Tips and Talking Points
for Healthcare Providers
TIP 1: DCIS is not an emergency.
1 DCIS is not the same as invasive breast cancer. It does not spread to other parts of the
body and therefore is generally not life-threatening.
1 There is no medical reason for patients to feel rushed. Patients have time to make decisions.
1 Some fear is natural, but DCIS can be managed safely and with excellent long-term results.

TIP 2: Not all DCIS is the same.
1 There are three grades of DCIS — low, intermediate, and high.
1 Some investigators consider low or intermediate grade, and estrogen receptor (ER) positive
DCIS to be “low-risk,”1 with the lowest chance of recurrence.2

TIP 3: Most DCIS carries a very low risk for breast cancer, and some risk factors are known.
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Death from breast cancer is rare after a diagnosis of DCIS.3
About 80% of women treated for DCIS will not have a future DCIS or invasive breast cancer.4
Less than 10% of women treated for DCIS get invasive breast cancer in the long term.5
Risk factors include: under 35 years of age; African-American; high-grade; positive margins;
palpable lump.5

TIP 4: Aggressive Treatment for low-risk DCIS is now being questioned and studied.
1 Currently, women with any grade of DCIS are treated with the same surgery and radiation
as if they had invasive breast cancer.
1 Treatment for DCIS does not appear to improve overall survival or to substantially lower
the risk of breast cancer-specific mortality.6

TIP 5: Randomized clinical trials are designed to compare treatments.
1 There are three large randomized clinical trials for women with low-risk DCIS.
1 The COMET study is in the United States. Two others, called LORIS & LORD, are in Europe.
1 The COMET study will randomize 900 women diagnosed with low-risk DCIS to one of
two groups:
 The Active Surveillance group is monitored with 6-month mammograms
and physical exam.
 The Surgery group is treated by surgery (with or without radiation) and
annual mammogram.
1 Women in either group can choose to have endocrine therapy.
1 If there is evidence of disease progression or recurrence in follow-up, procedures are in
place to safely manage the patient.
1 Women must agree to be randomized to participate in the study. If, after randomization,
the patient declines the group they are randomized to, they will be asked whether they still
agree to be followed and complete the scheduled surveys.

Thank you for helping us to try and improve future treatment
options for women with DCIS.
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TIP 6: Why should your patient consider joining the COMET Study?
1 Waiting to remove DCIS upon progression (if that ever occurs), may have the same survival
benefit as immediate surgery.
1 Active Surveillance is not yet standard of care: the COMET study may help determine its role.
1 Women in the Surgery group are treated according to standard of care.
1 Women in the Active Surveillance group may be spared the physical and emotional side
effects, and personal and financial burdens that can occur with surgery and radiation.
1 Women in the COMET study will make an invaluable contribution to the understanding of
DCIS and its management for those who are diagnosed with low-risk DCIS in the future.

TIP 7: If your patient enrolls in the COMET study, they will be:
1 asked to complete surveys at baseline, 6 months, and then every year for 5 years.
1 closely monitored during the 5 years of the study, and if diagnosed with invasive cancer,
will receive appropriate treatment for their diagnosis.
1 able to drop out of the study at any time for any reason.

TIP 8: The COMET Study brochure and website (www.dcisoptions.org) may be a helpful resource
for you and your patients.
1 Please encourage your patients to check out the COMET study brochure and associated
website, which includes supportive resources, information and videos on various topics
for women with all types of DCIS, and includes further information on the COMET Study.
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A more comprehensive set of references is available at www.dcisoptions.org/resources/researchers

Please share these Tips and Talking Points with referring
primary care physicians, radiologists, surgeons, pathologists, oncologists,
and other healthcare providers.

