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Note: For more information regarding the categories and definitions used for the NCCN Evidence Blockstm, see page EB-1. 
All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial.  Participation in clinical trials is especially encouraged.

DCIS-1

aSee NCCN Guidelines for Breast Cancer Screening and Diagnosis.
bThe panel endorses the College of American Pathologists Protocol for pathology reporting for all invasive and noninvasive carcinomas of the breast. http://www.cap.org.
cSee NCCN Guidelines for Genetic/Familial High-Risk Assessment: Breast and Ovarian.
dSee Principles of Dedicated Breast MRI Testing (BINV-B).
eThe use of MRI has not been shown to increase likelihood of negative margins or decrease conversion to mastectomy. Data to support improved long-term outcomes are lacking.
fRe-resection(s) may be performed in an effort to obtain negative margins in patients desiring breast-conserving therapy. Patients not amenable to margin-free 

lumpectomy should have total mastectomy.
gSee Margin Status in DCIS (DCIS-A).
hComplete axillary lymph node dissection should not be performed in the absence of evidence of invasive cancer or proven axillary metastatic disease in women with 

apparent pure DCIS or mammographically detected DCIS with microcalcifications. However, a small proportion of patients with apparent pure DCIS will be found to 
have invasive cancer at the time of their definitive surgical procedure. Therefore, the performance of a sentinel lymph node procedure should be strongly considered if 
the patient with apparent pure DCIS is to be treated with mastectomy or with excision in an anatomic location compromising the performance of a future sentinel lymph 
node procedure. 

iSee Principles of Radiation Therapy (BINV-I). 
jComplete resection should be documented by analysis of margins and specimen radiography. Post-excision mammography could also be performed whenever 

uncertainty about adequacy of excision remains.
kPatients found to have invasive disease at total mastectomy or re-excision should be managed as having stage l or stage ll disease, including lymph node staging.
lSee Special Considerations to Breast-Conserving Therapy Requiring Radiation Therapy (BINV-G).
mWhole-breast radiation therapy following lumpectomy reduces recurrence rates in DCIS by about 50%. Approximately half of the recurrences are invasive and half are DCIS. A 

number of factors determine local recurrence risk: palpable mass, larger size, higher grade, close or involved margins, and age <50 years. If the patient and physician view the 
individual risk as “low,” some patients may be treated by excision alone. Data evaluating the three local treatments show no differences in patient survival. 

nSee Principles of Breast Reconstruction Following Surgery (BINV-H).

DIAGNOSIS WORKUP PRIMARY TREATMENT

DCIS
Stage 0
Tis, N0, M0a

• History and physical exam
• Diagnostic bilateral mammogram
• Pathology reviewb

• Determination of tumor estrogen 
receptor (ER) status

• Genetic counseling if patient is 
high-risk for hereditary breast 
cancerc

• Breast MRId,e (optional)

Lumpectomyf,g without lymph node 
surgeryh + whole breast radiation 
therapyi,j,k,l,m (category 1)
or
Total mastectomy with or without  
sentinel node biopsyh,k ±  
reconstructionn

or
Lumpectomyf,g without lymph node 
surgeryh without radiation therapyi,k,l,m 
(category 2B)

See 
Postsurgical 
Treatment 
(DCIS-2)
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LCIS-1

aLCIS is present on initial biopsy (needle or surgical) or on final excision with or without other proliferative changes (atypical ductal or lobular hyperplasia).
bSome variants of LCIS (pleomorphic LCIS) may have a similar biological behavior to that of DCIS. Clinicians may consider complete excision with negative margins  

for pleomorphic LCIS, but outcomes data regarding the efficacy of surgical excision to negative margins are lacking. There are no data to support using radiotherapy  
in this setting.

cMultifocal/extensive LCIS involving >4 terminal ductal lobular units on a core biopsy may be associated with increased risk for invasive cancer on surgical excision.

DIAGNOSIS WORKUP RISK REDUCTION SURVEILLANCE

LCIS 
identified on 
breast biopsy
Stage 0
Tis, N0, M0

• History and 
physical

• Diagnostic 
bilateral 
mammogram

• Pathology 
review

Biopsy was core 
needle biopsy 
(less than surgical 
biopsy)a,b

Initial biopsy was 
surgical biopsya,b,c

Perform 
surgical 
excision

LCIS without 
other cancer

Ductal carcinoma 
in situ (DCIS) 

Invasive 
breast cancer

Surveillance as per 
• NCCN Guidelines 

for Breast Cancer 
Risk Reduction

• NCCN Guidelines 
for Breast Cancer 
Screening and 
Diagnosis

Counseling regarding 
risk reduction, 
see NCCN Guidelines 
for Breast Cancer 
Risk Reduction

See NCCN Guidelines for DCIS 
(DCIS-1)

See NCCN Guidelines for 
Invasive Breast Cancer (BINV-1)
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EB-1

NCCN EVIDENCE BLOCKS CATEGORIES AND DEFINITIONS

E S  Q C  A 

E = Efficacy of Regimen/Agent
S = Safety of Regimen/Agent
Q = Quality of Evidence
C = Consistency of Evidence
A = Affordability of Regimen/Agent

5
4
3
2
1

Efficacy of Regimen/Agent
5 Highly effective: Often provides long-term survival advantage 

or has curative potential
4 Very effective: Sometimes provides long-term survival 

advantage or has curative potential
3 Moderately effective: Modest, no, or unknown impact on 

survival but often provides control of disease
2 Minimally effective: Modest, no, or unknown impact on 

survival and sometimes provides control of disease
1 Palliative: Provides symptomatic benefit only

Safety of Regimen/Agent
5 Usually no meaningful toxicity: Uncommon or minimal side 

effects. No interference with activities of daily living (ADLs)
4 Occasionally toxic: Rare significant toxicities or low-grade 

toxicities only. Little interference with ADLs
3 Mildly toxic: Mild toxicity that interferes with ADLs is common
2 Moderately toxic: Significant toxicities often occur; life 

threatening/fatal toxicity is uncommon. Interference with ADLs 
is usual

1 Highly toxic: Usually severe, significant toxicities or life 
threatening/fatal toxicity often observed. Interference with ADLs 
is usual and/or severe

5 High quality: Multiple well-designed randomized trials and/or 
meta-analyses

4 Good quality: Several well-designed randomized trials
3 Average quality: Low quality randomized trials or well-

designed non-randomized trials
2 Low quality: Case reports or clinical experience only
1 Poor quality: Little or no evidence

Quality of Evidence 

5 Highly consistent: Multiple trials with similar outcomes
4 Mainly consistent: Multiple trials with some variability in 

outcome
3 May be consistent: Few trials or only trials with few patients; 

lower quality trials whether randomized or not
2 Inconsistent: Meaningful differences in direction of outcome 

between quality trials
1 Anecdotal evidence only: Evidence in humans based upon 

anecdotal experience

Consistency of Evidence

5 Very inexpensive
4 Inexpensive
3 Moderately expensive
2 Expensive
1 Very expensive

Affordability of Regimen/Agent (includes drug cost, supportive 
care, infusions, toxicity monitoring, management of toxicity)

Example Evidence Block
E = 4
S = 4
Q = 3
C = 4
A = 3

E  S  Q C  A 

5
4
3
2
1
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Clinical Trials: NCCN believes that 
the best management for any cancer 
patient is in a clinical trial.  
Participation in clinical trials is 
especially encouraged. 

To find clinical trials online at NCCN 
Member Institutions, click here:
nccn.org/clinical_trials/physician.html.

NCCN Categories of Evidence and 
Consensus: All recommendations 
are category 2A unless otherwise 
specified. 
See NCCN Categories of Evidence  
and Consensus.

NCCN Breast Cancer Panel Members
NCCN Evidence Blocks Definitions (EB-1)

Noninvasive Breast Cancer:
Lobular Carcinoma In Situ (LCIS-1)
Ductal Carcinoma In Situ (DCIS) Workup and Primary Treatment (DCIS-1)
DCIS Postsurgical Treatment and Surveillance/Follow-up (DCIS-2)
Margin Status in DCIS (DCIS-A)

Invasive Breast Cancer:
Clinical Stage, Workup (BINV-1)
Locoregional Treatment of Clinical Stage l, llA, or llB Disease or T3,N1, M0 (BINV-2)
Systemic Adjuvant Treatment
 Hormone Receptor-Positive HER2-Positive Disease (BINV-5)
 Hormone Receptor-Positive HER2-Negative Disease (BINV-6)
 Hormone Receptor-Negative HER2-Positive Disease (BINV-7)
 Hormone Receptor-Negative HER2-Negative Disease (BINV-8)
 Favorable Histologies (BINV-9)
Preoperative Systemic Therapy for Operable Breast Cancer: Workup (BINV-10)
Preoperative Systemic Therapy: Breast and Axillary Evaluation (BINV-11)
Preoperative Systemic Therapy: Surgical Treatment (BINV-12)
Preoperative Systemic Therapy: Adjuvant Therapy (BINV-13)
Preoperative Systemic Therapy for Inoperable or Locally Advanced Breast Cancer (Non-Inflammatory): Workup (BINV-14)
Preoperative Systemic Therapy for Inoperable or Locally Advanced Breast Cancer (Non-Inflammatory) (BINV-15)
Surveillance/Follow-Up (BINV-16)
Recurrent/Stage IV Disease (BINV-17)
Treatment of Recurrence (BINV-18) 
Treatment of Stage IV Disease (BINV-19)
 ER and/or PR Positive; HER2 Negative or Positive (BINV-20)
 ER and PR Negative; or ER and/or PR Positive and Endocrine Refractory; HER2 Negative (BINV-21)
 ER and PR Negative; or ER and/or PR Positive and Endocrine Refractory; HER2 Positive (BINV-22)
Follow-Up Therapy for Endocrine Treatment of Recurrent or Stage IV Disease (BINV-23)
Principles of HER2 Testing (BINV-A)
Principles of Dedicated Breast MRI Testing (BINV-B)
Fertility and Birth Control (BINV-C)
Surgical Axillary Staging - Stage l, llA, llB, and IIIA T3, N1, M0 (BINV-D)
Axillary Lymph Node Staging (BINV-E)
Margin Status in Infiltrating Carcinoma (BINV-F)
Special Considerations to Breast-Conserving Therapy Requiring Radiation Therapy (BINV-G)
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Principles of Breast Reconstruction Following Surgery (BINV-H) 
Principles of Radiation Therapy (BINV-I)
Adjuvant Endocrine Therapy (BINV-J)
Preoperative/Adjuvant Therapy Regimens (BINV-K)
Principles of Preoperative Systemic Therapy (BINV-L)
Definition of Menopause (BINV-M)
Endocrine Therapy for Recurrent or Stage IV Disease (BINV-N)
Chemotherapy Regimens for Recurrent or Metastatic Breast Cancer (BINV-O)
Principles of Monitoring Metastatic Disease (BINV-P)

Special Considerations:
Phyllodes Tumor (PHYLL-1)
Paget’s Disease (PAGET-1)
Breast Cancer During Pregnancy (PREG-1)
Inflammatory Breast Cancer (IBC-1)
Staging (ST-1)

NCCN Guidelines Version 2.2016 
Breast Cancer Table of Contents
NCCN Evidence BlocksTM
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Cancer is complex  



But that’s only part of the reason
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WHAT IS

CANCER?

complex
Living with cancer can be 
even more

MY
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complex
Living with cancer can be 
even more

CONFUSION



WHAT CAN I
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Living with cancer can be 
even more complex

DO?WE

Living with cancer can be 
even more complex

CONFUSION
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Living with cancer can be 
even more complex
Living with cancer can be 
even more complex

How do I deal with the insurance company?

What questions should I be asking my doctor?

What benefits should I be tapping into?

What do I tell my kids?

How do I make Chemo bearable?

How do I stay at work while going through treatment?

What are the financial implications of all this care?

Should I be looking for a clinical trial?

Should I get a second opinion?

CONFUSION



NOT
KNOWING

WHAT TO DO
(and WHEN)
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Living with cancer can be 
even more complex
Living with cancer can be 
even more complex

CONFUSION



Jane
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Living with cancer can be 
even more complex

CONFUSION
NOT

KNOWING
WHAT TO DO

(and WHEN)

Beth

54 years old
Stage III Breast Cancer

HER2+, ER/PR+

Survival: 
52 months

Cost: 
$120,000

Survival: 
In Survivorship

Cost: 
$80,000
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Living with cancer can be 
even more complex

CONFUSION
NOT

KNOWING
WHAT TO DO

(and WHEN)

Beth

Patients with depression are up 
to 50% more likely to die from 
their cancer

Beth Suffered from 
Undiagnosed Depression
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Living with cancer can be 
even more complex

CONFUSION
NOT

KNOWING
WHAT TO DO

(and WHEN)

Beth

25% of cancer patients experience 
uncontrolled chemotherapy-induced 
nausea & vomiting

She suffered from poorly 
controlled nausea
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Living with cancer can be 
even more complex

CONFUSION
NOT

KNOWING
WHAT TO DO

(and WHEN)

Beth

Married people with cancer were 
20% less likely to die from their 
disease

She Went 
through Cancer Alone



Jane
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Living with cancer can be 
even more complex

CONFUSION
NOT

KNOWING
WHAT TO DO

(and WHEN)

Beth

54 years old
Stage III Breast Cancer

HER2+, ER/PR+

HAD
HELP

NEEDS
HELP
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Living with cancer can be 
even more complex

CONFUSION NEEDS
HELP

Poor Physical and 
Mental Health

Poor Outcomes

Poor Productivity

NOT
KNOWING

WHAT TO DO
(and WHEN)



POOR 
QUALITY 
OF LIFE
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Living with cancer can be 
even more complex

CONFUSION NEEDS
HELP

NOT
KNOWING

WHAT TO DO
(and WHEN)



PRIMARY
$66,000

SECONDARY
$33,000

PER MEMBER
PER YEAR

$1,200

$100
PER MEMBER
PER MONTH

It’s not just the human cost.

Source: Healthy Policy: The relationship between integrated care and cancer patient experience: 
A scoping review of the evidence; NEBGH: Cancer & the Workplace: the Employer Perspective

$25B of excess clinical cost and lost productivity

FOR EVERY 1,000 MEMBERS
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7
NEW CASES 

PER YEAR

$700K
TOTAL COST 

PER YEAR
CLINICAL COST PER CASE

$100,000



It’s not just the human cost.

Source: Healthy Policy: The relationship between integrated care and cancer patient experience: 
A scoping review of the evidence; NEBGH: Cancer & the Workplace: the Employer Perspective

$25B of excess clinical cost and lost productivity
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Avoidable 
ER Visits

Lengthy 
Hospitalizations

Undermanaged
Anxiety 

& Depression

Poor 
Quality of Life
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It doesn’t have to be this way



How it works
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iambeth@gmail.com

****************



Hi Beth, Welcome to Robin Care!  
We’re glad your signed up

Jessica McCoy 2:06pm

I’m here to help you with anything 
you need. Take your time and 
explore or if you have questions, 
just let me know

Jessica McCoy 2:06pm

Start typing here



Start typing here









Send to 
Robin



Neuropathy 5Fatigue 2Hair Loss 9

Fatigue 2

Pain 27

Swelling 5
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TRUSTED

CREDIBLE

ALWAYS AT YOUR SIDE
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“Thank you for taking the time to speak with 
me yesterday. It was nice to speak with 
someone with compassion. I have not 
experienced that in quite some time”

“Thank you! This takes a lot of stress off me 
for you to help me with this!”

“I am so blessed to have found you 
on my work website. 

Thank you! Thank you! Thank you!”

Net Promoter Score
94

“I can’t never thank you enough for 
what you do. It always touches my 

heart when I chat with you”

“Merry Christmas to you. You are 
the angel I have been praying for.”
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ROI:

25%
Avoided ER visits 

and Hospitalizations

of cases
50%

Improved 
Treatment Adherence

of cases
15%

Improved 
Productivity

of cases

$20,000 average savings per case

$17K saved for every 
ER visit avoided

Up to $114K savings 
per case

Up to $7.5K savings 
per case
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A Seamless Experience 
for Members 

BEHAVIORAL
HEALTH

SECOND
OPINION

LEAVES
MANAGEMENT

BENEFITS 
CONCIERGEPORTAL

EAP

CASE 
MANAGEMENT

LIFESTYLE
MANAGEMENT

HEALTH PLAN
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A Consumer Approach 
to Marketing…

Launch Marketing
Launch marketing collateral 

and rollout strategy

Ongoing Education
Proprietary ongoing 

education and content

Targeted Outreach
Schedule and Workflow for 

targeted outreach
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AWARENESS ACTIVATION ENGAGEMENT

Email
Email to members to introduce new 
benefit and drive registrations

Telemarketing
Call to inform newly diagnosed 
members of the services available

Direct Mail
Mail printed materials to members 
to introduce benefit

Email 
Welcome series to educate patients 
on use and benefits of Robin Care

Push Notifications
Stay top of mind at the start of the 
patients journey with Robin Care

Ongoing Email 
Deliver relevant health & cancer
content on an ongoing basis to 
educate and stay top of mind

Wellness Programing 
Onsite educational programs to 
drive further engagement with 
Robin Care’s app and services

Alerts & Notifications
Proactive reminders for users about 
new content to review in the app or 
new actions to take, appointment 
reminders or calendar alerts 

In App
Reinforce value and encourage 
registration and account activation

Provider Integration
Reach out to providers to educate 
them on Robin Care and create a 
coordinated messaging plan

Care Boxes
Mail Robin Care boxes with 
introductory material to newly 
diagnosed members

…drives Awareness into Engagement  




