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A commentary on
 Bilateral risk-reducing mastectomy is the safest strategy in BRCA1 carriers

by Pilgrim, S., and Pain, S. (2014). Eur. J. Surg. Oncol. 40, 670–672. doi: 10.1016/j.ejso.2014.02.218



Pilgrim and Pain (2014) suggest the best option for BRCA1 carriers is to undergo a bilateral prophylactic mastectomy (BPM). Pilgrim and colleagues suggest that a BPM combined with salpingo-oophorectomy at 25 years old is the best option to minimize risk of developing breast cancer (BC) and ovarian cancer. Undergoing BPM may be the safest option to reduce incidence and mortality, however a diagnosis of a BRCA mutation does not confer a 100% risk and BPM is not the only risk management option. The risk (to 70 years) of developing BC for a BRCA1 carrier is estimated to be about 60% (Mavaddat et al., 2013) and it has been suggested women with BRCA mutations may have up to 80% lifetime risk (National Cancer Institute, 2013). We contend BPM it is not necessarily the best option for all women, especially at such a young age and without a process of fully informed and supported decision-making. The purpose of the current paper is to highlight that health professional recommendations to undergo a BPM may lead to patient regret and clinician blame. Our commentary highlights the consequences of undergoing a BPM without a process of fully informed decision-making, including potential emotional and psychological complications associated with body image and sexuality. We suggest health professionals should provide patients with all options, including screening, medical risk reduction (e.g., tamoxifen) and BPM. We propose all women considering BPM should be referred to an experienced counselor or psychologist to discuss their options, and ensure these individuals are making an informed decision and not one driven by fear or based on the perceived bias of one health professional or other individual, such as anecdotal advice from well-meaning friends or family.

Women with a BRCA mutation are often extremely fearful about developing BC (Dean, 2016). As such, many are driven to undergo BPM out of fear without considering the consequences (Frost et al., 2000). Furthermore, there is evidence to suggest that discussions initiated by a health professional to opt for BPM may lead to regret post-surgery in some women. For example, Payne et al. (2000) found that initiation of discussion about BPM could influence women's decision-making. They found that those who had regrets about their surgery reported the discussion about BPM was initiated by a health practitioner. They concluded that a practitioner-initiated discussion about undergoing BPM predicted regret. More recently, there are reports of litigation on the basis that women were ill-informed of treatment options and left with complications following BPM. Early in 2016 an Australian newspaper reported a story of two women suing a hospital following BPM on the basis that health professionals did not fully explain treatment options to them (Cavazzini and App, 2016). If health professionals encourage BPM simply based on statistical risk reduction and without taking into account other options and potential consequences of surgery, it may increase psychological issues post-surgery and lead to women blaming health professionals if they are unhappy with the outcome or feel they were not fully informed of other options. Regret may be more common if the solution to a proven BRCA mutation is practitioners recommending BPM and women feeling rushed into surgical options, primarily out of fear, and without a process of informed and supported decision-making (Taylor and Tischkowitz, 2014). Health professionals should discuss with women of all their options in an unbiased fashion, which includes BPM as one option. Women who wish to consider the irreversible procedure of BPM should then be referred by their practitioner to a psychologist to discuss these options, including deferring a decision to a later date, especially if women are as young as 25 years old.

Statistically BPM may be the best option to reduce the risk of developing BC. Although the risk is not reduced to zero, BPM can reduce the relative risk that BC will develop by over 90% (Hartmann et al., 1999; Rebbeck et al., 2004). This is important to highlight since there may be the perception amongst patients that BPM reduces the cancer risk to zero, which is not true. The decision to undergo BPM is a personal decision and is often fraught with emotional, psychological and physical complications (den Heijer et al., 2012; Hallowell et al., 2012). The decision needs to be informed and made by the individual (Taylor and Tischkowitz, 2014). A decision to undergo BPM needs to take into account factors such as having children, breast feeding, quality of life and intimacy. A woman's perception of her body can change as a result of BPM, and this can contribute to women feeling less feminine. Women often report their reconstructed breasts look and feel unnatural which makes them feel less attractive and impacts their sex life (Altschuler et al., 2008; Brandberg et al., 2008). Poor cosmetic outcomes, complications from surgery and/or reconstruction are not uncommon and often associated with greater psychological distress (Bebbington Hatcher and Fallowfield, 2003).

For these reasons we suggest that there is a need to provide counseling/psychological consultation to BRCA positive women who are considering BPM. This approach is less likely to lead to practitioner blame and will ensure women are fully informed about the best course of action for them before deciding and undergoing BPM. Patenaude et al. (2008) demonstrated support for psychological consultation before BPM by an experienced and knowledgeable practitioner. Women in their study suggested it would be helpful to anticipate what they might feel after undergoing surgery. An experienced counselor/psychologist is equipped to discuss psychological and emotional implications of a BPM to ensure women have explored all the options and are able to make an informed decision. Women may often not be able or willing to understand the ramifications of this surgery because they are so driven by fear. Emphasis on ensuring women understand the realities of BPM, and making sure they are ready for such surgery, will likely lead to more satisfaction and less psychological adjustment issues following surgery.

In summary, women with BRCA mutations should be fully informed and supported in their decisions around treatment both now and into the future, including understanding both benefits and potential complications of all treatment options. Women who wish to consider BPM should be referred for counseling and psychological support to ensure they understand their options and the implications of undergoing BPM.
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