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Why Primary Care Still Matters

• Patients continue to rely on PCPs throughout cancer care
• Fragmentation between oncology and primary care is common
• PCPs are trusted for long-term, holistic care
• Co-management with oncology improves outcomes



The Unique Value of Primary Care

• Continuity of care across disease trajectory
• Knowledge of baseline function and co-morbidities
• Insight into family/caregiver dynamics
• Medication oversight across multiple prescribers



Symptom Burden: What PCPs Should Manage 
(or help monitor)
• Pain
• Fatigue
• Nausea, anorexia, cachexia
• Dyspnea
• Constipation
• Sleep disturbances
• Use 0-10 symptom scales
• Treat proactively rather than waiting for oncology referral or 

next oncology appt



Polypharmacy and Deprescribing

• Patients often take 10+ medications
• Risks: drug interactions, side effects, treatment burden
• Stop non-beneficial preventive meds (e.g., statins in limited 

prognosis)
• Re-assess diabetes and hypertension mgmt. 

• Avoid rigid guideline targets
• Prevent falls

• Align medications with current goals of care



Functional Status & Geriatric Syndromes

• Functional decline often predicts outcomes more than tumor 
stage

• Assess: ADLs/IADLs, falls, cognitive changes, frailty
• Perform: Timed Up & Go, MoCA



Communication & Care Coordination

• Patients often receive mixed messages from multiple specialists
• PCP role:

• Translate medical jargon
• Coordinate follow-ups 
• Involve caregivers



Case Study 

• 71 y/o female with newly-diagnosed RIGHT TNBC
• Stage IIA (cT2 cN0 M0)
• PMHx: DMII, HTN, glaucoma, prior strokes, skin cancer
• Referred by PCP after delayed f/u



Cancer Journey

• Neoadjuvant therapy: Pembrolizumab + Carboplatin + Paclitaxel, 
then Doxorubicin + Cyclophosphamide (6 months)

• Surgery: Right lumpectomy + SLN excision (0/5 nodes) – c/w path 
CR

• Adjuvant therapy: Pembrolizumab (12 months)



Road bumps along the way

• Worsening peripheral neuropathy in hands and feet
• Fatigue, gait instability, falls (4 in 6 months)
• Left hip osteoarthritis limited mobility
• Weight loss / nutritional issues post-treatment
• Uncontrolled hypertension and hyperglycemia – multiple delays in 

treatment
• Polypharmacy (not taking some medications?)





Medications:
Duloxetine
Brimonidine Ophthalmic
Glipizide 10 mg PO daily
Triamcinolone topical
Dapaglifozin
Tirzepatide 7.5 mg
Silvadene
Insulin Degludec
Clotimazole-Bethamethasone Topical cream BID
Olanzapine 2.5 mg QHS
Fenofibrate 150 mg PO daily
Lidocaine cream
Ondansetron ODT 8 mg TID PRN
Amlodipine-Olmesartan 10 mg – 40 mg PO daily





How can her care have been 
optimized by her PCP?



Primary Care Interventions

• Symptom management: APAP + NSAIDs + topical agents for 
arthralgia, fatigue strategies

• Functional status: Fall prevention via gait assessment, mobility 
aids

• Nutrition: weight loss monitoring and counseling
• Medication considerations: diabetes / BP optimization / review of 

polypharmacy
• Communication: assess sx not mentioned to oncologist; 

continuous goals-of-care discussions – even in early-stage



Take-Home Points

• Referral is not the endpoint
• Manage symptoms proactively
• Deprescribe thoughtfully
• Focus on function and QoL
• Lead goals-of-care discussions
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