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Transitioning to routine breast cancer risk assessment
and management in primary care: what can we learn
from cardiovascular disease?
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Abstract. To capitalise on advances in breast cancer prevention, all women would need to have their breast cancer
risk formally assessed. With ~85% of Australians attending primary care clinics at least once a year, primary care is an
opportune location for formal breast cancer risk assessment and management. This study assessed the current practice and
needs of primary care clinicians regarding assessment and management of breast cancer risk. Two facilitated focus
group discussions were held with 17 primary care clinicians (12 GPs and 5 practice nurses (PNs)) as part of a larger needs
assessment. Primary care clinicians viewed assessment and management of cardiovascular risk as an intrinsic, expected
part of their role, often triggered by practice software prompts and facilitated by use of'an online tool. Conversely, assessment
of breast cancer risk was not routine and was generally patient- (not clinician-) initiated, and risk management (apart from
routine screening) was considered outside the primary care domain. Clinicians suggested that routine assessment and
management of breast cancer risk might be achieved if it were widely endorsed as within the remit of primary care and
supported by an online risk-assessment and decision aid tool that was integrated into primary care software. This study
identified several key issues that would need to be addressed to facilitate the transition to routine assessment and management
of breast cancer risk in primary care, based largely on the model used for cardiovascular disease.
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Introduction deaths (Australian Institute of Health and Welfare 2010). Of
Breast cancer (BC) is the most common cause of cancer in ~14000 Australian women who develop BC annually, ~3500
Australian women and the second most common cause of cancer are younger than 50 years, which is when government-funded
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What is known about the topic?

* In contrast to population-based assessment and
management of cardiovascular risk, which is considered
an integral part of primary care, most Australian women
do not have their breast cancer risk formally assessed.

What does this paper add?

e This study identified several key factors that could
facilitate the transition to routine breast cancer risk
assessment and management in primary care.

population screening commences. The most important BC risk
factors are age, family history, mammographic density, certain
types of proliferative breast disease and having a mutation in
genes such as BRCAI or BRCA2 (National Breast and Ovarian
Cancer Centre 2009). The oft-quoted 12% average lifetime risk
may mislead individual women. BC risk is not normally
distributed; rather, most women have a low (less than 4%)
lifetime risk and the remainder range from 4% to more than
80% (Hopper 2011; Evans et al. 2012).

To capitalise on advances in BC prevention, all women would
need to have their BC risk formally assessed to see where they
sit on this spectrum. Those at increased risk could then be offered
risk-management strategies appropriate to their personal risk
level. Australian and international evidence-based guidelines
support this approach (Wuttke and Phillips 2015). Depending
on a woman’s current age, these strategies include lifestyle
changes, risk-reducing medication, surgery or intensified
breast screening (National Breast and Ovarian Cancer Centre
2010; Harvey et al. 2011). This would require a new approach
to breast cancer risk assessment and management implemented
across the population. Approximately 85% of Australians are
seen in primary care clinics at least once a year (Britt et al. 2013),
S0 primary care is an opportune location for such an activity.
Routine assessment and management of risk for other diseases,
particularly cardiovascular disease (CV), is considered an integral
part of primary care in Australia (Nelson and Doust 2013),
although clinical practice varies based on opportunity, capability
and motivation (Bonner et al. 2013).

We conducted a series of needs evaluations for a BC risk-
assessment and risk-management tool in primary care and
relevant specialties. Here we report the data collected from GPs
and PNs, demonstrating some of the barriers and enablers to
BC risk assessment and risk management in primary care.

Methods

Primary care clinicians (PCCs) were recruited from various
sources. Invitations to participate in the study were emailed and
follow-up telephone calls were made to GPs and PNs on the
membership list of the Victorian Primary Care Practice-Based
Research Network (Department of General Practice 2006) and
to those that had attended recent General Practice Victoria
educational events. The study was also advertised in the
newsletters of two primary health care organisations (Medicare
Locals). The study was approved by the Human Research and
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Table 1. Characteristics of primary care clinician participants

Characteristics Number (%) n=17
Gender Male 7 (41)
Female 10 (59)
Age (years) <35 4(23)
35-44 2(12)
45-54 9(53)
55+ 2(12)
Clinician General practitioner 12 (71)
Practice nurse 5(29)
No. of years as a clinician 1-15 9 (53)
16-25 7 (41)

>25 1(6)

Group or solo practice Solo 4 (24)
Group 13 (76)

Ethics Committee (HREC) of the University of Melbourne.
Informed consent was obtained.

Two focus groups were conducted: one consisted of GPs
exclusively and the other included GPs and PNs. Participants
completed a short demographic questionnaire before taking
part in one of the focus groups, which explored the current
practice of BC risk assessment and risk management using
simple scenarios (e.g. ‘If a patient has a strong family history of
cancer, what advice do you provide?’). Issues inhibiting BC risk
from being routinely assessed and managed in primary care
were a key focus.

Three additional focus groups were also conducted with
breast surgeons (n=12) and familial cancer clinic clinicians
(n=15), recruited through the Melbourne Breast Surgeons
Group and the Australian Familial Aspects of Cancer Conference,
respectively. The results from these focus groups are not reported
in this paper. The responses of PCCs and breast surgeons to
the proposed tool have been reported elsewhere (Collins et al.
2014). Discussions were audiotaped and the data transcribed
verbatim, de-identified and analysed thematically. QSR NVivo
qualitative data management software (QSR International Pty
Ltd, Melbourne, Vic., Australia) was used to facilitate
organisation and thematic analysis of the data. A coding
framework was developed and refined with iterative rounds of
data analysis.

Given that the aim of the larger study was to assess need in
regard to the proposed tool, we collected data from a range of
user groups and did not aim to achieve saturation for any one
group. However, the data collected from PCCs, considered
alone, provided new insights into the assessment of cancer risk
in primary care and was deemed worthy of independent analysis.
From the PCC data, two overarching themes emerged strongly
and consistently during both focus group discussions and
analysis: (1) differences between risk assessment for BC and
CV in primary care; and (2) issues to be addressed in order to
routinely assess and manage BC risk in primary care.

Findings
The two focus groups included 12 GPs and 5 PNs. Most (59%)

were female and most (76%) worked in group rather than
solo practices (Table 1).
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Table 2. Why assessing and managing risk for CV is easier than for BC
BC, breast cancer; CV, cardiovascular; PN, practice nurse

Sub-code no.

Sub-code description Participant

Quotations

1

CV risk assessment is GP1
clinician-initiated, expected
by patients and ‘ingrained’
in primary care
GP2

Interviewer
GP6

GP5

GP3
CV risk tool is embedded in Interviewer

practice software
GP3

GP3

GP9

Interviewer
GP10
CV risk calculator tool GP3
identifies and portrays risk

as modifiable and therefore
supports behaviour change

Interviewer

GP1 and GP2

PN1

[I assess CV risk] routinely actually. It’s sort of ingrained.

1 think there’s a general expectation [that CV risk will be assessed
routinely] . .. most people expect to have their weight, their blood
pressure and their cholesterol checked in their lifetime, so it’s
regarded pretty much [routine] to collect that data, and then you’ve
gotta do something with it, it just doesn’t sit there. So I think we
pretty much accept that people will want to know that and it’s
encouraged by our colleagues.

And what flags you to do [an assessment of BC risk]?

Usually the patients, I mean if they’re worried about a risk usually it’s
cos one of their family has recently been diagnosed. . .

Many of my patients would like to know [their BC risk] and if they
express that desire [ would [discuss it with them], if [they] don’t, you
know I don’t push.

1 perceive that heart disease [risk] is very much a domain of general
practice. Cancers [risk] tend to be more into the specialist services.

And so do you use any guidelines or tools to assess who’s at high risk
and medium risk and low risk? What do you use?

There’s a breast thing online, forgot the name of it cos I've got it
bookmarked, but it comes up with a, a tab. I think it’s from Cancer
Australia actually —

...it was online but now it’s all morphed into the Cancer Australia
website and in preparation for tonight I looked at that website and I
couldn’t find it [yeah], I couldn’t find it.  mean this laminated card
was really good. The website was really hard to find the equivalent.

...it’s not like cardiovascular system, your Medical Director [clinical
software product used by some clinicians to manage their patients’
healthcare needs), the software we use, we can go in and actually
place the patient in green area, orange area, yellow area [yeah] but
with the cancer, I think we are actually lack of that tool . ..
cardiovascular guys are doing very well.

Well, what would make you feel more confident [about assessing and
managing breast cancer risk] do you think?

Some tools like ... the one that we are using for assessing the risk
factor for heart diseases.

I've looked at all the tools . .. there is a fantastic New Zealand
[cardiovascular] risk calculator that I use all the time and . .. it
actually gives their risk over time, so . . . as they get older it tells you
what the risk is at that age. It’s a beautiful, nice little diagram with
your greens, oranges and reds, tells you what the risk is and when
you need to intervene and that’s what I use now totally, you know,
exclusively. And I take patients through it, and it’s really great . . .
the output is really good and very clear ... it allows you to adjust the
various risk factors and it will change the risk up and down
accordingly. I found it really powerful so it gives you the absolute
risk, it gives the risk over time.

And do other people use that as well?
Yes.

There’s more GPs using this cardiovascular risk calculator online
now than ever before, which is great.

(continued next page)
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Table 2. (continued)
Sub-code no. Sub-code description Participant Quotations
GP2 ... it’s fast becoming the major tool that we all use. You get a figure,

you get a five year risk. . .and that is the purpose of using the
cardiovascular risk tool is to get a figure, but the really nice thing
about it from my point of view is to highlight the plasticity of the risk
and the mutability of the risk so that if you slide some of those actual
indicators down, you end up with a nice colour instead of a red
colour. You get chunks of risks over those 510-year periods, so one
of the really powerful things that I've learnt to say is if you modify
risks in your forties you’ re not going to end up in higher risk in your
sixties and seventies [yep], so it’s got a lifetime trajectory that’s also
truncated. It's a very elegant tool.

Differences between risk assessment and management
for breast cancer and cardiovascular disease

The approaches to BC and cardiovascular risk assessment and
management contrasted sharply. The latter was described as
routine, expected by patients and clinician-initiated whereas the
former was described as more often patient-initiated and
perceived to be within the domain of the specialist (Table 2, sub-
code 1). There was little consensus among PCCs regarding
when, for whom and how BC risk should be assessed. PCCs
were most comfortable assessing BC risk when patients
specifically asked about their risk, often prompted by a diagnosis
in family or friends (Table 2, sub-code 1).

In contrast to the situation for BC, cardiovascular risk
assessment and management is supported by office-based tools
to encourage and streamline the process. Sidebar prompts on
general practice software trigger routine cardiovascular risk
assessment. GPs reported that they routinely use a web-based
tool to provide personalised risk estimates and to discuss ways of
reducing cardiovascular risk (Table 2, sub-code 2). The web-
based tool portrays cardiovascular risk as modifiable, which
supports behaviour change (Table 2 sub-code 3). Although
several accessible BC risk-assessment tools exist (Amir et al.
2010), most PCCs were not using them, although some had
used the Cancer Australia tool (National Breast and Ovarian
Cancer Centre 2010). Some used an outdated, paper-based
version rather than the revised and updated web-based version
because they had difficulty navigating to the web-based tool
(Table 2, sub-code 2).

PCCs identified that they did not routinely assess BC risk,
and did not have an optimal tool for assessing and managing
BC risk as they do for CV (Table 2, sub-code 2).

Issues to be addressed in order to incorporate the
assessment and management of breast cancer
risk into general practice

There was general agreement that BC risk assessment and
management could be improved in primary care; however, PCCs
raised several issues that need to be addressed in order to achieve
this change. They suggested that easy access to a BC risk-
assessment and risk-management tool, similar to that available
for cardiovascular risk, would facilitate them taking on this
role (Table 3, sub-code 1). Concern was expressed about the

‘morality’ of raising BC risk in a consultation if the woman did
not raise it herself (Table 3, sub-code 2). Greater stigmatisation,
fear and a sense of fatality about cancer compared with other
diseases, such as CV, were suggested as barriers to routine BC
risk assessment in primary care (Table 3, sub-code 2). The
importance of seeing BC risk factors as modifiable was
highlighted (Table 3, sub-code 3). PCCs suggested that they could
routinely assess BC risk in the future if experts promote this as
appropriate (Table 3, sub-code 4). Management of BC risk
beyond routine screening (e.g. with risk-reducing medication)
was considered outside the domain of primary care (Table 3, sub-
code 5), although PCCs indicated that this could be changed.
They suggested that PCCs commonly implement changes to
their clinical practice based on new evidence, particularly when
endorsed in the Royal Australian College of General Practitioners
(RACGP) guidelines (Table 3, sub-code 5).

Discussion

There is a clear opportunity in primary care in Australia to
enhance the capacity and motivation of clinicians to routinely
assess and manage BC risk. This study identified key issues
that need to be addressed to facilitate the transition to routine
BC risk assessment and management in primary care.

First, clinicians expressed concern about the acceptability of
routine BC risk assessment to patients in primary care. Research
into the views of Australian women is needed to determine
whether these concerns are warranted. If modifiable barriers are
identified, a public education campaign with particular focus on
the availability of interventions to manage BC risk (such as
intensified screening, risk-reducing medication and, for those at
highest risk, prophylactic surgery) might help increase the
acceptability of routine risk assessment. Similarly, PCCs with a
sense of fatalism about cancer risk might benefit from education
about the efficacy of available BC prevention interventions,
particularly those they can initiate (e.g. medications and
intensified screening) (Harvey et al. 2011). For BC risk
assessment and risk management to become routine, these
activities would need to be seen by women and PCCs as an
intrinsic, important and endorsed part of primary care.

Second, the absence of an easily accessible risk-assessment
and management decision support ‘tool’ was highlighted as a
barrier. Such a tool could be a key component to increasing
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Table 3. Steps to routinely assess and manage BC risk in primary care

Participant

Quotations

Sub-code number Sub-code description

1 Develop a risk tool similar to
CV risk tool

2 Determine whether patients

want to know (and can
manage knowing) their BC

risk

3 Convince GPs, PNs and
patients that cancer risk is
modifiable

4 Achieve widespread

agreement that BC is in the
primary care domain

5 Determine pathway (referral or
primary care?) for risk
management

GP3

GP2
GP2

GP4
GP2
GP3
GP4
GP3
GP3

GP2

GP6

GP6

Interviewer

GP3

Imean I think if you could get something like the, if vou can do what the
New Zealand [CV] risk calculator does I d be rapt because I could
give, and then talk about, a lifetime risk and how that risk varies as
the person ages, so then you can have arational talk about when this
intervention is going to happen.

That's it.

Ido wonder about just the morality of ‘is a woman ready to know this?’
[yes), if they can’t do much about it. Now that may sound a bit
strange but some people aren’t quite ready to face some of these
things, they’re not ready to know and whereas with the
cardiovascular risk thing you can say, you can do something about
this. I think the first rule of medicine is first do no harm, do they
really need to know? Maybe they do, cos they could do something.
But if they can’t do anything, do they really need to know? Do you
actually start raising the anxiety in somebody if you can’t actually
do anything about it?

But if you’re at risk of dying from it, wouldn’t you wanna know?

Not necessarily.

No.

I would.

Yeah.

1 was just reflecting when we produced the risk [assessment tool] for
diabetes, that was 10 questions that people could do at home and
would give them their risk of diabetes. Now we pushed that
everywhere, . .. as high as one in three risk of getting type two
diabetes, but I think we got away with it because I think cancer has
such a bad you know sort of feel to it, bad mojo, whereas I think
diabetes everyone can sort of half understand it, everyone was
talking about it so I think we managed to get away with it quite okay.

It seems to be implicit in what everyone’s saying. It's worth sitting
down to do the risk factors for cardiac disease and spend some time
on it because there are modifiable risk factors. And I personally
would see sitting down and going through a [breast cancer] risk
factor tool as an educational thing and a motivating thing for
patients; to actually do something about diet, exercise, weight. But
we don’t, we don’t. It seems to me like we’re not seeing the same
thing with breast cancer risk, we’re not thinking it’s educational. It
would be educative and we’re going to modify risk factors if we sat
down and spent time.

Why don’t we talk to our patients about breast cancer? We talk to them
about cancer of the cervix ’cos pap smears are accepted as
universal. We have a stethoscope and we have a
sphygmomanometer and our . . . patients . . . would expect us to, to
checktheir bloodpressure otherwise they don’t get value for money.
But I don’t know if we’ve got to the stage where we are gonna say
well, beyond heart disease and cancer of the cervix, which is so
important, breast [cancer risk] become part of our process. But I
think it’s, again, it’s just got to percolate a bit more into our
practices before it’s seen to be as important. So it’s not that it’s not
important, it’s just, how do you get the GPs to do it and be
interested?

... if there’s enough, you know, eminent folk saying ‘well look this is
very much what GPs should be using’, then that would make us
more confident and comfortable to do it.

So with people at high risk, do you ever discuss things like tamoxifen
or risk-reducing surgery or any of those things? Or do you leave
that?

With that I d refer my patient on before I'd actually consider giving
treatment, tamoxifen or something like that [yep], so —

(continued next page)
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(continued )

Sub-code number Sub-code description

Participant

Quotations

GP2

GP8

GP9

Well we do statins all the time; we’re experts in that. We’re experts in
asthma, hypertension and all of that. We’re not experts in this . . . I
wouldn’t have thought many people would initiate a long-term
treatment of tamoxifen for a high-risk breast cancer patient.

I have not prescribed tamoxifen, I was aware that it could be used. 1
can’t think that I've referred anyone either, but if I knew that this
was something that was in a guideline and is what was expected as
part of the standard care, you know, safely, based on an individual
assessment of a patient this is something they can have, then of
course I'll prescribe it if that is what is expected and it’s also safe.

So it’s [re-prescribing tamoxifen for prevention] a matter of education
with GPs.

tailored BC prevention in primary care. Ideally, it would be
integrated into general practice software, or alternatively
electronic prompts could promote use of a web-based tool,
bearing in mind the risks of ‘prompt fatigue’ in general practice.

Participants had a preference for their practice to be
supported by expert-endorsed guidelines. They also wanted
to act in accordance with societal and patient expectations.
Any change to practice will require changes at each of these
levels. Participants indicated that changes have taken place at
each of these levels for cardiovascular risk but not for BC risk,
suggesting a lack of awareness of the RACGP guidelines on
BC prevention (Royal Australian College of General
Practitioners 2012). Although challenges remain in integrating
cardiovascular risk estimation and management in primary care
(Peiris et al. 2009; Nouwens et al. 2012), significant
improvements in this area (Campbell et al. 2005) will help
inform the implementation of routine BC risk assessment and
management.

The strengths of our study include the heterogeneous sample
and the rigorous analysis process. Potential limitations include
the small sample size and that self-reported practice could differ
from actual practice. The participating clinicians may not
represent the views of all PCCs and may be more or less
supportive of BC risk assessment in primary care than the wider
primary care community. There are differences in the
characteristics of the GPs in our sample when compared with
published data on Australian GPs (Britt ef a/. 2013); male GPs,
those aged 35—44 and over 55 years, and those practising in rural
and regional areas were underrepresented in our study, whereas
females, those aged less than 35 and between 4554 years, and
those practising in a major city were overrepresented.
Nevertheless, we believe the views reported here are an
important starting point for a discussion about the potential for
management of BC risk in primary care. Future quantitative
research could ascertain the representativeness of these views,
and further qualitative research with PCCs in rural and regional
areas could identify whether views differ in these areas.

In conclusion, as has largely been achieved for CV, routine
assessment and management of BCrisk by primary care clinicians
might improve the uptake of BC prevention and screening
interventions, thus reducing morbidity and mortality. However,
several important changes to the approach to assessment and
management of BC risk are needed to facilitate this. Although not

addressed by this study, the same general issues may exist for
other common cancers.
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