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Abstract: Body image concerns often arise during and after treatment and are a major concern
inup to 67% of breast cancer survivors. Negative changes in body image are a predictor of worse
satisfaction with appearance and poor quality of life outcomes. Opportunities to mitigate the
negative impact of cancer treatment on a patient’s body image present during preoperative
education or in the neoadjuvant setting, or during surgical management, adjuvant therapy
delivery, and survivorship. The surgical management of breast cancer has evolved from breast
amputations to procedures that provide improved cosmesis without compromising the oncologic
outcome. The advent of the sentinel lymph node biopsy and lymphatic reconstruction techniques
has led to decreased axillary morbidity. Modified radiation techniques and systemic therapies
tailored to subtype limit unnecessary exposure to skin and systemic toxicities. Finally, incorpor-
ating prehabilitation and survivorship support optimizes the physical and psychosocial well-
being of these patients. Setting expectations, treatment de-escalation when appropriate, morbid-
ity risk reduction and improved screening and management of psychological sequelae during
survivorship can decrease breast cancer treatment’s negative impact on body image. The
following review synthesizes interventions during preoperative planning, local and systemic
treatment, and survivorship to prevent poor body image outcomes without compromising
oncologic success.
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Introduction

Invasive female breast cancer incidence rates continue to increase by about
0.5% per year. Early diagnosis, increased incidence, and improved treatments
combined with the aging population will lead to an estimated 281,550 new cases
of invasive breast cancer diagnosed in women in 2021."? Changes in appearance
and body image through treatment and in the adjuvant setting are a significant
area of concern in breast cancer survivors, affecting anywhere from 31%-67% of
these patients.” Some of these changes are necessary for treatment and impact
survival, while others can be mitigated with prevention strategies. While these
concerns arising during and after treatment may be challenging to address,
setting expectations, treatment de-escalation when appropriate, morbidity risk
reduction, and improved screening and management of psychological and sexual
sequelae during survivorship can decrease breast cancer treatment’s negative
impact on body image (Figure 1).

Received: 17 October 2021
Accepted: 1 December 2021
Published: 16 December 2021

Breast Cancer: Targets and Therapy 2021:13 701-709 701
© 2021 Fiser et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.php
v No

and incorporate the Creative Commons Attribution — Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the work
you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).


mailto:kristinrojasmd@gmail.com
http://www.dovepress.com/permissions.php
https://www.dovepress.com

Fiser et al

Dove

Surgical de-escalation
Oncoplastic procedures
Axillary downstaging,
lymphedema prevention
techniques

* Improved radiation delivery

» Screening for lymphedema
» Treating menopausal symptoms
» Addressing sexual health concerns

Pretreatment

Local
Treatment

Survivorship

* Preoperative education
« Lifestyle changes
* Prehabilitation

» Genomic profiling
* Preventing alopecia
* Preventing weight gain

Systemic
Therapy

Figure | Interventions to decrease disruptions in body image through the breast cancer care continuum.

Shared Decision-Making

Preoperative education and expectation setting impacts
patients’ selection of surgical treatment that may include
options of breast-conserving therapy (lumpectomy or onco-
plastic lumpectomy), skin-sparing and non-skin-sparing
mastectomy with and with or without reconstruction, and
axillary staging. Before starting treatment, an open discus-
sion on surgical options and their potential to change how
patients may look and therefore their body image can assist
with this complex decision-making. Often these conversa-
tions are an opportunity to dispel patients’ misconceptions
that more aggressive surgery is necessary to decrease the
recurrence rate, which is usually not the case in early-stage
breast cancer.* Such discussions also improve objective
surgical outcomes such as the rate of complications tied to
poor patient satisfaction with appearance. The American
Society of Breast Surgeons’ multidisciplinary pain manage-
ment consensus guidelines outline the importance of appro-
priate expectation-setting to improve postoperative pain
control, further decreasing patient anxiety. They also recom-
mend nutritional optimization, smoking cessation, activity
instructions, and wound and drain care, impacting post-
operative complication rates and cosmetic outcomes.’

Local Therapy De-Escalation
The contemporary management of localized breast cancer
involves a multimodal approach that includes surgery and

systemic therapy with or without adjuvant radiation. The
past decade has produced a rapid evolution in the de-
escalation of treatment for patients with early-stage dis-
ease to include downstaging of breast and axillary surgery,
tailored systemic therapies to ensure that only those who
will benefit will receive them, and novel approaches to
radiation delivery that include hypofractionation schedules
and intensity-modulated radiation therapy (IMRT).

Surgery for breast cancer requires a delicate balance
between oncologic control of the disease while preserving
the aesthetic appearance of the breast. The surgical man-
agement of breast cancer has evolved from breast amputa-
tions during the Byzantine Empire,’® radical mastectomies
pioneered by William Halsted in 1882, and eventually
breast conservation, including oncoplastic procedures.
The Halsted radical mastectomy includes resection of the
chest wall skin, breast parenchyma, pectoralis major and
minor muscles, and all axillary lymph nodes.” In 1971,
Fisher et al published the results of a landmark rando-
mized trial which compared radical mastectomy to mas-
tectomy with or without radiation therapy and
demonstrated no improvement in survival with more
extensive surgery.®

This finding led to the development of the simple
mastectomy (removal of skin and complete breast par-
enchyma) with a tailored axillary approach. In the early

1990s, the skin-sparing mastectomy was introduced, where
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the mammary gland, pectoralis major fascia, and the nip-
ple areolar complex are removed while preserving the skin
first
described as subcutaneous mastectomies in the early

envelope.” Nipple-sparing mastectomies were
1990s in the risk reduction setting. Of note, today’s nipple-
sparing mastectomy does not purposely leave behind sub-
cutaneous tissue as the original iteration and is considered
an acceptable surgical strategy for carefully selected
patients. In 2003, Gerber et al demonstrated their safety
in patients with tumors distant from the nipple.'® The
continued evolution of mastectomy techniques from
Halsted’s radical mastectomy to the nipple-sparing mas-
tectomy has led to less morbidity and improved cosmesis
without compromising oncologic outcomes.” This is
further highlighted in studies demonstrating improved psy-
chosocial well-being in patients who receive nipple-
sparing mastectomy vs. total mastectomy.” Nevertheless,
despite preserving the native nipple-areolar complex, this
approach can still result in decreased nipple sensation for
women, impacting their arousal and sexual satisfaction.'?
In addition to the contemporary mastectomy types,
breast conservation (BCT), or lumpectomy with adjuvant
radiation, is appropriate surgical management for women
with early-stage disease. The NSABP B-06 trial demon-
strated similar survival in women with early-stage breast
cancer when comparing mastectomy to lumpectomy with
or without radiation therapy.'”> A more recent study
reported that BCT results in superior survival outcomes
compared with mastectomy with or without radiation after
adjusting for tumor characteristics, treatment, demo-
graphics, comorbidity, and socioeconomic background.'
Breast conservation is an oncologically-safe procedure in
appropriately-selected patients and is also more likely to
result in superior satisfaction with appearance when com-
pared to mastectomy with or without reconstruction.'”
Even though lumpectomy removes less breast tissue,
contour deformities may persist when 20% of breast volume
has been removed or if the tumor resection is performed in
the inferior, medial or retroareolar region.'® In appropriately
selected patients, plastic surgery techniques can be combined
with lumpectomy, allowing for more extensive resections
and reconstruction of the defect to improve cosmesis. The
basic principles of oncoplastic surgery, a term first used in
1993, involve aesthetic scar placement, reconstructing
volume defects using either tissue remodeling or volume
replacement using distant tissue, de-epithelialization, and
donut mastopexy.'”'® Another tenet of oncoplastic surgery
is to perform a symmetrizing procedure to the contralateral

breast. When patients undergo BCT with mastopexy or
a breast reduction technique, they can be offered simulta-
neous contralateral symmetrizing mastopexy without an
increased risk of complication or delays to adjuvant
therapy.'? Oncoplastics will remain an essential part of breast
cancer treatment as multiple studies have shown improved
objective cosmetic outcomes, patient-reported quality of life,
and self-esteem compared to BCT alone."”

Axillary Downstaging

As the surgical technique of the mastectomy evolves, so too
has the surgical management of the axilla. Determining axil-
lary lymph node status in the preoperative setting provides
prognostic information while guiding surgical, systemic, and
radiation treatment decisions. Axillary lymph node dissec-
tion, which involves the removal of the lymph nodes in levels
I and 1II of the axilla (lateral and posterior to the pectoralis
minor muscle) carries significant risk of postoperative mor-
bidity including decreased upper extremity mobility, seroma
formation, paresthesia, and lymphedema. Of these, lymphe-
dema has a significant impact on a patient’s aesthetic and
functional outcome. The prevalence of lymphedema in
patients undergoing an axillary lymph node dissection is
between 20 and 35% but varies depending on comorbid
conditions and receipt of multimodal therapy.?® In patients
presenting with clinically node-negative disease, sentinel
lymph node biopsy has replaced axillary lymph node dissec-
tion as a staging procedure for the axilla. Sentinel node
biopsy is a procedure that utilizes radiotracer, dye, or both
in order to identify the first draining lymph nodes from the
breast and the ones most likely to have cancer if the tumor
had spread from the breast. The false negative rate of the
procedure is 5-10%.%' The standard of care is to offer senti-
nel node biopsy in patients with clinically node-negative
disease, which affords a significantly lower rate of lymphe-
dema (5%).?° Therefore, detecting breast cancer in the early
stages, prior to metastasis to the axilla, translates to less long-
term morbidity.

With the increased utilization of neoadjuvant therapy,
the ability to “downstage” a patient’s axilla from clinically
node-positive to node-negative may allow for less exten-
sive axillary surgery. Published results of the ACOSOG
71071 and the SENTINA trials demonstrated that with
appropriate staging and surgical techniques, the false nega-
tive rate could be decreased to an acceptably low
percentage.’™* ACOSOG Z1071 was a single-arm study
where all patients received neoadjuvant therapy, followed
by an attempt at sentinel lymph node biopsy, followed by
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axillary lymph node dissection. The study found that the
false-negative rate of sentinel node biopsy in women with
clinically node-positive (cN1) disease who received
neoadjuvant chemotherapy who had two or more sentinel
lymph nodes examined was 12.6%, which was greater than
the predetermined threshold of 10%. However, when the
sentinel node biopsy included three or more sentinel
lymph nodes and dual tracers were used for sentinel
lymph node detection (both radionucleotide and blue
dye), the false-negative rate fell to 10.8% and 7%,
respectively.? Results from the SENTINA trial were simi-
lar with a false negative rate of less 10% for patients who
had >3 sentinel lymph nodes removed and a false negative
rate of 8.6% with the use of dual tracers.”® These and other
seminal studies led to the widespread adoption of sentinel
node biopsy in patients with a good clinical response to
neoadjuvant therapy in the axilla. Furthermore, utilizing
less morbid axillary surgery in this setting has also led to
the increased utilization of neoadjuvant systemic therapies,
therefore increasing options for the surgical management
of the breast due to smaller post-treatment tumor sizes.

Radiation
Radiation side effects include skin dermatitis, skin retraction,
scarring, capsular contracture, and decreased arm range of
motion, all of which can negatively impact a patient’s post-
treatment body image. One way to reduce the incidence of
these sequelae is to limit radiation in patients without a
a survival benefit, specifically in older women. The CALGB
9343 trial showed that omission of radiotherapy in women >70
years old with estrogen receptor-positive early-stage breast
cancer who undergo lumpectomy and receive five years of
endocrine therapy was not associated with worse overall sur-
vival. The study found no difference in overall or distant
disease-free survival between those who did and did not
receive adjuvant radiation.** Similar results were demonstrated
in the PRIME II clinical trial, which included women >65
years old with early-stage breast cancer who underwent lum-
pectomy and received endocrine therapy and did not show
a difference in regional recurrence, distant metastases, contral-
ateral breast cancer rate or overall survival.>

Some patients undoubtedly benefit from adjuvant radia-
tion, including those with histologically aggressive subtypes or
node-positive disease. For patients requiring adjuvant radia-
tion, body image-impacting adverse outcomes can be mini-
mized through the modification of radiation delivery. For
example, intensity-modulated radiation therapy (IMRT) uti-
lizes computer-controlled linear accelerators to control the

beam’s intensity in multiple small volumes. IMRT allows
higher doses to be focused on the tumor while limiting the
radiation dose to adjacent normal tissue. Several studies have
demonstrated improved cosmetic outcomes with the use of
IMRT compared to standard radiotherapy.z(kzg While not cur-
rently considered the standard of care for adjuvant breast
cancer treatment, the use of proton radiotherapy instead of
conventional photons may offer similar benefits to IMRT
such as higher beam conformality, full coverage of the target
while minimizing dose to surrounding tissues. Prospective
studies are underway to determine whether proton therapy
results in decreased skin toxicities compared to conventional
photons.*

Systemic Therapy

Neoadjuvant or adjuvant systemic therapy is a key element in
the multimodal approach to treating invasive breast cancer.
Genomic profiling of tumors allows for the selection of patients
most likely to benefit from cytotoxic chemotherapy whose
adverse effects include but are not limited to neuropathy,
alopecia, cardiotoxicity, cytopenias, and induced menopause.
The TAILORx and RxPonder trials randomized early-stage
patients with estrogen receptor positive, Her2-negative (ER
+/Her2-) invasive breast cancer to receive adjuvant endocrine
therapy alone or chemotherapy and endocrine therapy based on
Oncotype DX Recurrence Score.’’*? The TAILORx trial
found no benefit to chemotherapy in women with node-
negative ER+/Her2- and a Recurrence Score (RS) of 25 or
less.>' The RxPonder trial addressed a similar question in
women with node-positive ER+/Her2- disease (1-3 nodes
positive) and found that postmenopausal women with a RS
of 25 or less can forgo chemotherapy regardless of clinical-
pathological parameters. In premenopausal women, however,
with similar RS there was some benefit from chemotherapy.**
More work is currently underway to determine if certain
groups within this premenopausal population can omit cyto-
toxic chemotherapy without an adverse oncologic impact. The
utilization of genomic profiling has significantly impacted the
treatment of invasive breast cancer, with approximately 70% of
patients with early-stage ER+/Her2- breast cancer able to
safely avoid chemotherapy.>'

Most chemotherapy regimens, until recently, included
either an anthracycline or a taxane agent. Both drugs are
known to cause temporary or rarely permanent alopecia,
which can negatively impact body image. The incorporation
of scalp cooling devices during chemotherapy receipt now
offers patients an option for limiting hair loss during treatment.
work found

Recent successful hair preservation in
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approximately 50% of women with scalp cooling compared to
0% of women in the control group (p=0.006).>> Unfortunately,
the commercially available devices are not always covered by
insurance and sometimes result in an out-of-pocket expense for
patients.

Lymphedema Risk Mitigation

Lymphedema is the localized swelling caused by an abnor-
mal accumulation of protein-rich lymphatic fluid in the
One
3.5 million breast cancer survivors in the United States
their
lifetime.>* However, with the adoption of sentinel lymph

subcutaneous tissues. in five of the current

will be diagnosed with lymphedema during
node biopsy instead of a complete axillary lymph node
dissection in clinically node-negative breast cancer
patients, the median number of removed nodes and asso-
ciated axillary lymphatics decreases, lowering the risk of
lymphedema from 14% to 8%."

If an axillary dissection is required either because of bulky
nodal disease, incomplete response to neoadjuvant chemother-
apy, or to avoid post-mastectomy radiation, a proactive
approach to lymphedema prevention may be incorporated
into the surgical procedure. One method to reduce lymphe-
dema is to preserve lymphatics draining from the arm through
axillary reverse mapping (ARM). ARM was developed in the
1960s and involves injecting blue dye into the subdermal space
of the upper medial arm before the start of the axillary lym-
phadenectomy. The blue dye is taken up by the lymphatics in
the axilla which can be identified and carefully preserved
during the axillary surgery.*®

In 1969, the first lymphaticovenous bypass was
described to treat patients with chronic lymphedema. The
principles of this procedure are to anastomose lymphatic
channels to nearby veins to bypass the diseased or
The
(Lymphatic

damaged channels.
LYMPHA

Preventive Healing Approach) can be utilized during the

lymphatic contemporary

technique Microsurgical
axillary lymphadenectomy with a surgical microscope to
anastomose the blue lymphatics to a vein. Recent work
found that with the utilization of this technique, the lym-
phedema rate is as low as 4%.%” Another option to treat
longstanding lymphedema is Vascularized Lymph Node
Transfer (VLNT) utilizing microsurgical techniques to
transplant functional lymph nodes into the recipient bed
of an extremity affected by lymphedema in order to re-
establish lymphatic function and flow to the affected
extremity.®

Preventing and Managing Weight

Gain During Treatment

Weight gain is a common problem for women diagnosed with
breast cancer and occurs from the time of diagnosis and con-
tinues up to three years post-diagnosis. Fatigue, decreased lean
muscle mass, metabolic rate changes, and the induction of
menopause in premenopausal women all contribute to weight
gain during treatment.**** In a cross-sectional survey of
patients at least one year from surgery, women who were
obese were more dissatisfied with their appearance than nor-
mal-weight women (13.0 vs 4.1%, p =0.01). Of note, this
adverse impact on body image includes women who receive
mastectomy with reconstruction.*!

Outside of the psychosocial impact, addressing weight
management before the initiation of treatment may also impact
oncologic outcomes. Exercising during breast cancer treatment
not only helps with weight loss, but also decreases the risk of
recurrence, anxiety and fatigue, and improves overall quality
of life. This is beneficial for patients with obesity, which has
been shown to lead to an increased risk of breast cancer
recurrence.*> A systematic review looking at prevention inter-
ventions to prevent weight gain in women undergoing che-
motherapy for breast cancer found that the most successful
interventions promoted physical activity multiple times per
week and face-to-face dietary counseling. With these interven-
tions, women were able to prevent weight gain and even lose
weight during treatment.*

Prehabilitation

Improving patients’ physical preparedness for treatment is
an intervention that can improve treatment outcomes,
decrease complication rates, and improve postoperative
body image and satisfaction. Several studies have shown
that physically fit surgical candidates have lower perio-
perative complication rates and faster return to baseline
function.* “Prehabilitation” is defined as the “process on
the continuum of care that occurs between the time of
cancer diagnosis and the beginning of acute treatment,
includes physical and psychological assessments that
establish a baseline functional level, identifies impair-
ments, and provides targeted interventions that improve
a patient’s health to reduce the incidence and the severity
of current and future impairments.** The essential compo-
nents of a prehab program include general conditioning
exercise, targeted exercise, nutritional interventions, psy-
chological well-being, and smoking cessation.** In terms
of general conditioning exercises, muscle groups are
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targeted via resistance, flexibility, or strength training.
Prescribing “prehabilitation” before initiating systemic
therapies can help manage treatment-associated weight
gain while improving both objective and patient-reported
outcomes. Patients with better cardiovascular status prior
to initiation of chemotherapy may also have decreased
morbidity and less cardiotoxicity.*’

Prehabilitation prior to surgery can also impact surgical
outcomes. An expert panel recently published guidelines
illustrating the role of nutrition, exercise, stress, and smok-
ing and their effects on perioperative outcomes.*® Recent
studies have shown that prehabilitation leads to a reduction
of postoperative complications and a faster recovery after
surgery.*’ Studies are ongoing in the autologous breast
reconstruction setting to determine whether “prehab” tar-
geting of the shoulders, arms, and abdomen to increase
range of motion and strength improves postoperative
reconstruction outcomes.*® Prehabilitation is an evolving
therapy that seems to be beneficial to breast cancer
patients and can help with their overall health, strength,
mobility along with an improved sense of self.

Addressing Menopausal and Sexual

Sequelae of Treatment

Women’s cancer treatment may lead to changes in sexual
health including induced menopause, and adversely impact
their perception of physical attractiveness.*” Patients receiving
either chemotherapy and/or estrogen-blocking medications
may experience early menopause or a worsening of menopau-
sal symptoms including hot flashes, metabolic disruptions,
mood changes, musculoskeletal pain, and sexual
dysfunction.”® Premenopausal patients receiving chemother-
apy are often prescribed ovarian suppression to “quiet” the
ovaries during chemotherapy, protecting them from cytotoxi-
city and improving ovarian function post-treatment.’'~?
Similarly, the gonadotoxicity induced through exposure to
cytotoxic chemotherapy without the use of gonadotropin-
altering medications as ovarian suppression may produce simi-
lar symptoms.

After surgery with or without radiation or chemotherapy,
patients with estrogen receptor-positive breast cancer are
usually recommended 5—-10 years of adjuvant endocrine ther-
apy (also known as estrogen blockade) to decrease the risk of
local and systemic recurrence.’> Aromatase inhibitors (Als)
are recommended in this setting for postmenopausal or pre-
menopausal patients on ovarian suppression. Their effective-

ness depends on the systemic suppression of aromatase,

leading to very low levels of circulating estrogens and often-
times severe symptoms related to this suppression. Selective
estrogen receptor modulators can be prescribed for either pre-
or postmenopausal patients and produce similar symptoms
through a different mechanism acting as an antagonist to the
intranuclear estrogen receptor.

Preparing patients for these changes and pre-emptively
offering strategies for symptom mitigation can improve
patient quality of life and treatment adherence.
Interventions to decrease hot flashes include exercise,
avoiding triggers, and even acupuncture. Both venlafaxine
and oxybutynin have been shown to decrease hot flash
frequency and duration in prospective studies.”

Education regarding sexual sequelae of treatment such as
vaginal dryness and atrophy symptoms, now known as geni-
tourinary syndrome of menopause (GSM), fosters open com-
munication during treatment and empowers patients to manage
issues as they arise. Vaginal moisturizers with hyaluronic acid
should be encouraged on evenings where sexual activity is not
planned, and gimmick-free silicone-based lubricants for sexual
activity can decrease intercourse-related pain.

While adjuvant endocrine therapy decreases the risk of
recurrence by approximately 40%, patient adherence to ther-
apy relies on screening and treating symptoms.>* After three
years of estrogen blockade with an aromatase inhibitor, the
proportion of patients continuing to take the medication ranges
from 50%-68%.>> Reasons for cessation of therapy in these
studies include arthralgias, myalgias, hot flashes and fatigue.”®
The American Cancer Society and American Society of
Clinical Oncology have released a Breast Cancer
Survivorship Care Guideline document in which five key
areas of breast cancer survivorship are discussed.’’ These
five areas are surveillance for breast cancer recurrence, screen-
ing for second primary cancers, assessment and management
of physical and psychosocial long-term effects of breast cancer
and treatment, and promotion of health and coordination of
care. Through increased awareness of the side effects of breast
cancer treatment, from psychosocial issues to physical limita-
tions, clinicians can address these issues and provide indivi-

dualized support to patients.

Psychological Interventions During

Treatment

Psychological interventions to address body image
changes in breast cancer patients include cognitive-
behavioral, educational, interpersonal, and psychosocial

approaches with the aim of decreasing psychological
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distress, relaxation methods, and to modify the perception
of one’s body.*®* As noted above, interventions including
physical activity have the ability to decrease appearance-
impacting complications of surgery, but can also be com-
bined with psychological support to promote personal

well as 60

strength as improvements in cognition.
Cognitive Behavioral Therapy (CBT) is a time-limited
and goal-oriented approach that focuses on changing pat-
terns of thinking or behavior and has been shown to be
helpful in addressing body image disturbances associated
with cancer diagnosis and treatment.®’ One-on-one psy-
chotherapy, structured groups, and couple interventions
were also found to improve body image scores and rela-

tionship satisfaction.®'?

Discussion
In 2022, nearly 4 million women will be living with
a diagnosis of breast cancer.®” The impact of breast cancer
on the well-being of patients is far-reaching and, unfortu-
nately long-lasting, with body image a significant concern
for many women. Furthermore, anxiety, depression, neu-
rocognitive dysfunction, sexual dysfunction, and suicide
are more common in breast cancer survivors when com-
pared to non-cancer groups.®> Advancements in preopera-
tive counseling, local therapy, tailored systemic
treatments, and survivorship support can reduce the impact
of treatment on a patient’s perception of self. From
a surgical standpoint, aesthetic outcomes can be optimized
while preserving the oncologic principles of locoregional
control and staging. Novel techniques such as oncoplastic
and lymphatic-venous bypass procedures can decrease
postoperative morbidities from chronic pain to lymphe-
dema. Adjuvant therapy morbidity impacting body image
such as skin changes from radiation are reduced through
careful patient selection and improved delivery techniques.
From a systemic therapies perspective, tumor-specific
genomic profiling limits potential toxicities to only those
known to benefit, while ancillary therapies such as scalp
cooling devices can limit dramatic appearance changes
associated with chemotherapy. Finally, the incorporation
of prehabilitation and survivorship support, including
screening for menopausal symptoms and sexual sequelae,
can improve patient adherence to treatment and overall
quality of life, optimizing the physical and psychologic
well-being over their lifetime.

Of note, in this review, we focus on the different
components of mitigating poor body image outcomes in

the average female breast cancer patient, who is a median

age of 62 years old. Consequently, some of these princi-
ples may not apply to all patients, such as younger patients
in their 20s-30s, a population that appears to be increasing
over time. Likewise, given the low incidence of breast
cancer in men, inferences are made based upon studies
performed on women due to the exclusion of male patients
from many large prospective trials. Ongoing inclusive
trials will shed light on the impact of treatment on body
image and appearance satisfaction in these unique patient
populations. Nevertheless, increasing awareness regarding
the potential sequelae of treatment for all patient popula-
tions will undoubtedly lead to improved screening mea-
sures and more options for treatment.

Conclusion

Women with breast cancer experience treatment-induced
changes in appearance affecting their relationship with
their body in some way. While some changes are neces-
sary for treatment and improve survival, others can be
mitigated with prevention strategies. Before starting treat-
ment, an open discussion on surgical options and shared
decision-making helps prepare patients for the changes
they may experience. This conversation is an opportunity
to dispel patients’ misconceptions and clarify that less
aggressive surgery may be feasible. Treatment de-
escalation when appropriate and interventions to reduce
morbidity risk include utilization of neoadjuvant therapy,
consideration of breast conservation, sentinel node biopsy
and surgical interventions to prevent lymphedema can
decrease abrupt or chronic physical alterations impacting
patients’ body image. Lastly, improved screening and
management of psychological sequelae during survivor-
ship, including addressing menopausal and sexual health
concerns can decrease breast cancer treatment’s negative
impact on physical and psychological well-being and over-
all sense of bodily self.
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