinous,
Non-lactational.

Spontaneous (not expressed only).
Unilateral and from one duct in one nipple.
Persistent and observed to have been present for weeks fo months,

A discharge which lacks these features, in particular, a bilateral, mulfipore or expressed-only nipple
discharge is usually physiologic and need not be assessed by galactography. Discharges with a milky, multi-
colored, sticky or purulent consistency or greenish or blackish colour are also of very low risk and not

surgically significant.

IWK/NSHA imaging guidelines indications

27

x

Primary Care Breast Complaints

Patient with nipple discharge

Obtain history and perform clinical breast examination

v !

Mass identified

Pathologic discharge:

spontaneous, unilateral,
single duct, sanguineous,

Follow age-based
guidelines for man-
agement of palpable
breast mass

Patient younger
than 30 years

!

Ultrasonography with possible adjunc-
tive diagnostic mammography if initial

imaging is inconclusive or negative, or
if patient has high risk of malignancy

BI-RADS 1 to 3: duct excision
(consider ductography or
magnetic resonance imaging
to guide excision)

or serosanguineous

Patient 30 years
or older

'

Ultrasonography
and diagnostic
mammography

BI-RADS 4 or 5:
tissue biopsy

Milky bilateral discharge

Order pregnancy test

If negative, perform
qalactorrhea
workup: review
medications, check
thyroid-stimulating
hormone and pro-
lactin levels

!

Physiclogic discharge: nonspon-
taneous; multiductal; yellow,
qgreen, gray, or black (not serous,
sanguineous, or serosanguineous)

Patient 40 years
or older

Y

Diagnostic mammography
and ultrasonography if not
done in past 6 months

Patient younger
than 40 years

Observation and education to stop nipple
expression; reexamination in 3 months

General approach to nipple discharge®

4 March 2026 ”
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Y ‘ Mastalgia (breast pain)
« Extremely common (~70% of women)

Detailed history and physical exam will
distinguish from referred pain from chest wall vs
true breast pain

» Ddx: true mastalgia, Tietze’s syndrome,
N cervical/thoracic spondylosis, lung disease,
ad gallstones, HRT, thoracic outlet syndrome
=

29

' ‘ True mastalgia

CYCLICAL

UOQ/AXILLA

TRIGGER SPOTS
ON EXAM

@

o

@

s

a
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S

: #*
E

a0

E

%1

30
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Y ‘ True mastalgia (cyclical)

N
A

=

X

Primary Care Breast Complaints

More common in women in the 20s-30s12

Increased sensitivity of the breast
parenchyma to hormonal stimulation during
the luteal phase of menstrual cycle3

31

' ! ‘ Non-cyclical breast mastalgia

N
A

=

Primary Care Breast Complaints

No association with menses

Can be diffuse or focal
Usually resolves spontaneously

Medications (OCP, HRT, psychotropic),
trauma, infection, ligamentous pain from
pedunculus breasts2-13

32
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Workup of breast pain

Patient with breast pain

|

'

Mass palpated No mass palpated

Order imaging l l

and refer to . .
breastsurgeon ~ C¥elic Nonc‘ychc

No imaging i l

required (low
risk of cancer) Focal Nonfocal

Patient younger Patient 40 years
or older: targeted than 40 years with or older or has
ultrasonography no risk factors risk factors

and diagnostic
mammography

Patient younger than Patient 30 years
30 years: targeted

ultrasonography

Diagnostic
mammography

No imaging

N
A
=

X

Primary Care Breast Complaints

33

Management of breast pain

Patient with breast pain

!

No concerning pathology identified on
clinical breast examination or imaging

,

Nonpharmacologic intervention Pharmacologic management

| |
oy ' ' . v

Reassurance Check Manage Mild symptoms Moderate Severe
and education bra fit stress, anxiety, symptoms refractory
or depression l symptoms
Topical l l
nonsteroidal Tamoxifen
anti-inflammatory (first-line) Goserelin
Danazol (Zoladex)

(second-line)

’ drugs
A

=

Primary Care Breast Complaints

34
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pain

N
A

=

X

Primary Care Breast Complaints

Management
of breast

Trea

Options for Mastalgi

Treatment

Comments

Clear benefit (cost-benefit analysis)

Bra fit*

70% of women wear poorly fitting bras

Mechanism of action: proper bra fit reduces tension on Cooper ligaments,
particularly in large-breasted women

Effectiveness: evidence suggests benefit in 85% of women who adjust fit

Danazol (200 mg  Only drug FDA-approved for treatment of mastalgia

daily, reduced

to 100 mg daily
after relief of
symptoms):siaeas

Goserelin

(Zoladex)t3:428

Tamoxifen

Mechanism of action: anterior pituitary suppressant

Effectiveness: less effective than tamoxifen with less favorable adverse effect
profile

Adverse effects: androgenic effects (e.g., weight gain, deepening of voice),
menorrhagia, and muscle cramps

Contraindications: pregnancy, lactation, history of thromboembolic disease

Reserved for severe refractory mastalgia

Mechanism of action: induces reversible ovarian suppression to postmeno-
pausal levels

Effectiveness: limited data but compelling evidence of pain reduction
Adverse effects: vaginal dryness, hot flashes, decreased libido, and irritability
Treatment duration: less than six months

Preferred hormonal treatment; limited duration of therapy because of poten-

(10 mg daily):s1¢ tial for serious adverse effects

Effectiveness: highly effective, but high rate of symptom reemergence after
discontinuation

Adverse effects: antiestrogenic effects (hot flashes and vaginal discharge),
venous thromboembolism, endometrial cancer, and teratogenicity
Treatment duration: initially prescribed for three months, but may be
extended for an additional three months if a response is observed

Topical NSAIDs First-line pharmacologic agent (preferred over oral NSAIDs because of
(diclofenac)**** adverse effect profile)

Effectiveness: significant pain reduction for cyclic/noncyclic pain

Adverse effects: elevated liver enzyme levels, photosensitivity

35

pain

N
A

=

X

Primary Care Breast Complaints

Management
of breast

Unknown effectiveness, limited data, or strongly limiting adverse effects

Bromocriptine
(Parlodel)!s

Caffeine
avoidance!*#®

Dietary modifi-
cations (low fat,
high fiber)**2

Evening prim-
rose oil'+2”

Oral contracep-
tives's1®

Oral NSAIDs*¥

Surgery*#?

Vitamin E*

FDA approval has been withdrawn because of serious adverse effects
Effectiveness: proven long-lasting effectiveness

Adverse effects: nausea, dizziness, and hypotension are common; stroke and
death reported after use for lactation inhibition

Caffeine is often cited as a causative factor in breast pain

Effectiveness: RCTs do not show clear evidence of pain reduction

Effectiveness: limited and low-quality RCTs show no clear evidence of
pain reduction

Proposed mechanism of action: augments low levels of gamma-linolenic
acid metabolites in women with cyclic mastalgia

Effectiveness: no more effective than placebo

Adverse effects: may reduce seizure threshold; questionable safety during
pregnancy and lactation

Effectiveness: no RCTs have evaluated effectiveness

Effectiveness: limited poor-quality studies show potential effectiveness

Adverse effects: limited utility secondary to gastrointestinal adverse effects
and liver toxicity

Limited role for mastectomy or partial mastectomy because of high risk of
complications and persistent pain after surgery in nearly one-half of patients

Effectiveness: no high-quality systematic reviews or RCTs show effective-
ness; general consensus is it should not be used

Adverse effects: long-term use may increase risk of hemorrhagic stroke

4 WiaIun 2uzo O

36
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. Most effective management of breast
pain.. (in my opinion)

» Reassurance

* A well-fitting bra

N
A

=

Primary Care Breast Complaints 4 March 2026 ”
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® | HRT and mastalgia'

« Common estrogenic adverse effect of HRT

« Will usually improve over the first 3-4 months of
treatment

« Can minimize estrogen dose to lowest effective
dose, cyclic progestin dosing or switch to tibolone

Primary Care Breast Complaints 4 March 2026 ”
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Y

BREAST CANCER
SCREENING

Objective 2

Primary Care Breast Complaints 4 March 2026 ”
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® | Whatis breast screening?

» The systematic use of imaging tests in asymptomatic
individuals to detect breast cancer at an early,
preclinical stage

« NOT a diagnostic mammogram used to investigate
symptoms

« NOT an ultrasound

* NOT (currently) an MRI
Primary Care Breast Complaints 4 March 2026 -I:-
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x ‘ Breast cancer screening is effective

» Multiple RCT’s conducted between 1960s and 1

990s

found a clear mortality benefit between 6-27%16-19
» The breast cancer mortality rates in Canada have

steadily declined following introduction of organi
screening programs and advances in treatment
same time period?°

» Harms of breast cancer screening include false
positives and overdiagnosis also exist

zed
at the

Primary Care Breast Complaints 4 March 2026 n
41
' ! ‘ Who should get breast screening?
« Asymptomatic average-risk patient
« Age varies by province
Primary Care Breast Complaints 4 March 2026 n

42
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1 Canadian Task Force Draft Guidelines 202422

For women aged 50 to 74 we suggest screening with
mammography every 2 to 3 years. Because individual values and
preferences may differ, it is important that women aged 50 to 74
have information about the benefits and harms of screening to make
their decision (conditional recommendation, very low certainty).

For women aged 40 to 49, we suggest not to systematically screen
with mammography. Because individual values and preferences may
differ, those who want to be screened after being informed of the
benefits and harms should be offered screening every 2 to 3 years
(conditional recommendation, very low certainty).

Primary Care Breast Complaints 4 March 2026 n

43
 { Organized breast screening start age in
Canada

British Columbia 0 Self-referral t(? BC Cancer
Breast Screening Program
Routine screening every 2

Alberta 45 years (40—44 possible with
referral)

Saskatchewan 50 Screening every 2 years

Manitoba 50 Screening every 2 years
Ontario Breast Screening

Ontario 40 Program expanded to age 40
in 2024

Quebec 50 Quebef: Breast Cancer
Screening Program

New Brunswick 0 !:’rogram expanded to age 40
in 2024

Nova Scotia 40 Self-referral allowed

Prince Edward Island 40 Self-referral allowed

primary care Bre: Newfoundland & Labrador 50 Screening every 2 years 2026 ”
44
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® | NS Breast Cancer Screening Pathway

AVERAGE

Risk Screening

Individualst with no personal history
of breast cancer0 AND;

No breast implants AND;

« No breast symptoms* AND;

Age 40-74

o

No family history of breast cancer

AVERAGE and INCREASED

Risk Screening

Self-referral
« Individuatt calls 902-473-3960 or
1-800-565-0548 and books their own
appointment
!

Normal or abnormal screening
mammogram completed and report sent
to individual and their PCP

! !

Normal Abnormal
« Next screen « Appointment for
reminder additional breast
sent by imaging sent to
NSBSP individualt and
PCP

Primary Care Breast Complaints

45
Screening
People living in New Brunswick who are 40 to 74 years of age and have no signs, symptoms or previous
diagnosis of breast cancer can self-refer to breast cancer screening mammography [4 by contacting one of the
screening sites.
People over 74 who have no signs, symptoms or previous diagnosis of breast cancer are accepted for screening
mammography only by referral from a primary health-care provider.
Routine screening mammography should be done every one to two years for individuals aged 40 to 49 and
every two to three years for individuals aged 50 to 74 if the results are normal.
Routine screening is not recommended for individuals under the age of 40.

Primary Care Breast Complaints 4 March 2026 ”
46
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PEI Breast Cancer Screening Pathway

Are you at average risk?

50-74

Routine screening mammograms are
recommended every two years.

40-49

Routine screening mammograms are
available yearly. Benefits and potential
harms can be discussed with your
primary care provider.

<40

75+

Routine screening mammograms are not
recommended. If you have any concerns
with your breasts please contact your
primary care provider.

Please talk to your primary care provider
about the benefits and potential harms of
continued screening. A doctor’s referral is
needed.

Health PEI

One Island Health System

PEI Breast Screening Program
healthpei.ca/breastscreening

Primary Care Breast Complaints

Breast Screening Services are located:

Queen Elizabeth Hospital and
Prince County Hospital

1-888-592-9888

Help Reduce Your Risk

of Breast Cancer

« Be Physically Active
 Limit Alcohol

« Eat Healthy

» Stop Smoking and

« Maintain a Healthy
Body Weight

Please call to book your appointment

® | Breast cancer screening rates?3

Most provinces have not
recovered to pre-pandemic

screening rates

NS, PEI, NB have the
lowest screening rates in

the country

47
Screening Mammogram Rates Pre and Post Pandemie by Provinee and Territory
(Women Age 40-49 and 50+)

Province/Territory 2017 CCHS Reported 2024 CCHS Reported
Average Rates in Average Rates in Past 3
Past 3 Years® Years® and comparison

to pre-pandemic (7, 4, =)

Age 40-49 | Age50-74 | Age40-49 | Age 50-74
Years Years Years Years

Canada (National Average) 36% 79% 34% 4 79% =

British Columbia 47% 72% 45% & 73% %

Alberta 50% 80% 51% 1 84% 1

Saskatchewan 36% 80% 24% 78% L

Manitoba 26% 72% 18% ¢ 72% =

Ontario 32% 79% 30% ¢ 81% T

Quebec 27% 81% 23% ¢ 79% 4

New Brunswick 29% 83% 23% ¢ 68% ¢

Nova Scotia 50% 73% 50% 67% 4

Prince Edward Island 47% 70% unknown | 67% ¢

! Newfoundland 56% 76% 45% & 72% 4
First Nations Living Off Reserve |Not reported | Not reported | Not reported| 71%
Métis. Not reported | Not reported | Not reported | 77%
Primary Care Breast Complaints
48
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¥ | Why?2

Reasons For Not Having A Sereening Mammogram For Eligible Women:

Addressing issues of choice to not screen and access barriers are critical, as the 2024 CCHS report
identifies 44% of women choose not to be screened while 32% have had barriers to access screening.

32% =" 20%! 12% [ 12%

of females of females ' of females of females

Primary Care Breast Complaints 4 March 2026 m
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57 ‘ Canadian Partnership for Tomorrows Health
Report 202421

» Self-reported questions on engagement in screening
mammograms

« 79,986 aged 50-74 and 46,907 between 40-49

Factors significant associated with lower odds of screening
mammogram

* Lower household income, single/never married, current daily
smoking, poor-self perceived health, no history of breast feeding,
and more than 24 months since last routine medical check up by
doctor or nurse

Primary Care Breast Complaints 4 March 2026 ”
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® | NS High-risk breast screening

HIGH

Risk Screening

= No breast symptoms* AND;
- Age 30 - 74 (after 69, mammo only)

+ Known genetic mutation associated
with high lifetime risk of breast cancer
(i.e., BRCA1, BRCA2, Cowden’s
syndrome) OR;

Has declined genetic testing and is a
first degree relative of a known
mutation carrier (e.g., BRCA1, BRCA2)

OR;
« High lifetime risk (>25%) of breast
cancer, blished and d. ted

by a standard breast cancer risk
assessment model (e.g., including, but
not limited to, CanRisk, IBIS) OR;
History of chest radiation as cancer
treatment before age 30. Screening is
not indicated until 8 years after the
end of radiotherapy or age 30,
whichever date is later

HIGH

Risk Screening

Primary Care Provider (PCP) referral
PCP makes referral for first screen
INSBSP confirms high risk eligibility
NSBSP manages subsequent screening

Meets high risk eligibili No
criteria? « Cover letter sent
to PCP explaining

Yes Yes, but ineligibility
INSBSP contraindication for « Patient enters.
coordinates MRI average risk
subsequent * 40+: Screening pathway
high risk Mammogram
screening + 39 and younger:

Diagnostic
mammogram

[ i o

Normal Abnormal + 40+: Reminder sent to
NSBSP « Appointment patient for future
coordinates for additional booking
subsequent breast imaging «+ 39 and younger: PCP
high risk sent to PCP sends requisition for
screening annual mammogram
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® | NB High-risk breast screening

 Under review

Primary Care Breast Complaints
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' ! ‘ PEI High-risk breast screening

High Risk of Breast Cancer:
Screening is recommended yearly with mammography for people who:

¢ Have had radiation therapy to the chest (prior to age 30) to treat another cancer or
condition (e.g., Hodgkin lymphoma); or

¢ Are known to have a gene mutation (e.g., BRCA1, BRCA2).
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x ‘ How to calculate risk

* Breast cancer risk
calculator

* IBIS (Tyrer-Cuzick
model) predicts
likelihood of
developing cancer
within 10 years
and lifetime risk
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x ‘ What about dense breasts?

+ ~10% of women have extremely dense breasts
(category D), reducing mammographic sensitivity

« MRI detects ~3-4x more cancers than
mammography in dense tissue25-26

« DENSE trial?>> MRI reduced interval cancer by
~50% (2.5 vs 5/1000)

» Higher false positives, increased resource use
and potential for patient anxiety
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x ‘ What about dense breasts?

 ~10% of women have extremely dense breasts
(category D), reducing mammographic sensitivity

e MRI detects ~3-4x more cancers than
mammography in dense tissue?°-26

« DENSE trial?® MRI reduced interval cancer by
~50% (2.5 vs 5/1000)

» Higher false positives, increased resource use
and potential for patient anxiety
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1 Canadian Task Force Draft Guidelines 202422

For women with moderately increased risk due to high breast density (Category C and
D), we did not find any evidence on the benefits of supplemental screening for outcomes
important to patients (e.g., stage at diagnosis, death). Therefore, we do not suggest the use
of MRI or ultrasound as supplementary screening tests for people with dense breasts
(conditional recommendation, very low certainty).

If interested in screening, women who are aware that they have moderately increased risk
due to high breast density (Category C and D) should refer to the recommendation that
corresponds to their age group.
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® | Screening for dense breasts...(my opinion)
» Breast density is a risk factor for breast cancer
* In addition to many other genetic, lifestyle and
biologic risk factors
» | calculate risk using IBIS (density is a variable),
and if high-risk.. They are referred for high risk
screening
Primary Care Breast Complaints 4 March 2026 ”
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Identify patients at a

high-risk of hereditary

breast cancer

Objective 3

Primary Care Breast Complaints
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X risk of breast cancer
Associated Hereditary Cancer . Lo
Syndromes NCCN Breast Cancer Screening Guidelines?
Starting age for MRl  Starting age for
(yrs) mammogram (yrs)
TP53 Li-Fraumeni syndrome 20° 30
BRCA-related breast and/or
BRCA1 ovarian cancer syndrome & &
BRCA-related breast and/or
AR ovarian cancer syndrome 27 S0
STK11 Peutz-Jeghers syndrome 30 30
CDH1 Hereditary diffuse gastric cancer ~ 304 30de
NF1 Neurofibromatosis type 1 30def 30de
PALB2 30de 30de
Cowden syndrome/PTEN
hamartoma tumor syndrome, 4 o
FIE Bannayan-Riley-Ruvalcaba S0 EIOE
syndrome
ATM Ataxia telangiectasia (A-T) 30-35den 40de
CHEK2 30-35¢eh 409
BARD1-related cancer risk
BARD1 (women only) 40deh 40de
RAD51C 40 40
RAD51D 40 40
©DenseBreast-info.org
and Robin Seitzman, PhD,
updated 1/10/2025
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® | Indications for genetic testing (Martimes)

P RISMIIME HSEME T IR AU IR YU, UMM R] M IS
Age Specific Diagnosis: At any age:
[J Breast cancer, diagnosed < age 40 [J Ovarian, fallopian tube or peritoneal cancer (incl. STIC lesions)
[0 Two primary breast cancers, with at least one diagnosed < age 50 [0 Male breast cancer
[J Triple negative breast cancer, diagnosed < age 60 [J Metastatic prostate cancer
[0 Colon cancer, diagnosed < age 40 [ Pancreatic adenocarcinoma
[0 Endometrial cancer, diagnosed < age 40 0 dMMR Lynch syndrome related cancer (IHC deficient)
[J Prostate cancer, diagnosed < age 50 [J Polyposis (>10 adenomas or >2 hamartomas or meets sessile serrated guidelines)
O uUnilateral renal cancer, diagnosed under age 50 O 3 or more malignant melanoma
[ Bilateral renal cancer, diagnosed under age 70 O Medullary thyroid cancer
[J Paraganglioma/pheochromocytoma

Very recent update:

* all bilateral breast cancers
* allwomen under 50 regardless of biomarkers INCLUDING DCIS
* alltriple negative
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® | Important topics not discussed

» Breast infections

* Inflammatory breast cancer

» Breast cancer surveillance/survivorship
 HRT and breast cancer risk

« Male breast cancer/gynecomastia

* Etc, etc, etc

Primary Care Breast Complaints 4 March 2026 ”

62

31



2026-03-05

¥

Random additional thoughts

THANK YOU!

Importance of primary care physician disclosing
cancer diagnosis

The breast will change after surgery and after radiation

The management of breast cancer (surgery, radiation,
systemic therapy) is constantly changing

When a patient thinks something is wrong with their
body, they are usually right.

Team approach — can always call or email with
questions
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Primary Care Breas

Conclusions

Breast complaints are common in primary care
Many common breast symptoms are benign
A breast mass is cancer until proven otherwise

Breast cancer screening rates need to be improved in
the Maritimes

Genetic testing indications have recently been
broadened in the Maritimes
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Thank Youl!
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