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ABOUT THE HONG KONG BREAST CANCER REGISTRY

The Hong Kong Breast Cancer Registry (HKBCR) was established in 2007 by the Hong Kong Breast Cancer Foundation
(HKBCF) and has since grown to become the most comprehensive and representative data collection and monitoring
system for breast cancer in Hong Kong.

The territory-wide HKBCR aims to collect and conduct analysis on data from all local breast cancer cases to provide
comprehensive reporting on demographics, risk exposures, clinical examinations, treatments, clinical outcomes and
psychosocial impacts on patients. These reports will allow patients, medical professionals and public health policy makers
to better understand breast cancer in Hong Kong and stay informed with up-to-date facts regarding the disease. These
reports will also provide insight and evidence to support our advocacy for better prevention, detection and treatment of
breast cancer.

The HKBCR s steered by a committee comprised of doctors, professionals from the legal, business management and
public health fields, as well as breast cancer patients.

To enhance access to the valuable data collected through, and analysed by the HKBCR, the HKBCF launched Breast
Cancer HK Online (BRCA Online, http://brcaonline.hkbcf.org/) in May 2014 — a virtual platform that facilitates easy access
to HKBCR data by registered medical professionals.

Data analysis and study findings by the HKBCR are published in the Hong Kong Breast Cancer Registry Report annually
and in the HKBCR Bulletin.

Read online: www.hkbcf.org/breastcancerregistry

The HKBCR is a member of the International Association of Cancer Registries (IACR).

Obijectives

* To empower those affected by breast cancer with information about local breast cancer and the treatment paths of fellow
patients.

* To facilitate medical professionals” decision making process on the treatment and care for breast cancer patients.

* To inspire policy changes for better prevention, detection, diagnosis and treatment of breast cancer and rehabilitation of
patients.
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mitigating the threat of breast cancer to the local community through education, support and research & advocacy.

Mission

* Promote public awareness of breast cancer and the importance of breast health

* Support breast cancer patients on their road to recovery

e Advocate better breast cancer care in Hong Kong
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AN OVERVIEW OF THE HONG KONG BREAST CANCER
REGISTRY ACTIVITIES

Breast cancer in Hong Kong

Breast cancer is the most common cancer among women in Hong Kong and has the third highest mortality rate among
all female cancer deaths. In 2012, 3,508 women were diagnosed with invasive breast cancer, accounting for 25.8% of
all female cancer cases and 601 women died of breast cancer. Recent figures showed that the cumulative lifetime risk of
developing breast cancer has been rising, from 1 in 21 women in 2008 to 1 in 17 women in 2012. The number of new
breast cancer cases in Hong Kong has tripled in the past 20 years.

Hong Kong Breast Cancer Registry — Over 14,000 patients registered

As of February 2015, more than 14,000 breast cancer patients have registered with the Hong Kong Breast Cancer Registry

(HKBCR), and are participating in our data collection and analysis.
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5 3000
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g 2500
8 2000
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O 1500
2
g 1000
0
5 500
S L
z v 1970-11980-1 1990
1979 | 1989 | 1999 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015
W HKCR Figures(lnvasive)* 0 0 0 1918 1 1997 | 2059 | 2106 | 2273 | 2307 | 2584 | 2701 | 2616 | 2945 | 3014 | 3419 [ 3508 | O 0 0
HKCR Figures(lnsitu)*“ 0 0 0 0 0 0 0 0 0 0 0 0 443 | 472 | 484 | 477 0 0 0
.HKBCRFigures(Invasive) 3 36 | 424 | 189 | 232 | 252 | 338 | 495 | 611 | 867 | 957 [ 1102 | 124411247 1 1363 | 1287 | 814 | 215 2
.HKBCRFigures(lnsitu) 0 1 59 21 30 38 46 60 85 109 | 123 | 177 [ 187 | 189 | 179 | 165 | 135 44 1
HKBCR Figures/ HKCR Figures, % N/A~ N/A NA 109 13.1 141 182 244 302 378 400 489 422 412 395 364 NA NA NA

Figure I Distribution of year of diagnosis of HKBCR participants

HKCR figures: incidence of breast cancer recorded by the Hong Kong Cancer Registry, Hospital Authority
HKBCR figures: the number of patients/survivors who registered with the Hong Kong Breast Cancer Registry, Hong Kong Breast Cancer Foundation
* Data for years marked with “0” are not publicly available or not published by the Hong Kong Cancer Registry, Hospital Authority

# For the number of in situ cancer cases, only data for 2009-2012 were publicly available and published by the Hong Kong Cancer Registry, Hospital

Authority



Participating doctors / hospitals

The HKBCR aims to collect data on as many breast cancer cases as possible in order to present the overall picture of
breast cancer in Hong Kong. The success of the HKBCR relies heavily on the participation of breast cancer patients and
the support of healthcare professionals. 47 public and private hospitals and clinics have joined as participating sites in the
HKBCR.

List of participating clinics / hospitals
e Hong Kong Adventist Hospital*
* Hong Kong Baptist Hospital*
* Hong Kong Sanatorium and Hospital*
e Kwong Wah Hospital
* North District Hospital
e Our Lady of Maryknoll Hospital
* Pamela Youde Nethersole Eastern Hospital
e Pok Oi Hospital
* Prince of Wales Hospital
* Princess Margaret Hospital
* Queen Mary Hospital*
e St. Paul’s Hospital
e Tsuen Wan Adventist Hospital
e Tuen Mun Hospital
e Union Hospital
e United Christian Hospital
* Yan Chai Hospital
® 26 Private clinics

* Multiple participating sites
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About Hong Kong Breast Cancer Registry Report No. 7 (Published in 2015)

Between 2008 and February 2015, a total of 14,400 breast cancer patients were registered with the HKBCR. Of these
patients, 4,234 (29.4%) were recruited from private clinics/hospitals and the remaining 10,166 (70.6%) were registered
through public hospitals. Upon receiving written consent from participants, the HKBCR research staff sent out questionnaires
to capture information including demographics, lifestyle, health background, breast screening habits, physical discomfort
after treatment, and psychosocial impacts and lifestyle adjustments after diagnosis and therapy (Chapters 1 and 3 data).
The HKBCR staff also collected data on cancer characteristics and treatment modality (Chapter 2 data). Patient follow-up
was conducted on an annual basis, and data regarding patient recurrence or metastasis was also collected, including date
and site of disease recurrence.

The number of patients whose data were used for analysis in different chapters of this report is shown in Table I. The
patients included in this report that were diagnosed between 2007-2012 represent about 40% of all the breast cancer cases
reported by the Hong Kong Cancer Registry in those years. Conclusions/observations are thus drawn from the data analysis
of participants of the HKBCR only, which represent a sample population. Increased participation from clinics/hospitals in
Hong Kong has helped make the data more representative over the years. Since the beginning of HKBCR Reports, a trend
of covering more and more patients from the public sector hospitals can be observed from Table I, from 41.7% in Report
No. 2 to 70.6% in this report, which is closer to the estimated percentage (75%) of breast cancer patients who use public
health sector services.

Table I Number of patients whose data were used for analysis
in different chapters of this report

Chapter Number of patients
Chapter 1 14,035
Chapter 2 14,064

Patient Status follow up 12,573
Chapter 3 12,163

Table Il The sources of patient consent in this and previous reports

Report No.2 Report No.3 Report No.4 Report No.5 Report No.6 Report No.7

(N=2,330) (N=5,393) (N=7,241) (N=9,804) (N=12,345) (N=14,400)
Private clinics / hospitals 1,358 (58.3%) 2,539 (47.1%) 2,897 (40.0%) 3,337 34.1%) 3,626 (30.1%) 4,234 (29.4%)
Public hospitals 972 (41.7%) 2,854 (52.9%) 4,344 (60.0%) 6,461 (65.9%) 8,427 (69.9%) 10,166 (70.6%)
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Articles published in medical journals B2 8 H3 &

1.

Cheung P, Hung WK, Cheung C, Chan A, Wong TT, Li L, Chan SWW, Chan KW, Choi P, Kwan WH, Yau CC, Chan
EYY, Law SCK and Kwan D. Early Data from the First Population-Wide Breast Cancer-Specific Registry in Hong Kong.
World ) Surg. 2012 Apr;36(4):723-9.

Chor JS, Lam HC, Chan A, Lee HM, Fok E, Griffiths S, Cheung P. Socioeconomic disparity in breast cancer detection
in Hong Kong--a high income city: retrospective epidemiological study using the Breast Cancer Registry. PLoS One.
2014;9(10):e107630. doi: 10.1371/journal.pone.0107630.

Yeo W, Lee HM, Chan A, Chan EY, Chan MC, Chan KW, Chan SW, Cheung FY, Cheung PS, Choi PH, Chor JS, Foo
WW, Kwan WH, Law SC, Li LP, Tsang JW, Tung Y, Wong LL, Wong TT, Yau CC, Yau TK, Zee BC. Risk factors and natural
history of breast cancer in younger Chinese women. World ] Clin Oncol. 2014;5(5):1097-106. doi: 10.5306/wjco.
v5.i5.1097.

Presentations f3R&E%E

1.

Screen-detected breast cancer showed earlier staging than incidental self- detected cancer, Dr. Polly Cheung (Breast
Cancer Conference 2009, The Chinese University of Hong Kong)

Breast cancer facts in Hong Kong Report No.2, Dr. Hung Wai Ka (International Surgical Week 2011, Japan)
(Nominated for Breast Surgery International Best Paper Award)

Risk factors for breast cancer in Hong Kong, Ms. Amy Chan (33rd Annual meeting of the International Association of
Cancer Registries 2011, Mauritius)

Local data from the Hong Kong Breast Cancer Registry, Dr. Polly Cheung (Breast Cancer Conference 2011, The
Chinese University of Hong Kong)

Breast cancer facts in Hong Kong, Dr. Carol Kwok (4th Global Chinese Breast Cancer Organizations Alliance
Conference 2012, USA)
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ABSTRACTS OF REPORTS NO. 1-6

Report No. 1 (2009:: Common risk factors for breast cancer in Hong Kong

The first HKBCR report revealed that age, physical activity, health profile, lifestyle, dietary habit and socioeconomic profile
were important risk factors for breast cancer. One of the most noteworthy findings was the lower median age of diagnosis
in Hong Kong in comparison with those generally reported in other countries. According to the Breast Cancer Facts in
Hong Kong 2008 Report (“Report No. 1”), the median age at which breast cancer was diagnosed in Hong Kong was 47.6
years, significantly lower than the ages reported in the USA (61 years) and Australia (62 years).

81% of the patients in the cohort had bra cup size B or smaller and 64% had a breast size of 34 inches or below. This
rebuked the common misconception that women with bigger breasts have a higher chance of getting breast cancer.

Report No. T has shown that the most prevalent risk factors for breast cancer among patients in Hong Kong are as follows:

1) Lack of exercise (< 3 hrs per week) (74%)

10) Alcohol drinking (9%)
11) Late menopause (>55 years old) (8%)
12) Smoking (4%)

(

(2)  No breastfeeding (64%)

(3)  High level of stress (40%)

(4)  Use of oral contraceptives (38%)

(5) Overweight/ obese (34%)

(6)  No childbirth / first childbirth after age 35 (28%)
(7)  Early menarche (<12 years old) (17%)

(8) Dietrich in meat/ dairy products (15%)

(9)  Use of hormonal replacement therapy after menopause (14%)
(

(

(

According to Report 1, most breast cancer cases were not inherited but were closely related to modifiable factors such as
dietary habits, lifestyle, and stress level in the body. 52% of the patients bore at least 2 or 3 risk factors and less than 3% of
patients had no known risk factor at all.

In order to reduce breast cancer risk, the Hong Kong Breast Cancer Foundation recommends women to act on the
guidelines laid down by the American Cancer Society on Nutrition and Physical Activity for Cancer Prevention 2002:

* Maintain a healthy weight throughout life

e Adopt a physically active lifestyle

e Adopt a healthy diet, with emphasis on plant sources
* Drink no more than 1 alcoholic drink per day




Report No. 2 (2010): Private hospitals found higher ratio of in situ breast cancer

The HKBCR Report No. 2 (“Report No. 2”) analysed the differences in cancer characteristics and treatment methods of
breast cancer patients between different types of medical facilities.

The 2,130 patients, based on the type of medical care received, were classified into three categories: total private medical
care (23.1%); total public medical care (24.0%); mix of private and public medical care (52.9%).

The distribution of cancer stage at the time of diagnosis was studied and the highest ratio of stage O cases (in situ breast
cancer) was found in patients with private medical care (13.6%); the proportion of cases diagnosed at stage O in the
patients receiving public medical care was 5.7%. The tumour size of invasive breast cancer was generally found to be
larger in patients with total public medical care.

The mastectomy rate of patients who were treated in public medical sector was twice that in private medical sector. The
ratio of patients that received breast reconstruction was also lowest in the public medical sector group. The reason could
be related to patients” age and tumour size.

There were no difference in the patterns of using the chemotherapy drugs anthracycline, taxane and other drugs between
private and public sectors. Also there was no obvious difference in the pattern of use of the endocrine therapy drug
tamoxifen (the most common form of endocrine therapy) between different medical sectors across different cancer stages.

Findings of this report shed light on the more advanced breast cancer cases observed in the public sector which need to
be addressed and further investigated.
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Report No. 3 (2011): Lower income districts recorded higher rate of advanced stage breast
cancer and lower breast cancer screening rate

Regular breast screening using mammography has been proven to be an effective tool for detecting breast cancer at an
early stage and reducing mortality. According to Report No. 3, the median tumour size of breast cancer detected through
screening was 1.4 cm, one-third smaller than the tumours self-detected by patients by chance (2.1 cm). This demonstrated
that patients benefited from regular breast screening.

Report No. 3 also showed disparities in breast screening rates and in breast cancer characteristics across different districts
in the territory of Hong Kong.

In Wanchai, the district with the highest household income, half of the breast cancer patients had regular mammography
screening before diagnosis. In the poorer districts of Kwun Tong and Sham Shui Po, 80% of the patients had never had
mammograms, the highest among all other districts. The rates of patients who had never had mammography screening were
high in Kwai Tsing, North District, Tuen Mun and Tai Po (about 70%). According to the Census and Statistics Department
statistics in 2008, these districts had lower household incomes, compared to the overall median household income of
HK$18,000.

The overall rate of advanced-stage cases (stages Ill and 1V) in the patient cohort was 12.4%. The districts with higher rates
of advanced-stage cases included Wong Tai Sin (17.8%), North District (16.0%), Sham Shui Po (15%), Kwun Tong (14.4%)
and Kwai Tsing (14.4%). The number of advanced-stage breast cancer patients receiving treatment at public hospitals
(16.7%) was twice the number of patients in private hospitals (7.4%).

In conclusion, regular breast screening was associated with breast cancer of less advanced stage. Hence, more work is
required to promote breast cancer awareness and screening, especially in low-income districts. The Hong Kong Breast
Cancer Foundation’s Breast Health Centre (BHC) reaches out to communities to educate women about regular screening
for breast cancer and the importance of early detection. The BHC also provides affordable yet professional and quality
breast cancer screening and diagnostic services.




Report No. 4 (2012): Unhealthy lifestyle prevails in young breast cancer patient

According to results of the HKBCR Report No. 4, most breast cancers were diagnosed in women aged between 40 and 70
in Hong Kong (79.7%). The patient cohort also included 14% of patients who were under 40 years old when diagnosed
and 5.1% of patients who were over 70 years old.

Data analysis of Report No. 4 showed that lifestyle-related risk factors such as lack of exercise (85.4%), high level of stress
(46.0%), and dairy/meat-rich diets (20.3%) were prevalent in young patients (who were under 40 years of age). Hormone
exposure factors also prevailed among young patients including the absence of childbirth (43.4%), lack of breastfeeding
experience (74.6%), and early menarche (19.5%).

More young patients were diagnosed at early breast cancer stage (76.6%), however young patients were more likely to
have breast cancer with more aggressive biological features and recognised prognostic factors, including higher nuclear
grade (Grade 3) of tumours (45.2%), presence of lymphovascular invasion (40.8%), presence of multifocality (15.3%),
higher expression of human epidermal growth factor receptor 2 (HER2) (28.7%), and triple negative disease (absence of
endocrine receptors) (13.0%). Also a higher proportion of young patients received breast-conserving surgery (45.3%),
chemotherapy (68.3%), mastectomy and reconstruction (20.3%), radiotherapy (67.8%) and targeted therapy (7.2%).

Analysis of the psychological impact of breast cancer on patients revealed that young patients were less likely to accept the
diagnosis calmly or positively (16.2%), and were more likely to worry about recurrence all the time (12.3%). The number
of patients that changed their lifestyle after diagnosis was also higher in young patients, such as changing dietary habit
(71%) and doing more exercise (59%).

In conclusion, patients under 40 encountered more prevalent risk factors for breast cancer and experienced more aggressive
cancer with greater fear of disease recurrence, which could profoundly influence the quality of life in these young patients.
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Report No. 5 (2013): Regular mammogram screening reduces the need for total mastectomy
and chemotherapy

The HKBCR Report No. 5 compared the breast cancer characteristics and treatments of two breast cancer patient cohorts
aged 40 or above, one consisting of patients diagnosed by regular mammograms without presenting symptom(s) (regular
screening group) and the second consisting of those with presenting symptoms who did not undergo regular screening
(self-detected group).

Results showed that 40% of the regular screening group were in situ cancer, compared to 8% in the self-detected group,
meaning the proportion of “stage 0” cancer cases was nearly five times higher in the regular screening group. The mean
invasive tumour size found in the regular screening group was also smaller than that in the self-detected group, with
median diameters of 1.3 cm vs. 2.3 cm, respectively.

Less than half (46%) of the patients in the regular screening group received a total mastectomy, while two-thirds (67%) of
those in the self-detected group received the same surgery. There were also significantly more patients in the self-detected
group (66%) who required chemotherapy, compared to the regular screening group (25%).

In summary, the tumour sizes of the patients with breast cancer detected through regular screening were generally smaller
and could be diagnosed at earlier stages. The chance of these patients requiring total mastectomy and/or chemotherapy
treatment was also lower. Therefore, women should conduct regular breast cancer screening to maximize the chance of
early detection of the disease and less aggressive treatment methods.




Report No. 6 (2014): Delay in medical consultation leads to more serious breast disease

The HKBCR Report No. 6 assessed the magnitude of delay in seeking medical care from the onset of symptom(s) and
factors associated with such delay. “Self delay” refers to patients’ delay in seeking first medical consultation after the onset
of symptoms and “care delay” is defined as medical systems’ delay in diagnosis or/and treatment.

According to the findings, the median time of “self-delay” was 40.0 days and 32.5% of the patients waited three or more
months before seeking medical consultation. For “care delay”, the median time was 20.0 days and 80.9% of the patients
started their first treatments in less than one month from the diagnosis of cancer which is within international standards.
45.7% of the patients had their first treatments at least three or more months after the first sign or symptom.

“Self-delay” had significant negative impact on the disease. Those who delayed their consultation for three or more months
were 50% more likely to have larger tumours at diagnosis, and were 30% more likely to be node-positive, thus the tumours
are 70% more likely to be diagnosed as stage Ill to IV cancer.

Three factors, namely occupation, marital status, and having a history of benign breast conditions, were found to be
strongly associated with “self-delay”. Non-clerical (low-skilled) or labour workers were found to be about 60% more likely
to “self-delay” than those who were unemployed; patients who were widowed were nearly 240% more likely to “self-
delay” than those who were unmarried; and patients with previous benign breast conditions had an almost 50% higher
tendency to “self-delay”.

Overall, the clinical and financial implications point to a bigger, unresolved public health problem in Hong Kong.

Widows or patients who are non-clerical or labour workers should be viewed as the target groups for increasing breast
health awareness. More specifically, they should be made aware of breast cancer symptoms. Women should take notice of
any changes in their breasts and seek medical advice as soon as possible. Breast cancer is completely curable if detected
in the early stage.
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FOREWORD

Welcome to the Hong Kong Breast Cancer Registry Report No. 7.

This year, Hong Kong Breast Cancer Foundation (HKBCF) marks a decade of service to the local community on patient
support, breast health education and provision of screening, and research into local breast cancer scenario. Since the
establishment of the Hong Kong Breast Cancer Registry (HKBCR) in 2007, HKBCR has released six annual reports. Through
the release of its annual reports, the HKBCR shares with stakeholders including doctors, patients, policy makers and the
wider public, results of data analysis and is recognized as an important source of information on breast cancer in Hong
Kong.

Report No.7 is based on the database derived from 14,400 breast cancer cases in Hong Kong - 2,055 cases more than our
last report. These growing figures enable us to gain better insight into the characteristics of breast cancer in Hong Kong and
further research based on this data provides clues for better breast cancer prevention and care.

On 1 December last year HKBCF also proudly co-organised a symposium entitled “The Role of Breast Cancer Registries
in Cancer Prevention and Control” with The Centre for Global Health of The Jockey Club School of Public Health and
Primary Care of The Chinese University of Hong Kong. Through this symposium, we shared our experience with the
Swedish National Breast Cancer Register, identifying similarities and differences. Participants including specialists from
the medical and public health community, patients, health care policy makers, legislators as well as representatives from
Non-government Organizations and medical industries heard and recognised the importance of cancer specific registries
as a powerful tool to improving cancer control and treatment.

Our achievements would not be possible without the dedication and foresight of the HKBCR Steering Committee members
and the efforts of our research team, as well as our generous sponsors and supporters, to all of whom | extend my heartfelt
thanks. Most of all, the HKBCR would not exist if it were not for the participation of breast cancer patients and survivors
in Hong Kong who entrusted us with their medical information for aggregate analysis and research to benefit the local
community. | thank each and every one of you who have registered with us.

A

Dr. Polly Cheung
Chairman, Hong Kong Breast Cancer Registry Steering Committee
Founder, Hong Kong Breast Cancer Foundation
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REPORT HIGHLIGHTS Clinical presentation and cancer

characteristics
» The total number of breast cancer patients covered by the B Self-detection by chance was the primary method of first
report was 14,400. breast cancer detection among our patient cohort (84.5%).

More invasive breast cancers were self-detected by chance

» The mean age of our patients at diagnosis was 51.2 years and
(88.2%) than in situ breast cancers (58.0%).

the median age at diagnosis was 49.9 years.

N . . . .
> Around two-thirds (68.0%) of our patient cohort were aged > 63.1% of our patients delayed first medical consultation for

between 40-59 years old. over a month after the onset of symptoms.

» 11.7% of our patients were diagnosed with in situ cancers.
69.0% were diagnosed with early stage cancers (stages I-11B)
Risk factors and 14.6% were diagnosed with stage Ill or IV cancers.

» The mean size of invasive breast cancers for our patient
cohort was 2.2 ¢cm (standard deviation: 1.4 cm). Tumours
larger than 2.0 c¢m in size were found in 46.7% of our

»  The 10 most common risk factors for breast cancer observed
in our patient cohort:

% patients. In our patient cohort, screen-detected cancers were
Lack of exercise (<3 hours / week) 77.2 significantly smaller than cancers that were self-detected by
No breastfeeding 65.5 chance (mean: 1.3 cm vs. 2.3 cm).
High level of stress (>50% of time) 37.3 » The mean size of in situ cancers for our patient cohort was
Being overweight / obese (BMI > 23.0) 372 2.0 cm (standard deviation: 1.5 cm). Tumours larger than
No childbirth / delayed childbirth 245 2.0 cm were found in 37.2% of our patients.
(first live birth after age 35)
Diet rich in meat / dairy products 14.5 Histological and biological characteristics of
Family history of breast cancer 14.4 invasive and in situ cancers:
Early menarche (<12 years old) 13.5 Invasive In situ
Use of hormonal replacement therapy 6.2 %o %
Drinking alcohol 4.6 Histological type
Ductal 86.0 93.8
Others 14.0 6.2
Screening habits Biological characteristics
. . . ER+ 77.0 79.3
» The overall patients” breast screening habits were poor. Less PR 051 11
than 40% of our patients attended regular clinical breast ) ’
examination and less than 25% of patients conducted H.ERzJ_r 217 29.0
regular breast self-examination or mammography screening. Ki-67 index > 14% o7 298
ER-PR-HER2- 12.0 —
» Breast screening habit was less with increasing age. Lymphovascular invasion 281 -

. .
» Over 60% of our patients aged 40 or above have never ER+/- estrogen receptor positive/negative

performed mammography screening before cancer PR-+/-: progesterone receptor positive/negative
diagnosis. HER2+/-: human epidermal growth factor receptor 2 positive/negative




Treatment

B 14.8% of our patients received care solely at private medical
facilities, 49.8% received care solely at public medical
facilities, and 35.4% received care at both private and public
medical facilities.

» Combinations of treatments are usually used for treating

breast cancer effectively. In general, the number of treatments
received by our patients increased with increasing cancer
stage.

Total | Treatmentin Treatment in Stage
private sector public sector 0 I A lIB m v
% % % % % % % % %
Surgery 98.2 51.6 48.4 99.6 100.0 99.8 999 989 57.6
Breast-conserving surgery ~ 34.3 44.5 25.9 519 46.7 29.8 131 7.8
Mastectomy 63.6 55.5 74.2 48.1 53.2 70.3 86.9 922
Chemotherapy 60.3 14.7 85.3 — 38.8 817 91.0 93.6 85.1
Radiotherapy 62.1 13.8 86.2
In patients with breast- 93.9 19.5 80.5 929 957 959 977 952 917
conserving surgery
In patients with mastectomy  45.7 7.5 92.5 4.4 151 394  73.8 95.1 63.8
Endocrine therapy 66.7 2.5 97.5 159 757 740 762 75.8 83.7
Targeted therapy* 411 12.8 87.2 — 27.8 421 452 532 633

* Figures for targeted therapy are calculated among patients with human epidermal growth factor receptor 2 (HER2) positive only

Physical discomfort after treatment

» Among all types of treatments, chemotherapy was the most
distressing for patients. 55.2% of our patients reported severe
discomfort after chemotherapy and 26.5% of our patients
reported moderate discomfort.

Treatment Severe discomfort Top complaints
(% of patients) (% of patients)
Chemotherapy 55.2 Vomiting (24.4),
Loss of appetite (17.5),
Hair loss (14.4)
Radiotherapy 13.1 Skin burns (9.9),
Dry skin (8.6)
Surgery 10.1 Wound pain (16.2)
Endocrine therapy 7.9 Hot flushes (11.2)
Targeted therapy 6.6 Fatigue (4.7)

Psychosocial impact of diagnosis and
treatment

>

At the time of diagnosis, 32.0% of our patients accepted their
diagnosis but felt depressed while 22.5% calmly accepted
their diagnosis. After treatment, 46.0% of our patients felt that
life was not fair. 57.8% of our patients always or sometimes
worried about recurrence.

54.1% of our breast cancer survivors reported having a
positive change in their outlook on life and 42.5% had a
positive change in their self-image.

82.6% of our patients reported changes in their lifestyle
after breast cancer diagnosis. A change in diet (74.8%) was
the most common lifestyle change, followed by increased
exercise (61.6%).

54.8% of our patients managed their negative emotions by
direct verbal expression and 34.3% diverted their attention
away from negative emotions.

HIGHLIGHTS
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This chapter discusses the demographics, socioeconomic reflects the patients’ situation prior to cancer diagnosis.
status, lifestyle, and health background of 14,035 Hong Through these analyses, we may identify key factors that
Kong breast cancer patients who registered in the Hong contribute to the increased incidence of breast cancer in
Kong Breast Cancer Registry. The information reported here Hong Kong.

KEY FINDINGS

» The mean age of diagnosis in our patient cohort
was 51.2 years with a standard deviation of 10.5
years, while the median age of diagnosis was 49.9
years. Around two-thirds (68.0%) of our patient
cohort were aged between 40 to 59 years old.

> The Hong Kong Breast Cancer Registry has
analyzed patient data for many known and
probably risk factors of breast cancer classified by
international cancer research groups and the ten
most common risk factors observed in our patient
cohort were:

Risk factor Number (%)
Lack of exercise (<3hrs / week) 10,836 (77.2)
No breastfeeding 9,188 (65.5)
High level of stress (>50% of time) 5236 (37.3)
Being overweight / obese 5226 (37.2)
No childbirth / First live birth after age 35 3,433 (24.5)
Diet rich in meat / dairy products 2,034 (14.5)
Family history of breast cancer 2,017 (14.4)
Early menarche (<12 years old) 1,889 (13.5)
Use of hormonal replacement therapy 876 (6.2)
Drinking alcohol 649  (4.0)

Less than a quarter of our patient cohort
performed regular breast self-examination (BSE),
mammography screening (MMG) or breast
ultrasound screening (USG).

With the exception of our patients aged below 40,
proportion of patients who have never performed
BSE, clinical breast examination (CBE), and USG
was positively correlated with age.

Over 60% or more of the patients of all ages have
never performed MMG.
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1.1 Demographics

Age is an established risk factor for breast cancer. The older
the woman, the higher the risk of getting breast cancer?.
Age distribution in each breast cancer patient cohort
differs significantly3->, and breast cancer characteristics
and treatments for young and old patients also differ®3.
Therefore, it is important to study the age composition in
each breast cancer patient cohort.

The age of our patient cohort ranged from 18.8 to 101.5
years. Around two-thirds (68.0%) of our patient cohort
were aged between 40 to 59 years old (Figure 1.1). The
mean age of diagnosis was 51.2 years with a standard
deviation of 10.5 years, while the median age of diagnosis
was 49.9 years.

Relative frequency (%)

<20  20-29 30-39 40-49 50-59 60-69 70-79 80+ Not
known

Age group

Figure 1.1 Distribution of age at diagnosis (N=14,035)

* 3 patients in our cohort belonged to the <20 age group

About one-third (31.6%) of our patient cohort were
housewives while around half (57.0%) were employed
or self-employed (Figure 1.2). A higher proportion of our
patients had a professional/clerical occupation (30.9%)
than non-clerical/labour occupation (23.7%). The average
working hours among our patients who were employed or
self-employed, was 46.3 hours per week with a standard
deviation of 14.4 hours per week.

Previous studies found that night shift work is associated
with an increased breast cancer risk, and the suggested
mechanism for this is that people who perform night
shift work experience circadian rhythm disruption due to
exposure to artificial light at night. In 2007, International
Agency for Research on Cancer (IARC)? classified night
shift work that involved in circadian rhythm disruption
as “probably carcinogenic to humans”. Therefore, further
research in this area has to be conducted to find out if
there is a causal relationship between night shift work
and breast cancer. Among 8,012 patients in our cohort
who were working at the time of cancer diagnosis, 678
(8.5%) were required to work night shifts and worked for a
median frequency of 83 nights per year.

| Professional / clerical
Non-clerical / labour
Housewife

B Self-empolyed

B Retired / unempolyed

23.7%

B Not known

Figure 1.2 Occupation of our patient cohort (N=14,035)

Around two-thirds (69.2%) of our patient cohort were
educated to secondary school level or above, while 29.8%
were educated to primary school level or below (Figure
1.3). Around one-third (35.2%) of our patient cohort had
a monthly household income of 30,000 HKD or higher,
while 20.1% had a monthly household income less than
10,000 HKD (Figure 1.4).
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B No schooling /

kindergarten
24.7%
Primary school

Secondary school
49.4% B Matriculation or above

B Not known

Figure 1.3 Education level of our patient cohort
(N=14,035)

W <$10,000 (N=1,622)
$10,000 - 29,999 (N=3,602)
$30,000 - 59,999 (N=1,788)

44.7 %

W >$60,000 (N=1,045)

Figure 1.4 Monthly household income (HKD) of our
patient cohort (N=8,057)

In our cohort, over half (57.4%) of the patients resided in
the New Territories at the time of cancer diagnosis, while
22.9% resided in Kowloon, and 15.3% resided on Hong
Kong Island (Figure 1.5).

-

Over half (63.0%) of our patient cohort had bra size of 36
inches or smaller (Figure 1.6) while over half (51.9%) of
them had cup B or smaller breasts (Figure 1.7).

B 32 inches or smaller

20.7% 17.9%

34 inches
36 inches
B 38 inches

B 40 inches or larger

B Not known

B Hong Kong Island
Kowloon

New Territories

57.4% B Islands

B Not known

Figure 1.5 Distribution of residential districts of our
patients (N=14,035)

Figure 1.6 Bra size of our patient cohort (N=14,035)

B Cup B or smaller
Cup C
Cup D

W Cup E or above

B Not known

Figure 1.7 Bra cup size of our patient cohort (N=14,035)



1.2 Risk factors and health background

1.2.1 Tobacco smoking

IARC has classified tobacco smoking as a probable cause
of breast cancer?®. However, the updated 2014 Surgeon
General Report concluded that the current finding is
suggestive and is not sufficient to infer a causal relationship
between active or passive smoking and breast cancer'®-

Of our patient cohort, 631 (4.5%) were smoking for a
mean duration of 18.0 years with a standard deviation of
10.9 years. Less than half (44.4%) of these patients had
quit smoking for a mean duration of 7.1 years (with a
standard deviation of 8.5 years) prior to the time of cancer
diagnosis. Of the 8,962 patients in our cohort diagnosed
from 2008 onwards, 415 (4.6%) of them smoked at a
mean rate of 3.5 cigarette packs per week in the past year
prior to the time of their cancer diagnosis, with a standard
deviation of 3.0 packs per week.

1.2.2 Alcohol drinking

IARC and World Cancer Research Fund/American Institute
for Cancer Research (WCRF/AICR) have classified drinking
alcoholic beverages as a cause of breast cancer for people
of all ages®'". The risk of breast cancer increases with the
amount of alcohol consumed. A meta-analysis of cohort
studies showed a 10% increased risk of breast cancer per
10g ethanol'! (one standard drink, approximately equals
to a 330ml can of beer or a 100ml glass of table wine or a
30ml glass of high strength spirit).

Around five percent (4.6%) of our patients drank alcohol
(excluding those who only drank alcoholic beverages
rarely/occasionally), with a mean duration of 15.0 years
and standard deviation of 11.0 years. Only 16.2% of them
had stopped drinking at the time of diagnosis. Of the 8,962
patients in our cohort diagnosed from 2008 onwards, 465

(5.2%) had habits of drinking alcoholic beverages, with
an average consumption of 4.6 glasses per week in the
past year prior to the time of cancer diagnosis. Commonly
consumed alcoholic beverages were red wine (31.4%)
and beer (22.4%).

1.2.3 Dietary and exercise habits and stress
level

There has been a lot of research into the effect of dietary
factors on breast cancer risk and so far most findings have
been inconclusive and inconsistent. On the other hand,
WCRF/AICR has determined that physical activity can
probably help to prevent postmenopausal breast cancer'.
Since an increase in body fat is also found to increase
breast cancer risk in postmenopausal women, women
are encouraged to reduce lifetime weight gain by limiting
calories intakes and participate in regular physical exercise
to maintain a healthy weight and level of body fat.

Around 68.5% of our patients consumed a balanced
diet, while 14.5% of them ate a meat rich/dairy product
rich diet. Nearly half of our patient never exercised, only
around one-fifth (22.0%) of our patient cohort exercised 3
hours or more per week in the past year prior to the time
of diagnosis (Table 1.1).

The current studies on stress as a risk factor for
breast cancer are non-conclusive and require further
investigation. However, some researchers suggest that
people with prolonged stress exposure may adopt other
risky habits such as smoking or drinking alcohol; which
may increase their risk for cancer. 37.3% of patient in our
cohort experienced high levels of stress in the past year
prior to the time of cancer diagnosis, while only one-third
(33.8%) experienced low levels of stress (Table 1.1).
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Table 1.1 Dietary habits, exercise habits and stress level

Table 1.2 Body mass index at the time of diagnosis

at the time of diagnosis (N=14,035) (N=14,035)
Number (%) BMI Number (%)
Dietary habit >25.0 (Obese) 2,890 (20.6)
Meat rich / dairy product rich 2,034 (14.5) 23.0-24.9 (Overweight) 2,332 (16.6)
Vegetable rich / Vegetarian 1,930 (13.8) 18.5-22.9 (Normal weight) 5,952 (42.4)
Balanced diet 9,612 (68.5) < 18.5 (Underweight) 976 (7.0)
Not known 459  (3.3) Not known 1,885 (13.4)
Exercise
Never 6,598 (47.0)
< 3 hours per week 4238 (30.2) 1.2.5 Family history of breast cancer
> 3 hours per week 3,085 (22.0) Breast cancer risk is found to be higher among women
Not known 114 (0.8) who have one first-degree relative with breast cancer,
when compared to women with no first-degree relatives
Stress level with the disease. The risk is even higher among women
High level* 5236 (37.3) having larger numbers of first-degree relatives affected by
Moderate level** 3,875 (27.6) breast cancer, or having relatives who are affected before
Low level 4,747 (33.8) the age of 50'3'. Only 14.4% of our patient cohort had
Not known 177 (1.3) family histories of breast cancer while 84.3% of them had

* High level: defined as more than 50% of the time
** Moderate level: defined as 25-50% of the time

1.2.4 Height, Weight and Body Mass Index

Body mass index (BMI) is a heuristic method of estimating
human body fat based on an individual’s height and weight.
It is calculated by dividing weight in kilograms by height
in metres squared (kg/m?). IARC considers obesity to be
a risk factor for breast cancer?. A meta-analysis study has
shown that being overweight or obese after menopause
increases breast cancer risk'2.

The average height of our patient cohort was 157.8 cm
with a standard deviation of 5.6 cm, while the average
weight was 57.0 kg with a standard deviation of 9.6 kg. Of
our patient cohort, 37.2% were overweight or obese at the
time of cancer diagnosis (Table 1.2).

no family histories of breast cancer (Table 1.3)

Table 1.3 Family history of our patient cohort at the time
of diagnosis (N=14,035)

Family history of breast cancer Number (%)

No 11,838 (84.3)
Yes
First-degree relative(s) 1,427  (10.2)
Non first-degree relative(s) 556 (4.0)
Details not known 34 0.2)
Family history not known 180 (1.3)




1.2.6 Personal history of tumours

Studies have found that breast cancer risk is higher
in women with previous histories of certain types of
cancer, including Hodgkin lymphoma, melanoma,
lung adenocarcinoma, bowel cancer, uterus cancer,
chronic lymphocytic leukaemia, or any type of cancer in
childhood'20. On the other hand, breast cancer risk is
found to be lower in cervical squamous cell carcinoma
survivors'?29. Of our patient cohort, only 1.9% suffered
from other types of malignant tumours prior to breast
cancer diagnosis (Table 1.4). Among them, the most
common tumour was thyroid cancer (Table 1.5).

Table 1.4 Personal histories of tumours of our patient
cohort at the time of diagnosis (N=14,035)

Number (%)

History of tumours
No 11,313 (80.6

)
Benign tumour 2,046 (14.6)
Malignant tumour 271 (1.9)
)
)

Nature of previous tumours not known 64 (0.5
History of tumours not known 341 (2.4

Table 1.5 Types of malignant tumours reported by our
patient cohort (N=271)

Type of malignant tumours Number (%)

Thyroid cancer 38  (14.0)
Colorectal cancer 28  (10.3)
Uterine cancer 23 (8.5)
Cervical cancer 18 (6.6)
Ovarian cancer 10 (3.7)
Blood cancers 9 (3.3)
Lung cancer 8 (3.0)
Nasopharyngeal cancer 8 3.0
Intestinal cancer 6 (2.2)
Liver cancer 5 (1.8)
Urological cancer 5 (1.8)
Bone cancer 3 (1.1)
Esophagus cancer 3 (1.1)
Skin cancer 3 (1.1)
Stomach cancer 3 (1.1
Salivary gland cancer 2 0.7)
Sarcoma 2 (0.7)
Tongue cancer 2 (0.7)
Others* 6 2.2)
Not known 99  (36.5)

* Others include: brain cancer, fallopian tube cancer, medullary
cancer, nasal cancer, neck cancer, and parotid
gland cancer.
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1.2.7 History of benign breast condition and
precancerous breast lesion

Several studies have found that women with some types
of benign breast condition or precancerous breast lesion
have an increased risk of getting breast cancer. Benign
breast condition can be classified into three categories:
non-proliferative lesions, proliferative lesions without
atypia, and atypical hyperplasia. Non-proliferative lesions,
such as fibroadenoma or other fibrocystic diseases, are
generally not associated with increasing the risk of breast
cancer?!. On the other hand, proliferative lesions without
atypia, such as papilloma or papillomatosis, and atypical
ductal or lobular hyperplasia are linked to an increased
risk of breast cancer?!. Lobular carcinoma in situ (LCIS) is
a form of precancerous breast lesion that also increases a
woman’s risk of getting breast cancer. Of our patient cohort,
15.1% had previous history of benign breast disease and
among them, 0.2% had papillomatosis and 0.4% of them
had atypical ductal hyperplasia. One patient suffered from
LCIS prior to breast cancer diagnosis (Table 1.6).

Table 1.6 History of breast disease at the time of
diagnosis

Number (%)

History of previous breast disease 2,115 (15.1)
Type of previous breast disease
Fibroadenoma 969 (45.8)
Fibrocystic disease 120 (5.7)
Papilloma 32 (1.5
Papillomatosis 4 (0.2
Atypical ductal hyperplasia 8 (04
Lobular carcinoma in situ (0.0)
Others (Gynaecomastia, other 190  (9.0)
benign tumours)
Not known 808 (38.2)

1.2.8 Early menarche, late menopause and
reproductive history

Life events such as early menarche (<12 years old), late
natural menopause (> 55 years old), not bearing children,
and late first pregnancy (>35 years old) all increase the
lifetime exposure to the hormone estrogen, and thus
increase the risk of breast cancer. On the other hand, late
menarche, early menopause, bearing children, and early
pregnancy all reduce the risk of breast cancer'.

In our patient cohort, the mean age at menarche was 13.3
years, and the mean age of menopause was 49.3 years.
13.5% of our patient cohort experienced early menarche.
Around half (48.8%) of our patient cohort were post-
menopausal and among them, 4.7% experienced late
menopause. One-fifth (20.5%) of our patient cohort were
nulliparous at the time of cancer diagnosis, and only 4.0%
had their first child after the age of 35. Of our patients
that experienced child birth(s), the mean age at which they
had their first live child birth was 26.8 years (Table 1.7).
Data on patient parity is shown in Table 1.8, 72.5% of our
patients had two or more children.



Table 1.7 Early menarche, late menopause and
reproductive history at the time of diagnosis

Table 1.8 Number of live births reported by our patient
cohort (N=10,725)

Number (%)

Menarche (N=14,035)
Early menarche (<12 years old) 1,889 (13.5)

Normal menarche (> 12 years old) 11,163 (79.5)

Not known 983 (7.0
Menopause (N=6,848)

Late menopause (>55 years old) 325  (4.7)

Normal menopause (< 55 years old) 5,616 (82.0)

Age at menopause not known 907 (13.2)
Reproductive history (N=14,035)

No childbirth 2,875 (20.5)

First childbirth at early stage 9,846 (70.1)

(<35 years of age)

First childbirth at late age 558 (4.0)

(>35 years of age)

Age at first live birth not known 321

Reproductive history not known 435  (3.1)
Breastfeeding (N=14,035)

Yes 4,363 (31.1

)
No (Had childbirth) 6,255 (44.6)
No (No childbirth) 2,868 (20.4)
No (Reproductive history not known) 65 (0.5)
Not known 484 (3.4)

No. of live births Number (%)
1 2,876 (26.8)
2 4,820 (44.9)
3 1,859 (17.3)
4 673 (6.3)
5 246 (2.3)
6 116 (1.1)
7 40 (0.4)
8 16 0.1)
9+ 8 (0.1)
Not known 71 (0.7)

WCRF/AICR has classified breastfeeding as protective
against breast cancer at all ages'". In our patient cohort,
31.1% have breastfed their children and the average total
duration of breastfeeding was 15.9 months with a standard
deviation of 22.0 months, and range of 0.1 to 252 months.

1.2.9 Use of hormonal contraceptives

Hormonal contraceptives contain synthetic sex hormones
and are administered in the form of oral tablets, injections,
implants and transdermal contraceptive patches. Although
IARC has classified current or recent use of combined
estrogen-progestogen oral contraceptives as a risk factor of
breast cancer, recent studies suggested discontinuing use
for 10 years or more results in the risk being reduced to
that of non-user?. Conflicting results were also obtained
when studying the correlation between breast cancer risk
and injectable contraceptives or implants22-26. Therefore,
the correlation between hormonal contraceptives and
breast cancer risk is an area of controversy that requires
further investigation. One-third (32.9%) of our patient
cohort used hormonal contraceptives, among which
12.3% used hormonal contraceptives for more than 5
years (Table 1.9). Three-quarters (75.4%) of our patient
cohort who used hormonal contraceptives have stopped
using for a mean duration of 17.7 years prior to the time of
cancer diagnosis.
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Table 1.9 Use of hormonal contraceptives at the time of
diagnosis (N=14,035)

OC use Number (%)
Non-user 9,006 (64.2)
OC use < 5 years 2,190 (15.6)
OC use 5-10 years 1,202 (8.6)
OC use > 10 years 515 (3.7)
Length of OC use not known 706 (5.0
Not known if OC was used 416 (3.0

OC: Hormonal contraceptives

1.2.10 Use of hormone replacement therapy

Hormonal replacement therapy (HRT) contains synthetic
sex hormones and is used to relieve post-menopausal
symptoms. The IARC has classified current use of combined
estrogen-progestogen HRT for menopausal symptoms as
risk factor of breast cancer. Less than one-tenth (9.4%)
of the postmenopausal patients in our cohort used HRT in
which 3.3% of them used it for over 5 years (Table 1.10).

Table 1.10 Use of hormone replacement therapy (in our
post-menopausal patients in the cohort) at the
time of diagnosis (N=6,848)

1.2.11 Ten most common risk factors associated
with breast cancer

Many risk factors have been classified by international
cancer research groups as convincing causes or probable
risk factors of breast cancer development. Some of them
are described in previous sections of this chapter. In
this chapter, the Hong Kong Breast Cancer Registry has
analyzed patient data for many known and probably risk
factors of breast cancer and the ten most common risk
factors observed in our patient cohort are listed in Table
1.11. Lack of exercise was the most common risk factor
within our patient cohort, reported by 77.2% of patients,
followed by not having breastfeeding experience (65.5%)
and having high level of stress (37.3%) (Table 1.11). The
accumulation of multiple risk factors increases the risk
of getting breast cancer. 60.2% of our patient cohort had
three or more risk factors shown in Table 1.11 (Figure 1.8).

Table 1.11 The ten most common risk factors in our
patient cohort (N=14,035)

HRT use Number (%)
Non-user 5,968 (87.1)
HRT use < 5 years 346 (5.1)
HRT use 5-10 years 187 (2.7)
HRT use > 10 years 39 (0.6)
Length of HRT use not known 70 (1.0
Not known if HRT was used 238 (3.5)

HRT: Hormone replacement therapy

Risk factor Number (%)
Lack of exercise (<3hrs / week) 10,836 (77.2)
No breastfeeding 9,188 (65.5)
High level of stress (>50% of time) 5,236 (37.3)
Being overweight / obese 5,226 (37.2)
No childbirth / First live birth after age 35 3,433 (24.5)
Diet rich in mea/ dairy products 2,034 (14.5)
Family history of breast cancer 2,017 (14.4)
Early menarche (<12 years old) 1,889 (13.5)
Use of hormonal replacement therapy 876 (6.2)
Drinking alcohol 649  (4.6)




27.1
24.3

19.3

157 12.7
9.6

Relative frequency (%)

5 27 33

Number of risk factors

Figure 1.8 Distribution of our patient cohort with
different number of risk factors for breast
cancer at the time of diagnosis (N=14,035)

1.3 Breast screening habits

Breast screening is a method of checking woman’s
breasts when there are neither signs nor symptoms of
breast cancer in an attempt to achieve earlier detection.
Early detection reduces mortality from breast cancer.
The three screening methods used for breast cancer
screening include breast self-examination (BSE), clinical
breast examination (CBE), and mammography screening
(MMQG). Breast self-examination is conducted by a
woman herself, where she checks for lumps, changes
in size or shape of the breast, or any other changes in
the breasts or underarm. Clinical breast examination is
conducted by a medical professional, such as a doctor
or nurse, who uses his or her hands to feel for lumps or
other changes. Mammography screening is the current
standard test for breast cancer screening where a low-
energy X-ray is used to examine a woman’s breasts.

The Hong Kong Breast Cancer Foundation recommends
women aged 40 or above to conduct monthly breast
self-examination as a measure of raising breast self
awareness, also to regularly conduct clinical breast
examination and mammography screening. In addition
to MMG, breast ultrasound screening (USQ) is used
along with mammograms for women with dense breasts.
In Hong Kong, there is no population-based breast
screening programme for women of all ages. The breast
screening habits reported here are patients’ self-initiated
breast screening habits.

The breast screening habits in our patient cohort were
studied by age group in Table 1.12. Less than a quarter
of our patient cohort of all ages performed regular
BSE, MMG and USG. Regular CBE were performed by
around 40% of our patients aged below 60, however,
the proportions dropped to 27.5% and 11.8% for our
patients aged 60-69 and aged 70 or above, respectively
(Table 1.12). With the exception of our patients aged
below 40, proportion of patients who have never
performed BSE, CBE, and USG was positively correlated
with age. Over 60% of the patients of all ages have never
performed MMG (Table 1.12).
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Table 1.12 Breast screening habits of our patient cohort by age group

Breast Age group (years), Number (%)
examination <40 40-49 50-59 60-69 70+
BSE
Never 657 1,952 (37.2) 1,737 878 (47.0) 454 (61.1)
Occasional 665 1,961 (37.3) 1,463 562 (30.1) 193 (26.0)
Monthly 369 1,251 (23.8) 1,005 395 (21.1) 7 (10.4)
Not known 28 90 (1.7) 94 34 (1.8) 19 (2.6)
CBE
Never 817 2,218 (42.2) 1,929 1,099 (58.8) 567 (76.3)
Occasional 219 645 (12.3) 559 209 (11.2) 64 (8.6)
Regular* 660 2,306 (43.9) 1,727 514 (27.5) 88 (11.8)
Not known 23 85 (1.6) 84 47 (2.5) 24 (3.2)
MMG#
Never 3,632 (69.1) 2,715 1,284 (68.7) 621 (83.6)
Occasional 472 (9.0 488 194 (10.4) 45 (6.1)
Regular* 1,052 (20.0) 1,010 347 (18.6) 51 (6.9)
Not known 98 (1.9) 86 44 (2.4) 26 (3.5)
USG#
Never 3,600 (68.5) 2,972 1,425 (76.2) 630 (84.8)
Occasional 459 (8.7) 409 149 (8.0) 37 (5.0
Regular* 987 (18.8) 760 219 (11.7) 41 (5.5)
Not known 208 (4.0 158 76 (4.1) 35 (4.7)

BSE: Breast self-examination, CBE: Clinical breast examination, MMG: Mammography screening, USG: Breast ultrasound screening

* "Regular” is defined as having the breast screening test every 1-3 years.
# Included patients aged 40 or above only



Breast screening habits were further stratified by
patients’ residential district and the result is shown
in Table 1.13. More patients in our cohort living in
Kowloon or the New Territories have never performed
any breast screening (including BSE, CBE, MMG,
and USG) compared to Hong Kong Island. More

patients in our cohort living on Hong Kong Island
have performed regular healthcare service-assisted
breast screening tests (i.e., CBE, MMG, and USG)
than those living in Kowloon and the New Territories
(Table 1.13).

Table 1.13 Breast screening habits of our patient cohort by patients’ residential district

Breast Residential district, Number (%)
examination Hong Kong Island Kowloon New Territories
BSE
Never 668 (31.1) 1,398 (43.4) 3,450 (42.8)
Occasional 945  (44.0) 1,110 (34.5) 2,616 (32.5)
Monthly 456  (21.2) 647  (20.1) 1,904 (23.6)
Not known 81 (3.8) 66 (2.0 91 (1.1)
CBE
Never 661 (30.7) 1,700 (52.8) 4,081 (50.6)
Occasional 311  (14.5) 390 (12.1) 944  (11.7)
Regular* 1,087  (50.6) 1,066 (33.1) 2,948 (36.6)
Not known 91 4.2) 65 (2.0 88 (1.1)
MMG#
Never 905 (48.9) 1,959  (69.9) 5106 (72.8)
Occasional 266 (14.4) 266 (9.5) 624 (8.9)
Regular* 604 (32.6) 525  (18.7) 1,183  (16.9)
Not known 77 (4.2) 53 (1.9 97 (1.4)
USG#
Never 982 (53.0) 2,066 (73.7) 5,295 (75.5)
Occasional 235 (12.7) 233 (8.3) 540 (7.7)
Regular* 461 (24.9) 407  (14.5) 1,025 (14.6)
Not known 174 (9.4) 97 (3.5) 150  (2.1)

BSE: Breast self-examination, CBE: Clinical breast examination, MMG: Mammography screening, USG: Breast ultrasound screening

* "Regular” is defined as having the breast screening test every 1-3 years.

# Included patients aged 40 or above only
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CHAPTER 2
DISEASE PATTERN, TREATMENT TREND AND CLINICAL
OUTCOME OF BREAST CANCER IN HONG KONG

This chapter reviews the clinical presentation, cancer
characteristics of breast cancer in Hong Kong and treatment
methods used from data on 14,064 breast cancer patients.
The objectives of this chapter are to look into the clinical
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management of breast cancer, and to identify disease and
treatment trends in a local context in order to develop and
improve the standard of care for breast cancer patients in

gifi AP

Hong Kong.

>

KEY FINDINGS

Clinical presentations

Self-detection by chance was the primarily
method of first breast cancer detection among
our patient cohort (84.5%). More invasive breast
cancers were self-detected by chance (88.2%)
than in situ breast cancers (58.0%).

Most (92.2%) patients who self-detected their
cancers by chance found a painless lump on their
breast(s). Pain is not usually a symptom of breast
cancer; only 6.0% of our patients felt pain in their
breast(s) at initial presentation.

Of the self-detected breast cancers in our patient
cohort, after the onset of symptoms, only one-
third (36.9%) of the patients sought first medical
consultation in less than one month.

Majority (91.4%) of our patients had unilateral
breast cancer, while 4.5% (n=314) had synchronous
bilateral breast cancer at first diagnosis. 295
(4.2%) patients developed a contralateral breast
cancer subsequently after diagnosis of an initial
primary breast cancer.

A quarter (24.5%) of our invasive breast cancer
patients did not conduct cancer staging, while
among those who conducted cancer staging, the
most commonly used method was chest x-ray
and ultrasound of abdomen (35.2%). Positron
emission tomography scan (PET scan) was used
by 25.2% of our patients.

The most common cancer stage at diagnosis
was stage Il (38.1%). 14.6% of our patients
were diagnosed with stages IlI-IV diseases while
11.7% of our patients were diagnosed with in situ
cancers.

Cancer characteristics

>

The mean size of invasive breast cancers for our
patient cohort was 2.2 cm (standard deviation:
£1.4 cm). Tumours larger than 2.0 cm in size were
found in 46.7% of our patients. In our patient
cohort, screen-detected cancers were significantly
smaller than cancers that were self-detected by
chance (mean: 1.3 c¢cm vs. 2.3 cm; p<0.001).
59.5% of our patients with invasive breast cancers
had no positive lymph nodes. Most common
type was invasive carcinoma of no specific type
(86.0%). Over three quarters (79.5%) of invasive
breast cancers were either estrogen receptor (ER)
or progesterone receptor (PR) positive, and 21.7%
were c-erbB2/HER2 positive. 12.0% were triple
negative diseases.

The mean size of in situ cancers for our patient
cohort was 2.0 cm (standard deviation: £1.5 cm).
Tumours larger than 2.0 cm were found in 37.2%
of our patients. Of the in situ breast cancers where
mammogram (MMG) was performed, 62.8%
showed microcalcification on MMG. Ductal
carcinoma in situ was found to be a major type




of in situ breast cancers (93.8%). 80.9% of in situ
breast cancers were either ER or PR positive, and
29.0% were c-erbB2/HER2 positive.

Treatment methods

>

14.8% of our patients received care solely at private
medical facilities, 49.8% received care solely at
public medical facilities, and 35.4% received are
at both private and public medical facilities.

Surgery

* Majority (98.2%) of our patients underwent
surgery as part of their treatment.

® 51.6% of our patients had surgery at private
medical facilities, while 48.4% had surgery at
public medical facilities.

e Two-thirds (63.6%) of our patients had
mastectomy, while 34.3% had breast-conserving
surgery.

e The percentage of our patients who underwent
mastectomy was both positively correlated with
increasing age and increasing cancer stage.

e A higher proportion of patients who had surgery
at private medical facilities underwent breast-
conserving surgery than those who had surgery
at public medical facilities (44.5% vs 25.9%).

e Sentinel node biopsy (SNB) was more
commonly used by our patients with negative
clinical nodal statuses than those with positive
clinical nodal statuses (41.2% vs 11.1%).

e The use of axillary dissection was positively
correlated with progressing cancer stage.

Chemotherapy

® 60.3% of patients in our cohort underwent
chemotherapy, and among them, 9.4% had
neoadjuvant chemotherapy.

* 85.3% of our patients received chemotherapy in
public medical facilities, while 14.7% received
in private medical facilities.

e In general for all cancer stages, the use of
chemotherapy among our patients aged over
70 was much lower than that among patients
aged below 70.

Radiotherapy

® 62.1% of our patients had radiotherapy as one
of their treatment.

® 86.2% of our patients received radiotherapy at
public medical facilities, while 13.8% received
at private medical facilities.

* Over 90% of our patients with breast-conserving
surgery received radiotherapy, while the use
of radiotherapy in patients with mastectomy
increased with increasing cancer stages, with
the exception of stage IV disease.

Endocrine therapy

® 66.7% of our patients received endocrine
therapy.

® 97.5% of our patients received endocrine
therapy at public medical facilities, while 2.5%
received at private medical facilities.

e Endocrine therapy was used over 74.0% of our
patients with stages I-IV breast cancer, but was
only used in 15.9% of our patients with stage 0
breast cancer.

Targeted therapy

® 41.1% of our patients with c-erbB2/HER2
positive cancers underwent targeted therapy.

* 87.2% of our patients received targeted therapy
at public medical facilities, while 12.8%
received at private medical facilities.

* The most commonly used targeted therapy drug
was Trastuzumab (96.0%).
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» Complementary and alternative therapies

® 39.8% of our patients in the cohort received
complementary and alternative therapies as
part of their treatment.

® 66.8% of our patients used traditional Chinese
medicines.

» Combinations of treatments are usually used for
treating breast cancer effectively. In general, the
number of treatments increased with increasing
cancer stage.

Patient status

> The mean follow-up period was 5.2 years and
median follow-up period was 4.1 years.

> 834 (6.6%) of patients in our cohort experienced
recurrence, where 2.8% of our patients
experienced locoregional recurrence (LR) solely,
2.7% experienced distant recurrence (DR) solely,
and 1.1% experienced both locoregional and
distant recurrence at the same time.

» The common sites for locoregional recurrence
were breast (36.6%) and chest wall (31.2%) and
the common organs involved in distant recurrence
were bone (54.4%) and lung (44.3%).

2.1 Clinical presentation

Self-detection by chance was the primary method of first
breast cancer detection among our patient cohort (84.5%)
(Figure 2.1). Relatively small proportions of breast cancers
in our cohort were detected through healthcare service-
assisted screening methods, including clinical breast
examination (CBE), mammography screening (MMQ),
and ultrasound screening (USQG). A study in the United
States?”, where there are population-based breast cancer
screening programmes for women, found that 43% of
the breast cancer cases in the US are detected through
mammography screening, which is much higher than the
9.7% observed in our patient cohort in Hong Kong.

When comparing the method of first breast cancer
detection by types of medical service received, the
proportion of our patients who self-detected their breast

cancer by chance was higher in public medical service
users or mixed private/public medical service users
than in private medical service users. Additionally, the
proportion of our patients whose breast cancer was first
detected through mammography screening was higher for
private medical service users than either public medical
service users or mixed private /public medical service
users (Table 2.1).

Studies have shown that mammography screening
is effective in detecting early cancers when there are
neither signs nor symptoms that can be observed by
patients or medical professionals?®. In our patient cohort,
the proportion of invasive breast cancers detected by
mammography screening (6.4%) were much lower
than that of in situ breast cancers (33.3%) (Table 2.2). In




addition, more stage O or | cancers (32.7% and 11.8%
respectively) were detected by mammography screening
than stage Ill or IV cancers (3.0% and 1.6% respectively).
Over 90% of our patients with stage IIB, Ill or IV cancers
self-detected their cancer by chance (Table 2.3).

These findings highlight the importance of increased
awareness of breast self-examination (BSE), and the need
for increased mammography screening in public health
care facilities.

Relative frequency (%)

Self-dectection  Mammography Other screening Other imaging  Incidental

by chance screening surgery /

methods tests
(BSE and CBE)  (USG and MRI) Others

Method of first breast cancer detection

BSE: Breast self-examination;
USG: Ultrasound screening;

Figure 2.1 Method of first breast cancer detection in

our patient cohort (N=13,054)

CBE: Clinical breast examination;
MRI: Magnetic resonance imaging

Table 2.1 Method of first breast cancer detection by types of medical service received for cancer diagnosis

and treatment (N=13,053)

Private medical
service users
(N=1,907)

Public medical
service users
(N=6,475)

Mixed private /
public medical service
users (N=4,671)

Method of first breast cancer detection

Number (%)

Number (%) Number (%)

Self-detection by chance

Mammography screening 259 (13.6)
Other screening methods 73 (3.8)
(BSE and CBE)

Other imaging tests (USG and MRI) 112 (5.9
Incidental surgery / Others 17 (0.9

1,446 (75.8)

5,547 (85.7) 4,035 (86.4)

656 (10.1) 349 (7.5)
144  (2.2) 154 (3.3)
89 (1.4) 112 (2.4)
39 (0.6) 21 (0.4)

BSE: Breast self-examination; CBE: Clinical breast examination; USG: Ultrasound screening; MRI: Magnetic resonance imaging
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Table 2.2 Method of first breast cancer detection by type of cancer (N=12,668)

Type of cancer, Number (%)

Method of first breast cancer detection

In situ (N=1,645)

Invasive (N=11,023)

Self-detection by chance
Mammography screening

Other screening methods (BSE and CBE)
Other imaging tests (USG and MRI)
Incidental surgery / Others

954 (58.0) 9,720 (88.2)
548 (33.3) 703 (6.4)
53 (3.2) 311 (2.8)
79 (4.8) 230  (2.1)
11 (0.7) 59 (0.5)

BSE: Breast self-examination; CBE: Clinical breast examination; USG: Ultrasound screening; MRI: Magnetic resonance imaging

Table 2.3 Method of first breast cancer detection by cancer stage (N=12,511)

Cancer stage, Number (%)

Method of first 0 | A 1B 1 v
breast cancer detection (N=1,529) (N=4,053) (N=3,328) (N=1,674) (N=1,672) (N=255)
Self-detection by chance 910 (59.5) 3,259 (80.4) 2,988 (89.8) 1,565 (93.5) 1,576 (94.3) 235 (92.2)
Mammography screening 500 (32.7) 480 (11.8) 162 (4.9) 45 (2.7) 50 (3.0 4 (1.6)
Other screening methods 49 (3.2) 139 (3.4) 103 (3.1) 34 (2.0 27 (1.6) 10 (3.9
(BSE and CBE)

Other imaging tests 61 (4.0) 150 (3.7) 57 (1.7) 24 (1.4) 12 (0.7) 4 (1.6)
(USG and MRI)

Incidental surgery / Others 9 (0.6 25 (0.6) 18 (0.5) 6 (0.4) 7 (0.4) 2 (0.8

BSE: Breast self-examination; CBE: Clinical breast examination; USG: Ultrasound screening; MRI: Magnetic resonance imaging

Most (92.2%) patients who self-detected their cancers by
chance found a painless lump on their breast(s). Pain is
not usually a symptom of breast cancer; only 6.0% of our
patients felt pain in their breast(s) at initial presentation.
Some patients (8.3%) experienced changes in nipple (such
as nipple discharge, nipple retraction, redness, scaliness or
thickening of nipple) (Figure 2.2).

1922

CO S 05 13 11 05 04 04 03 10
- —_ T T T T T T T
Painless  Pain NiEp\e Nipple Axillary  Skin  Swelling Asymmetry - Changes Ulceration  Others /
lump discharge retraction node  change innipple not known

Major presenting symptoms

Figure 2.2 Major presenting symptoms of self-
detected* breast cancers in our patient
cohort (N=11,028)

*self-detection by chance only
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2.1.1 Time interval between the onset of
symptoms and first medical consultation

Longer delay in seeking medical consultation was
associated with higher probability of local cancer spread
or distant metastasis, and poorer prognosis?®. Of the self-
detected breast cancers in our patient cohort, after the
onset of symptoms, only one-third (36.9%) of the patients
sought first medical consultation in less than one month
(Table 2.4).

A higher proportion (44.4%) of our patients who were
treated in private medical facilities sought first medical
consultation in less than one month, than patients that
attended in public medical facilities (28.0%) (Table 2.5).

Table 2.4 Time interval between the onset of symptoms
and first medical consultation for our patients
who self-detected* their cancers (N=2,984)

Number (%)

Less than 1 month 1,101 (36.9)
1-3 months 1,134  (38.0)
4-12 months 420  (14.1)
More than 12 months 329  (11.0)

*Self-detection by chance only

Table 2.5 Time interval between the onset of symptoms and first medical consultation for our patients who
self-detected* their cancers by types of medical service (N=2,984)

Private medical
service users

Public medical
service users

Mixed private /
public medical service

(N=728) (N=1,234) users (N=1,022)

Number (%) Number (%) Number (%)

Less than 1 month 323 (44.4) 345 (28.0) 433 (42.4)
1-3 months 255 (35.0) 485 (39.3) 394 (38.6)
4-12 months 92 (12.6) 219 (17.7) 109 (10.7)
More than 12 months 58 (8.0) 185 (15.0) 86 (8.4)

*Self-detection by chance only
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A larger proportion (38.4%) of our patients with stage [V disease took more than 12 months to seek first medical consultation
than those with early stage cancer (stage | or lIA or [IB) (Table 2.6).

Table 2.6 Time interval between the onset of symptoms and first medical consultation for our patients who
self-detected* their cancers by cancer stage at diagnosis (N=2,704)

Cancer stage, Number (%)

1 A 11B 1] v
(N=868) (N=822) (N=422) (N=411) (N=73)
Less than 1 month 368 (42.4) 325 (39.5) 143 (33.9) 120 (29.2) 12 (16.4)
1-3 months 315 (36.3) 327 (39.8) 175 (41.5) 163 (39.7) 20 (27.4)
4-12 months 113 (13.0) 107 (13.0) 53 (12.6) 70 (17.0) 13 (17.8)
More than 12 months 72 (8.3) 63 (7.7) 51 (12.1) 58 (14.1) 28 (38.4)
*Self-detection by chance only
2.2 Cancer characteristics Figure 2.4 shows the locations of breast cancer occurrence

) ) on the breasts within our patient cohort. In our patient
Breast cancer can occur in one (unilateral) or both breasts cohort, around half of the breast cancers in either the left

(bilateral). Majority.(91 4%) of our patients had unilateral o right breast were detected in the upper outer quadrant
breast cancer, while 4.5% (n=314) had synchronous (46.3% and 49.7% respectively).

bilateral breast cancer at first diagnosis (Figure 2.3). 295

(4.2%) patients developed a contralateral breast cancer
within, on average, 7.9 years (range: 0.5 — 36.1 years,
median: 6.0 years) after diagnosis of an initial primary
breast cancer (Figure 2.3). Right bregs Eeillpreast
uoQ  UIQ uQ  uoQ
Central 49.7% | 17.7% 18.9% | 463% Central
7.3% 7.6%
LoQ | LQ uQ | LoQ
W Bilateral breasts 13.9% " 7.3% 8.9% ' 13.8%
(metachronous)
Bilateral breasts
(synchronous)
W Left breast only Figure 2.4 Locations of breast cancer occurrence
m Right breast only on the breasts within our patient cohort
(N=14,064)
UOQ: Upper outer quadrant UIQ: Upper inner quadrant
LOQ: Lower outer quadrant LIQ: Lower inner quadrant

Figure 2.3 Laterality of 14,064 breast cancer cases *Figures include multicentric cancers



2.2.1 Diagnostic tests for breast cancer

There are two types of breast cancer diagnostic tests:
imaging tests and biopsies. Imaging tests include diagnostic
mammography (MMQ), ultrasound (USG) and magnetic
resonance imaging (MRI). Diagnostic mammography
is a common procedure for breast cancer diagnosis
particularly to detect non-palpable microcalcifications
before breast-conserving surgery, and ultrasound is used
to distinguish a solid mass, which may be cancer, from a
fluid-filled cyst, which is usually not cancer. Breast MRI is
usually performed on women who have been diagnosed

with breast cancer to check the other breast for cancer or
to find out the extent of their disease. For around 80.8%
of our patients MMG was used, while USG was used on
74.3% and MRI was used on only 7.0% of our patients in
cancer diagnosis (Table 2.7). Results of imaging tests are
classified into categories using a system called the Breast
Imaging Reporting and Data System (BIRADS). The system
suggests that women with BIRADS 4 or 5 mammograms
are suspicious for cancer and should be checked by further
surgical tests such as biopsies.

Table 2.7 Sensitivity and diagnostic results of breast imaging tests (N=14,064)

Mammography Breast ultrasound MRI
(N=11,358) (N=10,453) (N=983)

Proportion of patients using the diagnostic test 80.8% 74.3% 7.0%
Overall sensitivity* 81.1% 89.4% 95.9%
BIRADS category

Diagnostic / malignant (BIRADS 5) 3,503 (30.8%) 3,824 (36.5%) 762 (77.5%)

Suspicious abnormality (BIRADS 4) 5,712 (50.3%) 5,517 (52.8%) 181 (18.4%)

Probably benign (BIRADS 3) 687  (6.0%) 643 (6.2%) 14 (1.4%)

Benign (BIRADS 2) 493 (4.3%) 213 (2.0%) 9 (0.9%

Normal (BIRADS 1) 899  (7.9%) 247 (2.4%) 16 (1.6%)

Incomplete (BIRADS 0) (0.6%) 9 (0.1%) 1 (0.1%)

MRI: Magnetic resonance imaging; BIRADS: Breast Imaging Reporting and Data System
*Sensitivity: Number of true positives (BIRADS 4-5) divided by total number of patients who had the test

Opacity was observed in 59.9% of our patients with
BIRADS 4 or 5 mammograms, while microcalcification
was observed in 50.4% (Table 2.8). The sensitivity of
mammography is affected by the mammographic density
of a woman’s breasts. Heterogeneously dense breast may
disguise small masses, while extremely dense breast

lowers the sensitivity of mammography. In our patient
cohort, two-thirds (68.1%) had heterogeneously dense
breasts, while 6.1% had extremely dense breasts (Figure
2.5). Table 2.9 shows the mammographic density of
breasts of our patients in different age groups.

CHAPTER 2

55



¢ 431dVvHD

56

Table 2.8 Mammographic findings of patients in
our cohort who were diagnosed through
mammography (N=9,215)

Number (%)
Opacity 5521 (59.9)
Microcalcification 4,647 (50.4)
Architectural distortion 1,240 (13.5)
Asymmetric density 896 (9.7)
Unclassified 465 (5.0)

80 +
68.1
70
60 +
50
40
30

204 18.1

7.7
10 4 6.1
O_J m . e

Relative frequency (%)

Fatty Scattered Heterogenous Extreme
density density density
Breast density

Figure 2.5 Mammographic density of breasts of our
patients who were diagnosed through
mammography (N=6,574)

Table 2.9 Mammographic density of breasts of our patients who were diagnosed through mammography by

age group (N=6,388)

Age group, Number (%)

Mammographic density <20 20-29 30-39 40-49 50-59 60-69 70+

Fatty 0 (000 4 (10.8) 46 (8. 253 (11.4) 407 (19.1) 293 (28.8) 163 (40.1)
Scattered density 0 (0.0) 1T 2.7) 20 ( 131 (5.9) 182 (8.6) 103 (10.1) 4 (13.3)
Heterogeneous density 1 (100.0) 29 (78.4) 450 (78.8) 1,661 (74.6) 1,426 (67.0) 583 (57.3) 184 (45.3)
Extreme density 0 (©0 3 @1 55 (9.6 183 (8.2) 112 (5.3) 39 (3.9) 5 (1.2)

Biopsies (samplings of breast cells ortissues forexamination)
for breast cancer diagnosis include fine needle aspiration
(FNA), core needle biopsy (CNB), and excisional biopsy.
As a standard of care, these biopsies are used to confirm
before surgery if the breast lesion is malignant. FNA and
CNB are less invasive sampling methods and are more often
used, but sometimes excisional biopsy, which removes the
largest amount of breast tissue, is conducted. FNA and / or

CNB were performed in 80.9% of our patients and among
them, 3,916 (34.4%) received FNA solely, 5,120 (45.0%)
received CNB solely, and 2,336 (20.5%) received both
FNA and CNB. Excisional biopsy was performed in 14.2%
of our patients. Excisional biopsy had the highest overall
sensitivity of 100%, followed by CNB (98.7%) and FNA
(90.0%) (Table 2.10).



Table 2.10 Sensitivity and diagnostic results of breast tissue biopsies (N=14,064)

FNA CNB Excisional biopsy
(N=6,252) (N=7,456) (N=1,998)

Proportion of patients using the diagnostic test 44.5% 53.0% 14.2%
Overall sensitivity* 90.0% 98.7% 100.0%
Class

Diagnostic / malignant (Class V) 3,835 (61.4%) 7,076 (94.9%) 1,998 (100.0%)

Suspicious (Class V) 1,109 (17.7%) 157 (2.1%) —

Atypical (Class IIl) 684 (10.9%) 124 (1.7%) —

Benign (Class II) 297 (4.8%) 67 (0.9%) —

Scanty benign (Class 1) 220 (3.5%) 30 (0.4%) —

Incomplete (Class 0) 107 (1.7%) 2 (0.0%) —

FNA: Fine needle aspiration; CNB: Core needle biopsy;

*Sensitivity: Number of true positives (Class 111-V) divided by total number of patients who had the test

2.2.2 Methods of cancer staging

Cancer staging is the process of finding out the extent of
the disease in the body after diagnosis of breast cancer.
A quarter (24.5%) of our invasive breast cancer patients
did not conduct cancer staging, while among those who
conducted cancer staging, the most commonly used
method was chest x-ray and ultrasound of abdomen
(35.2%). Positron emission tomography scan (PET
scan) was used by 25.2% of our patients (Table 2.11).
According to the 2010 practice guidelines of the National
Comprehensive Cancer Network (NCCN), patients with
early breast cancer, including stage |, stage Il, or operable
stage Ill breast cancer, are not recommended to use PET
scan to determine the extent of disease30. However, 9.6%
and 18.6% of our stages | and IIA patients, respectively,
used PET scan to determine the extent of their disease
(Table 2.12).

Table 2.11 Cancer staging in 10,548 invasive breast
cancer patients

Type of cancer staging method Number (%)
No cancer staging 2,579 (24.5)
Chest X-Ray (CXR) 5,822 (73.1)
Ultrasound abdomen (USG Abd) 3,066 (38.5)
Positron emission tomography scan 2,010 (25.2)
(PET scan)

Bone scan 309

Computed tomography of body parts* 278

Magpnetic resonance imaging whole body 38
(MRI'whole body)

Unspecified 525  (6.6)

* Body parts include abdomen, thorax, pelvis, brain, or whole body
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Table 2.12 The use of PET scan as a form of staging methods by cancer stage (N=7,969)

Cancer stage

I A 11B 1 v Unstaged Total
No. (%) of patients 259 435 366 710 203 37 2,010
used PET scan (9.6) (18.6) (30.1) (51.8) (80.9) (44.6) (25.2)

Using the American Joint Committee on Cancer (AJCC)
Breast Cancer Staging (7 edition)3! to study cancer
staging in our patient cohort, it was found that the most
common cancer stage at diagnosis was stage Il (38.1%).
Around 14.6% of our patients were diagnosed with stages
l1I-1V diseases while 11.7% of our patients were diagnosed
with in situ cancers (Figure 2.6).

35 1 12.7

Relative frequency (%)

0 1l 1 \%

Unstaged

Cancer stage

Figure 2.6 Cancer stage at diagnosis in our breast
cancer patients (N=14,064)

Out of our 14,064 cancer cases, data from 12,973 cases
with available pathology data was used for the following
analyses on cancer characteristics. 11,203 patients (86.2%)
were diagnosed with invasive cancers and 1,761 (13.7%)
were diagnosed with in situ cancers. 9 cases (0.1%) were
diagnosed with occult primary breast cancers.

2.2.3 Characteristics of invasive breast cancer

The mean size of invasive breast cancers for our patient
cohort was 2.2 ¢cm (range: 0.01 — 22.0 cm; standard
deviation: 1.4 cm). Tumours of 1T cm or less in size
were found in 16.0% of our patients and tumours of 2-5
cm in size were found in 43.3% of our patients (Figure
2.7). In our patient cohort, screen-detected cancers were
significantly smaller than cancers that were self-detected
by chance (mean: 1.3£1.0 cm vs. 2.3+1.4 cm; p<0.001).

Relative frequency (%)

<0.1 0.11-0.5  0.51-1.00 1.01-2.00 2.01-5.00 >5.0

Tumour size (cm)

Figure 2.7 Distribution of tumour size (cm) of
invasive breast cancers in our patient
cohort (N=10,587)

Lymph node status is one of the factors used to determine
disease stage. Multiple affected lymph nodes signify a
higher disease stage. Of our patients with invasive breast
cancers, 59.5% had no positive lymph nodes, 0.9%
had isolated tumour cells, 4.5% had micrometastasis
(metastasis size > 0.2 mm to <2 mm), while 35.1% had at
least one positive lymph node with metastasis size greater
than 2 mm (Figure 2.8).
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Figure 2.8 Number of positive lymph nodes
among our patients with invasive breast
cancers (N=11,030)

2.2.4 Characteristics of in situ breast cancer

The mean size of in situ breast cancers for our patient
cohort was 2.0 cm (range: 0.02 — 10.0 cm; standard
deviation: £1.5 cm). Tumours of 1 cm or less in size were
found in 32.7% of our patients while tumours of 2-5 cm
in size were found in 32.8% of our patients (Figure 2.9). A
small proportion (4.4%) of our patients had in situ tumours
greater than 5.0 cm. Of the in situ breast cancers where
MMG was performed, 62.8% showed microcalcification
on MMG.

Relative frequency (%)

<0.10 0.11-0.50  0.51-1.00 1.01-2.00  2.01-5.00 >5.00

Tumour size (cm)

Figure 2.9 Distribution of tumour size (cm) of
in situ breast cancers in our cohort
(N=1,504)

2.3 Histological and biological
characteristics

Breast cancer is a heterogeneous group of tumours,
consisting of different histologic subtypes with diverse
microscopic appearances. The histological data of breast
carcinomas provides valuable prognostic information. It
complements other independent parameters including size,
grade, nodal status, hormonal receptor status and HER2
oncogene status to help predict the likelihood of recurrence
and response to treatment.

2.3.1 Invasive breast cancer

Table 2.13 shows the histological characteristics, grading,
multifocality and multicentricity of invasive breast cancers
in our patient cohort. The most common type was invasive
carcinoma of no specific type (86.0%).

The biological characteristics of invasive breast cancers in
our patient cohort are shown in Table 2.14. Among our
patients with invasive breast cancers who were tested for
either estrogen or progesterone receptor status, 79.5%
were either estrogen receptor (ER) or progesterone receptor
(PR) positive. 2,263 (21.7%) invasive breast cancers in our
patient cohort were c-erbB2/HER2 positive.
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Table 2.13 Histological type, grading, multifocality and multicentricity of invasive breast cancers (N=11,203)

Histological type Number (%) Grade Number (%)
Invasive carcinoma of no specific type 9,636 (86.0) Grade 1 1,917 (17.1)
Lobular 417 (3.7) Grade 2 4,599 (41.1)
Mucinous (colloid) 413 (3.7) Grade 3 3,686 (32.9)
Papillary 107 (1.0) Not known 1,001 (8.9)
Tubular 77 09 Lymphovascular invasion 3,146 (28.1)
Carcinoma with medullary features 71 (0.6)

Mixed ductal and lobular 59 (0.5) Multifocality 1,096 (9.8)
Borderline / malignant phyllodes 47 (0.4) Number of foci

Micropapillary 39 (0.3) 2 585 (53.4)
Metaplastic carcinoma 34 (0.3) 3-4 202 (18.4)
Carcinoma with apocrine features 19 (0.2) Z5 113 (10.3)
Carcinoma with neuroendocrine features 18  (0.2) Not known 196 (17.9)
Adenoid cystic carcinoma 14 (0.1 Multicentricity 325  (2.9)
Cribriform carcinoma 10 (0.1 Number of quadrants

Paget’s disease of nipple 6 (0.1 2 276 (84.9)
Inflammatory 3 (0.0 3 22 (6.8)
Secretory carcinoma 2 (0.0 4 10 (3.1)
Lipid rich carcinoma 1 (0.0 Not known 17 (5.2)
Sarcoma 1 (0.0)

Others 82 (0.7)

Not known 127 (1.1)




Table 2.14 Biological characteristics of invasive breast cancers (N=11,203)

Number (%)
Estrogen receptor (ER) (96.4% of the patients had the test)
Positive 8,318 (77.0)
Negative 2,485 (23.0)
Progesterone receptor (PR) (96.1% of the patients had the test)
Positive 7,011 (65.1)
Negative 3,752 (34.9)
c-erbB2 / HER2 (92.9% of the patients had the test)
Positive (IHC score 3) 2,107 (20.2)
Equivocal (IHC Score 2) 3,153 (30.3)
FISH / CISH +ve 156 (4.9)
Negative (IHC score 0/1) 5,151 (49.5)
Ki-67 index (47.7 % of the patients had the test)
<14% 2,291 (42.9)
=14% 3,051 (57.1)
HER2: Human epidermal growth factor receptor 2
Breast cancer is not considered as a single disease. It can be achieved. The biological subtypes include l[uminal
can be further classified into several biological subtypes, A, luminal B (HER2 negative), luminal B (HER2 positive),
determined by immunohistochemical staining of several HER2-positive, and triple negative3?. Their relative
biological markers described in Table 2.14 . By combining frequencies by cancer stage in our patient cohort are
these biological markers rather than assessing them shown inTable 2.15.
separately, further prognostic and predictive information
Table 2.15 Biological subtypes of invasive tumors by cancer stage (N=10, 299)
Cancer Stage, N (%)
Biological subtypes?2 I A 11} m v Total
Luminal A* 1,020 (25.7) 563 (17.4) 250 (15.8) 166 (11.8) 11 (9.4) 2,010 (19.5)
Luminal B (HER2 negative)# 523 (13.2) 556 (17.2) 274 (17.3) 269 (19.2) 8 (15.4) 1,640 (15.9)
Luminal A/B (HER2 negative)t 1,227 (31.0) 929 (28.8) 519 (32.7) 442 (31.5) 51 (43.6) 3,168 (30.8)
Luminal B (HER2 positive)? 478 (12.1) 417 (12.9) 214 (13.5) 241 (17.2) 0 (17.1) 1,370 (13.3)
HER2-positive # 298 (7.5) 273 (8.5) 140  (8.8) 149 (10.6) 11 (9.4) 871  (8.5)
TNDS 418 (10.5) 491 (15.2) 188 (1190 137 (9.9) 6 (G.1) 1,240 (12.0)
Total 3,964 (38.5) 3,229 (31.4) 1,585 (15.4) 1,404 (13.6) 117 (1.1) 10,299 (100.0)
* Luminal A: ER and/or PR+, HER2-, and Ki-67 low (<14%) A Luminal B (HER2 positive): ER and/or PR+, HER2+, and any Ki-67

# Luminal B (HER2 negative): ER and/or PR+, HER2-, and Ki-67 high (214%) *# HER2-positive: ER and PR-, HER2+, and any Ki-67
t Luminal A/B (HER2 negative): ER and/or PR+, HER2-, and Ki-67 not known § TND (Triple Negative Disease): ER-, PR-, HER2-, and any Ki-67
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2.3.2 In situ breast cancer

Table 2.16 shows the histological characteristics, grading,
multifocality and multicentricity of in situ breast cancers
in our patient cohort. Ductal cancers were found to be a
major type of in situ breast cancers (93.8%).

Table 2.16 Histological type, grading, multifocality
and multicentricity of in situ breast
cancers (N=1,761)

Number (%)
Histological type
Ductal 1,652 (93.8)
Mixed 51 (2.9)
Papillary 27 (1.5)
Intracystic papillary 12 (0.7)
Encapsulated papillary 5 (0.3)
Apocrine 3 (0.2)
Neuroendocrine 2 0.1)
Not known 9 (0.5)
Necrosis 645 (36.6)
Nuclear Grade
Low 413 (23.5)
Intermediate 581 (33.0)
High 664  (37.7)
Not known 103 (5.8)
Multifocality 212 (12.0)
Number of foci
2 93 (43.9)
3 17 (8.0)
4 or more 9 (4.2)
Not known 93 (43.9)
Multicentricity 33 (1.9)
Number of quadrants
2 25 (75.8)
3 2 (6.1)
Not known 6 (18.2)

The biological characteristics of in situ breast cancers in
our patient cohort are shown in Table 2.17. Among our
patients with in situ breast cancers who were tested for
either estrogen or progesterone receptor status, 80.9%
were either estrogen receptor (ER) or progesterone
receptor (PR) positive. 344 (29.0%) in situ breast cancers
in our patient cohort were c-erbB2/HER2 positive.

Table 2.17 Biological characteristics of in situ
breast cancers (N=1,761)

Number (%)

Estrogen receptor (ER)
(72.8% of the patients had the test)

Positive 1,017  (79.3)
Negative 265 (20.7)

Progesterone receptor (PR)
(71.8% of the patients had the test)

Positive 899 (71.1)
Negative 366 (28.9)
c-erbB2/HER2 (67.4% of the patients had the test)
Positive (IHC score 3) 342  (28.8)
Equivocal (IHC score 2) 389 (32.8)
FISH / CISH +ve 2 (0.5)
Negative (IHC Score 0/ 1) 456 (38.4)
Ki-67 index (42.8% of the patients had the test)
<14% 529 (70.3)
= 14% 224 (29.8)




2.4 Treatment methods

Of our 14,064 patients, 14.8% solely received care at
private medical facilities, while 49.8% solely received
care at public medical facilities. Around one-third (35.4%)
of our patients received care at both private and public
medical facilities.

2.4.1 Surgical treatment

Surgery is an important consideration in the effective
treatment of breast cancer. With the continuing
developments in breast cancer treatment, surgery is less
disfiguring today. Options for local treatment include
breast-conserving surgery or total mastectomy. Breast-
conserving surgery followed by radiotherapy gives
equivalent survival rates compared with mastectomy.
Women who have a mastectomy may also decide to have
breast reconstruction, either at the same time or at a later
stage.

Nodal surgery is usually conducted together with breast
surgery to ascertain the extent of disease. Lymph node
surgery includes sentinel lymph node biopsy (SNB)
or axillary dissection (AD). For patients with negative
clinical nodal status, SNB can be conducted before AD
to determine whether any lymph node is affected. This is
to prevent lymphoedema which may occur when a large
number of lymph nodes are removed by surgery.

Majority (98.2%) of our patients underwent surgery
as part of their treatment. 51.6% of our patients had
surgery at private medical facilities, while 48.4% had
surgery at public medical facilities. Two-thirds (63.6%)
of our patients had mastectomy, while 34.3% had breast-
conserving surgery. Of our patients who had mastectomy,
13.5% had either immediate or delayed reconstruction.
The most common type of reconstruction was TRAM flap
(66.2%) (Table 2.18).

One-third (35.7%) of our patients received SNB only,
while 47.5% received AD without SNB. 15.9% of our
patients received AD after SNB (Table 2.18).

Table 2.18 Types of surgical operations in our
patient cohort (N=14,064)

Number (%)

No surgery 221 (1.6)
Breast-conserving surgery 4,827  (34.3)
Mastectomy 8,942  (63.6)
Nodal surgery only 12 0.1)
Type of surgery not known 36 (0.3)
Not known if surgery is done 26 (0.2)
Mastectomy (N=8,942)
Total mastectomy 8,361  (93.5)
Skin sparing 470 (5.3)
Nipple sparing 75 (0.8)
Areolar sparing 15 (0.2)
Not known 21 (0.2)
Reconstruction (N=1,203)
TRAM flap 796  (66.2)
Implant 226  (18.8)
LD flap 92 (7.6)
LD flap & implant 69 (5.7)
Not known 20 (1.7)
Nodal surgery (N=12,925)
Sentinel node biopsy 4,614  (35.7)
Sentinel node biopsy & 2,054 (15.9)
axillary dissection
Axillary dissection 6,141 (47.5)
Not known 116 (0.9)
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The percentage of our patients who underwent
mastectomy was positively correlated with increasing
age, while the percentage of our patients who underwent
mastectomy and reconstruction was negatively correlated
with increasing age (Figure 2.10).
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Figure 2.10 Type of surgery by age group (N=13,346)

For our patients with tumours larger than 1 cm in size, the
percentage of patients that had breast-conserving surgery
was negatively correlated with increasing tumour size
(Figure 2.11).
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Figure 2.11 Type of surgery by tumour size (N=12,069)

The proportion of our patients receiving breast-conserving
surgery was negatively correlated with increasing cancer
stage. Mastectomy and reconstruction did not show any
correlation with increasing cancer stage (Figure 2.12).
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Figure 2.12 Type of surgery by cancer stage (N=13,219)

A higher proportion of patients who had surgery at private
medical facilities underwent breast-conserving surgery
than those who had surgery at public medical facilities
(Figure 2.13).
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Figure 2.13 Type of surgery by type of medical service
(N=13,222)



Figure 2.14 shows the type of nodal surgery received by
our patients with positive or negative clinical nodal status.
SNB alone was more commonly used by our patients with
negative clinical nodal statuses than those with positive
clinical nodal statuses (41.2% vs 11.1%). On the other
hand, AD without SNB was more commonly used on our
patients with positive clinical nodal statuses than those
with negative clinical nodal statuses (76.4 vs 42.0%).

l Sentinel node biopsy
l Sentinel node biopsy and axillary dissection

Axillary dissection
90

80 - 76.4

70 4

Relative frequency (%)
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Clinical nodal status

Figure 2.14 Type of nodal surgery by clinical nodal
status (N=12,810)

The use of AD was positively correlated with progressing
cancer stage. In our patient cohort, the use of AD after SNB
increased from stage | to Il patients, but then decreased for
stage Ill or IV patients. This trend is likely due to the fact
that most of our patients with stage 11l or IV disease went
for AD as their first nodal surgery (Figure 2.15).
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Figure 2.15 Type of nodal surgery in invasive cancers
by cancer stage (N=11,292)

Around half (56.0%) of our patients with node positive
invasive cancer had tumours of 2 to 5 cm in size, while
6.2% had tumours greater than 5 cm. In our patient
cohort, more patients with node negative invasive cancer
had tumours less than 2 cm when compared to patients
with node positive invasive cancer (63.6% vs. 37.8%)
(Figure 2.16).
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Figure 2.16 Distribution of tumour size in invasive
cancer with negative or positive nodal
status (N=10,561)
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A small proportion of our patients (3.9%) who underwent
SNB alone had at least one positive lymph node, while
half (48.7%) of our patients who underwent AD and a
quarter (23.8%) of our patients who underwent AD after
SNB had no positive lymph node (Figure 2.17).
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B 0 +ve nodes 4-9 +ve nodes
90
Hl 1-3 +ve nodes W 10+ +ve nodes
2
>~
6]
c
]
>
o
2]
=
<]
2
=
]
(]
o~

Sentinel node biopsy
(N=3,686)

Sentinel node biopsy
and axillary dissection
(N=1,966)

Axillary dissection
(N=5,185)

Type of nodal surgery

In our patient cohort, the use of chemotherapy was
positively correlated to progressing cancer stage, with the
exception of stage IV disease (Figure 2.18). The lower use
of chemotherapy observed in our stage IV patients might
be due to the fact that for patients with ER positive stage
IV disease, the usual clinical practice consists of palliative
treatments including endocrine therapy +/- radiotherapy;
not chemotherapy.
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Figure 2.17 Number of positive nodes by type of
nodal surgery (N=10,837)

2.4.2 Chemotherapy

Chemotherapy is a form of systemic treatment using one or
more cytotoxic drugs to kill or control cancer cell growth.
The drugs destroy breast cancer cells by interfering with
their ability to grow and split. 8,476 (60.3%) patients in our
cohort underwent chemotherapy. 88.3% of our patients
had adjuvant chemotherapy, 9.4% had neoadjuvant
chemotherapy, and 2.3% had palliative chemotherapy.
85.3% of our patients received chemotherapy in public
medical facilities, while 14.7% received in private medical
facilities.

Figure 2.18 Chemotherapy treatmentin our patients
at different cancer stages (N=11,669)

Table 2.19 shows the percentage of patients in our
cohort who received chemotherapy by age group and
cancer stage. In general for all cancer stages, the use of
chemotherapy among our patients aged over 70 was
much lower than that among patients aged below 70. For
our patients with stage | or stage IIB disease, the use of
chemotherapy decreased with increasing age group.



Table 2.19 Use of chemotherapy by age group and cancer stage at diagnosis (N=11,334)

Number of patients received chemotherapy (% of patients in the same age group and cancer stage)

Age group | lA 1IB 11| v
<20 2 (100.0) —* —* —* —*
20-29 25  (62.5) 26 (96.3) 20 (100.0) 11 (91.7) 3 (100.0)
30-39 236 (52.7) 355  (89.0) 177 (99.4) 168 (99.4) 18 (90.0)
40-49 729 (44.7) 1,125 (90.7) 620 (97.6) 646 (98.9) 89 (94.7)
50-59 489 (38.9) 961 (87.7) 527  (95.3) 518 (96.8) 83 (87.4)
60-69 132 (23.8) 334 (68.7) 226  (88.6) 251 (93.3) 21 (80.8)
70-79 6 (3.1) 17 (10.4) 10 (12.5) 27  (36.5) 7  (43.8)
80+ 0 (0.0) 1 2.9) 0 (0.0) 1 (4.8) 1 (16.7)

*No patient diagnosed with Stages IIA, 1B, Ill and IV was aged <20.

For chemotherapy, several drugs are given in combination
and each drug damages the cells at some point in their
reproductive cycle. Figure 2.19 shows the relative
frequency of different types of chemotherapy regimen
used by our patients at different cancer stages. Around
half (48.6%) of our patients with stage | disease and
one-third (34.9%) of our patients with stage IIA disease
used Adriamycin / Doxorubicin and Cyclophosphamide

(AC), while AC and Taxane (AC+T) or a combination of
Fluorouracail, Adriamycin/Doxorubicin (or Epirubicin),
and Cyclophosphamide followed by Taxotere (FAC/
FEC+T) was more widely used for our patients with stage
[IB or Il disease. In our patient cohort, 28.9% of patients
with stage IV disease used Capecitabine, or Gemcitabine,
or Vinorelbine, more often than our patients with less
advance diseases (stages | to IlI).
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Figure 2.19 Type of chemotherapy regimens in patients by cancer stage (N=7,269)

C: Cyclophosphamide;

M: Methotrexate;

F: Fluorouracil (5FU);

A: Adriamycin / Doxorubicin;
E: Epirubicin;

T: Taxane (Docetaxel in TC and TAC, Paclitaxel or Docetaxel in AC+T);

H: Trastuzumab;

TCH: Docetaxel / Carboplatin / Trastuzumab or Paclitaxel / Carboplatin / Trastuzumab
Others: Capecitabine, Gemcitabine or Vinorelbine




2.4.3 Radiotherapy

Radiotherapy is a treatment to kill cancer cells using
ionizing radiation. Radiation is capable of inflicting
damage at the DNA level of a cell and can stop cells
from reproducing. In our patient cohort, 8,738 (62.1%)
patients had radiotherapy as one of their treatment, among
which 98.1% were adjuvant, 0.1% were neoadjuvant,
and 1.8% were palliative. 86.2% of our patients received
radiotherapy at public medical facilities, while 13.8%
received at private medical facilities.

Radiotherapy to the breast following breast-conserving
surgery is an integral part of breast-conserving therapy for
breast cancer in order to achieve equivalent outcome as
mastectomy. This applies to all patients with invasive breast
cancer and most patients with in situ cancer. Radiotherapy
is also needed by some patients who have mastectomy, if
the tumour is locally advanced; for example large tumour
size or with multiple lymph nodes showing cancer, or
where cancer cells are formed in the lymphatic or blood
vessels. Of our patients who had breast-conserving surgery,
93.5% received radiotherapy, while 45.6% of our patients
who had mastectomy received radiotherapy.

Figures 2.20 and 2.21 show the percentage of our patients
with breast-conserving surgery or mastectomy, respectively,
who received radiotherapy as part of their treatment at
different cancer stages. Over 90% of our patients with
breast-conserving surgery received radiotherapy (Figure
2.20), while the use of radiotherapy in patients with
mastectomy increased with increasing cancer stages, with
the exception of stage IV disease (Figure 2.21).
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Figure 2.20 The use of radiotherapy in our patients
receiving breast-conserving surgery at
different cancer stages (N=4,648)
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Figure 2.21 The use of radiotherapy in our
patients receiving mastectomy at
different cancer stages (N=8,388)

Radiotherapy for breast cancer involves localized irradiation
of regions such as breast/chest wall, with or without
regional nodes. Table 2.20 shows the irradiated regions
among our patients receiving radiotherapy by the type of
surgery received.
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Table 2.20 Irradiated regions among our patients with different types of surgery (N=5,913)

Total
(N=5,913)

Breast-conserving
Surgery (N=2,911)

Mastectomy
(N=2,937)

Target volume Number (%)

Number (%) Number (%)

Breast 2,459 (41.6)
Breast + regional* 512 (8.7)
Chest wall 891 (15.1)
Chest wall + regional* 2,051 (34.7)

2,429 (83.4) 0 (0.0
482 (16.6) 0 (0.0
0 (0.0 888 (30.2)
0 (0.0 2,049 (69.8)

SCF: Supraclavicular fossa; IMC: Internal mammary chain;
*regional nodes: includes SCF and/or axilla and/or IMC

#Total number of patients includes 65 patients with surgical data not known

2.4.4 Endocrine therapy

Endocrine therapy has played an important role in all
stages of the treatment and prevention strategy for hormone
receptor-positive breast cancer. Breast cancers all develop
from abnormal breast cells which are often sensitive to sex
hormones, such as estrogen and progesterone. Endocrine
therapy acts on hormone receptors of the cancer cells.
In our patient cohort, 9,381 (66.7%) patients received
endocrine therapy. Among them, 97.0% were adjuvant,
0.3% were neoadjuvant, and 2.6% were palliative. 97.5%
of our patients received endocrine therapy at public medical
facilities, while 2.5% received at private medical facilities.
Endocrine therapy was used over 74.0% of our patients
with stages I-IV breast cancer, but was only used in 15.9%
of our patients with stage O breast cancer (Figure 2.22).

Two types of drugs are commonly used to reduce the level of
female hormones: anti-estrogens and aromatase inhibitors.
Anti-estrogen drugs slow down breast cancer growth by
sticking to estrogen receptors on the breast cancer cells.
The most common anti-estrogen is Tamoxifen which is used
in both pre-menopausal and post-menopausal women.
Aromatase inhibitors decreases the level of estrogen in
the body. Aromatase inhibitors, including Anastrozole,
Letrozole and Exemestane, are only effective for women
who are post-menopausal. Figure 2.23 shows the use of
Tamoxifen and Aromatase inhibitors by our patient cohort
in three age groups.
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Figure 2.22 Proportions of our patients who received
endocrine therapy by cancer stage
(N=13,224)
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Figure 2.23 Forms of endocrine therapy used
in our patient cohort by age group
(N=8,672)

2.4.5 Targeted therapy

Targeted therapy uses a drug that specifically attacks the
abnormal growth pathway of cancer cells by blocking
specific molecules required for tumour growth or
carcinogenesis. It is used for treating patients with breast
cancer cells that over-express HER2 (HER2-positive breast
cancer). Of the 2,265 patients with HER2-positive breast
cancers in our cohort, 930 (41.1%) underwent targeted
therapy. Among them, 97.3% were adjuvant, 0.4%
were neoadjuvant, and 2.3% were palliative. 87.2% of
our patients received targeted therapy at public medical
facilities, while 12.8% received at public medical facilities.

The use of targeted therapy was positively correlated with
increasing cancer stage (Figure 2.24). The most commonly
used targeted therapy drug was Trastuzumab (96.0%)
(Figure 2.25).

Figure 2.24 Targeted therapy rate in the HER2

positive patients by cancer stage in our
cohort (N=2,050)
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Figure 2.25 Type of drugs used for targeted therapy
in our patient cohort (N=930)
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2.4.6 Complementary and alternative therapies

Apart from the standard medical care of breast cancer
that was described in previous sections of this chapter,
patients may go for different kinds of complementary and
alternative therapies, such as taking traditional Chinese
medicines, health foods/supplements etc. 5,602 (39.8%)
of the patients in the cohort received complementary and
alternative therapies as part of their treatment. Among
them, 95.4% were adjuvant, 3.8% were neoadjuvant,
and 0.9% were palliative. 66.8% of our patients used
traditional Chinese medicines (Figure 2.26).
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Figure 2.26 Type of complementary and alternative
therapies used in 5,602 patients

Others include: Tai Chi, Qigong, Naturopathy, acupuncture and
moxibustion, massage and yoga
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2.4.7 Multimodality treatment

Combinations of treatments are usually used for
treating breast cancer effectively. Table 2.21 shows
the multimodality treatment pattern of our patients. As
complementary and alternative therapies are not part of
standard medical care, these therapies are excluded from
this part of analysis. In general, the number of treatments
increased with increasing cancer stage. In our patient
cohort, most patients with stage O disease received one
(42.6%) or two (49.5%) treatment(s), while 58.9% of
our patients with stage | disease received three or more
treatments. More than 80% of our patients with stage IIA,
[IB, or lll received three or more treatments.

Table 2.21 Number of treatment combinations received by patients by cancer stages (N=13,409)

Cancer stage, Number (%)

No. of 0 | 1A 11B 1l v Total
treatment  (N=1,643) (N=4,346) (N=3,578) (N=1,792) (N=1,785) (N=265) (N=13,409)
0 2 (0.1) 1 (0.0 0 (0. 0 (0.0 2 (0.1) 3 (1.1 8 (0.1
1 700 (42.6) 319 (7.3) 94 (2. 21 (1.2) 25 (1.4) 27 (10.2) 1,186 (8.8)
2 814 (49.5) 1,464 (33.7) 620 (17 3 137 (7.6) 62 (3.5) 42 (15.8) 3,139 (23.4)
3 127 (7.7) 1,801 (41.4) 1,418 (39.6 574 (32.0) 384 (21.5) 91 (34.3) 4,395 (32.8)
4 0 (0.0 687 (15.8) 1,345 (37 6 958 (53.5) 1,133 (63.5) 85 (32.1) 4,208 (31.4)
5 0 (0.0 74 (1.7) 101 (2. 102 (5.7) 179 (10.0) 17 (6.4) 473 (3.5)




2.5 Patient Status

Once treatment is completed, annual follow-ups are
conducted to ascertain the efficacy of the treatment.
To date, 62.1% of our patient in the cohort had the last
follow-up within the last 2 years. Around one-third
(35.9%) of our patients were followed up for 2-5 years,
while 40.8% were followed up for 5 or more years (Table
2.22). The mean follow-up period was 5.2 years and
median follow-up period was 4.1 years.

834 (6.6%) of patients in our cohort experienced
recurrence, where 2.8% of our patients experienced
locoregional recurrence (LR) solely, 2.7% experienced
distant recurrence (DR) solely, and 1.1% experienced
both locoregional and distant recurrence at the same time.
The mean and median time to recurrence are shown in
Table 2.22.

Table 2.22 Follow-up of 12,573 patients

Follow-up period

Number (%)

<1 year
1-2 years
2-5 years
5-10 years
10-15 years
>15 years

Mean follow-up period
Median follow-up period

Locoregional recurrence
No. of locoregional recurrences

Mean time to locoregional recurrence
Median time to locoregional recurrence

Distant recurrence
No. of distant recurrences
Mean time to distant recurrence
Median time to distant recurrence

Locoregional and distant recurrence

No. of locoregional and distant
recurrences

Mean time to locoregional and
distant recurrence

Median time to locoregional and
distant recurrence

Mortality
No. of deaths from breast cancer
No. of deaths from unrelated causes

2,013 (16.0
4,510 (35.9
3,672 (292
1,051 (8.4

3.2

922 (7.3)
)
)
)
)
)

405 3.
5.2 years
4.1 years

349 (2.8)
5.5 years
3.7 years

340 (2.7)
4.3 years
3.3 years

145 (1.1)
5.2 years

4.3 years
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Table 2.23 shows the number of invasive breast cancer
patients with LR in different subgroups specified by surgery
type and cancer stage in our patient cohort. The overall
proportions of our patients with LR were similar in patients
receiving either breast-conserving surgery or mastectomy
(3.0% vs. 3.4%). However, for stage IIA patients in our
patient cohort, the proportion of patients with LR was
higher among patients with breast-conserving surgery
than those who received mastectomy. On the other hand,

for our stage 1IB and IlI patients, the proportion of patients
with LR was higher among patients with mastectomy
than those who received breast-conserving surgery. In our
patient cohort, regardless of the types of surgery received,
patients with stage Ill disease had a higher proportion of
patients with LR than their counterparts with early stage
of disease. The common sites for locoregional recurrence
were breast (36.6%) and chest wall (31.2%,) (Table 2.24).

Table 2.23 Number of cases with locoregional recurrence by type of surgery and cancer stage

Cancer stage, Number (% in the overall patient cohort with surgeries)

1 A 11B 1l Total

BCS 45/1,839 42/1,070 8/352 10/217 105/3,478
(2.4) 3.9 2.3) (4.6) (3.0)

MTX 57/2,138 67/2,220 44/1,323 75/1,418 243/7,099
2.7) 3.0) (3.3) (5.3) (3.4)

BCS: Breast-conserving surgery; MTX: Mastectomy

Table 2.24 Sites involved in locoregional recurrence
in our patients (N=494)

Sites involved Number (%)

Breast 181 (36.6)
Chest wall 154 (31.2)
Axilla 115 (23.3)
Supraclavicular 90 (18.2)
Internal mammary node 27 (5.5
Others 31 (6.3)

Note: Recurrence may involve multiple sites simultaneously, so the
total percentages for recurrence sites may exceed 100.

In our patient cohort, 485 (3.9%) patients experienced
distant recurrence. Among them, the common organs
involved were bone (54.4%), followed by lung (44.3%)
(Table 2.25).




Table 2.25 Organs involved in distant recurrence (N=485)

Number

(%)

Distant organs affected Distant organs affected Number (%)
Bone 264 (54.4) Thyroid glands 6 (1.2)
Lung 215 (44.3) Pancreas 5 (1.0)
Liver 165 (34.0) Ovary 4 (0.8
Mediastinal nodes 89 (18.4) Thorax 4 (0.8
Brain 71 (14.6) Uterus 4 (0.8)
Neck 42 (8.7) Spleen 3 (0.6)
Contralateral nodal metatases 18 (3.7) Kidney 1 0.2
Abdomen 14 2.9 Unspecified 25  (5.2)
Adrenal 8 (1.6

Note: Recurrence may involve multiple sites simultaneously, so the total percentages for recurrence sites may exceed 100.

Among patients with invasive breast cancer in our cohort,
the proportion of patients with LR solely was quite static
(around 2%) for all cancer stages, while the proportion of

Table 2.26 Proportions of our invasive breast cancer patients with locoregional and distant recurrence by

cancer stage

our patients with DR solely or LR and DR at the same time
showed positive correlation with increasing cancer stage

(Table 2.26).

Cancer stage, Number (%)

| 1A 11B i Total
Recurrence (N=3,939) (N=3,268) (N=1,663) (N=1,639) (N=10,509)
LR solely 86 (2.2) 76 (2.3) 27 (1.6) 42 (2.6) 231 (2.2)
DR solely 57 (1.4) 69 (2.1) 64 (3.8) 109 (6.6) 299 (2.8)
LR and DR 16 (0.4) 34 (1.0) 25 (1.5) 44 (2.7) 119 (1.1)

LR: Locoregional recurrence; DR: Distant recurrence

119 (0.9%) patients in the cohort died from breast cancer.
The proportion of our patients who died from breast cancer
was highest in stage IV (8.3%). Survival time ranged from

0.8 — 21.9 years. Information on biological subtypes of

these patients can be found in Table 2.27.
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Table 2.27 Characteristics of breast cancer-specific deaths (N=119)

Cancer stage

0 1 A 11B 1 v Unstaged
No. of cases (% of all breast 10.1) 15 (0.3) 19 (0.6) 8 (0.5) 2.7) 8.3 12 (.1
cancer cases in that cancer stage)
Survival time (range in years) 4.5 1.8-10.4 1.9-206 47-162 08-93 12-103 14-219
Biological subtypes3?
Luminal A* 0 1 1 1 5 0 2
Luminal B (HER2 negative)# 0 3 3 1 5 2 0
Luminal A/B (HER2 negative)t 0 4 4 3 12 10 1
Luminal B (HER2 positive) 1 2 2 1 8 2 2
HER2-positive 0 3 2 0 7 3 2
TNDS 0 2 4 1 7 1 1
Not known 0 0 3 1 1 1 4

* Luminal A: ER and/or PR+, HER2-, and Ki-67 low (<14%)

# Luminal B (HER2 negative): ER and/or PR+, HER2-, and Ki-67 high (214%)
t Luminal A/B (HER2 negative):ER and/or PR+, HER2-, and Ki-67 not known
A Luminal B (HER2 positive): ER and/or PR+, HER2+, and any Ki-67

*# HER2-positive: ER and PR-, HER2+, and any Ki-67

§ TND (Triple Negative Disease): ER-, PR-, HER2-, and any Ki-67
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CHAPTER 3

PHYSICAL AND PSYCHOSOCIAL IMPACT OF
BREAST CANCER AND ITS TREATMENT

Being diagnosed with breast cancer can be overwhelming
for a woman. During treatment or recovery, women often
experience emotional turmoil as a result of physical,
emotional and social changes. This chapter collects and

i
e

analyses information about the psychosocial and physical
impact of breast cancer on 12,163 patients in our cohort.
The average time at which patients did the survey was 3.7

years after initial cancer diagnosis.

>

Key findings

Physical impact of treatments

Around two-thirds (66.6%) of our patients who had
surgery experienced no or minimal discomfort.
Wound pain (16.2%) was the most common form
of discomfort experienced after surgery.

55.2% of our patients who had chemotherapy
experienced a severe level of physical discomfort
due to side effects. Vomiting (24.4%) and loss of
appetite (17.5%) were the most common forms of
discomfort experienced after chemotherapy.

65.3% of our patients who had radiotherapy
experienced no or minimal discomfort. Skin burns
(9.9%) were the most common form of discomfort
experienced after radiotherapy in our patient
cohort.

80.0% of our patients who had undergone
endocrine therapy experienced no or minimal
discomfort. Hot flushes (11.2%) was the most
common form of discomfort experienced after
endocrine therapy in the patient cohort, followed
by bone pain (4.8%).

81.1% of our patients who had undergone targeted
therapy experienced no or minimal levels of
discomfort. Fatigue (4.7%) was the most common
form of discomfort experienced after targeted
therapy in our patient cohort.

Majority (95.1%) of our patients who received
complementary and alternative therapies felt no or
minimal levels of discomfort.

Psychosocial impacts and adjustments after
diagnosis and treatment

>

At the time of diagnosis, 32.0% of our patients
accepted their diagnosis but felt depressed while
22.5% calmly accepted their diagnosis.

After treatment, 46.0% of our patients felt that life
was not fair.

54.1% of our breast cancer survivors reported
having a positive change in their outlook on life
and 91.5% had a positive or no change in their
self-image.

82.6% of our patients reported changes in their
lifestyle after diagnosis with breast cancer. A
change in diet (74.8%) was the most common
lifestyle change, followed by increased exercise
(61.6%).

54.8% of patients managed their negative
emotions by direct verbal expression, while
34.3% diverted their attention away from negative
emotions.

57.8% of patients always or sometimes worried
about recurrence. The number of our patients
who never worried about recurrence increased
with increasing age.
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3.1 Physical discomfort after treatment

3.1.1 Physical discomfort after surgery

Around two-thirds (66.6%) of our patients who had
surgery experienced no or minimal discomfort, while
10.1% of them experienced severe discomfort (Figure
3.1). The proportion of our patients reported feeling severe
physical discomfort was highest among the patients who
had undergone mastectomy and reconstruction (Figure
3.2). In our patient cohort, wound pain (16.2%) was
the most common form of discomfort experienced after
surgery, followed by difficult in arm movement (6.0%)

and wound problems such as infection, inflammation etc.
(6.0%) (Table 3.1).
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Figure 3.1 Level of physical discomfort after
surgical operations (N=12,313)

80 B No or minimal discomfort

50 691 06 Moderate discomfort

W Severe discomfort

Relative frequency (%)

Breast-conserving
surgery reconstruction

Mastectomy Mastectomy +

Type of surgical operation

Figure 3.2 Level of physical discomfort by type of
surgery (N=12,255)

Table 3.1 The five most common forms of
discomfort after surgery (N=12,313)

Number (%)

Wound pain 1,998 (16.2)

Wound problems (infection / 743 (6.0)
inflammation / tightness /
poor wound healing)

Difficulty in arm movement 743 (6.0)
Numbness 408 (3.3)
Lymphoedema 390 (3.2)
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3.1.2 Physical discomfort after chemotherapy

55.2% of our patients who had chemotherapy
experienced a severe level of physical discomfort due
to side effects (Figure 3.3). Vomiting (24.4%) and loss
of appetite (17.5%) were the most common forms of
discomfort experienced after chemotherapy (Table 3.2)
in our patient cohort.

70
60

55.2
50
40
30 26.5
20 183
‘m N
0 T

No or minimal
discomfort

Relative frequency (%)

Moderate Severe
discomfort discomfort

Level of physical discomfort

Figure 3.3 Level of physical discomfort after
chemotherapy (N=7,513)

Table 3.2 The five most common forms of
discomfort after chemotherapy

(N=7,513)
Number (%)
Vomiting 1,833 (24.4)
Loss of appetite 1,314 (17.5)
Hair loss 1,083 (14.4)
Weakness 779 (10.4)
Nausea 618 (8.2)

-

3.1.3 Physical discomfort after radiotherapy

65.3% of our patients who had radiotherapy
experienced no or minimal discomfort, while 13.1%
of them experienced severe discomfort (Figure 3.4).
Level of discomfort was higher in patients who had
undergone chest wall irradiation than those who had
breast irradiaton, regardless of wheather or not they had
undergone regional nodes irradiation (Figure 3.5). Skin
burns (9.9%) were the most common form of discomfort
experienced after radiotherapy in our patient cohort
(Table 3.3).
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Figure 3.4 Level of physical discomfort after
radiotherapy (N=7,424)
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Figure 3.5 Level of physical discomfort after
radiotherapy by irradiated regions
(N=7,424)

Table 3.3 The five most common forms of
discomfort after radiotherapy (N=7,424)

Number (%)

Skin burns 736 (9.9)
Dry skin 639  (8.0)
Pain 361 (4.9)
Fatigue 177 (2.4)
Skin ulceration 165 (2.2)

3.1.4 Physical discomfort after endocrine
therapy

80.0% of our patients who had undergone endocrine
therapy experienced no or minimal discomfort, whereas
only 7.9% of patients said they experienced severe
discomfort (Figure 3.6). Hot flushes (11.2%) was the
most common form of discomfort experienced after
endocrine therapy in the patient cohort, followed by
bone pain (4.8%).

80.0
80
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Relative frequency (%)

7.9

Moderate Severe
discomfort discomfort

Level of physical discomfort

Figure 3.6 Level of physical discomfort after
endocrine therapy (N=7,735)

Table 3.4 The five most common forms of discomfort
after endocrine therapy (N=7,735)

Number (%)

Hot flushes 867  (11.2)
Bone pain 371 (4.8)
Menstrual Disorder 353 (4.6)
Tiredness 320 4.1)
Weight gain 130 (1.7)

3.1.5 Physical discomfort after targeted therapy

81.1% of our patients who had undergone targeted
therapy experienced no or minimal levels of discomfort,
while 6.6% experienced severe discomfort (Figure 3.7).
Fatigue (4.7%) was the most common form of discomfort
experienced after targeted therapy in our patient cohort
(Table 3.5).
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Figure 3.7 Level of physical discomfort after

targeted therapy (N=1,008)

Table 3.5 The five most common forms of discomfort
after targeted therapy (N=1,008)

Discomfort Number (%)
Fatigue 47 4.7)
Pain 27 (2.7)
Other organs affected 18 (1.8)
Numbness 15 (1.5)
Dizziness 14 (1.4

3.1.6 Physical discomfort after complementary
and alternative therapies

Majority (95.1%) of our patients who received
complementary and alternative therapies felt no or
minimal levels of discomfort (Figure 3.8).

Figure 3.8 Level of physical discomfort after
complementary and alternative
therapies (N=3,156)



Table 3.6 Psychosocial impacts of breast cancer on our patients

Number (%)

Feelings at time of breast cancer diagnosis (N=11,843)

Acceptance and positive attitude to fight 2,569 (21.7)

Calm acceptance 2,666 (22.5)

Acceptance with depression 3,795 (32.0)

Lack of acceptance (“It cannot be true.”) 2,554 (21.6)

Acceptance with anger (“Something must be wrong.”) 259 (2.2)
Feelings after breast cancer treatments (N=9,459)

Life was not fair 4,350 (46.0)

Cancer was an alarm that caught patient by surprise 3,135 (33.1)

Cancer changed patient’s value system 1,332 (14.1)

Cancer took away something from patient 642 (6.8)
Change in outlook on life (N=11,907)

Positive 6,444 (54.1)

Negative 762 (6.4)

No change 4,701 (39.5)
Change in self-image (N=11,907)

Positive 5,067 (42.5)

Negative 1,011 (8.5)

No change 5,829 (49.0)

In our patient cohort, positive change in their outlook on
life was negatively correlated with increasing age, with the
exception of patients in the age groups 30-39 and 80+.
No change in the outlook on life was positively correlated
with increasing age, with the exception of patients in the
20-29 age group (Figure 3.9).

In our patient cohort, positive change in self-image was
reduced with increasing age, with the exception of patients
under age 29 and above 80 years of age. Positive change
in self-image was lower in our patients in the age group of
20-29 than patients who are 30-59 of age (Figure 3.10).

M Positive No Change M Negative
100 4 i w2 O 1 B KX

90 -

Relative frequency (%)

<20 20-29  30-39  40-49 50-59 60-69 70-79 80+

Age Group

Figure 3.9 Change in outlook on life by age group
(N=11,740)
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Figure 3.10 Change in self-image by age group
(N=11,744)

3.2.2 Psychosocial adjustments and coping
strategies

Out of 12,163 patients in our cohort, 10,042 (82.6%)
reported changes in their lifestyle after diagnosis with
breast cancer. A change in diet (74.8%) was the most
common lifestyle change, followed by increased exercise
(61.6%). 12.3% of our patients quit their jobs (Table 3.7).

In our patient cohort, 54.8% of patients managed their
negative emotions by direct verbal expression, while
34.3% diverted their attention away from negative
emotions. However, 10.9% of our patients ignored their
negative emotions, while 7.6% felt depressed (Table 3.7).

3.2.3 Levels of worry about recurrence

In the patient cohort, 57.8% of patients always or
sometimes worried about recurrence (Table 3.7). The
number of our patients who always or sometimes worried
about recurrence was reduced with increasing age (with
the exception of patients of 20-29 years of age), whereas
the number of our patients who never worried about
recurrence increased with increasing age (Figure 3.11).

Table 3.7 Psychosocial adjustments and coping
strategies for survivorship

Number (%)

Types of lifestyle changes (N=10,042)

Changing diet 7,513 (74.8)
Doing more exercise 6,186 (61.6)
Taking health supplements 2,516 (25.1)
Reducing workload 1,983 (19.7)
Quitting job 1,236 (12.3)
Way of managing negative emotions (N=12,163)
Direct verbal expression 6,662 (54.8)
Divert attention from them 4,168 (34.3)
Ignoring them 1,321 (10.9)
Feeling depressed 926 (7.6)
Others 981 (8.1)
Level of worry about recurrence (N=11,899)
Never 2,955 (24.8)
Seldom 2,068 (17.4)
Sometimes 5,616 (47.2)
Always 1,260 (10.6)

W Never ["Seldom M Sometimes MAlways

100 4 : . 75
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Figure 3.11 Level of worry about recurrence by

age group (N=11,730)
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Glossary

Adjuvant chemotherapy

Adjuvant chemotherapy (postoperative treatment) is used
to eradicate any microscopic non-detectable cancer cells
when there is little evidence of cancer presence but there
is a risk of circulating microscopic cancer cells that could
lead to recurrence.

Axillary dissection

A surgical procedure to remove the lymph nodes in the
armpit (axillary nodes) hidden under the pectoral major
and minor muscles. It is performed when there is evidence
of cancerous cells in lymph nodes with palpation or
imaging, or as sentinel lymph nodes.

Bilateral breast cancer

Bilateral breast cancer is cancer occurring in both breasts
at the same time or within six months of each other
(synchronous), or at different times at least six months
apart (metachronous).

Biological subtype

Breast cancer is not considered to be a single disease. It
can be further classified into several biological subtypes.
These subtypes are determined by immunohistochemical
staining of several biological markers (estrogen receptor
(ER), progesterone receptor (PR), human epidermal
growth factor receptor 2 (HER2), and Ki67). By combining
these biological markers in the primary tumour rather
than assessing them individually, further prognostic and
predictive information can be gained. The biological
subtypes of breast cancers include luminal A (ER+ and/
or PR+, HER2- and Ki-67 low), luminal B (HER2-negative)
(ER+ and/or PR+, HER2-, and Ki-67 high), luminal B
(HER2-positive) (ER+ and/or PR+, HER2+, and any Ki-67),
HER2-positive (ER-, PR-, HER2+, and any Ki-67) and triple
negative (ER-, PR-, HER2-, and any Ki-67)32.

Breast conserving surgery

This could be lumpectomy, wide local excision, partial
mastectomy or segmentectomy. It is the surgical removal
of a cancerous breast lump with a rim of non-cancerous
tissue around the lump, without removing the entire
breast.

Breast reconstruction surgery

This refers to a surgical treatment that rebuilds the breast
contour after mastectomy. A breast implant of the woman’s
own tissue provides the contour. If desired, the nipple and
areola may also be preserved or recreated. Reconstruction
can usually be done at the time of mastectomy or any time
later.

Breast surgery

Surgery for breast cancer is a local therapy to remove the
breast tumour.



Cancer Staging

According to the latest AJCC Cancer Staging 201037,
breast cancer can be classified into different stages as
shown in the following table:

Stage Tumour Node Metastasis
0 Tis NO MO
1A T1* NO MO
1B TO NTmi MO

T1* NTmi MO
1A TO N ** MO
T1* NT** MO
T2 NO MO
1B T2 N1 MO
T3 NO MO
1A T0 N2 MO
T1* N2 MO
T2 N2 MO
T3 N1 MO
T3 N2 MO
1B T4 NO MO
T4 N1 MO
T4 N2 MO
e Any T N3 MO
v Any T Any N M1

TO: no tumour; Tis: carcinoma in situ; T1: tumour size =20mm;

T2: 20mm < tumour size = 50mm; T3: tumour size>50mm;

T4: any size with direct extension to the chest wall and/or to the
skin (ulceration or skin nodules)

NO: no positive nodes; NTmi: >0.2-2.0 mm or more than 200
cells; N1: 1-3 positive nodes; N2: 4-9 positive nodes; N3:z 10
nodes

MO: no metastasis; M1: evidence of metastasis

*T1 includes TTmi

**T0 and T1 tumour with nodal micrometastases only are
excluded from Stage IIA and are classified as Stage IB.

Cancer specific death

A death with the underlying cause indicated as cancer.
People with cancer who die of other causes are not
counted in the death statistics of this publication.

Chemotherapy

It is a treatment that uses one or more cytotxic drugs to
destroy cancer cells. Chemotherapy is often used in
addition to surgery or radiation to treat cancer when
metastasis (spread) is proven or suspected, when the
cancer has come back (recurred), or when there is a strong
likelihood that the cancer could recur.

Distant recurrence

Cancer that occurs in organs or tissues distant from the
original site or regional lymph nodes, such as the lungs,
liver, bone marrow, or brain.

Endocrine therapy

Treatment with hormonal drugs that interfere with
hormone production or hormone action, or surgical
removal of hormone-producing glands to kill cancer cells
or cause programmed cell death (apoptosis).

Estrogen receptor positive

This refers to the status of cancer cells with receptor
proteins that bind the hormone estrogen. Cancer cells that
are estrogen receptor positive need estrogen to grow, and
may stop growing or die when treated with substances
that block the binding with estrogen.

Human epidermal growth factor receptor
2 (HER2) positive

In HER2 positive breast cancer, the cancer cells have an
abnormally large number of HER2 genes per cell. When
this happens, excessive HER2 protein appears on the
surface of these cancer cells. This is called HER2 protein
over-expression. Excessive HER2 protein is thought to
cause cancer cells to grow and divide more quickly. This is
why HER?2 positive breast cancer is considered aggressive.
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In situ breast cancer

This term refers to early stage breast cancer, when it is
confined to the layer of cells where it began. In breast
cancer, in situ means that the cancer cells remain confined
to ducts (ductal carcinoma in situ). They have not grown
into deeper tissues in the breast or spread to other organs
in the body, and are sometimes referred to as non-invasive
or pre-invasive breast cancers.

Invasive breast cancer

An invasive cancer is one that has already grown beyond
the outer lining of myoepithelial cells or basement
membrane where it started, for example breast ducts or
lobules (as opposed to carcinoma in situ). Most breast
cancers are invasive carcinomas.

Ki-67 proliferation index

Ki-67 protein is a cellular marker for proliferation which
is present at low levels in quiescent cells but is increased
in proliferating cells. Ki-67 proliferation index, referring to
the percent tumour cells staining positive as measured by
immunohistochemical (IHC) staining, is a specific nuclear
marker for cell proliferation. High levels of Ki-67 indicate
an aggressive tumour. Currently, an index higher than
14% is regarded as high Ki-67 proliferation index.

Latissimus dorsi flap (LD flap)

This refers to a method of breast reconstruction that rotates
the fan-shaped flat muscle of the back to the chest area.

Proliferative lesions with atypia and
precancerous breast lesion

Proliferative lesions with atypia include atypical ductal
hyperplasia and atypical lobular hyperplasia. In these
conditions, there is an overgrowth of cells in the ducts
or lobules of the breast tissue, with some of the cells no
longer appearing normal. These conditions increase the
risk of breast cancer. Lobular carcinoma in situ (LCIS)
is considered a precancerous lesion, a risk factor for
developing invasive breast cancer in future, but is not
classified as breast cancer.

Locoregional recurrence

Locoregional recurrence occurs when cancer returns
after treatment, and occurs at the same site as the original
cancer or in the lymph nodes near the site of origin.

Mastectomy

A mastectomy is the surgical removal of the entire breast.
It is usually used to treat serious breast disease, such as
breast cancer.

Metastasis

The term metastasis is used to describe a disease that has
recurred at another location in the body.

Mortality

Mortality is the incidence of death in a population.

Multicentricity

Breast cancer occurring in multiple quadrants of a breast.

Multifocality

Multifocality in breast cancer is defined as the presence
of two or more tumour foci within a single quadrant of
the breast with two or more foci 5mm apart in the same
breast quadrant.

Necrosis

A term used to describe the death of cellular tissue.
Necrosis within a cancerous tumour may indicate that the
tumour is growing so rapidly that blood vessels are not
able to multiply fast enough to nourish some of the cancer
cells. Necrosis usually indicates that the tumour is very
aggressive and can spread quickly.



Neoadjuvant chemotherapy

In neoadjuvant chemotherapy (preoperative treatment),
initial chemotherapy is designed to shrink the primary
tumour, thereby rendering local therapy (surgery or
radiotherapy) less destructive or more effective.

Progesterone receptor positive

The hormone progesterone will bind to protein in cells.
Cancer cells that are progesterone receptor positive need
progesterone to grow and will usually stop growing when
endocrine therapy drugs block progesterone from binding.

Radiation therapy

Radiation therapy is the use of radiation to destroy cancer
cells. External sources of radiation used include linear
accelerators, cobalt, and betatrons. This type of treatment
may be used to reduce the size of a cancer before surgery,
or to destroy any remaining cancer cells after surgery.

Risk factors

Risk factors are associated with an increased probability
of a specified outcome, for example, the occurrence of
a disease. Risk factors are not necessarily the cause of a
disease.

Sentinel node biopsy

It is a surgical procedure to remove the first few nodes
receiving lymphatic drainage from the breast in clinically
node-negative cancers. This is to determine if breast cancer
has spread to the armpit (axillary) lymph node basin.

Survival time

The time from initial diagnosis until the occurrence of
death.

Targeted therapy

A type of medication that blocks the growth of cancer cells
by interfering with specific targeted molecules needed for
carcinogenesis and tumour growth.

Time to recurrence

The time from initial diagnosis until the occurrence of
recurrence.

Transverse rectus abdominus muscle flap
(TRAM flap)

A method of breast reconstruction in which tissue from
the lower abdominal wall receiving its blood supply from
the rectus abdominus muscle is used. The tissues from this
area are moved up to the chest to create a breast mound;
usually an implant is not required. Moving muscles and
tissues from the lower abdomen to the chest results in
flattening of the lower abdomen.

Triple negative breast cancer

This term is used to describe breast cancers (usually
invasive ductal carcinomas) in which the cells lack
estrogen receptors and progesterone receptors, and do
not have an excess of the HER2 protein on their surfaces.
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£R1.10 CWEREEHATERDIFERAESEZE
e (AB=6,848)

1.2.11 FETABERHZE

FENWEREER RSB SRR EIEEENER
HEIAAERATESSIBIAEBIRE - BMEEAER
BRECKRTBELSRREER - BBIAREREMSR
EEIENSBEER  #BRMBEFEPERIT K&
FERSREE  WHEHIIAKL1 ° 77.2%BE &1t
RZE2HMESE REHEFERNSREERE  HARTEERWH
3, (65.5%) AR EERHRE S (37.3%) (F1.11) °
ZESGEZE2ESEMBERIRENER > 60.2%EF=
B ERF1IAAESINESREEE (B1.8) °

®1.11 BEHAREAETASEEZ (AB=14,035)

HEARERERAER AB (%)
RERA 5,968 (87.1)
BR A ASE 346 (5.1)
Bk T 5-105F 187  (2.7)
R BB 105 39 (0.6)
AR A FHATEE 70  (1.0)
A TF 238  (3.5)

SEEAR% AB (%)
R=EE (FRADN3NE) 10,836 (77.2)
PEARERFRFEL 9,188 (65.5)
SEBGE D (BiE—FEE) 5236 (37.3)
HEE /AR 5226 (37.2)
REEE IBBEERES 3,433 (24.5)
REURERIEBHRAE 2,034 (14.5)
BRGIERSE 2,017 (14.4)
RPN (<125%) 1,889 (13.5)
FEREARESRHEIE 876  (6.2)
/0] 649  (4.6)

s



¥

e

EREREHE

18 BERMARDAEENAESEAZHE
(A#=14,035)

1.3 IAEMEZE

IEREREER OREEAAETRIBIRERED
B UEIRFPHRRIENE N - RFHIRITLUREZL
ERRTER - AREE=ERE  BFEARRE R
RIERE ~ IAEXKELRE - FLAUBACETAER
BE - BEIEEERER  BEIAEAPATM LR
2t - BEEARMRTHEMEMRL - RIKILERE
FEMBLENETSEXEEASET  BREFHR
RBEBLAEMAREMEL - AEXKEFRERE
A ERENRERN  EREEEXERRERFLH
35 °

BEIEESEERORULNGELERSIAERER
MEBMY SAEERENRE  YRSEI TR
FERENIEXAEIRE - HRIEERSEENRE
Lo RTABEXKESME 2 HAREFREZIE
BERGE  EERNIREAMEFRFUETER
FEERRET R RPEEMRENTRELBEMENT
FEHRERE -

RPN EEFANIAEREETERUFTRYEMEN -
BEXR112 - IBFEREY  PRNoz2—2ETEH
ESERIAERE AEXKETZRENAEBE RS
BB UATEREEF » KYI0%EEHEZHRAIE
BE T8 60-695% K 70555k B E B E R LGB o
BT FREI27.5% K 11.8% (F1.12) ° RAOBELATHEE
SN RBEITERIERS - BARAFRENEER
HEMENLLHIEFERKIEL - THRER @ Bi1860% 3
BERREZBAEXHETRE (K1.12) ©
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®1.12 BFRARNIMEBEFHEILERENEE

FEeHR () - AB (%)

LEBESFX <40 40-49 50-59 60-69 70+
BHEBE
®’x 657 (38.2) 1952 (37.2) 1,737 (404) 878 (47.0) 454 (61.1)
TEE 665 (38.7) 1961 (37.3) 1463 (34.0) 562 (30.1) 193 (26.0)
BA 369 (21.5) 1,251 (23.8) 1,005 (234) 395 (21.1) 77 (10.4)
BRI 28 (1.6) 90 (1.7) 94 (22) 34 (1.8) 19 (2.6)
ERERILESRE
" 817 (47.5) 2218 (42.2) 1,929 (44.9) 1,099 (58.8) 567 (76.3)
TEHA 219 (12.7) 645 (12.3) 559 (13.0) 209 (11.2) 64 (8.6)
TEHR 660 (38.4) 2,306 (43.9) 1,727 (40.2) 514 (27.5) 88 (11.8)
BRI 23 (1.3) 85 (1.6) 84 (20) 47  (2.5) 24 (3.2)
LEXKERREY
" 3632 (69.1) 2,715 (632) 1,284 (68.7) 621 (83.6)
TEHA 472 (9.0) 488 (11.4) 194 (104) 45 (6.1)
TEER 1,052 (20.0) 1,010 (23.5) 347 (18.6) 51 (6.9)
ERATGF 98 (1.9) 86 (2.0) 44  (2.4) 26 (3.5)
iEBEERE?
(i 3,600 (68.5) 2972 (69.1) 1425 (76.2) 630 (84.8)
TEE 459  (8.7) 409 (9.5) 149 (8.0) 37 (5.0
TEHR 987 (18.8) 760 (17.7) 219 (11.7) 41 (5.5)
ERTF 208  (4.0) 158  (3.7) 76 (4.1) 35 (4.7)
* [EH ] WERAERI-3ERE—X
# REFA0R R LB
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IEREEBE-SHBENEIHELRER R
HIINER1.13 - RAWEBERH - BLLEFEEBSH
BE  BZEAENEIHANBENREZBEMAR
FRE (BEARIERE - RKILERE - ILEXK

®1.13 REFHESTBEHAREAFNEE

EEMENARERRRE) - EEEENEMMTRN
BEMAL  BZEEEEENI2E B EIMBRKET
BHNEHAERE (FINERAIERE - AEXKES
BEMIEBERRIRE) (]1.13) °

EEHE - A8 (%)

BEALEAX FE8 R L
BEILERE
"R 668 (31.1) 1,398 (43.4) 3,450 (42.8)
REHA 945 (44.0) 1,110 (34.5) 2,616 (32.5)
BA 456 (21.2) 647 (20.1) 1,904 (23.6)
ERTF 81 (3.8) 66  (2.0) 91 (1.1)
BFRILE®RE
"R 661 (30.7) 1,700 (52.8) 4,081 (50.6)
REHA 311 (14.5) 390 (12.1) 944 (11.7)
E B 1,087 (50.6) 1,066 (33.1) 2,948 (36.6)
ERATF 91 (4.2) 65 (2.0) 88 (1.1)
EXAERRE Y
"R 905 (48.9) 1,959 (69.9) 5106 (72.8)
REH 266 (14.4) 266  (9.5) 624  (8.9)
EER 604 (32.6) 525 (18.7) 1,183 (16.9)
ERATF 77 (4.2) 53 (1.9) 97  (1.4)
EBERRE
"R 982 (53.0) 2,066 (73.7) 5295 (75.5)
REHA 235 (12.7) 233 (8.3) 540  (7.7)
EHR 461 (24.9) 407 (14.5) 1,025 (14.6)
ERTF 174 (9.4) 97 (3.5) 150  (2.1)
* [EH ] WERAERI1-3ERE X
# ARG A B E
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ar L .

,ﬁdiﬁin >

-
y T

HEILERN - AEERNERGR

EE

AEERBEDIH14,064EFEERMNERRRE  BIE

M REARIEE  BEELENBMNERNES
BHXEERE - BNERDEENRREEMYERIA °

HEBIEBENEEKT

FESNER

BHBEWMEAEPE —EAEFEER - BEEET
EIENER  ERMANEEHATRE6%E
BRI R ERE o
RPEEHAD  BRBBVIAENEEETEHR
HIR%E » RE=92— (36.9%) WEEHE—E
BAREXKE -
RPN EERIED (91.4%) BRERIZE ™
45%MNEE (A =314) TENESHRIRSR
BEAIZLE - 2957 (4.2%) BEETEREZR
BMIEsR  FBIEMRERREE-
Mo 2— (24.5%) AEHEARNEEREE
THEEHERE TEZSBHEMENES
2 BRE BNSERMERX S K B Bk S T
i (35.2%) @ 25.2%M B EFHEFEFiRE -
EPNEEHABRERENEZ2HERIIH
(38.1%) ' K& 14.6%WZEABINZEIVE] - ™
1. 7% W2 ENBRNIE °

Vit Z: 324 FAEIFH
> BEPERERRRMBERAPHRTIERR > RPFMBEREEDR  ARMIAENFEHRN
FEHNH R (84.5%) - MLLEHERHEHE R22EXK (BERE 1 £1.4FEXK) > 46.7%%
BHRLE BREAGMNIVERRERFE ENEBANME2EREUL - KRERRNE
KEIAW (88.2% L£58.0%) ° BANREBRIOREEPERZEANER (¥
KEBS (92.2%) S h ERBIBEREN B EY RN 1.3FEKE2.3FEK ; p<0.001) © 59.5%
REGHEMNELE  -HERNEBERERHES

B AR MESEAE (86.0%) - AEMZEH B
BEOD 2= (79.5%) WERESBRERZ
SERESH  NT7T%FEBRAELIFERET
288 (c-erbB2/HER2) 251 » 12.0% =B R
=kt

BAMEEFAS  RUBEHFEHIRNPRE2.0
EX (BERE : £1.5FEK) » 37.2%KERB K
R2EXK - TEEZSHEXKETZRENRMIL
FEERET - 62.8%WER B EMITLE - IR
EREERVAENREEER (93.8%) ° R
BP0 80.9%MHETRIEREIRES
Mo 20.0% RNV BNEBENE _RAE LFE
REE ¥ (c-erbB2/HER2) 251 -




BB E
> 14.8%EEIEEBEEBIEZIAE » 49.8%
AELNLEEERBEZSARE - AK¥N=92—
(35.4%) NEEBRAERILEEEMEES
A o
==

o RIPDEH (98.2%) &S T FHIAE -

* 51 6N BEEEREEFTHKUBESTF
iy 48.4%TE N E BEBHIBIES -

e =9 2=(63.6%) BEEEZ TAETKRF
T - 34.4%2E QIS I EIREE Fi7 o

o EZYEYRFMNEZET O LEFRNE
SEHRBUR IELE -

o RMMBERFAED  HEEELLEFLE
EZFIDAEN RS EAEEERBES
FANRENEEEIAERE TN (44.5%
E£25.9%)

o MLLERAMKB AR 2B MENEE » BRI
FOMB AT 2 M BEES 7 RIEME
)BT (41.2%E611.1%) o

o IR T OME LD BRFAiT 89 B2 b 5 B FEAE HA
R IEL o

» LERRE (L&)

* 60.3%BEEZ TILE - EPI4%BRFil
BRI (L

* 85 3% BERELEBERMBESL
B 14 7% BEENEBERBIEZ(E -

s —RME » NREBEMBESZD » T0RH
BB EEZ RN AIRENRTOBRUTH
BE o

> HEMEEE (E5F)
* 621%BEESEBIEAREN I

c862%BEHALBAMBETE
B 13.8%BEAERERERERS
-

* BBAN%EZHEREFMHNEEESTE
B MESUERRFINEEBEESSE
Kbl ERTEE HABN BI A IE L - BRELIEIVER S
B o
> RO EE
* 66.7%BEBEINDUWERE °
¢ 7 5% BEELNEEBXBESIRND LA
B 25%BIEFLE B EMBIET AR -
e H74.0%FE |- IVEINEHEEZS RO WA
B RE15.9%FA B0 EEEZI RO INE
;ﬁ °
> EEPAE

e MN1%FE_AABLIRERATZEESH
BEEZ TIHREEE -

* BT 2% BERENEBERBEZELMES
B 128%ELEBREBET -

s RFFAMNEOABEEYRHAIKRER
(96.0%) °
> EEBHN BEEE
* 398%EEEZ THIKZEREL -
* 66.8%BERAEGHNPEPELE o
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> BEERZEELEABRAREIE - —RM
= BERBEEEERBREL

HEEH T

> BEMTIHREFHES2F » PUBAIIE -

> RPWEAPES34H (6.6%) BEEHEE
B 28%BERAHBERMEGMER - 2.7%E
HERAHBERKER  1.1%E2ERABHBERNE
M R E S o

> EERNRMBEEMEERIVRILE (36.6%)
FMEEE (31.2%) - RERZRIFERFENR
ERE (54.4%) » HIRZHMER (44.3%) °

2.1 BRRRE

EEPERBEERMAEEFATREIERRIAENS
X (84.5%) (E2.1) - HEME @ FEPBLEERE
BEBREHBNRES ARREEN  SLHEEE
BRIERE  AEXKEXRENIAEBEBRRRE -
EE-ERETRE  EEEBNERAEEHRTE
ZEB3%NAEERBECHIAEXLEF RERE
Mo EEMRERBTERELHIESNERMBERFAN
25 (9.7%) °

ERRBERZINEERBEEERED RABBEIEN
AR BAREFATEESPERREBRRIVENE
ELLA - ERAEBERBIESEALLEBER
BHSMERLEBRRBN - Z—HmE - FHEPET
BEXAEZREBRRIENLS - AERLEERRS
MEBESRERALEBREREIESERALEERR
BHBE (R2.1) °




MRVERIAEXKEZRERRIEHIAE (EEES
BEASHBETIT AT RREARE) WERGE -
ERMBEFAY  CHIABEXKEZRERRNAR
MILZLL B (6.4%) BIERRNILE (33.3%) (R2.2) °
o BZ0OBRRPNEERKCHIAEXEFRER
BIEIEM (2 51532.7%F11.8%) @ E5RINERIVE]
EE (3.0%F11.6%) ° HBiBI0%HIEEIBE » IER
VER B E AR KSHE|EPEIAMN (R2.3) °

U ERNBREELMEEIERGEIAENEEY - U
REANEEFRRBIENIEXLETRENEER -

90 A
80 4
70 A
E 60 -
= 50 4
404
b 30
20
10 4
0-

BCEET  AUBRXKE HuEEE HtFekn  BE4

Ei3i) & (BSERCBE) (USGEMRI) FiliskEt

RBRILENAR
B2 BEFARDRRABENS (AB=13,054)

BSE : BRIERE
USG : I EBEFREE

CBE : BRI EaE
MRI : B HIRFHE

®21 REERRBESEINRARRIENSR (AB=13,053)

LEERREERE LEERRBEERE REOLEBRRE

(AB =1,907) (A8 =6,475) HHE (A8 =4,671)
RUBRRILENAR AB (%) A8 (%) AB (%)
BE®|EFER 1,446 (75.8) 5547 (85.7) 4,035 (86.4)
AEXKETBE 259 (13.6) 656 (10.1) 349 (7.5)
HAthagBl 75 7% (BSE K& CBE) 73 (3.8) 144  (2.2) 154  (3.3)
HbiE e (USG & MRI) 112 (5.9) 89 (1.4) 112 (24)
BEMFIT / HAth 17 (0.9) 39 (0.6) 21 (04)

BSE : BRILEMZ ; CBE : lBRIAESRE ; USG : ILEBERME | MRI : L HHREH
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’22 BEERESNRARRIENS X (AH=12,668)

- = 4

BN 0 A8 (%)

R ABHAE
BRRRALENFR (A8 =1,645) (A8 =11,023)
HOESHEE 954 (58.0) 9,720 (88.2)
AEXKEERE 548 (33.3) 703 (6.4)
Hbt 8175 3% (BSE & CBE) 53 (3.2) 311 (2.8)
HivE B (USG K MRI) 79 (4.8) 230 (2.1)
BERMFi=EA 11 (0.7) 59 (0.5)
BSE : ERILEME ; CBE : lBRILEME ; USG : A EBEREE ; MRl : MO EIREHE
R2.3 WEERHESMRANZRIAENS R (AB=12,511)
EENE - AH (%)
0 X8 15 A & 1B & ([E::] (\"8
BROBRRLENAR (AB=1,529) (A#=4,053) (A#=3,328) (AB=1,674) (AE=1,672) (AE=255)
BCESHRE 910 (59.5) 3259 (80.4) 2,988 (89.8) 1,565 (93.5) 1,576 (94.3) 235 (92.2)
AEXKETRE 500 (32.7) 480 (11.8) 162 (4.9) 45 (2.7) 50 (3.0) 4 (1.6)
HAb#75 3% (BSE K& CBE) 49 (3.2) 139  (34) 103 (3.1) 34 (20) 27 (16) 10 (3.9)
Hitg/ %5 (USG K MRI) 61 (4.0) 150 (3.7) 57 (1.7) 24 (14) 12 (0.7) 4 (1.6)
BB FAEA 9 (06) 25 (0.6) 18 (0.5) 6 (04) 7 (04) 2 (0.8)
BSE : HRIERS ; CBE : BEARILERE ; USG : AEREREE ; MR : BN EIREH
RED (92.2%) BEEFERBRBIENBEIH R .
PEHE —EEEESR - EEEETEIEAER -
ERMHBERARRBECHERRAEBBINE | _ o
B - H8.3%MBERTABREL (FIMAEE D A ol
WY PBEETMK - AE - HREBHRIIBERE) 40
(B2.2) o o
101 60 O4 55 93 11 05 04 04 03 10
“Tam wi UBE 18 B0 BR R ?Ls' T TRETT
223 oY TR BEX 2 THE 21t =
FEBA
B22 EEECESPREBIENTEIAELR
(A2=11,028)



2.1.1 B BRNREE LR ER e 1]
SERRERBEME - MA TR HRRNEEMESS

®24 BEPRRAIENBEHHRBAREERR

BHERRRRE (A8=2984)

ERiER  EUEHBRENTEAERY RMABREHA AR (%)
o BREBERIABNBEEBMRERE  RE=02— HR—EA 1.101 (36.9)
(36.9%) WEZFE—EAANBERKRE (k24) ° 1-3 1@ 8 1,134 (38.0)
4-12 18R 420 (14.1)
E%L%%ﬂﬁﬁﬁﬁ%ﬁﬂi%* ' fﬁﬂfﬁﬂgﬂﬂﬁfé—ﬂﬁlﬁ AN=P/EN BB 1218 329 (11.0)
BBl (44.4%) GRAEEERBEAE (28.0%)
(R25)
®25 REEREEESMESPRRIENESERHRBEREGREERAVERE (A8=2,984)
ILERREBRBEERE LEBRREBRBERE BECLEERERS
(AB =728) (ABL=1,234) ERAE (A8 =1,022)
AB (%) AR (%) AB (%)
PR—EA 323 (444) 345 (28.0) 433 (42.4)
1-3 @A 255 (35.0) 485 (39.3) 394 (38.6)
4-12 @A 92 (12.6) 219 (17.7) 109 (10.7)
HBiB121E8 A 58 (8.0) 185 (15.0) 86 (8.4)

ERMANBERAD  BIEEIVEINEE (38.4%) EHRMAR12(E B R BERREBNLHSNEERBRENE

# (JBIEl ~ NASKIIBHER) (K2.6)

3726 BEENHINMESTRRIVENBEHHEBREENREARHNKRE (AB=2,704)

EENS - A (%)

188 A 8
(AB =868) (A8 =822)
PR—1ER 368 (42.4) 325 (39.5
1-3 {88 315 (36.3) 327 (39.8
4-12 @A 113 (13.0) 107 (13.0
HiB12EA 72 (8.3) 63 (7.7

)
)
)
)

B i 3 IV &
(AB=422) (AB=411) (AB=73)
143 (33.9) 120 (29.2) 12 (16.4)
175 (41.5) 163 (39.7) 20 (27.4)

53 (12.6) 70 (17.0) 13 (17.8)
51 (12.1) 58 (14.1) 28 (38.4)
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2.2 FEIESHE

FLEA LA —E (ER) WE (BR) IE - &
M BERED (91.4%) BREAILE » M4.5%H
BE (NE=314) EEXAEDRERRIBLAIE

(B2.3) - 295% (4.2%) BEEEREDRBEMEIE
2% P97 9F (KESEE - 0.5 —-36.14F » L
¥ 1 6.0F) A% —B#ILEHEEHKRIE (B2.3) -

N WEILE (KiR)
migIlE ()

B iEiE

m 5EIE

Bl2.3 14,0642 2 EMAIZENRHFVLE

B2 AR RILEHBRY - ERFANBERTAD Y
—¥IEHBEEERAEIEN LIMY (D 51546.3%
§49.7%) °

HELE TiENE

iV o o I .
B 497% | 17.7% 18.9% | 46.3% iy
7.3% 7.6%

TOMA ] TR TR TAMA
139%  7.3% 89% 138%

E2.4 IEIMUE (AB=14,064)
BN EAES O EEBIE

221 ABEZEH
AENDENEEWE | FBRENEASTFRE -
FEREREDEMIEXKESY  AEEB R
HHIRFE - PEMIEXAEERDEARENERE
F RHAEETAEREFMATRZERAF UBED
ML AEBBERAARD HER (TERE
fiE) R MR NER CBEWIEE)  WHHIRFE
BEARCKREDIAENELZ  REWMS —BILE
ERERESREEENEREZE - RMNBEERAE
BARHB0.8%FEAIEXNKIES » 74.3%FAAFEE
B RBT.0%E At H LIRFEHERDENEE (R2.7) °
FERENERERAAEFERESEER I MHL
(BIRADS) k7% » ILEXKEF 2 HBIRADS 4354
NWRZFEABREZSEIRSERE LEE - &3
i — SIS - FIINEITERSY FiRE -



q“i - TEET WO, ' bl
m-rr'r wi r‘nL ‘JL i g {?I]l||-

R27 AEHERRNBBERDEER (AB=14,064)

LEXRERRE LEBERRE B H IR
(A8 =11,358) (A® =10,453) (AB =983)
BEFHAE 80.8% 74.3% 7.0%
HEERRE 81.1% 89.4% 95.9%
BIRADS %&7!
#% | & (BIRADS 5) 3,503 (30.8%) 3,824 (36.5%) 762 (77.5%)
1ZEETIEE (BIRADS 4) 5712 (50.3%) 5517 (52.8%) 181 (18.4%)
Alge R 4 (BIRADS 3) 687 (6.0%) 643  (6.2%) 14 (1.4%)
R4 (BIRADS 2) 493  (4.3%) 213 (2.0%) 9 (0.9%)
IE% (BIRADS 1) 899 (7.9%) 247  (2.4%) 16 (1.6%)
52 (BIRADS 0) 64 (0.6%) 9  (0.1%) 1 (0.1%)

BIRADS : HEFBREZER D NERL
*BRE  £RAGMNEREE (ZEERIEBIRADS 425) BREEZMENEREH

HIHEXKEF 2RBIRADS 4H5RMBEEF -

59.9% B & MWAIERBERT - 50.4% BRI M . .

AR (£28) - RENARBESHEURCKEY N

PSR - R4S ML R A T A TS - _—

MEEESNARUSREABXKETNRBE B |5 .0

MR=H2=(68.1%) BEABETHINRETE |k -

UE - TEARAEEEBEILE (H2.5) « K2 9FT -

\ = = N Y-V = R E 6.1

RMTREFRENBEWLRXKEY FHIEBE - j N B
E4-17 HE9T BETTY BEBE

AEEE

®28 UAEXKESRERIN B FFHR w
48 (A8=9215) E25 UAEXKETRERZNEEFAARE

ZE (AE=6,574)

A® (%)

=32 5,521 (59.9)
5L 4,647 (50.4)
HBREBERE 1,240 (13.5)
TEBEEE 896 (9.7)
Hith 465 (5.0)
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7?29 BFRABDITAALEXAESRERDNBEFHAIFZE (A8=6,388)

s

FECHA - AB (%)

LEEE <20 20-29 30-39 40-49 50-59 60-69 70+
=0 0 (00) 4 (108) 46 (81) 253 (11.4) 407 (19.1) 293 (28.8) 163 (40.1)
REE 0 (00) 1 (7)) 20 (35 131 (59) 182 (86) 103 (10.1) 54 (13.3)
RERITT 1 (100.0) 29 (78.4) 450 (78.8) 1,661 (74.6) 1,426 (67.0) 583 (57.3) 184 (45.3)
REBS 0 (00) 3 (81) 55 (96) 183 (82) 112 (53) 39 (38) 5 (1.2)

RPEFEFMETAEAS) A RE (I EARRES
AERAECRA) BENH FRIFASHERE -
BEEASY A RERIBID8E - BERFH
SEFMAETI A REUREAERERETEM -
P FREABHIRENESTABT FRERAR
MBROWEEL L HBEER - AR - BRESZ I
FABNIRI A RENRB DM - RANEEFE

B 80.9%BEZ Mt FRUTAMMEUREN / HE
EUEABY A RE > 3,916 A (34.4%) EEZ D FR
SEARMMEURE » 5,120 A (45.0%) EZEEOTAM
YIABE » 2,336.A (20.5%) AIZEZImEAR - R

14.2%EZ VBRI 18E - IR RER

REH

100%BURE - XA EEST S BE (98.7%) &

et FEREABHEREE (90.0%) (5R2.10) °

®2.10 ARFASY - RENBRERDEER (AE=14,064)

et ERERR et EHES YIEE=X
HEREE YREE YRRE
(A#=6,252) (A#=7,456) (A#=1,998)
BEFAR 44.5% 53.0% 14.2%
BRHRE" 90.0% 98.7% 100.0%
4
w1 B (S4RY) 3,835 (61.4%) 7,076 (94.9%) 1,998 (100.0%)
BRAERE (Z48V) 1,109 (17.7%) 157 (2.1%) —
aTeeR M (F4) 684 (10.9%) 124 (1.7%) —
R4 (Z40) 297 (4.8%) 67 (0.9%) —
EE (Z4) 220 (3.5%) 30 (0.4%) —
TR (5410) 107 (1.7%) 2 (0.0%) —

*BRE  ERBBEUNEREE RESRE-V) BRUERAE



W
)
n

q“i -y
m kg mim "HL ,,‘JL

222 BEAEHE 5~ #®2.11 10,548 B A BHAEBERTEAEHE
EEHERERETREDABARLEEERARE M3 7%
WRF - RMBEAABHLENEESR Nz~  AEHNRELZE AB (%)
(24.5%) REESBREEHERTE - TEIBHE REEZHERTE 2,579  (24.5)
BMENEEZD  REANTEZE2RBXAERBER FRERX 5822  (73.1)
PEERIFH (35.2%) @ 25.2%MEEFEHALEEFEH (X IR 3,066 (38.5)
2.11) o ZEFERZEEEREN20105F 2R IR EETREHE 2,010 (25.2)
BT EEVSZESE (EI5IH - IH= T B Fira BRFHE 309 (3.9)
m%ﬂ%)ﬁﬁmﬁ%%ﬁmﬁiﬁﬁmﬁﬂﬁgwo B0 BRI BRI 278  (3.5)
 ERMNBERFAT > A159.6%HIHAF18.6% WO HREH (BESE8) 38 (0.5)
E’JHAHﬂ%%m%& IEE 717 REE M RIE T 525 (6.6)
AR (R2.12) "SREIEEH R 2F  MHREESR

®2.12 BEEMBAOMEREEFRHEESEEMEL E (AB=7,969)

EERS
L] AR B A IVl ReEs @
RAEET 259 435 366 710 203 37 2,010
FHEBEAR (%) (9.6) (18.6) (30.1) (51.8) (80.9) (44.6) (25.2)

REZEREERAZSSABUEN (BERE) .
(BHIR) % RPN EERERS RNED LIS w0
(38.1%) * RM146%HHEBIEIVE - T11.7%38 | ]
DR Rz (E26) - 5 21
T
ERMUEZIR 14,064 REBIERGIFR - 12,973 REEA 10 4
ANFREEE  AESFUTRERSY - 11,2038 o . .
HA (86.2%) BEABMEE 1,761 A (13.7%) ! ' ! ! v e
B BTRE © 955 (0.1%) WD BEEM R, R
5 o Bl 2.6 BEBAEDHIOEENE (AH=14,064)
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223 ARMHZBIHH

?‘/iﬁﬁ’]%%ﬁﬁﬂﬁqﬂ ARHIERFE IR NE2.2E
< (25E : 0.01—22.0/EK ; BERE : £14FEK) -

16.0%%%8’9@;7:4 FE1EXRSEUT 5 2—5EKMNE

43.3% ([E2.7) - BRBEBVBHNEBEANRRPANER

FERBIBHOERE (KR 1.321.0EKHE2.3+14

E>K ; p<0.001)

-

50
45
40
35
A 397
A o5
e 20
15 -
10
5
o -4
<0.1 0.11-0.5  0.51-1.00 1.01-2.00 2.01-5.00  >5.0
X (EX)
2.7 AEMIERERNEELX/D (BXK) 24
(AB=10,587)
MEEEAT AR ERAERENREN —EARZE -

LESFENNBEYS  EEREES - RMBEA
SHIENBEESD  59.5% AR MEMEL  0.9%
LENMNEEESTEEMAN > 45%EHER (BEBEE
>0.22KE|=22XK) » M35.1%EZ L — BB MHRE 4
(EREEAN2ZXK) (E2.8) °

70
60 4
E 50 4
o 40
A
20 A
10 I

04

OfiER5 1% YEMB}H@ B 1 ARG 4 9 Iﬁ%\i 1018z Wt

/ﬂFji* (mc)  (0.22mm)  HESE MEE BB

IR
E2.8 ARHIEERARE EiRE
(A#=11,030)

224 FEEH

BN BEFHAT  FEUBEHFHERNRE2.0EXK (5
10.02—10.0EK ; BERZE : £1.5FEXK) » 32.7%
BEMNEBEIERIT @ 32.8%HEEXR/NE2-5
EX 2R (B2.9) » RELID BE (4.4%) WEREAE
KA5.0EXK - EEESHARXAEFBRENFRNIES
EF - 62.8% BRI EHE5LE

.
)
54
<010  0.11-050 0.51-1.00 1.012.00 2.01-5.00  >5.00
FEfg A (R )
B2.9 REEBERNER AN (BEXR) 2

(AE=1,504)



2.3 HEEREYBSMH

IEESZSENANREZDE  TEMKRTEETE
HUSNER - FUEMABSE AR ENREBREHTREE
&R - CEAEMEYS - BEEREAD - &5 MBE
R BEREEZERRNME_RARELRERE 728
AR - —EEBTRRAE RN TR R AR R -

231 ARMHEZ
R2IBERRMBERATNWASHLBOARSE
M RB S ZSHMER SO - BE BNERRESR
BB A BB (86.0%) ©

F2AABETRKMBEFHAP ARHIARNENESE -
BEAGHIAENEEMXELEIMIZSEZREZT
BERAR ORI - BBINS 2= (79.5%) W E e
RNEEEZEEMM © 2263 A (21.7%) HAEHEILER
FRANEFFERRA T (c-erbB2/HER2) 2/ ©

%213 ARMIENERBESE - KB BENSHMERSHOME (AB=11,203)

HRBER A (%) AB (%)
ABMIIRERE CRIEEER) 9,636 (86.0) #® 5

ANEE 417  (3.7) F18R 1917  (17.1)
RIS (BRY) 413 (3.7) o 4599  (41.1)
IR 107 (1.0) B3R 3686  (32.9)
Bk o7 (09) R 1001 (89)
EiRE 71 (0.6)

ARERINEEAE 59 (0.5) HEEAR 3,146 (28.1)
BRS M | EMEAREE 47 (0.4) EES Y 1,096 (9.8)
W/ NFLEEAR TR 39 (0.3) fEER I EE

e 34 (0.3) 2 585  (53.4)
KT 19 (0.2) 3-4 202 (18.4)
AR D WSE 18 (0.2) 5 113 (10.3)
IR 14 (01 ERRE 196 (17.9)
ERARTE 10 (0.1)

B 6 (0.1) i 325 (29
LIRS WA 2 (00) 2 276 (84.9)
fgtsE 1 (0.0) 3 22 (6.8)
SpE 1 (0.0) 4 10 (3.1)
Hit 82 (0.7) BRI 17 (5.2)
ERATEF 127 (1.1)
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R2.14 ABHIENEYE2ESM (AB=11,203)

AB (%)
B %% (ER) (96.4% B EEZAK)
254 8,318  (77.0)
2t 2,485  (23.0)
WEER TR (PR) (96.1% B EESRAI)
E3 13 7,011 (65.1)
oM 3,752  (34.9)
FE_RANMERERETEE (92.9%EHEZAR)
2B (IHC 3%) 2,107  (20.2)
SEMSM (IHC 22) 3,153  (30.3)
FISH / CISH Bzt 2514 156 (4.9)
2t (IHC 0/19) 5,151  (49.5)
Ki-673581 (47.7% 2 EEZAK)
<14% 2291  (42.9)
>14% 3,051 (57.1)

B HE—FE  RMTURREASLERE E REARRTFSBIRY)  ZEHBE (F-HAELEE
BSER214FHIANENEIEE  MEAESIATE ERFSEZEY)  F-RAEIREERFSES
YRR ERK215 - MAMBRELEMEEDT  BURZEMY WEEREIMRMABEREAEES
HEBIEE - AE— S EREEENTANER - HHERFREK215°

ELe A BT R EIEEREAR SRR (E-RAME L
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#*2.15 UEEMB oM AREEENEWEEH (AR=10,299)

EER® 0 A8 (%)
BT E2 | A B m v oy
EREAR 1,020 (25.7) 563 (17.4) 250 (15.8) 166 (11.8) 11 (9.4) 2,010 (19.5)
EFBR (F—HABLER 523 (13.2) 556 (17.2) 274 (17.3) 269 (19.2) 18 (154) 1,640 (15.9)
TREFZRERM) #
ERABE (F-HAEER 1,227 (31.0) 929 (28.8) 519 (32.7) 442 (315) 51 (43.6) 3,168 (30.8)
SREFZRERM)
EEBE (F-—HABLR 478 (12.1) 417 (12.9) 214 (135) 241 (172) 20 (17.1) 1,370 (13.3)
HSREFZREBME) A
FEoRABERERRT 298 (7.5) 273 (85) 140 (88) 149 (106) 11 (94) 871 (8.5)
ZREFMX
=RatS§ 418 (10.5) 491 (152) 188 (11.9) 137 (9.8) 6 (51) 1,240 (12.0)

# 3,964 (38.5) 3,229 (31.4) 1,585 (15.4) 1,404 (13.6) 117 (1.1) 10,299 (100.0)

*

2

AR ER+] / PR+ » HER2-KKi-67I5HK (<14%)
B (E-BAEIFERRAFIZEZREM) | ER B/Zk PR+~ HER2-RK-67IEEE (=14%)

ﬂ;l:
ﬂﬁ
;l:

}* 1111}* 1111}*

#

& BREA/BRE (F-BEAELRAEREFZEERM) | ER+KR/HPRY - HER2-RKI-67I5 T+
N EEBE (B-BABERERFEFEREBGM) | ER+R/ZHPR+ » HER2+ RAEIKI-67H5
S
§

?
5

X FoRABIRERAFZRZBM | ER- - PR- » HER2+REAK-67THE 8
=Bt ! ER-  PR- » HER2-RAEfAIKi-67I5 %
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232 FEHE

R2ABBEREMBERENRUIENESZRSMT -
RA -~ BHMERMZ RO - AREERRUIENE

FTEHEA (93.8%) °

- AEe

™ al

‘ T

RK2ATHIHER PN EERHANRENAENEYESR
Mo BEBERVAENEEMNELESIHIZRNER
EZEMAMTUAER - 80.9%NIRETERNERET
BE 25 o 34417 (29.0%) R BN EENE R A

BERERRAFZE (c-erbB2/HER2) 2514 °

#*2.16 RAUEERNASZSE - RB - EEWN

SRS (AB=1,761)

#2117 RIEERNEDESYE (AE=1,761)

Al (%) AB (%)
A HMREM (ER) (72.8% B ERBME)

gz;ﬂ 1'63 (?2'22 2B 1,017 (79.3)

FLERIRE 27 (1.5) 2pM 265  (20.7)

BEAAERE 12 (0.7) HERZE (PR) (71.8%EHEZAR)

BEMEZEARE 5 (0.3) 2 899  (71.1)

:;Zﬁfigﬁ 3 EO-Z; SRt 366 (28.9)

DL S e E-HABLRERETEM (67.4%BEEEMR)
W 645  (36.6) 22 (IHC 3%) 342 (28.8)
- SEHIE (IHC 29) 389  (32.8)

& 413 (235) FISH / CISH @zt 2 51 2 (05)

h 581  (33.0) 2f2% (IHC 0/147) 456  (384)

S 664  (37.7) Ki-6 71518 (42.8% B HiZEZAR)

: *Sl';f:%i 103 (58) <14% 529 (703
BESHN 212 (12.0) >14% 224 (29.8)
EEmREEE

2 93 (43.9)

3 17 (8.0)

4 A £ 9 (4.2)

BERAGF 93  (43.9)

Zhudit 33 (1.9)
FRILEEE

2 25  (758)

3 2 (6.1)

BRI 6 (18.2)




24 BEFE

HFIM14,064 B8 E2E 2 » 14.8% R EFLEEEMEIBE
A 498%RAENEBERBESIERE - KW=
Z— (35.4%) NBEBRRD | NEBBERBIEZOR -

24.1 Fia’&
FAHRAEIENRER [ TR - BEOFIE
SARNBRBRAR - IEFMNNRAISIEEHEE - ]
KA R BN R IR AL EREFNRIAEIIR
Fii7 o EZIERE Flrm LRER K AR R
o EER LRREIIAREIRFMNEERLD - &
THEIRFMNE LA AEBEFRHERESIAEE
BT o

MBS F B REELE FiT— BT U E R R AR
RRE - MEBAFIEERHEMB AT A FHER T ME
YIRRFAT - IRARMB SRR 2R MNBESER TME
YIBRF AT AT STEIT R A5 5] 5 F10 - LAETEME 45
REEZIEMAREE - ERATHEMEARERT HE
REBYIRRTR FT 5| B HY B A K E -

BMNBEFAEAED - KED (98.2%) HIEZ T Fir
AR ER51.6%ENEBFEMRBIEZFII - 48.4%%H
NEBFEMEBIES - =202 (63.6%) BEEZTH
BYIRRFM » 34.4%BERZEZAEREFI - X T
HEVBRFMHEET - B13.5%NFHHEEZ T
FEEFN - RERNIEERFNEEDEE KR
Fiir (66.2%) (F2.18) °

HM=22— (35.7%) BEREZAEKBETHF
17 » 47.5%BEERE LEZAEMB &Y F Firm
ST MEBYIBRFM - 15.9% B2 A EME &Y~ F
MR BETR T MELIBRFM (3R2.18) °

’®2.18 BEERIIAFFMHNESR (AB=14,064)

IN (%)
SR ATl 221 (1.6)
AERE FiT 4,827 (34.3)
HEVIRFM 8,942 (63.6)
REATHE &l 12 (0.1)
FHi R 36  (0.3)
BERETFMTF 26 (0.2)
SLEYIRRFilT (A8=8,942)
23 YIBRFT 8,361  (93.5)
RE BB YIRRF M 470  (5.3)
REBILETIBRF Ml 75  (0.8)
REBILEIIRFM 15  (0.2)
BRI 21 (0.2)
LEERFHREN (A8=1,203)
EEM AL (TRAMIE) 796  (66.2)
AW 226 (18.8)
LDk 92 (7.6)
LDJE R A 69  (5.7)
BRI 20  (1.7)
HBEFE (AB=12,925)
RITEMEB &) ~ 4614 (35.7)
RIEHRB A& AR TMEYIRR 2,054  (15.9)
PR T M IRk 6,141  (47.5)
BRI 116  (0.9)
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EZIEYRFNNBETOLRFHEKEL - M
EXIEYRREZFNNBE DL AIEFRERE
(E2.10) °

ERMNBEFED  EZIEREFNNBERIL
BRI B R L - MELEYIRR B2 FilisdfeiE B 8
WRBEIRREERER (B2.12) -

W LB RETF W I E BT AEIB+ERTF

100 +
90+
804
70
60 4
504
40+
304
20 4
10
O,

11.7

2O

<20 20-29  30-39 40-49 50-59 60-69 70-79 80+

MR

E2.10 LERA R D FMrEE (AB=13,346)

BANBERA 2T  BEAR-EXRN - EZIAERK
BF eV E o LB AR (B2.11) °

B A ERE T W LB B FAr AE IR+ ERFM

100

00l 142 8.9 6.8 6.1 9.5 204
80
E 70 4
60 +
B 50
b 401
30
20
10

0 +— T T T T—————
<0.10 0.11-0.50 0.51-1.00 1.01-2.00 2.01-5.00 >5.00
FEmA (EX)

B2.11 REBK/ NI FMER
(AB1=12,069)

130
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80
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0 - T T T T
0 Il 1 v
IR

B2.12 ZFEERB D F i8R (A8=13,219)

HPWBEFAED  HULEALBREBESI TS
BN RS ELEBEEBES FIDARENBEEST
FREFilr (B2.13) -

197 g4 8.5
90
80
70 B 7
B AE G+ EREN
A 504 B OB FE
ke ) )
07 B UERZEFE
30
20 4
10 4

0
T T A ——
ERiRIsiEsE

E2.13 RBEEARNEBRREER S M FMi
B|A (A®=13,222)



4

f:EDEj[jL : llif

B2 14 T EMERRME SRR 2B R e N BEE
ZIMEEFATRELSE - A BRARE SRR 2BENSE
% BSHmAMDER T ZRMENBEES T RIHERE
LU0 5 FAT (41.2%E611.1%) © MK » LEERRFROMKE 4
MRZRMENEE  BENERIMEERRTZ2EENE
BRIRBLRES AR LAY FFi > MEZETRT
MEIIBRFMT (76.4%Ek42.0%) °

W B T
B SRR R RSB

90 JRTORE IR F i 67.9
79.6

Yo

A 1B 1] \%

FREARES

W AHE AR F
W AIERE AR+ R THRE DR
R TIE B F i
90 -
80 - 76.4
70 1
" 60+
& 50
40T
30
207 o 125
10 -
a 254
BRARHES AR
214 BIRFORE AR5 RS & TS
(A#=12,810)

B2 R T MELIBRF M H B E LoD S A BB IE L ©
ERFANBERAD  BZREABETHFilizR
BEEEIRTMBIIRFMEZECIENEE g
s BRNBEIVERERD - EEBZTERRS
EMHONBRRIVEBERSEZ R T REIIBRFMES
1 iPIsE —EMEB LT (B2.15) -

E2.15 ZEEHBTMAREILERENKRDLE
FHrVER (AB=11,292)

RH— (56.0%) MELEZBHENABUHAEEES
2—5ERMIEE » 6.2%BEMWIEBERIRASENRK £
P EERAED  HEEKEBEZ2BENASEAESR
E BEHELEERMNARHIERENEE IR
2[EK (63.6%:t37.8%) (E2.16) °

004 W BMMEL (AH=6,385) 56.0
5o M BBIEREE (AB=4,176)

Yo

<010  0.11-0.50 051-1.00 1.01-2.00 2.01-5.00  >5.00
A (EX)

El2.16 MBEZEMHERGEHAREEREX NS
i (N8(=10,561)
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PERDEZ ATEMEB ST S FIHERE (3.9%) BED
—EMBEZGME  MAKN—F (48.7%) EBEZTHRT
MERFMTHBE RS 2 — (23.8%) X ATIHM
B A FHEBEIR T MRBIRFIMNEEREM
BLE2BM (B2.17) °

ERMOEERAT - BRTRIVEIERES  ZZ(LEN
BELHIEEERBAIEL (B2.18) - SEIVAIR B &R
ZENLHIRE - JREREASEHEZE2BMEN
IVEFLE B E N —REBAREE - BRAETRSADWAE

1004 96.0 W ORISR 4
90 W 1-3RIFE MR 45

4-ORIF5 MEMES 45
W 10HRIESIEME &S

FEHEE SRR T BTHE
DEFi BOHEIRE DBF
(A%=3,686) (A#=1,966) (A#=5,185)
HEEAE TR
E2.17 B EFMER S MEHREBERE
(A2=10,837)

242 (EZE5E

LEEE (BB E) REA—ERZEARSHEY
FOE S FI B AR IR R W RS EE c YT
BEIEARERRDENAN  BEHEE - RPINEE
Bf4 - 58,4767 (60.3%) BEEZ T{LE - 88.3%
BEEZMEAEHEMLE - 0.4%BEEZFMATHA
BILE > 23%BEEIFEME - 85.3%BEELD
EEBMBIEZ(LE  147%BE RN EEEEBES
-3

B+-REME AT REE - MASRALE -

91.0 93.6
817 851
80
70 H
60 —
50
40 38.8
30
20
10
0~ T T T T
| A 11 v

100

=Y

-
H2.18 BAEMEA T BE R LRNLE
(AE=11,669)

R2NOBTREMBFEANTRIFRANFEERHNE
EEZ(ENEDL - —BMs > THEBEHEES
2 T0BRB U L BEEZLENLFIRER 705 AT
WEE o B SEIHSIBEAE B EZLENLLFIERE
AR o



#2.19 UL FR REERE D MEZ(LENLE R (A8=11,334)

EZRHEEAY (AFRANREEHREETILL - %)

FihcHn }] AR nB&j il IVE

<20 2 (100.0) — — — —

20-29 25 (62.5) 26 (96.3) 20 (100.0) 11 (91.7) 3 (100.0)
30-39 236 (52.7) 355 (89.0) 177 (99.4) 168 (99.4) 18 (90.0)
40-49 729 (44.7) 1,125 (90.7) 620 (97.6) 646 (98.9) 89 (94.7)
50-59 489 (38.9) 961 (87.7) 527 (95.3) 518 (96.8) 83 (87.4)
60-69 132 (23.8) 334 (68.7) 226 (88.6) 251 (93.3) 21 (80.8)
70-79 6 (3.1) 17 (10.4) 10 (12.5) 27 (36.5) 7 (43.8)
80+ 0 (0.0) 1 (2.9) 0 (0.0) 1 (4.8) 1 (16.7)

*REDR205 B EWEDAIA 1B ~ ISKIVARFEIE ©

tEBESESZEENER RERSEHEYE
EARTRNEEMRRATREFR  EMBEE
A - B2 190BRAERMEBERAT » TREBESRH
BECEATECREDHLES o RQ—¥ (48.6%)

FEIBEEN=92— (34.9%) IEIAZE LA

Adriamycin / Doxorubicin 1 Cyclophosphamide (AC)
 ZLEIIBEA R II1Ef B8 E AAC K Taxane (AC+T)
S FAC/FEC+THIAE © 28.9%MAEIVEA 2 E F H
Capecitabine * Gemcitabine=} Vinorelbine = ZREMEK A

HHEE (IERINER) -
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75 |
o0 L 48.6
s | 26.8
4.5 69 02 63 20 05 00 00 09 31 01 02
0 — —
75 |
50 r 34.9
25 17.7 12.2 15.1
0 5.2 0.9 75 18 00 03 07 30 00 03
75 |
aN -
a2 50 28.7
kb 25 111 15.8 21.0
0 4.4 5.5 2.5 3 00 12 17 40 01 03
75 F
50
25 - 12.4 w9
. 21 40 35 S49 46 01 21 32 49 00 06
75 |
50
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B2.19 LAEAEHIE DA B E RN RENEE (A8=7,269)

C: Cyclophosphamide;

M: Methotrexate;

F: Fluorouracil (5FU);

A: Adriamycin / Doxorubicin;
E: Epirubicin;

T: Taxane (Docetaxel in TC and TAC, Paclitaxel or Docetaxel in AC+T);

H: Trastuzumab;

TCH: Docetaxel / Carboplatin / Trastuzumab or Paclitaxel / Carboplatin / Trastuzumab
Others: Capecitabine, Gemcitabine or Vinorelbine




24.3 HEIMERE

BEHEE R (RBER) RARFENEFR—ERX
ﬁﬂﬁ%%%ﬁ%mﬂlﬁﬁtw RREAR - FLEARE

ZIERITHRE - AR ﬁﬁ%ﬁ@#ﬁsms
% (62.1%) BEES E%#% EEN—HD B
98.1% BT R EBI G M%E%immmmﬁﬁ
& M1.8%BREFEMAE - 86. 2% BEE AL EHM
BESEE  138%EFATLERRHBEISER -

AEREFMERESESRERAEREBELIN —HD

BNRHEETHEIAEYBRFIN—BRNFEERRR - EE
MR BERARB ARMIENAB D RN EE 56
DESIAETRFNNEE  WEEEEERR §%
FOREB S ERARAR  EROESMREEEFEIR
BHARE  HEEEIEE TERMESI TIAEREF
A BERAF » 93.5%EZER » 45.6%EZAEY
BRFMEEZ TER -

El2.20%2.217 BB RER TAEREF MR AETR
FMNWBEETEIREREEZ BRI - BiB0%
EZAEREFNNEEEZZ TER (B2.20) > mE
SIETRFMNEEBEZESEN G EREE
FRIELL - (BZLZIVER R EBRIN (El2.21) ©

1004 4, 95.7 95.9 97.7 95.2 .
90 —
80 —
70
60 —
50 —
40
30
20
10
04

Yo

0 | 1A 11B 1] v

FRAERAES

B2.20 BAREEMH D TEZIEREFMH
BEEIZ RSN R (AB=4,648)

0 | 1A 11B 1] v

FRAEHAES

B2.21 BAREEMH D T EZ I EIIBRFMTH
BEEIHHMAENEER (A8=8,388)
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ERERETERBAER LIRS - FIINELE / BEE / FEMEB A - R2. 208 RERMEEMEZNFIEEN
DMNEBENE -

®220 BEIBHEARBENERNVE (AH=5913)

BAH# LEREFR HLEYIRRF il

(A8 =5,913) (AB =2,911) (ABy =2,937)
ERME A (%) A8 (%) A8 (%)
AE 2,459 (41.6) 2,429 (83.4) 0 (0.0)
HE + FEE* 512 (8.7) 482 (16.6) 0 (0.0)
o B2 891 (15.1) 0 (0.0) 888 (30.2)
FEE + [F32* 2,051 (34.7) 0 (0.0) 2,049 (69.8)

* EEMEE  BEEE EBER/ IR THEER / RATLEE
# BABBIECSE FMENTHNBRE

244 HAFHERE FEIRE(CESINE|E - 235 Anastrozole  Letrozole &
AAREEH R ANEN S SN E gy  Exemestane AIRNBARNC AR ZER - 02238
HIE HENESNAS WEXPREGFEY  Tossa S EFRANEASFARNSERAL
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Join the Hong Kong Breast Cancer Registry (HKBCR)

Any woman or man who has experienced breast cancer is invited to join. Whether you are recently diagnosed,
undergoing treatment, living with metastatic disease or years past treatment, your input is important to us.

What to do:
I.  Download and sign the Consent Form (available at www.hkbcf.org/breastcancerregistry).

IIl. Return the form to the HKBCR by post or through your doctor. Your consent will authorise the HKBCR to collect
your personal data and to obtain your medical records for analysis purpose.

1. You will be asked to complete a set of questionnaires.

IV. The HKBCR staff will contact you and your doctor to update your record on a yearly basis. The follow-up interview
is conducted by telephone. We can also send you a questionnaire, if you prefer.

All information is treated with strict confidentiality and is only used for the HKBCR’s analysis and research purpose.
Only aggregate data from the registry is released; the identity of individuals is protected.

Registration / Enquiry Tel: 2525 6033 Email: hkbcr@hkbcf.org

2. ATBHEABIIEERES RRE (2016F9 A HiIR)

Subscribe to the Hong Kong Breast Cancer Registry Report No. 8 (to be published in September 2016)

£ Name ##8 Organisation

Balitb Lt Correspondence address

B Tol ZEHB Email




3. B8R X Make donations

RABRE T TR BENENNRIE - UBRATHREENARERNREZIEEELRE -
Your generous donation will support our continued research through which we can contibute to a better understanding
of breast cancer and improvement of breast cancer care in Hong Kong.

{EHF Company donations

BEEBRNRN D RRERMEG BRI\ ZH -

If you are interested to support the HKBCR, please contact us. Your contributions are documented in a separate funding
agreement.

FKLFEREIEF 1 wish to donate
[ ] —&iB#B3E  One-off donation HK$
[ 1 A483% Monthly donation
[ JHK$1,000 [ 1HK$500 [IHK$300  [JHK$200  [JHKS
537 /% Donation Method
CIRTAE : BRERERFATBUEESS 2 ERRTF O  094-793650-838 ©
FERFARBIEES / BBEEREREATE - BREFRBWEEA -
Bank Deposit: Please make a deposit into the Hong Kong Breast Cancer Foundation's bank account

(HSBC A/C: 094-793650-838), and send us the original bank payment slip / ATM slip with this form.
Please keep a photocopy of the slip for your own record.

[ %R E8Ek  AEERRESSHERT L

Monthly Autopay: The autopay authorisation form will be sent to you.

(B8 Z (RERL[EBAEESSE])
Crossed Cheque ( payable to "Hong Kong Breast Cancer Foundation")

[ 15 Credit Card [ JVISA [ ] Master Card
B B 8 Expiry Date: D M Y {SFAF3REES Card Number:
B~ AE# Cardholder’s Name ¥~ A% A Cardholder’s Signature

& Name (Mréc4 / MsZzt) -

EEE ZEFL Email :

ik Address :
B ZFERESYZEFEEBIEESE it . FBILAKREHSEKAH L2218 EHEH : 25256233

Please return the completed form with a crossed cheque to Hong Kong Breast Cancer Foundation,
22/F Jupiter Tower, 9 Jupiter Street, North Point, Hong Kong  Fax: 2525 6233

BRAY B L TENB WS (BEESR © 91/7226)
A receipt for tax deduction will be issued for donations of HK$100 or over (IR File No.: 91/7226).
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Breast Cancer HK Online -

a new milestone for the medical community and the public health sector

Breast Cancer HK Online is a unique online programme facilitating registered access by the 4.

‘/

medical community to the data collected and analysed by the Hong Kong Breast Cancer / _7 ]
Registry, an initiative of the Hong Kong Breast Cancer Foundation (HKBCF). / . 2
Breast Cancer HK Online is a clinical decision support tool to assist doctors and other .

healthcare professionals in the management of breast cancer. It is the first of its kind in Hong f’
Kong and is designed with the specific objectives of providing:

* A unique online breast cancer programme for medical professionals; ’

e An application to assist medical professionals to make clinical recommendations; and

e Enhanced access to the data on local breast cancer collected and analysed by the Hong Kong ‘
Breast Cancer Registry.

Once registered, users can access Breast Cancer HK Online to input relevant patient information
and choose the treatment type to present — adjuvant and surgery. The programme will then
calculate the patient’s cancer stage and biological subtype and present the treatment patterns
and statistics typical of that given cancer stage and biological subtype.

Please visit and register: http://brcaonline.hkbcf.org/

F%’LFE?&J —EBERAKEERABINNER

TR HEHOBRHES
o BRINBEEXAEMRWIERARERN

[FEER | FERHBEEY  HEHEIFERBIONESR
RRSEZHDIEELR °

ERIE R LT ¢ http://orcaonline.hkbcf.org/
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[AEER I REBEREALERE TS KBEAEDAIERNED

o HEIEBRERATEHERRRR  BEEREKENEELIR
s REREXAESRREHENEEBIEERNERER DMV I EBIE

FEREEMLTE  EECHNARTRESENSE @%rﬁﬁﬂ& AR
DNERBE - &



ACKNOWLEDGEMENTS 183

ACKNOWLEDGEMENTS 18 &t

Contributors 2 B3R 4 4R

The report was prepared by the Research Team of the Hong Kong Breast Cancer Foundation. We would like to express our
gratitude to:

e Patients/survivors who participate in the HKBCR

e Institutions and individuals working with the HKBCR to facilitate data collection at clinics and hospitals throughout the
territory

* The HKBCR Steering Committee

e The editorial board of the HKBCR Report No. 7, Dr. Cordula Bulgin, Dr. Sharon Chan, Dr. Cheung Foon Yiu,
Dr. Polly Cheung, Dr. Lawrence Li, Ms. Ngai Yuet Mei, Dr. Gary Tse, and Ms. Lorna Wong for advising on content and
editing the draft report.

* Dr. Sam Choy for conducting an independent audit of the work process of HKBCR.

AREHBBIEESEMRIPAERSE -

2R

s ZHBBIFENENIEBEREESE

* HEEBABEHNELEZERBERRDNEERNA LIRS

s HEIEEHEEEESS

° FLRMERBESE - BECordula Bulgin + -~ BRERIZEEL - REBREL - RIVESRLE - ZHEEE -
BAENE - WXRBERERF/NMAGIRFRERNS

s HEABL AT BIEEINENTEBRETHELE -

169



>
(@)
)
=
o)
=
-
m
O
(9]
m
=
m
P4
—
wn
&

Funding support B8R A T / #48
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10th Anniversary Campaign Sponsors 1B & E#LE B ZH)

THE ESTEE LAUDER COMPANIES ‘;l‘_: . r«ﬁr

N A2 2RAE[RAE] == Mr. Lun Lam-Kwan &
Gt S Int g PRINCESS CRUISES

g:}t\;[tll:;\eil(.l}caljon and medicalresearch. n Exp reéssLimited come back new~ Mrs' Lun Lee Pung-Chuen

Pink Diamond Sponsors #3 &L #& 5 & 8f :

CLP@®+E

Mr. Chan Yuk-kwan  Dr. Veronica Wai

Pink Sapphire Sponsors ¥} AL EZ & A & B :

Dr. and Mrs. Patrick SC Poon

Pink Rose Sponsors #AL B B & B

4 DIAGNOSTIX @ﬂ ()
4 :«-W@RLD Group ﬂ TAl Huuzirif’ cﬁlﬁnﬁﬁcﬁmﬂm

CONSULTING

Dr. Betty Chan Dr. Polly Cheung Mirs. Eliza Fok g;;? gB(gtto Lok-to Poon

Dr. Wong Chun-kuen  Mrs. Anna Ann Yeung  Mrs. Carrie Yu Ms. Barbara Shiu

and donors who choose to remain anonymous R E £ 1885 %&
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SBIARBREETSE
HK Breast Cancer

Foundation
gE5a Tel: 2525 6033
BH Fax: 2525 6233
EH Email: info@hkbcf.org

#83L Website:  www.hkbcf.org
ik Address: FTEILBAREHSRXRFDPIN221&
22/F, Jupiter Tower, 9 Jupiter Street, North Point, Hong Kong

FENEENEDHESEIEETERE - CEERBEENEHRENE -
Hong Kong Breast Cancer Registry is a HKBCF initiative and a member of the International
Association of Cancer Registries (IACR).

#83E Website: www.hkbcf.org/breastcancerregistry



