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ABOUT HONG KONG BREAST CANCER FOUNDATION

The Hong Kong Breast Cancer Foundation (HKBCF), founded on 8 March 2005, is a non-profit charitable organisation
dedicated to mitigating the threat of breast cancer to the local community through education, patient support, research and
advocacy. HKBCF is operated by Hong Kong Breast Cancer Foundation Limited.

Mission
* Promote public awareness of breast cancer and the importance of breast health
* Support breast cancer patients on their road to recovery

* Advocate better breast health and cancer care in Hong Kong
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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 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 composed 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 output 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).

Objectives

* 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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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 2014, 3,868 women were diagnosed with invasive breast cancer, accounting for 26.6% of all
female cancer cases. 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 16 women in 2014. The number of new breast cancer cases in Hong Kong has tripled
in the past 20 years. In 2014, 604 women died of breast cancer'.

Hong Kong Breast Cancer Registry — Over 18,000 patients registered

As of February 2017, more than 18,000 breast cancer patients have registered with the Hong Kong Breast Cancer Registry
(HKBCR), and are participating in our data collection and analysis. For this report, only patients who were diagnosed
from 2006 onwards were included.
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I HKCR figures (Invasivel* | 0 0 0 | 191819972059 [ 2106 | 2273 | 2307 | 2584 | 2701 | 2616 | 2945 | 3014 | 3419 | 3508 | 3524 | 3868 | O 0 0

HKCR figures (Insitw** [ 0 0 0 0 0 0 0 0 0 0 0 0 443 | 472 | 484 | 477 | 517 [ 530 [ © 0 0

Il HKBCR figures (Invasive) | 3 30 | 475 | 213 | 258 | 288 | 385 | 552 | 662 | 940 | 1038 | 1167 | 1320 1376 [ 1573 | 1587 | 1382 | 1374 | 959 | 267 | 3

I HKBCR figures (In situ) 0 1 64 | 21 32 | 40 | 46 | 64 | 96 | 122 | 134 [ 185 | 211 | 224 | 222 | 221 | 222 [ 187 | 160 [ 55 | O

HKBCR Figures /HKCR Figures, % - N/A N/A N/A 122 145 159 205 271 329 411 434 517 452 459 460 454 397 355

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 2009-2014 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 comprehensive report on
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. 53 public and private hospitals and clinics have joined as participating sites of 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
e North District Hospital
e Our Lady of Maryknoll Hospital
e Pamela Youde Nethersole Eastern Hospital
e Pok Oi Hospital
* Prince of Wales Hospital
* Princess Margaret Hospital*
* Queen Mary Hospital*
e St. Paul’s Hospital
* Tsuen Wan Adventist Hospital
e Tuen Mun Hospital
e Union Hospital
e United Christian Hospital
e Yan Chai Hospital

¢ 31 Private clinics

* Multiple participating sites
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About Hong Kong Breast Cancer Registry Report No. 9 (Published in 2017)

Between 2008 and February 2017, a total of 18,440 breast cancer patients registered with the HKBCR. Only patients
(n= 15,222) who were diagnosed from 2006 onwards were included in this report (referred to as “patient cohort” in
this Report). Of these patients, 3,824 (25.1%) registered at private clinics/hospitals and the remaining 11,398 (74.9%)
were registered through public hospitals. Upon receiving written consent from participants, the HKBCR research staff
gathered 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)
through standardized questionnaires. The HKBCR staff also collected data on cancer characteristics and treatment modality
(Chapter 2 data) from patients” medical records. 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 each chapters of this report is shown in Table 1. The patients
included in this report that were diagnosed between 2006-2014 represented about 40% of the all breast cancer cases
reported by the Hong Kong Cancer Registry in those years. Conclusions/observations are thus drawn from the data
analysis of patient participants of the HKBCR only, which represent part of the breast cancer patient 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 Figure I, from 41.7% in Report No. 2 to 74.9% 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 - . -
df I . . d'ff h Il Private clinics / hospitals [l Public hospitals
used for analysis in di erent chapters 100
of this report 2 90
: 804
Chapter Number of patients g 70
L 601
Chapter 1 14,905 g 50-
= 40
Chapter 2 14,990 g 30
. =
Patient Status follow up 13,235 g 207
& 10
Chapter 3 12,711 0- . . . S
)] ) AN N AD N o8 )
Bt LN A O N T T MY
\\\07“\ \\\cﬂ”\S $0A® $o5\ﬁ ﬁob\ﬁ ﬁoﬂw\ ﬁoﬁw\ \409®

Figure Il The sources of patient consent in HKBCR
reports
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ABSTRACTS OF REPORTS NO. 1-8

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%)

2)  No breastfeeding (64%)

3) High level of stress (40%)

N

Use of oral contraceptives (38%)

)
)
)
5)  Overweight/ obese (34%)
)
)
)
)

)

No childbirth / first childbirth after age 35 (28%)

7)  Early menarche (<12 years old) (17%)

o2

Diet rich in meat / dairy products (15%)

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

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

(
(
(
(
(
(
(
(
(
(
(
(12) Smoking (4%)

According to Report T, 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
e Drink no more than 1 alcoholic drink per day
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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 a significant discrepancy between the patients
diagnosed early at stage O (in situ breast cancer) in private medical care (13.6%) and public medical care (5.7%) was
identified. The tumour size of invasive breast cancer was generally found to be larger in patients receiving full care at public
medical facilities.

The mastectomy rate of patients who were treated in public medical sector was twice as high as that in the 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 highlighted the higher number of advanced breast cancer cases observed in the public sector which
need to be addressed and further investigated.



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 also 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 Il 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.
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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
related 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.



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.
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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 also 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.



Report No. 7 (2015): Sentinel Node Biopsy in Hong Kong Breast Cancer Patients

The HKBCR Report No. 7 investigated the changes in the pattern of sentinel node biopsy (SNB) usage over time in Hong
Kong. The benefits of using SNB to replace routine axillary dissection (AD) is that it removes the risk of unnecessary
extensive lymph node removal, and thereby significantly decreases the risks of post-surgical complications of AD such as

lymphoedema and thus significantly improve the patients” quality of life.

According to the findings, the use of SNB increased from 45.7% in 2006 to 76.6% in 2012. In particular, more patients
with negative clinical nodal status received SNB alone than their counterparts with positive clinical nodal status (44.0% vs.
11.4%). The proportion of clinically node negative patients receiving SNB (including both SNB alone and SNB followed
by AD) showed a positive linear trend over the study period and the proportion increased from 45.7% in 2006 to 76.6%
in 2012.

SNB (including both SNB alone and SNB followed by AD) was more commonly used in patients with smaller tumours and
the proportion showed a positive linear trend over the study period. For tumours <2cm, the use of SNB (including both
SNB alone and SNB followed by AD) increased from 50.2% in 2006 to 80.6% in 2012 and that proportion increased from
34.2% in 2006 to 54.2% in 2012 for patients with tumours that were larger than 2cm, but no more than 5cm.

SNB (including SNB alone and SNB followed by AD) was more commonly used by over 40.0% of patients with early-stage
breast cancer and the use of SNB increased over the study period. In addition, the proportions of patients who received
unnecessary AD (with or without SNB) decreased over the study period, from 44.8% in 2006 to 28.9% in 2012.

In summary, SNB has became a method of choice for more surgeons and patients over the study period. Both surgeons’
clinical and patients’ personal decisions affect the use of SNB to replace AD as the first nodal surgery in determining the
extent of diseases. Surgeons have responsibilities to explain to their patients about SNB and its well-established reliability
for determining the nodal status in early stage breast cancer. More efforts should be put into educating breast cancer
patients about the benefits of SNB over AD.
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Report No. 8 (2016): Elderly with Breast Cancer Tend to Delay Seeking Medical Care and
Present with a Later Cancer Stage

The HKBCR Report No. 8 studied breast cancer in local elderly patients. Breast cancer risk increases with age and it is

anticipated that the number of elderly affected by breast cancer will increase with time.

According to the findings, upon the onset of symptoms, more elderly patients delayed for more than a year in seeking
medical consultation (17.7% vs. 10.8% for patients of all ages; p=0.005). These elderly patients were tended to be
diagnosed with stage Ill or IV disease, compared to the elderly patients who sought medical consultation within three
months (29.7% vs. 14.5%; p=0.068). Compared to patients of all ages, invasive tumours in elderly patients exhibited more
favorable biological features, including more grade 1 tumours (26.5% vs. 19.2%; p<0.001) and absence of lymphovascular
invasion (75.6% vs. 68.1%; p<0.001). More invasive tumours in elderly patients were estrogen receptor positive (83.0%
vs. 78.1%; p=0.001), progesterone receptor positive (70.8% vs. 66.0%; p=0.006) and human epidermal growth factor
receptor 2 negative (83.6% vs. 78.7%; p=0.001) as compared to patients of all ages. Elderly patients received more
mastectomies (81.7% vs. 57.3% for patients of all ages; p<0.001) but less chemotherapy and radiotherapy. Furthermore,

elderly patients with more comorbidities received more conservative treatment.

In conclusion, our study results demonstrated that elderly patients tended to delay in seeking medical consultation yet they
received less aggressive cancer modalities as compared to patients of all ages. Comorbidity may have association with the
treatment choices among elderly patients. Although age is an important factor to consider in decision-making for cancer

treatment, it must not be the sole guiding principle.
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FOREWORD

We are celebrating the 10th year anniversary of the Hong Kong Breast Cancer Registry (HKBCR). Since its establishment,
the Registry is increasingly recognized as an effective surveillance tool for breast cancer cases in the Territory. As of February
2017, there are near 18,000 breast cancer patients enrolled into the Registry, which makes it the most comprehensive of
Hong Kong breast cancer data collection and monitoring system. The registry covers almost 50% of all patients diagnosed
annually. Among these patients, 26% of cases are recruited from the private sector, while the remaining 74% are recruited
from public hospitals. The continuing collaboration with participating doctors from both the public and private health care
sectors strengthens our determination to increase our coverage of breast cancer cases to improve the representation of the
Hong Kong Breast Cancer Registry.

According to the latest Registry’s statistics, most of our patients reside in Kowloon (22.7%) and New Territories (59.7%). It was
observed that in these areas, less than 18% of breast cancer patients had regular mammogram screenings, and 70% had never
had one. To better serve these populations who have less awareness about breast cancer, a Breast Health Centre in Kowloon
was called for. We are excited about the building of a new Kowloon Centre: the Hong Kong Breast Cancer Foundation Jockey
Club Breast Health Centre (Kowloon) in Ngau Chi Wan, on a land granted and leased by the HKSAR government, with the
building cost and charity program funded by the Hong Kong Jockey Club Charities Trust. The building of the new centre
signifies the recognition of our work at the Hong Kong Breast Cancer Foundation and its positive impact to the territory.

With the evolving treatment concept for breast cancer, the usage and effectiveness of neoadjuvant chemotherapy in breast
cancer was researched, based on local data. It is hoped that the findings of this report can shed light on this new trend of
management and assist local healthcare professionals in their decision making for their patients.

[ would like to pay a particular tribute to participating doctors, patients, the HKBCR Steering Committee members, researchers,
and donors, for their unwavering support. Without these, the HKBCR would not have accomplished its goals and objectives
over the last 10 years.

Dr. Polly Cheung
Chairman, Hong Kong Breast Cancer Registry Steering Committee
Founder, Hong Kong Breast Cancer Foundation

FOREWORD
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REPORT HIGHLIGHTS

>

>

>

This report covered 15,222 breast cancer patients who were
diagnosed from 2006 onwards.

The mean and median ages of the patients at diagnosis were
51.9 and 51.0 years old, respectively.

Around two-thirds (66.0%) of our patients were aged between
40-59 years old.

Risk factors

>

The 10 most common risk factors* for developing breast
cancer and the respective % of patients having that risk factor
in our patient cohort:

%
Lack of exercise (<3 hours / week) 77.7
No breastfeeding 65.8
Being overweight / obese (BMI > 23.0) 38.6
High level of stress (>50% of time) 37.1
No childbirth / First live birth after age 35 26.2
Diet rich in meat / dairy products 14.5
Family history of breast cancer 14.2
Early menarche (<12 years old) 12.6
Drinking alcohol 4.9
Use of hormonal replacement therapy 3.9

* These factors are identified as convincing causes or probable risk factors
for breast cancer development by international cancer research groups.

Screening habits

>

The overall patients” breast screening habits were poor. Less
than half of the patients attended regular clinical breast
examination and less than a quarter of patients performed
regular breast self-examination or mammography screening.

Breast screening habit was less with increasing age.

Patients who attained a lower educational level or lower
household monthly income were less likely to conduct
frequent breast screening than those with higher educational
levels or higher incomes.

Over 60% of our patients aged 40 or above have never
performed mammography screening before cancer
diagnosis.

'-.-.--,_:__

Cancer characteristics, histological and
biological characteristics

>

The primary method of first breast cancer detection in the
patient cohort was self detection by chance (83.2%). More
stage O or | cancers (34.6% and 13.4% respectively) were
detected by mammography screening than stage Il or IV
cancers (3.0% and 2.1% respectively).

After the onset of symptoms, a quarter (25.4%) of the patients
who self-detected their cancers by chance waited three or
more months before seeking first medical consultation.

Among our patients in the cohort, 12.0% were diagnosed
with in situ cancers, 68.4% were diagnosed with early stage
cancers (stages I-11B), and 16.4% were diagnosed with stage
lIllor IV cancers.

The mean size of invasive breast cancers for our patient
cohort was 2.2 cm (standard deviation: 1.5 cm). Tumours
larger than 2.0 cm in size were found in 47.2% of our
patients. In our patient cohort, screen-detected cancers were
significantly smaller than cancers that were self-detected by
chance (mean: 1.5 vs. 2.5 cm).

The mean size of in situ cancers for our patient cohort was
2.0 cm (standard deviation: £1.6 cm). Tumours larger than
2.0 cm in size were found in 35.3% of our patients.

The following table shows the histological and biological
characteristics of invasive and in situ cancers in the patient
cohort.

Invasive In situ
tumours tumours
% %
Histological type
Ductal 86.2 93.2
Others 13.8 6.8
Biological characteristics
ER+ 78.5 81.0
PR+ 66.4 72.3
HER2+ 21.1 271
Ki-67 index > 14% 59.9 34.4
ER-PR-HER2- 11.6 =
Lymphovascular invasion 28.2 —

ER+/-: estrogen receptor positive/negative
PR+/-: progesterone receptor positive/negative
HER2+/-: human epidermal growth factor receptor 2 positive/negative

HIGHLIGHTS
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Treatment

» 14.7% of our patients received care solely at private medical
facilities, 49.9% received care solely at public medical
facilities, while one-third (35.4%) received care at both

» 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

private and public medical facilities. stage.
Total | Treatmentin Treatment in Stage
private sector public sector 0 I A IIB m v
% % % % % % % % %

Surgery 98.0 51.6 48.4 99.3 1000 99.8 999 99.1 629

Breast-conserving surgery ~ 36.0 64.0 36.0 53.0 473 348 238 135 8.6

Mastectomy 64.0 44.6 55.4 470 52.7 652 762 865 914
Radiotherapy 61.8 11.9 88.1

In patients with breast- 94.2 16.6 83.4 94.0 950 93.7 953 96.1 842

conserving surgery

In patients with mastectomy  44.6 6.3 93.7 3.3 128 345 753 93.1 62.7
Chemotherapy 67.9 13.5 86.5 — 382 794 904 936 85.1
Endocrine therapy 67.4 9.5 90.5 117 765 73.8 771 740 784
Anti-HER?2 targeted therapy* 58.3 11.3 88.7 — 409 618 654 713 720

* Among patients with human epidermal growth factor receptor 2 (HER2) positive only

Physical discomfort after treatment Psychosocial impact of diagnosis and

» Among all types of treatments, chemotherapy was the treatment
most distressing treatment for patients where 52.0% of our P Atthe time of diagnosis, 45.3% of our patients accepted their
patients reported having severe discomfort during or after diagnosis with a calm or positive attitude. In contrast, 22.9%
chemotherapy. of the cohort could not accept their diagnosis.
- - » Half (52.3%) of our breast cancer survivors reported having a
Treatment Severe discomfort ~ Top complaints tive ch i their outlook on life and 42.6% q
(% of patients) (% of patients) positive change In their outlook on lite an .6% reporte
— having a positive change in their self-image.
Chemotherapy 52.0 Vomiting (18.1), ) ) ) )
Loss of appetite (15.2), » 82.0% of the patients reported having changes in their
Hair loss (11.5) lifestyle after diagnosis with breast cancer. A change in diet
Radiofh 130 Drv skin (13.1 (74.3%) was the most common lifestyle change, followed by
adiotherapy ’ .rys in (13.1), increased exercise (61.7%).
Skin burns (10.6)
. 9o Wound pain (16.4 P> 54.9% of the patients managed their negative emotions by
urgery ’ ound pain (16.4) direct verbal expression, while 32.9% diverted their attention
Endocrine therapy 8.3 Hot flushes (13.1) away from negative emotions.

Anti-HER?2 targeted therapy 6.2 Fatigue (5.1)

» Around half (54.8%) of our patients always or sometimes
worried about recurrence.
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CHAPTER 1

PREVENTION AND EARLY DETECTION OF BREAST CANCER

It is well established that the risk of breast cancer
is significantly linked to health factors and lifestyle
behaviours. In this chapter, using the demographics and
socioeconomic data collected from the 14,905 Hong Kong
breast cancer patients including lifestyle and patient health

background, we will examine whether these established
risk factor associations exist in the local context. These
analyses would shed light on the cause of breast cancer
in Hong Kong.

KEY FINDINGS

> The mean and median ages of our patients
at diagnosis were 51.9 and 51.0 years old,
respectively.

> Around two-thirds (66.0%) of our patient cohort
were aged between 40 to 59 years old.

Risk factors

»>  The 10 most common risk factors for developing
breast cancer (identified by international cancer
research groups) and the respective % of patients
having that risk factor in our patient cohort:

Risk factor Number (%)
Lack of exercise (<3hrs / week) 11,588 (77.7)
No breastfeeding 9,813 (65.8)
Being overweight / obese 5,758 (38.6)
High level of stress (>50% of time) 5,527 (37.1)
No childbirth / First live birth after age 35 3,809 (26.2)
Diet rich in meat/ dairy products 2,155 (14.5)
Family history of breast cancer 2,115 (14.2)
Early menarche (<12 years old) 1,878 (12.6)
Drinking alcohol 729 (4.9
Use of hormonal replacement therapy 575 (3.9)

Screening habits

» The overall patients’ breast screening habits
were poor. Less than half of the patients attended
regular clinical breast examination and less than
a quarter of patients performed regular breast self-
examination or mammography screening.

» Breast screening habit was less with increasing
age.

» Less patients who attained a lower educational
level conducted regular breast screening habits
than those with higher educational levels.

» Patients who had a lower household monthly
income were also less likely to conduct frequent
breast screening than those with higher incomes.

»  Over 60% of our patients aged 40 or above have
never performed mammography screening before
cancer diagnosis.




1.1 Demographics

1.1.1 Age at time of diagnosis

Breast cancer risk generally increases with age'-2. Table
1.1 shows the lifetime risk of developing breast cancer
for women in different age groups'. In Hong Kong the
highest incidence rates were observed in women aged 60
to 65. Although patients over 70 had a lower incidence
of breast cancer than those aged 60 to 65, in 2014 it was
demonstrated that they still contributed to 15% (673 cases)
of all newly diagnosed cases.

Table 1.1 Lifetime risk of breast cancer in Hong Kong
women (averaged data from 2009 to 2013)’

Age Lifetime risk
Before 30 1in 2,862
Before 35 1in 709
Before 40 1in 246
Before 45 1in 107
Before 50 1in58
Before 55 1in39
Before 60 1in30
Before 65 1in24
Before 70 1in20
Before 75 1in18

In our patient cohort, the age at time of diagnosis ranged
from 18 to 101 years; with two-thirds of the patients being
aged 40 to 59 (Figure 1.1), and the median being 51 years
old.

Mean = 51.9 years

Median = 51.0 years
35 4 34.0

32.0

Relative frequency (%)
S
1

*

<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=14,905)

* Only one patient in our cohort belonged to the <20 age group.

1.1.2 Occupation

Although international studies showed that there is no
evidence that occupation is related to breast cancer?,
some suggested that a certain degree of association existed
between night shift work and breast cancer. It has been
argued that night shift work results in a disrupted circadian
rhythm due to exposure to artificial light at night, leading to
a cascade of disrupted essential pathways*. A local study
found that the average working hours among females in the
general population was 43.2 hours per week?>.

In our Registry, around half (56.8%) of the patients were
working at the time of cancer diagnosis; the median
working hour being 47.0 per week. Among them, 747
(8.8%) had night shift duties, and the median no. of nights
they worked in a year was 60.

W Professional / clerical
Non-clerical / labour
Housewife

B Self-empolyed

B Retired / unempolyed

24.2%

B Not known

Figure 1.2 Occupation of our patient cohort (N=14,905)
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1.1.3 Educational level and household monthly
income

Literature suggest that given that they are living in the same
city, women with lower educational level or household
income are linked to lower level of breast cancer awareness
and breast screening habits®”.

Around two-thirds (69.6%) of our patient cohort have
attained secondary school level or above, while 29.5% had
primary school level or below (Figure 1.3). Less patients
who attained a lower educational level conducted regular
breast screening than those with higher educational levels
(Section 1.3).

Around one-third (35.8%) of our patient cohort had a
monthly household income of 30,000 HKD or higher, while
19.1% had a monthly household income less than 10,000
HKD (Figure 1.4). Patients who had a lower household
monthly income were also less likely to conduct frequent
breast screening than those with higher incomes (Section
1.3).

B No schooling /

kindergarten
24.4%
Primary school

Secondary school

W Matriculation or above

49.8%

B Not known

Figure 1.3 Educational level of our patient cohort
(N=14,905)

H <$10,000 (N=1,616)
$10,000 - 29,999 (N=3,818)
$30,000 - 59,999 (N=1,940)

B >$60,000 (N=1,092)

45.1%

Figure 1.4 Monthly household income (HKD) of our
patient cohort (N=8,466)

1.1.4 District of residence

Over half (59.7%) of the patients in the cohort resided in
the New Territories at the time of cancer diagnosis, while
22.7% resided in Kowloon, and 13.7% resided on Hong
Kong Island (Figure 1.5). Patients living in Kowloon or the
New Territories conducted breast screening less frequently
in comparison to those living on Hong Kong Island
(Section 1.3).

B Hong Kong Island
Kowloon

New Territories

59.7% B Islands

B Not known

Figure 1.5 Distribution of residential districts of our
patient cohort (N=14,905)



1.1.5 Bra size and cup size

Some studies have suggested that there is certain
degree of association between larger breast size and
breast cancer810. Nevertheless, these studies are mainly
conducted on women in Western countries, and such
evidence is lacking in Hong Kong.

61.1% of our patient cohort had bra size of 34 inches or
more while 17.4% of them had 38 inches or more (Figure
1.6). For breast cup size, half (50.2%) of our patients had
cup B or smaller breasts while only 4.1% had cup D or
above (Figure 1.7).

B 32 inches or smaller
34 inches
36 inches

W 38 inches

B 40 inches or larger

B Not known

Figure 1.6 Bra size of our patient cohort (N=14,905)

H Cup B or smaller
Cup C
Cup D

W Cup E or above

B Not known

Figure 1.7 Bra cup size of patient cohort (N=14,095)

1.2 Risk factors and health background

1.2.1 Tobacco smoking

[ARC has classified tobacco smoking as a probable cause
of breast cancer#. However, a causal relationship between
active or passive smoking and breast cancer is yet to
establish'!. A study found that, in 2016, 3.2% of Hong
Kong women in the general population had daily smoking
habit 2.

Of our patient cohort, 710 (4.8%) reported they had ever
smoked prior to cancer diagnosis and they had smoking
habit for a mean duration of 18.6 years (range: 1 to 70
years). Among these smokers, 37.1% had quit smoking
for a year or longer prior to cancer diagnosis, 4.6% had
quit for less than a year, and 58.3% were still smoking at
the time of cancer diagnosis. Among those who had quit
smoking for less than a year or were still smoking, they
consumed a mean of 3.7 packs of cigarette (range: 0.2 to
21 packs) per week in the preceding 12 months prior to
cancer diagnosis.

1.2.2 Alcohol drinking

WHO has classified alcoholic beverages as Group 1
carcinogens for breast cancer to people of all ages*13.
The risk of breast cancer increases with the amount of
alcohol consumed; every 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)
increased the risk of breast cancer by 10%'3. A study
found that, in 2016, 10.4% of Hong Kong women in the
general population drank alcoholic beverages at least
once a week 4.
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Patients in the cohort were asked about their alcoholic
drinking habits prior to cancer diagnosis. Patients who
consumed alcoholic beverages rarely or occasionally (i.e.
less than 5 alcoholic drinks in a 12-month period) were
not considered as habitual alcohol consumers in the study.

4.9% of patients had been habitual alcohol consumers at
some point in their life and they maintained this habit for
a mean duration of 14.3 years (range: 0.3 to 63 years).
Among these consumers, 20.4% had stopped habitual
alcohol consumption for a year or longer prior to cancer
diagnosis, 5.2% had stopped for less than a year, and
74.3% were still habitual alcohol drinkers at the time of
cancer diagnosis. Among those who had stopped drinking
alcoholic beverages for less than a year or were still
drinking alcohol frequently, they consumed a mean of
7.0 glasses (range: 0.3 to 73.5 glasses) per week in the
preceding 12 months prior to cancer diagnosis. Commonly
consumed alcohol beverages were red wine (30.2%) and
beer (25.7%).

1.2.3 Dietary and exercise habits and stress
level

Most findings on the effect of dietary factors on breast
cancer risk have been inconclusive and inconsistent.
However, a link between physical activity and prevention
of postmenopausal breast cancer has been found'3. 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 two-thirds (68.3%) of our patients were having
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 (18.9%) of our patient
cohort exercised 3 hours or more per week in the year
prior to the time of diagnosis (Table 1.2).

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. Of our patient cohort, 37.1% said that
they experienced high levels of stress in the year prior to
cancer diagnosis (Table 1.2).

Table 1.2 Dietary habits, exercise habits and stress level
at the time of diagnosis (N=14,905)

Number (%)

Dietary habit
Meat rich / dairy product rich 2,155 145
Vegetable rich / Vegetarian 2,208 14.8
Balanced diet 10,182  68.3
Not known 360 2.4
Exercise
Never 7,145 479
< 3 hours per week 4,443  29.8
>3 hours per week 2,824 189
Not known 493 3.3
Stress level
High level* 5,527  37.1
Moderate level** 4,139 27.8
Low level 5,070 34.0
Not known 169 1.1

* 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?). Overweight and
obesity for Asian women were defined as having BMI of
23-24.9 and 25 or over, respectively. Obesity has been
considered a risk factor for breast cancer . A study found
that, in 2016, 16.3% and 14.2% of Hong Kong women in
the general population were classified as overweight and
obese, respectively '°.

The average height of our patient cohort was 157.9 cm
with a standard deviation of 5.8 cm, while the average
weight was 57.4 kg with a standard deviation of 9.4 kg. Of
our patient cohort, 37.7% were overweight or obese at the
time of cancer diagnosis (Table 1.3).

Table 1.3 Body mass index at the time of diagnosis

(N=14,905)
BMI Number (%)
>25.0 (Obese) 3,217 21.6
23.0-24.9 (Overweight) 2,541 17.0
18.5-22.9 (Normal weight) 6,072 40.7
< 18.5 (Underweight) 983 6.6
Not known 2,092 14.0

1.2.5 Family history of breast cancer

Breast cancer risk is found to be higher among women
who have one first-degree relative with breast cancer,
when compared to women with no first-degree relatives
with the disease. The risk is even higher among women
having more first-degree relatives affected by breast
cancer, or having relatives who are affected before the age
of 501718 Only 14.2% of our patient cohort had family
histories of breast cancer (Table 1.4)

Table 1.4 Family history of our patient cohort at the time
of diagnosis (N=14,905)

Family history of breast cancer =~ Number (%)

No 12,588  84.5
Yes
First-degree relative(s) 1,529 10.3
Non first-degree relative(s) 586 3.9
Details not known 32 0.2
Family history not known 170 1.1

1.2.6 Personal history of tumours

International 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 924, On the other hand, breast cancer risk is
found to be lower in cervical squamous cell carcinoma
survivors?3 24, Of our patient cohort, 1.7% suffered from
other types of malignant tumours (Table 1.5) prior to breast
cancer diagnosis. Among them, the most common tumour
was thyroid cancer (Table 1.6).

Table 1.5 Personal histories of tumours of our patient
cohort at the time of diagnosis (N=14,905)

Number (%)

History of tumours

No 12,163  81.6
Benign tumour 2,183 14.7
Malignant tumour 253 1.7
Nature of previous tumours not known 59 0.4
History of tumours not known 247 1.7
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Table 1.6 Origins of malignant tumours reported by our
patient cohort (N=253)

Type of malignant tumours Number (%)

Thyroid 41 16.2
Colorectum 36 14.2
Uterine corpus 31 12.3
Cervix 21 8.3
Ovaries 15 5.9
Lung 12 4.7
Nasopharynx 12 4.7
Blood 9 3.6
Small intestines 6 2.4
Liver 5 2.0
Bone 4 1.6
Esophagus 4 1.6
Skin 4 1.6
Stomach 4 1.6
Urological sites 4 1.6
Brain 2 0.8
Endodermal sinus 2 0.8
Muscle 2 0.8
Tongue 2 0.8
Others* 6 2.4
Not known 46 18.2

* Others include: fallopian tube, neck, oral cavity and salivary gland.

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, 14.6% had previous history of
benign breast disease and among them, 0.2% had
papillomatosis and 0.4% had atypia ductal hyperplasia.
One patient suffered from LCIS prior to breast cancer
diagnosis (Table 1.7).

Table 1.7 History of breast disease at the time of
diagnosis

Number (%)

History of previous breast disease 2,179 14.6

Type of previous breast disease

Fibroadenoma 1,027  47.1
Fibrocystic disease 90 4.1
Papilloma 31 1.4
Papillomatosis 4 0.2
Atypical ductal hyperplasia 9 0.4
Lobular carcinoma in situ 1 <0.1
Others (Gynaecomastia, other 935 429
benign tumours)

Not known 117 5.4




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 vyears 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'3.

In our patient cohort, the mean age at menarche was 13.3
years, and the mean age of menopause was 49.7 years.
12.6% of our patient cohort experienced early menarche.
Around half (51.5%) of our patient cohort were post-
menopausal and among them, 5.4% experienced late
menopause. One-fifth (22.2%) 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 (Table 1.8). Of our
patients that experienced child birth(s), the mean age at
which they had their first live child birth was 27.3 years.
Data on patient parity is shown in Table 1.9, 72.0% of our
patients had two or more children.

Breastfeeding has been classified as protective against
breast cancer at all ages'3. In our patient cohort, 32.0%
breastfed their children and the mean total duration of
breastfeeding was 16.2 months with a range of 0.1 to
252.0 months (Table 1.8).

Table 1.8 Early menarche, late menopause and

reproductive history at the time of diagnosis

Number (%)

Menarche (N=14,905)

Early menarche (<12 years old) 1,878 12.6

Normal menarche (> 12 years old) 11,862  79.6

Not known 1,165 7.8
Menopause (N=7,682)

Late menopause (>55 years old) 412 5.4

Normal menopause (< 55 years old) 6,320 82.3

Age at menopause not known 950 12.4
Reproductive history (N=14,905)

No childbirth 3,303 222

First childbirth at early stage 10,396  69.7

(< 35 years of age)

First childbirth at late age 596 4.0

(>35 years of age)

Age at first live birth not known 335 22

Reproductive history not known 275 1.8
Breastfeeding (N=14,905)

Yes 4,766 32.0

No (Had childbirth) 6,479 435

No (No childbirth) 3,296 22.1

No (Reproductive history not known) 38 0.3

Not known 326 2.2
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Table 1.9 Number of live births reported by our patient
cohort (N=11,327)

Table 1.10 Use of hormonal contraceptives at the time
of diagnosis (N=14,905)

No. of live births Number (%)
1 3,121 27.6
2 5,076 44.8
3 1,938 17.1
4 694 6.1
5 244 2.2
6 126 1.1
7 50 0.4
8 18 0.2
9+ 7 0.1
Not known 53 0.5

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
implants26-39. Therefore, further investigation is needed
to elicit the correlation between hormonal contraceptives
and breast cancer risk. Less than one-third (31.0%) of our
patient cohort had ever used hormonal contraceptives,
among which 11.2% used hormonal contraceptives for
more than 5 years (Table 1.10). Among the hormonal
contraceptives users, more than three-quarters (79.5%)
had stopped using it at the time of cancer diagnosis and
they have stopped for a mean of 18.4 years.

OC use Number (%)
Non-user 9,990 67.0
OC use < 5 years 2,234 15.0
OC use 5-10 years 1,164 7.8
OC use > 10 years 514 3.4
Length of OC use not known 713 4.8
Not known if OC was used 290 1.9

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* A small proportion (7.5%)
of our postmenopausal patients in the cohort had ever
used HRT in which 2.8% of them used it for over 5 years
(Table 1.11).

Table 1.11 Use of hormone replacement therapy
(in our post-menopausal patients) at the
time of diagnosis (N=7,682)

HRT use Number (%)
Non-user 6,945 90.4
HRT use < 5 years 310 4.0
HRT use 5-10 years 171 2.2
HRT use > 10 years 43 0.6
Length of HRT use not known 51 0.7
Not known if HRT was used 162 2.1

HRT: Hormone replacement therapy



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 these
factors are described in previous sections of this chapter.
In this chapter, the Hong Kong Breast Cancer Registry aims
to study the and relevance and frequency of these factors
in Hong Kong breast cancer patients and the ten most
common risk factors observed in our patient cohort are
listed in Table 1.12.

Lack of exercise was the most common risk factor
within our patient cohort, reported by 77.7% of patients,
followed by not having breastfeeding experience (65.8%)
and being overweight or obese (38.6%) (Table 1.12). The
accumulation of multiple risk factors increases the risk of
getting breast cancer. One-third (33.5%) of our patient
cohort had four or more risk factors shown in Table 1.12.
Interestingly, a small proportion (2.6%) of patients had
none of the common risk factors studied (Figure 1.8).

Table 1.12 The ten most common risk factors in our
patient cohort (N=14,905)

Risk factor Number (%)
Lack of exercise (<3hrs / week) 11,588 77.7
No breastfeeding 9,813 65.8
Being overweight / obese 5,758 38.6
High levels of stress (>50% of time) 5,527 37.1
No childbirth / First live birth after age 35 3,899  26.2
Diet rich in meat/ dairy products 2,155 14,5
Family history of breast cancer 2,115 142
Early menarche (<12 years old) 1,878 12.6
Drinking alcohol 729 49
Use of hormonal replacement therapy 575 3.9

Relative frequency (%)

0 1 2 3 4 5 6 7 8 9

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=14,905)

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 mammaography screening
(MMQ). 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
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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 prior to cancer diagnosis.

The breast screening habits in our patient cohort were
studied by age group in Table 1.13. Less than a quarter
of the patient cohort of all ages performed regular

BSE, MMG and USG. Regular CBE was performed by
around 40% of the patients aged below 60, however,
the proportions dropped to 25.3% and 10.1% for our
patients aged 60-69 and aged 70 or above, respectively
(Table 1.13). With the exception of patients aged below
40, proportion of patients who have never performed
BSE, CBE, and USG was positively correlated with age.
Over 60% or more of the patients aged 40 or above have
never performed MMG prior to diagnosis(Table 1.13).

Table 1.13 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 579 (36.6) 1,791 (35.3) 1,855 (38.9) 1,054 (44.1) 553 (58.9)
Occasional 682 (43.1) 2,078 (41.0) 1,810 (38.0) 847 (35.4) 253 (26.9)
Monthly 300 (19.0) 1,135 (22.4) 1,020 (21.4) 461 (19.3) 119 (12.7)
Not known 22 (1.4) 65 (1.3) 79 (1.7) 29 (1.2) 14 (1.5)
CBE
Never 779 (49.2) 2,065 (40.7) 2,133 (44.8) 1,409 (58.9) 738 (78.6)
Occasional 220 (13.9) 706 (13.9) 696 (14.6) 330 (13.8) 84 (8.9)
Regular* 564 (35.6) 2,233 (44.1) 1,862 (39.1) 606 (25.3) 5 (10.1)
Not known 20 (1.3) 65 (1.3) 73 (1.5) 46 (1.9) 22 (2.3)
MMGH#
Never 3,469 (68.4) 3,027 (63.5) 1,643 (68.7) 798 (85.0)
Occasional 550 (10.9) 576 (12.1) 284 (11.9) 66 (7.0)
Regular* 978 (19.3) 1,080 (22.7) 422 (17.6) 51 (5.4)
Not known 72 (1.4) 81 (1.7) 42 (1.8) 24 (2.6)
USG#
Never 3,431 (67.7) 3,314 (69.6) 1,830 (76.5) 818 (87.1)
Occasional 532 (10.5) 494 (10.4) 212 (8.9) 53 (5.6)
Regular* 975 (19.2) 826 (17.3) 275 (11.5) 42 (4.5)
Not known 131 (2.6) 130 (2.7) 74 (3.1) 26 (2.8)

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 studied by patients’
educational level (Table 1.14). The findings suggested
that patients who attained a lower education level had
less breast screening habits prior to cancer diagnosis.
64.1% of the patients who attained kindergarten or less

had never performed BSE, compared to 27.5% of the
patients who attained matriculation level or above. The
corresponding figures decreased from 75.2% to 31.0%
for CBE, 86.5% to 50.1% for MMG, and 88.5% to 52.9%
for USG, respectively.

Table 1.14 Breast screening habits of our patient cohort by educational level

Educational level, Number (%)

Breast No schooling / Primary Secondary Matriculation
examination Kindergarten school school or above
BSE
Never 486  (64.1) 1,746 (48.0) 2,813  (37.9) 812 (27.5)
Occasional 177 (23.4) 1,152 (31.7) 2,838 (38.2) 1,507 (51.0)
Monthly 87 (11.5) 698 (19.2) 1,688 (22.7) 576 (19.5)
Not known 8 (1.1 38 (1.0 90 (1.2) 59 (2.0
CBE
Never 570  (75.2) 2,244 (61.8) 3,416 (46.0) 915 (31.0)
Occasional 74 (9.8) 420 (11.6) 1,013 (13.6) 536 (18.1)
Regular* 105 (13.9) 934 (25.7) 2,885 (38.8) 1,451 (49.1)
Not known 9 (1.2) 36 (1.0) 115 (1.5) 52 (1.8)
MMG#
Never 633 (86.5) 2,726 (76.8) 4,397 (67.2) 1,117 (50.1)
Occasional 40 (5.5) 326 9.2) 719  (11.0) 379 (17.0)
Regular* 52 (7.1) 458 (12.9) 1,309 (20.0) 695 (31.2)
Not known 7 (1.0 40 (1.1) 117 (1.8) 38 (1.7)
USG#
Never 648  (88.5) 2,869 (80.8) 4,633 (70.8) 1,179 (52.9)
Occasional 26 (3.6) 254 (7.2) 637 (9.7) 360 (16.2)
Regular* 49 (6.7) 354 (10.0) 1,107 (16.9) 598 (26.8)
Not known 9 (1.2) 73 (2.1) 165 (2.5) 92 4.1)

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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Breast screening habits were also studied by patients’ never performed BSE, compared to 21.9% of the
monthly household income level (Table 1.15). Our patients who had income of 60,000 HKD or more.
figures showed that patients who had lower income The corresponding figures decreased from 58.7%

had less breast screening habits prior to cancer to 19.3% for CBE, 75.2% to 39.8% for MMG, and
diagnosis. 44.2% of the patients who had monthly 79.9% to 44.7% for USG, respectively.
household income less than 10,000 HKD had

Table 1.15 Breast screening habits of our patient cohort by monthly household income (HKD)
Monthly household income (HKD), Number (%)

Breast examination <10,000 10,000 - 29,999 30,000 - 59,999 > 60,000
BSE
Never 715 (44.2) 1,391 (36.4) 577 (29.7) 239 (21.9)
Occasional 585 (36.2) 1,561 (40.9) 935 (48.2) 613 (56.1)
Monthly 291 (18.0) 823 (21.6) 402 (20.7) 217 (19.9)
Not known 25  (1.5) 43 (1.1) 26 (1.3) 23 (2.1)
CBE
Never 949 (58.7) 1,633 (42.8) 596 (30.7) 211 (19.3)
Occasional 218 (13.5) 564 (14.8) 330 (17.0) 202 (18.5)
Regular* 426 (26.4) 1,582 (41.4) 986 (50.8) 652 (59.7)
Not known 23 (1.4 39 (1.0) 28 (1.4) 27  (2.5)
MMGH#
Never 1,118 (75.2) 2,226 (67.7) 806 (52.7) 361 (39.8)
Occasional 138 (9.3) 395  (12.0) 251 (16.4) 170 (18.7)
Regular* 208 (14.0) 621 (18.9) 450 (29.4) 360 (39.7)
Not known 23 (1.5) 46 (1.4) 23 (1.5) 16 (1.8)
USG#
Never 1,188 (79.9) 2,333 (71.0) 867 (56.7) 405 (44.7)
Occasional 116 (7.8) 348 (10.6) 223 (14.6) 170 (18.7)
Regular* 148 (10.0) 527  (16.0) 400 (26.1) 288 (31.8)
Not known 35 (2.4) 80 (2.4) 40 (2.6) 44 (4.9

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’ district of residence and the result is shown
in Table 1.16. 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 in 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 1.16).

Table 1.16 Breast screening habits of our patient cohort by district of residence

District of Residence, Number (%)

Breast examination Hong Kong Island Kowloon New Territories
BSE
Never 638 (31.2) 1,439 (42.5) 3,593 (40.4)
Occasional 946 (46.2) 1,220 (36.1) 3,340 (37.5)
Monthly 406 (19.8) 666 (19.7) 1,884 (21.2)
Not known 56  (2.7) 58 (1.7) 79 (0.9)
CBE
Never 672 (32.8) 1,814 (53.6) 4,462 (50.2)
Occasional 346 (16.9) 431 (12.7) 1,203 (13.5)
Regular* 962 (47.0) 1,074 (31.7) 3,147 (35.4)
Not known 66  (3.2) 64 (1.9) 84 (0.9)
MMG#
Never 916 (50.9) 2,117 (70.5) 5,626 (71.3)
Occasional 299 (16.6) 303 (10.1) 828 (10.5)
Regular* 529 (29.4) 529 (17.6) 1,346  (17.1)
Not known 57 (3.2) 52 (1.7) 88 (1.1)
USG#
Never 1,007 (55.9) 2,235 (74.5) 5,863 (74.3)
Occasional 264  (14.7) 273 9.1) 710 9.0
Regular* 415  (23.0) 410 (13.7) 1,186 (15.0)
Not known 115 (6.4) 83 (2.8) 129 (1.6)

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 data collected from 14,990
breast cancer patients regarding their cancer’s clinical
presentation, cancer characteristics and treatment
methods. Through this, the clinical management of breast

cancer is analysed, and trends in disease and treatment in
the local context can be identified in order to develop and
improve the standard of care for breast cancer patients in
Hong Kong.

KEY FINDINGS

Clinical presentation

> The primary method of first breast cancer
detection in the patient cohort was self-detection
by chance (83.2%). More stage O or 1 cancers
(34.6% and 13.4% respectively) were detected
by mammography screening than stage Ill or IV
cancers (3.0% and 2.1% respectively).

> Most (91.8%) 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 7.0% of our patients felt pain in their
breast(s) at initial presentation. Some patients
(9.0%) experienced changes in nipple (such
as nipple discharge, nipple retraction, redness,
scaliness or thickening of nipple).

» After the onset of symptoms, a quarter (25.4%)
of our patients who self-detected their cancers
by chance waited three or more months before
seeking first medical consultation.

> Majority (91.7%) of our patients had unilateral
breast cancer, while 370 patients had synchronous
bilateral breast cancer at first diagnosis. 340
patients developed a contralateral breast cancer
subsequently after diagnosis of an initial primary
breast cancer.

> Around half (45.3%) of our patients with invasive
breast cancer did not have any cancer staging as

part of their treatment. Among those who had
cancer staging as part of their treatment, the most
commonly used method was positron emission
tomography scan (PET scan) (46.0%), and chest
x-ray plus ultrasound of abdomen (44.0%).

»  The most common cancer stage at diagnosis was
stage Il (37.3%). Around 16.4% of our patients
were diagnosed with stages Ill-IV diseases while
12.0% 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:
+1.5 cm). Tumours larger than 2.0 cm in size were
found in 47.2% of our patients. In our patient
cohort, screen-detected cancers were significantly
smaller than cancers that were self-detected by
chance (mean: 1.5 cm vs. 2.5 cm; p<0.001).
59.3% of our patients with invasive breast cancers
had no positive lymph nodes. The most common
histological type of invasive cancer was invasive
carcinoma of no specific type (86.2%). 80.2%
of invasive breast cancers were either estrogen
receptor (ER) or progesterone receptor (PR) positive.
21.1% were c-erbB2/HER2 positive. 11.6% of the
invasive breast cancers were triple negative.




The mean size of in situ cancers for our patient
cohort was 2.0 cm (standard deviation: 1.6 cm).
Tumours larger than 2.0 cm were found in 35.3%
of our patients. Of the in situ breast cancers where
mammogram (MMG) was performed, 74.5%
showed microcalcification on MMG. Ductal
cancers were found to be the most common type
of in situ breast cancer (93.2%). 82.1% of in situ
breast cancers were either ER or PR positive. 27.1%
of in situ breast cancers in our cohort were c-erbB2/
HER2 positive.

Treatment methods

>

Of our 14,990 patients, 14.7% solely received
care at private medical service, while 49.9% solely
received care at public medical service. Around
one-third (35.4%) of patients received care at both
private and public medical services.

Surgery

* Majority (98.0%) 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 Less than half (47.7%) of our patients with in
situ tumours had mastectomy, and among
them, 22.1% had reconstruction. Among those
who received nodal surgery, 84.2% of them had
sentinel node biopsy (SNB) alone and 11.9%
received axillary dissection (AD) without SNB.

e For patients with invasive tumours, two-thirds
(64.8%) of them had mastectomy and among
them, only 11.7% of them had reconstruction.
Less than half (41.3%) of our invasive patients
received SNB alone, while 41.0% received AD
without SNB.

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

¢ SNB alone was more commonly used on our
patients with negative clinical nodal statuses
than those with positive clinical nodal statuses
(53.6% vs. 15.5%).

e The use of AD was positively correlated with
increasing cancer stage.

Radiotherapy

* 61.8% of our patients had radiotherapy as one
of their treatment. 88.1% of our patients had
radiotherapy at public medical facilities, while
11.9% had radiotherapy at private medical
facilities.

e Of our patients with in situ cancer who had
breast-conserving surgery, majority (94.0%) of
them received radiotherapy afterwards, while
only 3.3% of our patients with in situ cancer
who had mastectomy received radiotherapy.

Over 84% of invasive breast cancer patients
with  breast-conserving  surgery  received
radiotherapy, while the use of radiotherapy in
invasive breast cancer patients with mastectomy
increased with increasing cancer stages, with
the exception of stage IV disease.

Chemotherapy

e Two-thirds (67.9%) of patients with invasive
cancer in the cohort underwent chemotherapy.
Among them, 11.2% had neoadjuvant
chemotherapy.

* 86.5% of our patients received chemotherapy in
public medical facilities, while 13.5% received
in private medical facilities.

e In our patient cohort, the use of chemotherapy
was positively correlated to progressing cancer
stage, with the exception of stage IV disease.
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» Endocrine therapy

® 67.4% of our patients received endocrine

therapy. 90.5% of our patients received
endocrine therapy at public medical facilities,
while 9.5% received endocrine therapy at
private medical facilities.

e Endocrine therapy was used in 11.7% of our
patients with in situ breast cancer, but was used
in over 73.0% of our patients with invasive
breast cancer.

> Anti-HER?2 targeted therapy

e Of the patients with invasive HER2-positive
breast cancers in our cohort, 58.3% underwent
anti-HER2 targeted therapy. 88.7% of our
patients received anti-HER2 targeted therapy at
public medical facilities, while 11.3% received
anti-HER?2 targeted therapy at private medical
facilities.

e The use of anti-HER2 targeted therapy was
positively correlated with increasing cancer
stage.

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

» Complementary and alternative therapies

® 39.3% of our patients in the cohort received
complementary and alternative therapies.
Among them, 66.1% used traditional Chinese
medicines.

Patient status

»  The mean and median follow-up periods were 3.9
and 3.4 years, respectively.

> 596 (4.5%) of patients in our cohort experienced
recurrence, where 1.3% of our patients
experienced locoregional recurrence (LR) solely,
2.1% experienced distant recurrence (DR) solely,
and 1.1% experienced both locoregional and
distant recurrence.

» The common sites for locoregional recurrence
were chest wall (36.4%) and breast (30.5%)
and the common organs involved in distant
recurrence were bone (55.2%), lung (46.5%), and
liver (39.0%).

2.1 Clinical presentation

The primary method of first breast cancer detection in
the patient cohort was self-detection by chance (83.2%)
(Figure 2.1). Relatively small proportion of breast cancers
in our cohort were detected through healthcare service-
assisted screening methods, including clinical breast
examination (CBE), mammography screening (MMG), and
ultrasound screening (USG). In the United States, a study
reported that 43% of the breast cancer cases were detected
through mammography screening?3!, which is significantly
higher than the 10.5% observed in Hong Kong within the
patient cohort.

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. In contrast, the proportion
of our patients whose breast cancer was first detected
through mammography screening was higher in private
medical service users than in 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 professionals32. In our patient cohort,
the proportion of invasive breast cancers detected by
mammography screening (6.9%) were much lower
than that of in situ breast cancers (35.2%) (Table 2.2). In
addition, more stage 0 or | cancers (34.6% and 13.4%
respectively) were detected by mammography screening
than stage Ill or IV cancers (3.0% and 2.1% respectively).
Over 90% of patients with stage 1B, Ill or IV cancers self-
detected their cancer by chance (Table 2.3).

Table 2.1 The method of first breast cancer detection by types of medical service received at cancer diagnosis

and treatment (N=14,028)

Relative frequency (%)

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

Self-dectection  Mammography Other screening Other imaging

by chance

Method of first breast cancer detection

Figure 2.1 The method of first breast cancer detection

in our patient cohort (N=14,161)

BSE: Breast self-examination;  CBE: Clinical breast examination;

USG: Ultrasound screening;

MRI: Magnetic resonance imaging

Private medical

service users

Public medical
service users

Mixed private /
public medical service

(N=2,055) (N=6,988) users (N=4,985)
Mode of first breast cancer detection Number (%) Number (%) Number (%)
Self-detection by chance 1,520 (74.0) 5,868 (84.0) 4,290 (86.1)
Mammography screening 304 (14.8) 792 (11.3) 376 (7.5)
Other screening methods 71 (3.5) 171 (2.4) 146 (2.9)
(BSE and CBE)

Other imaging tests (USG and MRI) 134  (6.5) 101 (1.4) 141 (2.8)
Incidental surgery / Others 26 (1.3) 56 (0.8) 32 (0.6)

BSE: Breast self-examination; CBE: Clinical breast examination; USG: Ultrasound screening; MRI: Magnetic resonance imaging
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Table 2.2 The method of first breast cancer detection by type of cancer (N=14,126)

Type of cancer, Number (%)

Method of first breast cancer detection

Self-detection by chance
Mammography screening

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

In situ (N=1,824) Invasive (N=12,302)
1,002 (54.9) 10,753 (87.4)
642 (35.2) 845 (6.9)
56 (3.1) 332 (2.7)
101 (5.5) 279 (2.3)
23 (1.3) 93 (0.8)

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

Table 2.3 The method of first breast cancer detection by cancer stage (N=13,725)

Cancer stage, Number (%)

Method of first 0 | A 1B 1 v
breast cancer detection (N=1,695) (N=4,406) (N=3,497) (N=1,781) (N=2,011) (N=335)
Self-detection by chance 959 (56.6) 3,446 (78.2) 3,127 (89.4) 1,665 (93.5) 1,885 (93.7) 311 (92.8)
Mammography screening 586 (34.6) 589 (13.4) 184 (5.3) 43 (2.4) 61 (3.0) 7 (2.1)
Other screening methods 54 (3.2) 158 (3.6) 91 (2.6) 40 (2.2) 29 (1.4) 10 (3.0
(BSE and CBE)
Other imaging tests 81 (4.8) 174 (3.9) 71 (2.0 26 (1.5) 18 (0.9) 5 (1.5)
(USG and MRI)
Incidental surgery / Others 15 (0.9) 39 (0.9 24 (0.7) 7 (0.4) 18 (0.9) 2 (0.6)

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

Most (91.8%) patients who self-detected their cancers 100 ]

by chance found a painless lump on their breast(s). ~ 90| pun

Pain is not usually a symptom of breast cancer; only 3\; 80+

7.0% of patients felt pain in their breast(s) at initial g Zg

presentation. Some patients (9.0%) experienced % 50

changes in nipple (such as nipple discharge, nipple “; ‘3‘8:

retraction, redness, scaliness or thickening of nipple) % 20|
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Major presenting symptoms

Figure 2.2 Major presenting symptoms of self-detected*

breast cancers in our patient cohort
(N=11,781)

*self-detection by chance only



2.1.1 Time interval between the onset of
symptoms and first medical consultation

Longer delay in seeking medical consultation is
associated with higher probability of local cancer
spread or distant metastasis, and poorer prognosis33.
After the onset of symptoms, only one-third (35.6%)
of the patients who self-detected their cancers by
chance sought first medical consultation in less than
one month (Table 2.4) while a quarter (25.4%) of
them waited three or more months before seeking first
medical consultation.

The proportion of our patients who sought first medical
consultation in less than one month was higher in private
medical service users (42.2%) than in public medical
service users (28.0%) (Table 2.5).

Table 2.5 Time interval between the onset of symptoms and first medical consultation for our patients who

Table 2.4 Time interval between the onset of symptoms
and first medical consultation for our patients
who self-detected* their cancers (N=3,143)

Number (%)

Less than 1 month 1,118 (35.6)
1-3 months 1,228 (39.1)
4-12 months 464  (14.8)
More than 12 months 333 (10.6)

*Self-detection by chance only

self-detected* their cancers by types of medical service (N=3,143)

Type of medical service users, Number (%)

Private (N=654)

Public (N=1,419)

Mixed private / public (N=1,070)

Less than 1 month 277 (42.4)
1-3 months 241 (36.9)
4-12 months 80 (12.2)
More than 12 months 56 (8.6)

397 (28.0) 444  (41.5)
562 (39.6) 425 (39.7)
266 (18.7) 118 (11.0)
194 (13.7) 83 (7.8)

*Self-detection by chance only
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A much higher proportion (11.8%) of patients who sought first medical consultation after 12 months of symptom onset
was diagnosed with stage IV disease than those who sought first medical consultation in less than 12 months (Table 2.6).

Table 2.6 Cancer stage at diagnosis among self-detected* patients with different time interval between the
onset of symptoms and first medical consultation (N=2,770)

Time interval between the onset of symptoms and first medical consultation, Number (%)

Cancer stage Less than 1 month 1 - 3 months 4 — 12 months More than 12 months
at diagnosis (N=997) (N=1,091) (N=403) (N=279)

Stage | 367 (36.8) 333 (30.5) 112 (27.8) 70 (25.1)
Stage 1A 336 (33.7) 359 (32.9) 122 (30.3) 66 (23.7)
Stage 11B 146 (14.6) 181 (16.6) 68 (16.9) 49 (17.6)
Stage IlI 135 (13.5) 185 (17.0) 85 (21.1) 61 (21.9)
Stage IV 13 (1.3) 33 (3.0 16  (4.0) 33 (11.8)

*Self-detection by chance only

2.2 Cancer characteristics

Breast cancer can occur in one (unilateral) or both breasts
(bilateral). Majority (91.7%) of our patients had unilateral
breast cancer, while 4.9% (n=370) had synchronous
bilateral breast cancer at first diagnosis (Figure 2.3). 147
patients (2.0%) developed a contralateral breast cancer
within, a median of 2.8 years (range: 0.5— 8.8 years)
after diagnosis of an initial primary breast cancer (Figure
2.3). An additional 193 patients had contralateral breast
cancer, however as they were diagnosed with their initial
primary breast cancer before 2006, only data from second
diagnosis occuring after 2006 was included in this report.

B Bilateral breasts
(metachronous)*

Bilateral breasts
(synchronous)

B Left breast only

| Right breast only

Figure 2.3 Laterality of 14,990 breast cancer cases

* Includes 193 patients who were diagnosed with initial primary
breast cancer before 2006 and they developed a contralateral
breast cancer after 2006 (only data from second diagnosis was
included in this report).



Figure 2.4 shows the proportion of malignant breast — 2.2.1 Diagnostic tests for breast cancer
tumours occuring in each breast quadrant within the
patient cohort. Around half of the breast cancers in either
the right or the left breast were detected in the upper outer
quadrant (50.3% and 47.1% respectively).

There are two types of breast cancer diagnostic tests:
imaging tests and biopsies. Imaging tests include diagnostic
mammography (MMGQG), ultrasound (USG) and magnetic
resonance imaging (MRI). Diagnostic mammography is
a common procedure for breast cancer diagnosis, and
ultrasound is used to distinguish a solid mass, which may
be cancer, from a fluid-filled cyst, which is usually not

Right breast Left breast cancer. Breast MRI is usually performed on women who

have been diagnosed with breast cancer to check the other

. ;)2% 1‘;.:2/0 1‘;.'8(2/0 4%?30 Central breast for cancer or to find out the extent of their disease.
a0 8.0%

1L306?/ 7“8/ 9ng/ 1L305(02/ For around 85.4% of our patients MMG was used, while

USG was used on 79.7% and MRI was used on only 9.3%
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), where BIRADS 4 or 5 are suspected breast
cancers and should be checked by further surgical tests

Figure 2.4 Locations of malignant breast tumour
on the breasts within our patient cohort

(N=14,990) e

such as biopsies.
UOQ: Upper outer quadrant  UIQ: Upper inner quadrant
LOQ: Lower outer quadrant LIQ: Lower inner quadrant

*Figures include multicentric cancers

Table 2.7 Sensitivity and diagnostic results of breast imaging tests (N=14,990)

Mammography Breast ultrasound MRI
(N=12,804) (N=11,951) (N=1,392)

Proportion of patients using the diagnostic test 85.4% 79.7% 9.3%
Overall sensitivity* 82.6% 90.7% 96.5%
BIRADS category

Diagnostic / malignant (BIRADS 5) 4,192 (32.7%) 4,549  (38.1%) 1,108  (79.6%)

Suspicious abnormality (BIRADS 4) 6,381 (49.8%) 6,289 (52.6%) 235 (16.9%)

Probably benign (BIRADS 3) 707 (5.5%) 673 (5.6%) 23 (1.7%)

Benign (BIRADS 2) 537  (4.2%) 197 (1.6%) 11 (0.8%)

Normal (BIRADS 1) 903  (7.1%) 236 (2.0%) 14 (1.0%)

Incomplete (BIRADS 0) 84 (0.7%) 7 (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
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Opacity was observed in 62.8% of patients in the
cohort with BIRADS 4 or 5 mammograms, while
microcalcification was observed in 50.6% (Table 2.8).
The mammographic density of a woman'’s breasts affects
the sensitivity of mammography. Heterogeneously dense
breast may obscure small masses, while extremely dense
breast lowers the sensitivity of mammography. In our

Table 2.8 Mammographic findings of patients in
our cohort who were diagnosed through
mammography (N=10,573)

Number (%)
Opacity 6,644 (62.8)
Microcalcification 5,355 (50.6)
Architectural distortion 1,533 (14.5)
Asymmetric density 944 8.9
Unclassified 442 (4.2)

patient cohort, two-thirds (69.1%) had heterogeneously
dense breasts, while 6.4% had extremely dense breasts
(Figure 2.5). Mammographic density of a woman’s breasts
declines with increasing age. The proportion of patients
with extremely dense breast decreases significantly from
12.8% in patients aged 20-29 to 1.0% in patients aged 70
and above (Table 2.9).

80 +

69.1
70

S
>. 60
=
o 50 -
>
o
Q40
=
Q 304
=
< 20+ 16.1
&~ 8.5
0 ‘ ‘ — .
Fatty Scattered Heterogenous Extreme

density density density

Mammographic breast density

Figure 2.5 Mammographic density of breasts of our
patients who were diagnosed through
mammography (N=7,661)

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

age group (N=7,300)

Age group, Number (%)

Mammographic density 20-29 30-39 40-49 50-59 60-69 70+
(N=47) (N=636) (N=2,409) (N=2,457) (N=1,269) (N=482)
Fatty 3 (6.4) 41 (6.4) 214 (8.9) 396 (16.1) 310 (24.4) 187 (38.8)
Scattered density 2 (4.3) 23 (3.6) 135 (5.6) 225 (9.2) 154 (12.1) 7 (13.9)
Heterogeneous density 36 (76.6) 497 (78.1) 1,851 (76.8) 1,704 (69.4) 758 (59.7) 223 (46.3)
Extreme density 6 (12.8) 5 (11.8) 209 (8.7) 132 (5.4) 47  (3.7) 5 (1.0




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 used more
often, but sometimes excisional biopsy, which removes a
relatively larger portion of breast tissue, is conducted. FNA

and/or CNB were performed in 86.0% of our patients and
among them, 3,427 (26.6%) received FNA solely, 6,543
(50.7%) received CNB solely, and 2,927 (22.7%) received
both FNA and CNB. Excisional biopsy was performed in
11.3% of our patients. Excisional biopsy had the highest
overall sensitivity of 100%, followed by CNB (98.8%) and
FNA (91.7%) (Table 2.10).

Table 2.10 Sensitivity and diagnostic results of breast tissue biopsies (N=14,990)

FNA CNB Excisional biopsy
(N=6,196) (N=9,405) (N=1,688)

Proportion of patients using the diagnostic test 41.3% 62.8% 11.3%
Overall sensitivity* 91.7% 98.8% 100.0%
Class

Diagnostic / malignant (Class V) 3,925 (63.3%) 8,976 (95.4%) 1,688 (100.0%)

Suspicious (Class V) 1,009 (16.3%) 154 (1.6%) —

Atypical (Class II) (12.1%) 163 (1.7%) —

Benign (Class II) 264 (4.3%) 81 (0.9%) —

Scanty benign (Class I) 251 (4.1%) 31 (0.3%) —

Incomplete (Class 0) (0.0%) 0 (0.0%) —

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

*Sensitivity: Number of true positives (Class 11I-V) divided by total number of patients who had the test
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2.2.2 Methods of cancer staging

Cancer staging is the process of finding out the extent of
the disease in the body pre-operatively after diagnosis
of breast cancer. It is usually conducted in patients with
clinically node positive or locally advanced disease.
Patients who had only chest x-ray is not considered as
having adequate work up and is not included.

Almost half (45.3%) of patients with invasive breast cancer
did not have any cancer staging as part of their diagnosis
and treatment. Among those who had cancer staging as
part of their treatment, the most commonly used method

was Positron emission tomography scan (PET scan)
(46.0%). A combination of chest x-ray and ultrasound of
abdomen was used by 44.0% of our patients (Table 2.11).
PET scan was not recommended for patients with early
breast cancer, including stage |, stage Il, or operable stage
Il breast cancer, to determine the extent of disease3*
However, among those who had cancer staging, 18.4%
and 36.4% of patients with stages | and IIA diseases,
respectively, had PET scan to determine the extent of their
disease (Table 2.12).

Table 2.11 Method of clinical staging in 6,178 invasive breast cancer patients

Type of cancer staging method

Number (%)

Positron emission tomography scan (PET scan) 2,844  (46.0)
Chest X-Ray (CXR) and ultrasound abdomen (USG Abd) 2,716 (44.0)
Computed tomography of body parts* 374 (6.1)
Bone scan 202 (3.3)
Magnetic resonance imaging whole body (MRI whole body) 81 (1.3)
Others (e.g. bone x-ray) 25 (0.4)
Not known 898 (14.5)

* Body parts include abdomen, thorax, pelvis, brain, or whole body

Table 2.12 The use of PET scan as a form of staging methods in patients with different cancer stages (N=8,908)

Cancer stage, Number (%)

1 A 11B 1 v Unstaged Total
Patients who 304 545 507 1,025 288 175 2,844
used PET scan (18.4%) (36.4%) (51.3%) (68.5%) (87.3%) (82.2%) (46.0%)




Using the American Joint Committee on Cancer (AJCC)
Breast Cancer Staging (7th edition)3” to determine cancer
staging in our patient cohort, it was found that the most
common cancer stage at diagnosis was stage Il (37.3%).
16.4% of our patients were diagnosed with stages IlI-IV
diseases while 12.0% of our patients were diagnosed with
in situ cancers (Figure 2.6).
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Figure 2.6 Cancer stage at diagnosis in breast cancer
patients (N=14,990)

Out of the 14,990 breast cancer cases, data from 13,855
cases with available pathology data was used for the
subsequent analyses on cancer characteristics. 11,916
patients (86.0%) were diagnosed with invasive cancers
and 1,929 (13.9%) were diagnosed with in situ cancers.
10 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: 0.01-23.0cm; standard
deviation: +1.5 cm). Tumours of 1cm or less in size
were found in 15.9% of our patients and tumours of
2-5 cmin size were found in 43.0% 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: 1.5£1.2 cm vs. 2.5+1.8 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 cohort
(N=11,254)

Lymph node status is one of the factors used to determine
breast cancer stage. Multiple affected lymph nodes signify
a higher disease stage. Of our patients with invasive breast
cancers, 59.3% had no positive lymph nodes, 1.7%
had isolated tumour cells, 3.4% had micrometastasis
(metastasis size > 0.2 mm to <2 mm), while 35.6% had at
least one positive lymph node with metastasis size greater
than 2 mm (Figure 2.8).
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Figure 2.8 Nodal status among our patients with
invasive breast cancers (N=11,591)
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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: £1.6 cm). Tumours of 1 cm or less in size were
found in 35.0% of our patients while tumours of 2-5 cm
in size were found in 30.7% of our patients (Figure 2.9). A
small proportion (4.6%) of our patients had in situ tumours
greater than 5.0 cm. Of the in situ breast cancers where
MMG was performed, 74.5% showed microcalcification
on MMG.

29.6 30.7

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=1,624)

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 human
epidermal growth factor receptor 2 (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 histological type
was invasive carcinoma of no specific type (86.2%).



Table 2.13 Histological type, grading, multifocality and multicentricity of invasive breast cancers (N=11,916)

Histological type Number (%)

Number (%)

Invasive carcinoma of no specific type 10,272 (86.2

)
Lobular 438 (3.7)
Mucinous (colloid) 422 (3.5)
Papillary 124 (1.0
Tubular 89 0.7)
Carcinoma with medullary features 72 (0.6
Mixed ductal and lobular 50 (0.4)
Borderline/ malignant phyllodes 47 (0.4)
Micropapillary 47 (0.4)
Metaplastic carcinoma 44 (04
Carcinoma with neuroendocrine features 24 (0.2)
Carcinoma with apocrine features 16 (0.1
Adenoid cystic carcinoma 15 (0.1)
Tubulo-lobular carcinoma 6 0.1
Paget's disease of nipple 5 (<0.01)
Cribriform carcinoma 4 (<0.01)
Squamous cell carcinoma 3 (<0.01)
Inflammatory 2 (<0.01)
Secretory carcinoma 2 (<0.01)
Lipid rich carcinoma 1 (<0.01)
Sarcoma 1 (<0.01)
Others (e.g. mixed types) 79  (0.7)
Not known 153 (1.3)

The biological characteristics of invasive breast cancers
in the patient cohort are shown in Table 2.14. Among
patients with invasive breast cancers who were tested for
estrogen or progesterone receptor status, more than three
quarters (80.2%) were either estrogen receptor (ER) or
progesterone receptor (PR) positive. Amplification or over-
expression of the human epidermal growth factor receptor
2 (HER2) oncogene is associated with certain types of breast

Grade
Grade 1 2,080 (17.5)
Grade 2 4,949  (41.5)
Grade 3 3,890 (32.6)
Not known 997 (8.4)
Lymphovascular invasion 3,365 (28.2)
Multifocality 1,164 9.8)
Number of foci
2 619 (53.2)
3-4 198  (17.0)
>5 119 (10.2)
Not known 228  (19.6)
Multicentricity 348 (2.9)
Number of quadrants
2 299 (85.9)
3 18 (5.2)
4 13 (3.7)
Not known 18 (5.2)

cancer. A patient with immunohistochemistry (IHC) score
3 is considered as HER2 positive, where score 0 or 1 is
considered as negative. For patients with IHC score 2, In
Situ Hybridization test will be further performed. Patients
who had positive results in ISH test are also considered as
HER?2 positive. In the patient cohort, 2,424 (21.1%) invasive
breast cancers were c-erbB2/HER2 positive.
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Table 2.14 Biological characteristics of invasive breast cancers (N=11,916)

Number (%)

Estrogen receptor (ER) (97.2% of the patients had the test)

Positive 9,092 (78.5)

Negative 2,494 (21.5)
Progesterone receptor (PR) (97.0% of the patients had the test)

Positive 7,673 (66.4)

Negative 3,890 (33.6)
c-erbB2/ HER2 (96.6% of the patients had the test)

Positive (IHC score 3) 2,183 (19.0)

Equivocal (IHC Score 2) ISH positive 241 2.1

Equivocal (IHC Score 2) ISH equivocal 82 (0.7)

Equivocal (IHC Score 2) ISH negative 1,939 (16.8)

Equivocal (IHC Score 2) ISH not done 1,442 (12.5)

Negative (IHC Score 0/ 1) 5,624 (48.9)
Ki-67 index (54.3% of the patients had the test)

<14% 2,594 (40.1)

=14% 3,882 (59.9)

HER2: Human epidermal growth factor receptor 2
IHC: Immunohistochemistry
ISH: In Situ Hybridization



Breast cancer is not considered as a single disease them independently, further prognostic and predictive
and can be further classified into several biological information can be obtained. The surrogate definitions
subtypes?3¢, determined by immunohistochemical staining of these intrinsic biological subtypes and their relative
of several biological markers described in Table 2.14. By frequencies by cancer stage in the patient cohort are shown
combining these biological markers rather than assessing in Table 2.15.

Table 2.15 Biological subtypes of invasive tumours by cancer stage (N=11,319)

Cancer Stage, N (%)

Biological subtypes A 1B 1l v Total

Luminal A* 1,202 (27.0) 596 (17.2) 269 (16.3) 198 (13.2) 31 (12.3) 2,296 (20.3)
Luminal B (HER2 negative)# 726 (16.3) 709 (20.5) 351 (21.3) 346 (23.0)0 42 (16.7) 2,174 (19.2)
Luminal A/B (HER2 negative)t 1,252 (28.1) 915 (26.4) 486 (29.5) 417 (27.8) 81 (32.1) 3,151 (27.8)
Luminal B (HER2 positive)? 504 (11.3) 439 (12.7) 216 (13.1) 245 (16.3) 48 (19.0) 1,452 (12.8)
HER2-positive % 335 (7.5) 298 (8.6) 130 (7.9) 151 (10.1) 23 (9.1) 937  (8.3)
TND§ 438 (9.8) 504 (14.6) 195 (11.8) 145 (9.7) 27 (10.7) 1,309 (11.6)
Total 4,457 (39.4) 3,461 (30.6) 1,647 (14.6) 1,502 (13.3) 252 (2.2) 11,319 (100.0)

* Luminal A: ER and/or PR+, HER2-, and low Ki-67 index (<14%)
# Luminal B (HER2 negative): ER and/or PR+, HER2-, and high Ki-67 index (214%) # HER2-positive: ER and PR-, HER2+, and any Ki-67 index
t Luminal A/B (HER2 negative): ER and/or PR+, HER2-, and Ki-67 index not known § TND (Triple Negative Disease): ER and PR-, HER2-, and any Ki-67 index

A Luminal B (HER2 positive): ER and/or PR+, HER2+, and any Ki-67 index

CHAPTER 2

69



¢ 431dVvHD

70

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 the

most common type of in situ breast cancers (93.2%).

Table 2.16 Histological type, grading, multifocality

and multicentricity of in situ breast
cancers (N=1,929)

Number (%)
Histological type
Ductal 1,802 (93.2)
Mixed 53 (2.9)
Papillary 34 (1.6)
Intracystic papillary 14 (0.8)
Encapsulated papillary 8 (0.4)
Apocrine 6 (0.3)
Neuroendocrine 2 0.1)
Micropapillary 1 0.1)
Not known 9 (0.5)
Necrosis 673 (34.9)
Nuclear Grade
Low 485 (25.1)
Intermediate 630 (32.7)
High 721 (37.4)
Not known 93 (4.8)
Multifocality 235 (12.2)
Number of foci
2 107 (45.5)
3 21 (8.9)
4 or more 8 (3.4)
Not known 99 (42.1)
Multicentricity 49 (2.5)
Number of quadrants
2 41 (83.7)
3 3 6.1)
Not known 5 (10.2)

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
estrogen or progesterone receptor status, 82.1% were
either estrogen receptor (ER) or progesterone receptor
(PR) positive. Among the 452 patients who had HER2 IHC
score 2, two showed positive results in ISH test, therefore
347 (27.1%) in situ breast cancers in our patient cohort
were c-erbB2/HER2 positive.

Table 2.17 Biological characteristics of in situ
breast cancers (N=1,929)

Number (%)

Estrogen receptor (ER)
(73.2% of the patients had the test)

Positive 1,144  (81.0)
Negative 268 (19.0)

Progesterone receptor (PR)
(71.9% of the patients had the test)

Positive 1,002 (72.3)
Negative 384 (27.7)
c-erbB2/HER2 (66.4% of the patients had the test)
Positive (IHC score 3) 345 (27.0)
Equivocal (IHC score 2) 452  (35.3)
Negative (IHC score 0/1) 483 (37.7)
Ki-67 index (40.9% of the patients had the test)
<14% 517 (65.6)
=14% 271 (34.4)

HER2: Human epidermal growth factor receptor 2
IHC: Immunohistochemistry



2.4 Treatment methods

Of our 14,990 patients, 14.7% solely received care at
private medical services, while 49.9% solely received care
at public medical services. Around one-third (35.4%) of
patients received care at both private and public medical
services. Patients with invasive tumour are usually treated
with multimodality treatments which may include surgery,
chemotherapy, anti-HER2 targeted therapy, endocrine
therapy, and radiotherapy; while patients with in situ
tumour require less aggressive treatments including surgery,
endocrine therapy, and radiotherapy. Chemotherapy and
anti-HER?2 targeted therapy are generally not required for
patients with in situ tumour.

2.4.1 Surgical treatment

Surgery is an important consideration in the effective
treatment of both in situ and invasive 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 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 unnecessary lymphoedema which may occur
when a large number of lymph nodes are removed by
surgery.

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

For patients with in situ tumour, almost all (99.3%) of
them underwent surgery. Around half (51.4%) of them
had breast-conserving surgery. Among patients who had
mastectomy, 204 patients (22.1%) had reconstruction after
mastectomy. One-third (33.3%) of them did not receive
nodal surgery, while among those who received nodal
surgery, majority (84.2%) of them had SNB alone and
11.9% received axillary dissection without SNB.

For patients with invasive tumour, majority (97.9%) of
them underwent surgery as part of their treatment. Two-
thirds (64.8%) of patients had mastectomy, while 32.9%
had breast-conserving surgery. Among the patients who
had mastectomy, 11.7% had either immediate or delayed
reconstruction. The most common type of reconstruction
was TRAM flap (70.5%) (Table 2.18). Almost all (96.6%) of
the patients with invasive tumours received nodal surgery
and among them, more than half (57.7%) of patients with
invasive tumour required AD, while 41.3% required SNB
only.
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Table 2.18 Types of surgical operations in the patient cohort (N=14,948)

Patients with invasive
cancer (N=13,008)

Patients with in situ
cancer (N=1,940)

Number (%) Number (%)
No surgery 233 (1.8) 13 (0.7)
Breast-conserving surgery 4,274 (32.9) 998 (51.4)
Mastectomy 8,431 (64.8) 925  (47.7)
Nodal surgery only 11 0.1) 0 (0.0
Type of surgery not known 24 0.2) 4 (0.2)
Not known if surgery done 35 0.3) 0 (0.0)
Mastectomy (N=9,356)
Total mastectomy 7,942  (94.2) 797  (86.2)
Skin sparing 362 4.3) 99 (10.7)
Areolar sparing 13 (0.2) 4 (0.4)
Nipple sparing 94 (1.1 24 (2.6)
Not known type of mastectomy 20 0.2) 1 (0.1)
Reconstruction (N=1,190)
TRAM flap 695 (70.5) 125  (61.3)
Implant 146  (14.8) 56 (27.5)
LD flap 79 (8.0) 12 (5.9)
LD flap & implant 48 (4.9) 10 (4.9)
Not known type of reconstruction 18 (1.8) 1 (0.5)
Nodal surgery (N=13,855)
Sentinel node biopsy 5186 (41.3) 1,090 (84.2)
Axillary dissection 5,149 (41.0) 154  (11.9)
Sentinel node biopsy & axillary dissection 2,096 (16.7) 35 2.7)
Not known type of nodal surgery 130 (1.0 15 (1.2)




The percentage of our patients who underwent mastectomy
was positively correlated with increasing age, while the
percentage of patients who underwent mastectomy with
reconstruction was negatively correlated with increasing
age (Figure 2.10).
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The proportion of our patients receiving breast-conserving
surgery was negatively correlated with increasing cancer
stage. Mastectomy with reconstruction did not show any
correlation with increasing cancer stage (Figure 2.12).
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Figure 2.10 Type of surgery by age group (N=13,703)

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).

Figure 2.12 Type of surgery by cancer stage (N=14,280)

A higher proportion (45.1%) of patients who had surgery
at private medical facilities underwent breast-conserving
surgery, compared with 27.0% of those who had surgery
at public medical facilities (Figure 2.13).
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Figure 2.11 Type of surgery by tumour size (N=13,542)

Figure 2.13 Type of surgery by type of medical service
(N=14,149)
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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 on our patients with
negative clinical nodal statuses than those with positive
clinical nodal statuses (53.6% vs 15.5%). 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 (71.8% vs 30.2%).

l Sentinel node biopsy
Hl Sentinel node biopsy and axillary dissection

Axillary dissection

Relative frequency (%)

Negative Positive

Clinical nodal status

Figure 2.14 Type of nodal surgery by clinical nodal
status (N=13,723)

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 lll or IV patients. This trend is likely due to the
fact that most of our patients with stage Ill or IV disease
received AD as their first nodal surgery (Figure 2.15).
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Figure 2.15 Type of nodal surgery in invasive cancer
by cancer stage (N=12,180)

Around half (55.4%) of our patients with node positive
invasive cancer had tumours of 2 to 5 cm in size, while
9.5% had tumours greater than 5cm. 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 (61.7% vs. 35.2%)
(Figure 2.16).
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Tumour size (cm)

Figure 2.16 Distribution of tumour size in invasive
cancer with negative or positive nodal
status (N=11,677)



95.8% of patients who underwent SNB alone had no
positive lymph node, while almost half (44.7%) of our
patients who underwent AD and 16.7% of our patients
who underwent AD after SNB had no positive lymph node
(Figure 2.17).

B 0 +ve nodes
W 1-3 +ve nodes

B 4-9 +ve nodes

10+ +ve nodes

70 4 66.8

Relative frequency (%)

Sentinel node biopsy
(N=6,216)

Sentinel node biopsy
and axillary dissection
(N=2,122)

Axillary dissection
(N=5,266)

Type of nodal surgery

Figure 2.17 Number of positive nodes by type of
nodal surgery (N=13,604)

2.4.2 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.

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 affected lymph nodes, or where
cancer cells are found in the lymphatic or blood vessels.

In our patient cohort, 9,262 (61.8%) patients had
radiotherapy as one of their treatment, among which
97.9% were adjuvant, 0.2% were neoadjuvant, and 1.9%
were palliative. 88.1% of our patients were treated with
radiotherapy at public medical facilities, while 11.9% had
radiotherapy at private medical facilities.

Of our patients with in situ cancer who had breast-
conserving surgery, majority (94.0%) of them were
treated with radiotherapy afterwards (Figure 2.18), while
only 3.3% of our patients with in situ cancer who had
mastectomy underwent radiotherapy (Figure 2.19).

The use of radiotherapy in our patients receiving breast-
conserving surgery and mastectomy, respectively, are
shown in Figures 2.18 and 2.19. Over 94% of invasive
breast cancer patients with breast-conserving surgery
underwent radiotherapy, while the use of radiotherapy in
invasive breast cancer patients with mastectomy increased
with progressing cancer stages, with the exception of stage
IV disease.

100 - 94.0 95.0 93.7 95.3 96.1
90 84.2
& 80
S 70
c
o 60
=}
g 504
E
v 40
2 304
<
T 20
4
10
0 -
0 1A 1B i v
Cancer stage

Figure 2.18 The use of radiotherapy in our patients
receiving breast-conserving surgery at
different cancer stages (N=5,177)
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Figure 2.19 The use of radiotherapy in our
patients receiving mastectomy at
different cancer stages (N=9,113)

Radiotherapy for breast cancer involves localized irradiation
of regions such as breast/chest wall, with or without
regional nodes. Table 2.19 shows the irradiated regions
among our patients receiving radiotherapy by the type of
surgery received.

Table 2.19 Irradiated regions among our patients with different types of surgery (N=6,067)

Total#
(N=6,067)

Breast-conserving
surgery (N=3,116)

Mastectomy
(N=2,888)

Target volume

Number (%)

Number (%) Number (%)

Breast 2,632
Breast + regional* 540 (8.
Chest wall 750
Chest wall + regional* 2,145

43.4

(12.4
(35.4

)
9)
)
)

2,611 (83.8) 0 (0.0
505 (16.2) 0 (0.0
0 (0.0 744 (25.8)
0 (0.0 2,144 (74.2)

* regional nodes: includes supraclavicular fossa and/or axilla and/or internal mammary chain
# Total number of patients includes 63 patients with radiotherapy details not known

2.4.3 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 multiply. Chemotherapy is
generally not required for patients with in situ tumour.
Chemotherapy can be administered before surgery
(neoadjuvant chemotherapy) or after surgery (adjuvant) or
for stage IV metastatic disease (palliative).

8,838 (67.9%) patients with invasive cancer in the
cohort underwent chemotherapy. 85.2% of our patients
had adjuvant chemotherapy, 11.2% had neoadjuvant
chemotherapy, and 3.6% had palliative chemotherapy.
86.5% of our patients received chemotherapy in public
medical facilities, while 13.5% received in private medical
facilities.



In our patient cohort, the use of chemotherapy with
curative intent was positively correlated to progressing
cancer stage for early stage disease (stage I to Ill). Not all,
but 85.1% of the patients with stage IV cancers underwent
palliative chemotherapy (Figure 2.20).

Table 2.20 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 |, stage IlA, or stage IIB disease,
the use of chemotherapy decreased with increasing age

group.

Neoadjuvant [l Adjuvant [l Palliative
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Cancer stage

Relative frequency (%)

Figure 2.20 The use of chemotherapy in our patients
at different cancer stages (N=12,556)

Table 2.20 Use of chemotherapy by age group and cancer stage at diagnosis (N=11,779)

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

Age group Stage | Stage lIA Stage 1IB Stage I Stage IV
20-29 21 (67.7) 23 (92.0) 18  (100.0) 14 (100.0) 3 (100.0)
30-39 239 (58.2) 333 (91.5) 171 (99.4) 187 (98.9) 26 (92.9)
40-49 714 (45.9) 994  (90.0) 558  (97.4) 676 (98.8) 103 (96.3)
50-59 541  (39.9) 975 (88.4) 581  (96.8) 634 (97.7) 102 (87.9)
60-69 170  (24.7) 420 (69.5) 266  (89.9) 302 (93.8) 34 (87.2)
70-79 6 (2.8) 23 (11.9) 17 (18.3) 35  (40.2) 9 (42.9)
80+ 0 (0.0) 1 2.2) 0 (0.0 2 (12.5) 2 (33.3)

2.4.3.1 Neoadjuvant chemotherapy

Out of 8,838 patients who underwent chemotherapy, 986
patients received it as neoadjuvant treatment. The use of
neoadjuvant chemotherapy increased substantially with
progressing cancer stage, from 0.2% of stage | patients to

26.5% of stage Il patients (Figure 2.20). The regimens used
by patients with different biological subtypes are shown in
Figure 2.21.
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Figure 2.21 Type of chemotherapy regimens in neoadjuvant setting in patients by biological subtype (N=685)

C: Cyclophosphamide;
M: Methotrexate;
F: Fluorouracil (5FU);

A: Adriamycin / Doxorubicin;

E: Epirubicin;
T: Paclitaxel / Docetaxel;
H: Trastuzumab;

DC: Docetaxel + Cyclophosphamide;

DCH: Docetaxel + Cyclophosphamide + Trastuzumab
TC: Paclitaxel + Carboplatin;

TCH: Paclitaxel + Carboplatin + Trastuzumab

Others: Capecitabine, Gemcitabine, or Vinorelbine




2.4.3.2 Adjuvant chemotherapy

Of the 8,838 patients who underwent chemotherapy,
7,531 (85.2%) received it as adjuvant (Stage I-1Il) treatment.
Figures 2.22 and 2.23 show the relative frequency for
different types of chemotherapy regimen used by patients
with different biological subtypes and cancer stages,
respectively, in our patient cohort.

2.4.3.3 Palliative chemotherapy

Of the 8,838 patients who underwent chemotherapy,
321 (3.6%) received it as palliative (Stage IV) treatment.
Figure 2.24 shows the relative frequency for different types
of chemotherapy regimen used by patients with different
biological subtypes in our patient cohort.
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Figure 2.22 Type of chemotherapy regimens in adjuvant setting in patients by biological subtype (N=6,259)

C: Cyclophosphamide;
M: Methotrexate;
F: Fluorouracil (5FU);

A: Adriamycin / Doxorubicin;

E: Epirubicin;

T: Paclitaxel / Docetaxel;
H: Trastuzumab;

DC: Docetaxel + Cyclophosphamide;

DCH: Docetaxel + Cyclophosphamide + Trastuzumab
TC: Paclitaxel + Carboplatin;

TCH: Paclitaxel + Carboplatin + Trastuzumab

Others: Capecitabine, Gemcitabine, or Vinorelbin
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Figure 2.23 Type of chemotherapy regimens in adjuvant setting in patients by cancer stage (N=6,356)

C: Cyclophosphamide;
M: Methotrexate;
F: Fluorouracil (5FU);

A: Adriamycin / Doxorubicin;

E: Epirubicin; DCH: Docetaxel + Cyclophosphamide + Trastuzumab
T: Paclitaxel / Docetaxel; TC: Paclitaxel + Carboplatin;

H: Trastuzumab; TCH: Paclitaxel + Carboplatin + Trastuzumab

DC: Docetaxel + Cyclophosphamide; Others: Capecitabine, Gemcitabine, or Vinorelbin
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Figure 2.24 Type of chemotherapy regimens in palliative setting in patients by biological subtype (N=187)

C: Cyclophosphamide;

M: Methotrexate;

F: Fluorouracil (5FU);

A: Adriamycin / Doxorubicin;

E: Epirubicin;

H: Trastuzumab;

T: Paclitaxel / Docetaxel;

DC: Docetaxel + Cyclophosphamide;

DCH: Docetaxel + Cyclophosphamide + Trastuzumab
TC: Paclitaxel + Carboplatin;
TCH: Paclitaxel + Carboplatin + Trastuzumab

Others: Capecitabine, Gemcitabine, or Vinorelbine
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2.4.4 Endocrine therapy

Endocrine therapy plays an important role in all stages
of the treatment and prevention strategy for hormone
receptor-positive invasive or in-situ 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, 10,097 (67.4%) patients were treated
with endocrine therapy. Among them, 96.8% were adjuvant,
0.5% were neoadjuvant, and 2.8% were palliative. 90.5%
of our patients received endocrine therapy at public medical
facilities, while 9.5% received at private medical facilities.

Endocrine therapy was used in 11.7% of our patients with in
situ breast cancer, but was used in over 73% of our patients
with stages I-IV breast cancer (Figure 2.25).

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 attaching and blocking 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 2.26
shows the use of Tamoxifen and Aromatase inhibitors by
our patient cohort in three age groups.
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Figure 2.25 The use of endocrine therapy in our
patients by cancer stage (N=14,504)
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Figure 2.26 Forms of endocrine therapy used
in our patient cohort by age group
(N=8,903)



2.4.5 Anti-HER?2 targeted therapy

Anti-HER?2 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 invasive
breast cancer cells that over-express HER2 oncogene
(HER2-positive breast cancer).

Of the 2,844 patients with invasive HER2-positive
breast cancers in our cohort, 1,657 (58.3%) underwent
anti-HER2 targeted therapy. Among them, 92.1% were
adjuvant, 4.5% were neoadjuvant, and 3.4% were
palliative. Majority (88.7%) of our patients received anti-
HER2 targeted therapy at public medical facilities, while
11.3% received at private medical facilities. The use of
anti-HER?2 targeted therapy was positively correlated with
increasing cancer stage (Figure 2.27).

80 —

72.0
704

71.3
65.4
61.8
60 |
50 |
40.9
40
30
20
10
0 - T T T
IIA 1T 1

Cancer stage

Relative frequency (%)

Figure 2.27 The use of anti-HER2 targeted therapy
in HER2 positive patients by cancer
stage in our cohort (N=2,777)

2.4.6 Multimodality treatment

Combinations of treatments, including surgery, chemotherapy,
radiotherapy, endocrine therapy, and anti-HER2 targeted
therapy are usually used for treating breast cancer
effectively. Table 2.21 shows the multimodality treatment
pattern of our patients. In general, the number of
treatments increased with increasing cancer stage. In our
patient cohort, majority (93.9%) of patients with stage 0
disease received two or less treatments, while 61.0% of
our patients with stage | disease received three or more
treatments. More than 80% of our patients with stage IIA,
[IB, or Il received three or more treatments.
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Table 2.21 Number of treatment combinations received by patients by cancer stages (N=14,051)

Cancer Stage, Number (%)

No. of 0 I A 11B 1] v Total
treatment  (N=1,752) (N=4,526)  (N=3,585) (N=1,834) (N=2,028) (N=326) (N=14,051)
0 3 (0.2 1T (.0 0 (. o ©o 2 ©nH 2 (06 8 (01
1 738 (42.1) 295  (6.5) 68 (1. 12 (0.7) 11 (0.5 26 B.0) 1,150 (8.2)
2 908 (51.8) 1,468 (32.4) 649 (181 113 (6.2) 46 (2.3) 3 (16.3) 3,237 (23.0)
3 101 (5.8) 1,909 42.2) 1,338 (37.3) 510 (27.8) 377 (18.6) 108 (33.1) 4,343 (30.9)
4 1 (0.1) 738 (16.3) 1,372 (383 1,029 (56.1) 1,316 (64.9) 111 (34.0) 4,567 (32.5)
5 1 (0.1 115 (2.5) 158 (4. 170 (9.3) 276 (13.6) 26 (8.0 746  (5.3)
2.4.7 Complementary and alternative therapies
70 66.1
Apart from the standard medical care of breast cancer o
that was described in previous sections of this chapter, S
patients may go for different kinds of complementary % >0 103
and alternative therapies, such as taking traditional g 0
Chinese medicines, health foods/supplements etc. g 30
5,897 (39.3%) of the patients in the cohort received e
complementary and alternative therapies as part of =
their treatment. Among them, 95.4% were adjuvant, e 107 1o 5.4
3.4% were neoadjuvant, and 1.2% were palliative. 0 _ —
3 . . Chinese Health food / Others Not known
66.1% of our patients used traditional Chinese medicine supplements
medicines (Figure 2.28). Type of complementary and alternative therapies

Figure 2.28 Type of complementary and alternative
therapies used in 5,897 patients

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



2.5 Patient Status

Once treatment is completed, patients registered with
the HKBCR were followed up annually to ascertain the
efficacy of the treatment. To date, 13,235 patients in our
cohort were followed up and 59.8% of them had the
last follow-up within the last two years. About one-third
(30.3%) of our patients were followed up for 5 or more
years (Table 2.22). The mean and median follow-up period
were 3.9 and 3.4 years, respectively.

596 (4.5%) of patients in our cohort experienced
recurrence, where 1.3% of our patients experienced
locoregional recurrence (LR) solely, 2.1% experienced
distant recurrence (DR) solely, and 1.1% experienced
both locoregional and distant recurrence concurrently or
sequentially. The mean and median time to recurrence are
shown in Table 2.22.

CHAPTER 2

Table 2.22 Follow-up of 13,235 patients

Follow-up period Number (%)
<1 year 1,068 8.1)
1-2 years 2,551  (19.3)
2-5 years 5609 (42.4)
5-10 years 3,839 (29.0)
10-15 years 168 (1.3)

Mean follow-up period 3.9 years

Median follow-up period 3.4 years

Locoregional recurrence
No. of locoregional recurrences 170 (1.3)
Mean time to locoregional recurrence 2.8 years

Median time to locoregional recurrence 2.4 years

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
No. of deaths with causes not known

275 2.1
2.9 years
2.7 years

151 (1.1
3.1 years

2.8 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. Of our patient
with stage IIA disease, the proportion of patients with LR
was higher among patients with breast-conserving surgery
than those who received mastectomy. Among our patients
with stage I, lIA or IIB disease, the proportions suffered

from LR was lower in patients who had undergone BCS
followed by radiotherapy than those who underwent BCS
without radiotherapy (the number of patients with stage IlI
disease who did not receive radiotherapy might be too low
to observe such difference) (Table 2.23). The common sites
for locoregional recurrence were chest wall (36.4%) and
breast (30.5%) (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)

I A 1B m Total

BCS with RT 18/1,820 26/1,056 3/374 10/242 57/3,492
(1.0) (2.5) (0.8) 4.1) (1.6)
BCS without RT 5/92 3/61 1/13 0/9 9/175
(5.4) 4.9) (7.7) (0.0) (5.1)

MTX 34/2,147 41/2,130 27/1,295 77/1,605 179/7,177
(1.6) (1.9) 2.1) 4.8) (2.5)

BCS: Breast-conserving surgery; MTX: Mastectomy

Table 2.24 Sites involved in locoregional recurrence

in our patients (N=321)

Sites involved Number (%)

Chest wall 117 (36.4)
Breast 98 (30.5)
Axilla 96 (29.9)
Supraclavicular fossa 69 (21.5)
Internal mammary node 27  (8.4)
Infraclavicular fossa 4 (1.2)
Others 20 (6.2)

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



In our patient cohort, 426 (3.2%) patients experienced
distant recurrence. Among them, the common organs
involved were bone (55.2%), followed by lung (46.5%)

(Table 2.25). One-third of the patients experienced distant
recurrence that involved liver (39.0%).

Table 2.25 Organs involved in distant recurrence (N=426)

Distant organs affected Number (%) Distant organs affected Number (%)
Bone 235  (55.2) Peritoneal 6 (1.4
Lung 198 (46.5) Ovary 4 (0.9
Liver 166  (39.0) Spleen 4 (0.9
Mediastinal nodes 71 (16.7) Thyroid glands 3 (0.7)
Brain 68 (16.0) Pancreas 2 (0.5)
Distant lymph nodes 41 (9.6) Thorax 2 (0.5
Neck 28 (6.6) Kidney 1 0.2)
Contralateral axillary nodes 12 (2.8) Uterus 1 0.2)
Adrenal 8 (1.9) Unspecified 18  (4.2)
Abdomen 6 (1.4)

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 did not show any
associations with cancer stage at diagnosis. However, the
proportion of our patients with DR solely increased from
0.8% of stage | patients to 5.3% of stage Il patients. The

proportion of our patients with LR and DR also showed
positive correlation with increasing cancer stage, from
0.3% of stage | patients to 2.9% of stage Il patients
(Table 2.26).

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

cancer stage

Cancer stage, Number (%)

I A 11B ]| Total
Recurrence (N=4,663) (N=3,700) (N=1,887) (N=2,102) (N=12,352)
LR solely 42 (0.9 42 (1.1) 8 (0.4) 28 (1.3) 120 (1.0)
DR solely 38 (0.8) 52 (1.4) 46 (2.4) 112 (5.3) 248 (2.0)
LR and DR 15 (0.3) 29 (0.8) 23 (1.2) 60 (2.9) 127 (1.0)
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130 (1.0%) patients in the cohort died from breast cancer. at initial diagnosis. Survival time ranged from 0.6 — 11.1
More than half (60.5%) of the patients who died from years. Information on biological subtypes of these patients
breast cancer were diagnosed with stage Il or IV disease can be found in Table 2.27.

Table 2.27 Characteristics of breast cancer-specific deaths (N=130)

Cancer stage at initial diagnosis

0 1 A 11B 1} v Unstaged
No. of cases (% of breast 1 (0.8 15 (11.5) 16 (12.3) 9 (699 56 (43.1) 22 (169 11 (8.5
cancer death cases)
Survival time (range in years) 4.4 16-68 19-89 21-11.1 08-94 0.8-7.3 0.6 - 6.2
Biological subtypes
Luminal A* 0 3 2 1 7 0 0
Luminal B (HER2 negative)# 0 3 3 0 8 2 1
Luminal A/B (HER2 negative)t 0 2 3 3 12 9 2
Luminal B (HER2 positive) 1 2 2 0 9 5 2
HER2 Positive % 0 2 1 0 12 3 0
TNDS§ 0 3 4 4 7 1 2
Not known 0 0 1 1 1 2 4

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

# Luminal B (HER2 negative): ER and/or PR+, HER2-, and high Ki-67 index (214%)
t Luminal A/B (HER2 negative):ER and/or PR+, HER2-, and Ki67 index not known
A Luminal B (HER2 positive): ER and/or PR+, HER2+, and any Ki-67index

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

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

PHYSICAL AND PSYCHOSOCIAL IMPACT OF
BREAST CANCER AND ITS TREATMENT

Being diagnosed with breast cancer can be an
overwhelming experience. During treatment or recovery,
women often experience emotional turmoil as a result
of physical, emotional and social changes. This chapter
collects and analyses information about the psychosocial

and physical impact of breast cancer and its treatment on
12,711 patients in our cohort. The mean time at which
patients did the survey was 2.1 years after initial cancer
diagnosis.

Key findings

Physical impact of treatments

» Around two-thirds (69.5%) of our patients who
had surgery experienced no or minimal levels of
discomfort, while 9.2% of them experienced severe
discomfort. Wound pain (16.4%) was the most
common form of discomfort experienced after surgery
and a small proportion (2.8%) of our patients reported
lymphoedema as a form of discomfort after surgery.

> 66.8% of our patients who had radiotherapy
experienced no or minimal levels of discomfort.
Having dry skin (13.1%) and skin burns (10.6%) were
the most common forms of discomfort experienced
after radiotherapy in our patient cohort.

> Half (52.0%) of our patients who had chemotherapy
experienced a severe level of physical discomfort
during or after chemotherapy. Vomiting (18.1%) and
loss of appetite (15.2%) were the common forms of
discomfort experienced by our patients in the cohort.

> 80.2% of our patients who had undergone
endocrine therapy experienced no or minimal
levels of discomfort. Hot flushes (13.1%) was the
most common form of discomfort experienced after
endocrine therapy in the patient cohort.

»  82.1% of our patients who had undergone anti-HER2
targeted therapy experienced no or minimal levels
of discomfort. Fatigue (5.1%) was the most common
form of discomfort experienced after anti-HER2
targeted therapy in our patient cohort.

> Majority (97.7%) 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, 45.3% of our patients
accepted their diagnosis with a calm or positive
attitude. In contrast, 22.9% of the cohort could
not accept their diagnosis.

> After completing all treatment(s), 29.6% of our
patients expressed that cancer had changed their
value system.

> 52.3% of our breast cancer survivors reported
having a positive change in their outlook on life
and 42.6% reported having a positive change in
their self-image.

» 82.0% of our patients reported having changes in
their lifestyle after diagnosis with breast cancer.
A change in diet (74.3%) was the most common
lifestyle change, followed by increased exercise
(61.7%). 11.8% of our patients resigned from
their jobs after breast cancer diagnosis.

> 54.9% of patients managed their negative
emotions by direct verbal expression, while
32.9% diverted their attention away from negative
emotions.

> 26.5% of patients in our cohort did not worry
about recurrence, however, around half (54.8%)
of them always or sometimes worried about
recurrence.




3.1 Physical discomfort after treatment

3.1.1 Physical discomfort after surgery

Around two-thirds (69.5%) of patients who had surgery
experienced no or minimal levels of physical discomfort,
while 9.2% of them experienced severe discomfort (Figure
3.1).The proportion of patients who reported feeling severe
physical discomfort was highest among the patients who
had undergone mastectomy and reconstruction (Figure
3.2). 16.4% of our patients reported wound pain as the
source of discomfort after surgery (Table 3.1).

69.5

70 —
§ 60 -
g 50
c
S 40-
o
g
= 30 o
g 21.3
: o .
< 9.2
~ 10+

0 , 1

No or minimal Moderate Severe
discomfort discomfort discomfort
Level of physical discomfort

Figure 3.1 Level of physical discomfort after
surgical operations (N=13,251)

80
72.4
70

Relative frequency (%)

Breast-conserving Mastectomy

Type of surgical operation

W Severe discomfort

Mastectomy +
surgery reconstruction

B No or minimal discomfort
69.9 Moderate discomfort

Figure 3.2 Level of physical discomfort by type of

surgery (N=13,222)

Table 3.1 The five most common forms of

discomfort after surgery (N=13,251)

Number (%)
Wound pain 2,176 (16.4)
Wound problems (infection / 868 (6.6)
inflammation / tightness /
poor wound healing)
Difficulty in arm movement 760 (5.7)
Numbness 451  (3.4)
Lymphoedema 377  (2.8)
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3.1.2 Physical discomfort after radiotherapy

Two-thirds (66.8%) of our patients who had radiotherapy
experienced no or minimal levels of discomfort (Figure
3.3). A higher proportion of patients who had undergone
chest wall irradiation reported severe discomfort, than
their counterparts who underwent breast irradiation,
regardless of whether or not they had undertaken
regional lymph nodes irradiation (Figure 3.4). 13.1%
and 10.6% of the patients in our cohort, respectively,
reported having dry skin and skin burns as the forms of
discomfort experienced after radiotherapy (Table 3.2).

70 66.8
< 60 -
& 50
c
S 40
o
L
= 30
< 20 4 20.0
= 13.2
& N L
0 T T
No or minimal Moderate Severe
discomfort discomfort discomfort
Level of physical discomfort

Figure 3.3 Level of physical discomfort after
radiotherapy (N=7,933)

Table 3.2 The five most common forms of
discomfort after radiotherapy (N=7,933)

Number (%)

Dry skin 1,042  (13.1)
Skin burns 844 (10.6)
Pain 458 (5.8)
Fatigue 244 (3.1)
Skin ulceration 211 2.7)

B No or minimal discomfort
Moderate discomfort
80 1 W Severe discomfort

70.2
504 693

64.7

Relative frequency (%)

Breast Breast+regional Chest wall Chest wall+

regional

Irradiated regions

Figure 3.4 Level of physical discomfort after
radiotherapy by irradiated regions
(N=5,478)

3.1.3 Physical discomfort after chemotherapy

Around half (52.0%) of our patients who had
chemotherapy experienced a severe level of physical
discomfort due to side effects (Figure 3.5). Vomiting
(18.1%) and loss of appetite (15.2%) were the most
common forms of discomfort experienced during or
after chemotherapy in our patient cohort (Table 3.3).

70 +
& 60 1 52.0
g 50 4
c
S 40-
o
£ 30
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g 21.2 26.9
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0 T T
No or minimal Moderate Severe
discomfort discomfort discomfort
Level of physical discomfort

Figure 3.5 Level of physical discomfort after
chemotherapy (N=7,853)



Table 3.3 The five most common forms of
discomfort after chemotherapy

Table 3.4 The five most common forms of discomfort
after endocrine therapy (N=8,520)

(N=7,853) Number (%)

Number (%) Hot flushes 1,112 (13.1)

Vomiting 1,419 (18.1) Bone pain 568 (6.7)

Loss of appetite 1,194  (15.2) Tiredness 451 (5.3)

Hair loss 905 (11.5) Menstrual Disorder 360 (4.2)

Weakness 774 (9.9) Emotionally unstable 200 (2.3)
Nausea 483 (6.2)

3.1.4 Physical discomfort after endocrine
therapy

More than three quarters (80.2%) of our patients who
had undergone endocrine therapy experienced no or
minimal levels of discomfort (Figure 3.6). Hot flushes
(13.1%) was the most common form of discomfort
experienced after endocrine therapy in the patient
cohort (Table 3.4).

90
80.2
80
70
60 -
50
40
30
20 +

Relative frequency (%)

11.5 8.3

10
) B ==

No or minimal Moderate Severe
discomfort discomfort discomfort

Level of physical discomfort

Figure 3.6 Level of physical discomfort after
endocrine therapy (N=8,520)

3.1.5 Physical discomfort after anti-HER2
targeted therapy

Over 80% of our patients who had undergone anti-
HER2 targeted therapy experienced no or minimal
levels of discomfort (Figure 3.7). Fatigue (5.1%) was
the most common form of discomfort experienced
after anti-HER?2 targeted therapy in our patient cohort
(Table 3.5).
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discomfort discomfort discomfort
Level of physical discomfort

Figure 3.7 Level of physical discomfort after anti-
HER?2 targeted therapy (N=1,381)
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Table 3.5 The five most common forms of discomfort
after anti-HER?2 targeted therapy (N=1,381)

Discomfort Number (%)
Fatigue 70 (5.1)
Other organs affected 34 (2.5
Pain 32 (2.3)
Numbness 16 (1.2)
Dizziness 14 (1.0)

3.1.6 Physical discomfort after complementary
and alternative therapies

The majority (97.7%) of our patients who received
complementary and alternative therapies felt no or
minimal levels of discomfort (Figure 3.8).

100 97.7
90 4
80
70 4
60 +
50
40 ~
30 o
20 A

Relative frequency (%)

10 A
1.8 05
0 T I .
No or minimal Moderate Severe
discomfort discomfort discomfort

Level of physical discomfort

Figure 3.8 Level of physical discomfort after
complementary and alternative
therapies (N=5,686)

3.2 Psychosocial impacts and adjustments
after diagnosis and treatment

3.2.1 Psychosocial impacts after diagnosis and
treatment

At the time of diagnosis, 45.3% of our patients accepted
their diagnosis with a calm or positive attitude. In contrast,
22.9% of the cohort could not accept their diagnosis
(Table 3.6). After treatment, one-third (32.3%) of the
patients expressed that cancer was an alarm that caught
them by surprise. Half (52.3%) of our patients reported
having a positive change in their outlook on life and 42.6%
reported having a positive change in their self-image after
cancer diagnosis and its treatment (Table 3.6).



Table 3.6 Psychosocial impacts of breast cancer on our patients

Number (%)

Feelings at time of breast cancer diagnosis (N=12,403)

Acceptance and positive attitude to fight 2,572 (20.7)

Calm acceptance 3,052 (24.6)

Acceptance with depression 3,722 (30.0)

Lack of acceptance (“It cannot be true.”) 2,838 (22.9)

Acceptance with anger (“Something must be wrong.”) 219 (1.8)
Feelings after breast cancer treatments (N=9,142)

Cancer was an alarm that caught patient by surprise 2,957 (32.3)

Life was not fair 2,860 (31.3)

Cancer changed patient’s value system 2,703 (29.6)

Cancer took away something from patient 622 (6.8)
Change in outlook on life (N=12,422)

Positive 6,501 (52.3)

Negative 880 (7.1)

No change 5,041 (40.6)
Change in self-image (N=12,420)

Positive 5,289 (42.6)

Negative 1,133 9.1

No change 5,998 (48.3)

In our patient cohort, positive change in the outlook on
life was reported by around half of our patients aged 30-
79. Higher proportions of patients in the age groups 20-29
and 80 and above reported having negative change in the
outlook on life (Figure 3.9).

In our patient cohort, positive change in self-image was
reported by around 40% of the patients aged 30-79,
where higher proportion of patients in the age groups 20-
29 and 80 and above reported having negative change in
self-image (Figure 3.10).

B Positive No Change M Negative

1999 19 = 63

90 4

60

Relative frequency (%)
3

<20 20-29 30-39 4049 50-59 60-69  70-79

Age Group

80+

Figure 3.9 Change in outlook on life by age group

(N=12,163)

*Only 1 patient in our cohort belonged to the <20 age group.

CHAPTER 3

95



€ 431dvHD

926

M Positive No Change M Negative

e

Relative frequency (%)

<20 20-29

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

Age Group

Figure 3.10 Change in self-image by age group
(N=12,168)
*Only 1 patient in our cohort belonged to the <20 age group.

3.2.2 Psychosocial adjustments and coping
strategies

Out of 12,711 patients in our cohort, 10,423 (82.0%)
reported having changes in their lifestyle after diagnosis
with breast cancer. A change in diet (74.3%) was the most
common lifestyle change, followed by increased exercise
(61.7%). 11.8% of our patients resigned from their jobs
(Table 3.7).

In our patient cohort, 54.9% of patients managed their
negative emotions by direct verbal expression, while
32.9% diverted their attention away from negative
emotions (Table 3.7).

3.2.3 Levels of worry about recurrence

In our patient cohort, a quarter (26.5%) of the patients
did not worry about recurrence, however, around
half (54.8%) of them always or sometimes worried
about recurrence (Table 3.7). The level of worry about
recurrence did not show any correlation with the
patients’ age, but slightly higher proportions of patients
in the age groups 20-29, 60-69 and 70-79 never worried
about recurrence. On the contrary, higher proportions
of patients in the age groups 40-49, 60-69, 70-79,
and 80 and above always worried about recurrence
(Figure 3.11).

Table 3.7 Psychosocial adjustments and coping

strategies for survivorship

Number (%)
Types of lifestyle changes (N=10,423)
Changing diet 7,748 (74.3)
Doing more exercise 6,427 (61.7)
Taking health supplements 2,313 (22.2)
Reducing workload 1,919 (18.4)
Resigning from job 1,225 (11.8)
Way of managing negative emotions (N=12,711)
Direct verbal expression 6,975 (54.9)
Divert attention from them 4,178 (32.9)
Ignoring them 1,371 (10.8)
Feeling depressed 900 (7.1)
Others 1,270 (10.0)
Level of worry about recurrence (N=12,465)
Never 3,309 (26.5)
Seldom 2,322 (18.6)
Sometimes 5,521 (44.3)
Always 1,313 (10.5)

M Never
100 4
90 -
80 -
70 4
60
50
40

30 A

Relative frequency (%)

<20*  20-29 30-39 40-49 50-59

Age Group

Seldom M Sometimes M Always

60-69 70-79

80+

Figure 3.11 Level of worry about recurrence by

age group (N=12,216)

*Only 1 patient in our cohort belonged to the <20 age group.
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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 normally 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 Ki-67. 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 low Ki-67 index), luminal B (HER2-
negative) (ER+ and/or PR+, HER2-, and high Ki-67 index),
luminal B (HER2-positive) (ER+ and/or PR+, HER2+, and
any Ki-67 index), HER2-positive (ER-, PR-, HER2+, and
any Ki-67 index) and triple negative (ER-, PR-, HER2-, and
any Ki-67 index)3®.

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 Classification
20103°, 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 axillary nodes; N2: 4-9 positive axillary
nodes or positive internal mammary nodes; N3:= 10 positive
axillary nodes, or positive axillary and internal mammary
nodes, or positive supraclavicular or infraclavicular 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.

o

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 cytotoxic 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). It has 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.

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.



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.

Radiotherapy

Radiation therapy is the use of radiation to destroy cancer
cells. 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.

o

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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7 50 0.4
8 18 0.2
9+ 7 0.1
BRI 53 0.5

1.2.9 #fF TSt 25
HRSZREZEESAEAISRNEERS  FANKERT
DR OBREES X5 - BMAFEREEE - BRBRFEAE
ﬁ%%%@ﬁmjﬁ%ﬁﬁMﬂi—ﬁ%ﬂim%DD
REZEFAIERE S —  BERNNFEEHREL
Eimﬁumﬁ$%+$ﬁuté‘%L%EMHﬁ
SOEER - ATIERMRET S SEABZ2E > B
R AER—BWIFRER?Y - ERAESHZE
HIENBREASESE  AHEEE - S REMENSD
BB o

ZHBERABIN=D2— (31.0%) BEAFES

L“EWJ ER11.2%FERTHEBREF (F1.10) - MBS
B2=(79.5%) ERAESEZENRELEDE

J*an,%%ﬁﬂzﬁﬁﬁ FILERNFIIFIB184F -

®1.10 BERDAERAERESEZBINIER

(AE=14,905)
A Bk 22 25 5 A 1SR A® (%)
RERA 9,990 67.0
AR A REF 2,234 15.0
AR A T 5-105F 1,164 7.8
BR FAHEB105F 514 34
RAFERF 713 4.8
FERERRF 290 1.9

1.2.10 Z/FTH SR~
AAEEREAEERESEAIESRERES - AL
BB ZWRKEEBRNTE o BEFREEMFEEBER ATA
RFRFLRLETENESEZ -EREZRSEN B
AERE— SHEEREDT  REL(7.5%) B
ERZESEATRSHEAEEL  ER2.8%FEAE
BRF (FR1.11) ©

T ZHHEATERENBEERDAEANER
mREER (A8 =7,682)

TRARAETHERER A® (%)
RERA 6,945 90.4
BR A R5F 310 4.0
BRFA T 5-105F 171 2.2
R BB 105 43 0.6
BRAFHAREF 51 0.7
FERBERRF 162 2.1




1211 BESTABEBEHZ
—LEIRRERREEI HRZEIETENSBHE
o oAEF BERIEEREMREELENSER
Z ANRTHRELSREZEARBIFEEHA
FHBERREREE - ZHEEFATPERIT K
BERSREZEINK1.12 77.7% B HE RE PR
ZEE RERERNESREZRZ  HRARRKRREHIIL
(65.8%) AR BE/IEH (38.6%) (%1.12) - TG
EREZRESEMEEIENRK =2 — (33.5%)
SEANERULLRKRI12FFEINSRREE - E5E
BEHRBNED (26%) WEEWSEEMERNSR
E= (E1.8) °

F®1.12 SHEEAREIETASREZE (AR =14,905)

SREER% PN (%)
RZEE) (BREADN3/NE) 11,588 77.7
HEARERTE FZ, 9,813 65.8
HEEE /AR 5,758 38.6
SEREED (BB —¥EE) 5,527 37.1
REEE IBREBREE 3,899 26.2
BREYERNEAERR 2,155 14.5
BRGIERE 2,115 14.2
REILE (<125%) 1,878 12.6
BB 729 4.9
BEATRSEREAE 575 3.9

Gl
e
BREENE
E1.8 ZHHEARDAAENIESEEAZHE

(AB=14,905)

1.3 IEREEIE

HEREREER ORB AL BT R REMREFRETL
B MERRFPERIENVEN - REHRATLUREZL
BEHRTR - ARERE=ER L BEAERE -k
RAFRE ~ AEXKEIRE - GLAIHCETAR
BE - BEIERERER - BEIEANAFMR LR
2 - BEREAEMRTHEMEMEL - RIKILERE
FEMBLENETSEXREEARET  BREFHR
RREBRBERREMEL - ABEXKEZBERE
A ERENRENR - EREEEXERRERF LN
FL5E o

EEIEESEEBIOBU LNGELERSAEREN
BEM  SABRMEIRE - TEZEHNERAILER
EMAEXAEIRE - HRIAFSEERSHNEL -
BRTYIABEXKESREZI BT ERZIEEE
BRE - EERBARBEARLETERAFH R
gl RIMEEMRENEEE L ERDEEA A BN
IEMERE -

ot

121



i b

RIIBBETRTZHBEFHENFREIEREBE - F 25.3%%10.1% (£1.13) °c BRT40BR A T EBE I - 1
WERER > PRNS 22— BETHETERIAER REEZERIERE - RARIAERENEBRRILER
B AEXKESREN/SIEBERRE - 60584 B HIEIFER A IELE © #BiB60%HI4055 3 A L EE
TEEEF  APIO0%EEHEZHBRAERE - T RS AR REZTBAEXREIRS (R1.13) °
8 > 60-695% & 708E U - MY B E KL BRI 2 B TR Z

®1.13 RERARIMBEIFNEE

FEcH A (F) » AB (%)

LERERX <40 40-49 50-59 60-69 70+
BEBE
'R 579 (36.6) 1,791 (35.3) 1,855 (38.9) 1,054 (44.1) 553 (58.9)
FEH 682 (43.1) 2,078 (41.0) 1,810 (38.0) 847 (354) 253 (26.9)
=R 300 (19.0) 1,135 (224) 1,020 (214) 461 (193) 119 (12.7)
BRI 22 (1.4) 65 (1.3) 79 (1.7) 29 (1.2) 14 (1.5)
BREKRILEBE
'R 779 (49.2) 2,065 (40.7) 2,133 (44.8) 1,409 (58.9) 738 (78.6)
FEHR 220 (13.9) 706 (13.9) 696 (14.6) 330 (13.8) 84 (8.9)
EHR* 564 (35.6) 2233 (44.1) 1,862 (39.1) 606 (25.3) 95 (10.1)
BRI 20 (1.3) 65 (1.3) 73 (1.5) 46  (1.9) 22 (2.3)
AEXAERREY
#’x 3469 (68.4) 3,027 (635) 1,643 (68.7) 798 (85.0)
FEHA 550 (10.9) 576 (12.1) 284 (11.9) 66 (7.0)
EHR* 978 (19.3) 1,080 (22.7) 422 (17.6) 51 (5.4)
ERATF 72 (1.4) 81 (1.7) 42  (1.8) 24 (2.6)
iLEEREREY
'R 3431 (67.7) 3,314 (69.6) 1,830 (76.5) 818 (87.1)
FEH 532 (10.5) 494 (104) 212 (8.9) 53 (5.6)
EHR* 975 (19.2) 826 (17.3) 275 (11.5) 42 (4.5)
ERTF 131 (2.6) 130 (2.7) 74 (3.1) 26 (2.8)

*[EHNERABRI-3FERE R
# AEFIOR R LBE
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RIMERT ERRERANHERERABREE
B SRERERDLEN  HERERENBER
@ BOEARRENEE - 641 %R FBHERDH

ERBRENZER

RETBERIFERSE - KR

B27 5% KREHU LW EERERS - ERHERILER

®1.14 BRYEREINMBEIENEE

B ARXAEFRENAEBERREHBERRNE
W REETBHRKAERENEE  BEERARER
ST H75.2%ZE31.0%  REESIAEX E
S REHS6.5%M%E50.1%  MREESIEBE KR
EHIH88.5%M £52.9% °

HEREE - AB (%)

LEBEAX RRBNE  HER R hg XEXM L
BEILERE
'R 486 (64.1) 1,746 (48.0) 2,813 (37.9) 812 (27.5)
FEHA 177 (23.4) 1,152 (31.7) 2,838 (38.2) 1,507 (51.0)
8A 87 (11.5) 698 (19.2) 1,688 (22.7) 576 (19.5)
ERTR 8 (1.1) 38 (1.0) 90 (1.2) 59 (2.0)
BERILEHRE
'R 570 (75.2) 2,244 (61.8) 3,416 (46.0) 915 (31.0)
FEHA 74 (9.8) 420 (11.6) 1,013 (13.6) 536 (18.1)
EHR* 105 (13.9) 934 (25.7) 2,885 (38.8) 1,451 (49.1)
BRI 9 (1.2) 36 (1.0 115 (1.5) 52 (1.8)
LEXRERRE
'R 633 (86.5) 2,726 (76.8) 4,397 (67.2) 1,117 (50.1)
FEH 40 (5.5) 326  (9.2) 719 (11.0) 379 (17.0)
EHR* 52 (7.1) 458 (12.9) 1,309 (20.0) 695 (31.2)
ERTGF 7 (1.0) 40  (1.1) 117  (1.8) 38 (1.7)
iEBEERE®
'R 648 (88.5) 2,869 (80.8) 4,633 (70.8) 1,179 (52.9)
FEHA 26 (3.6) 254  (7.2) 637 (9.7) 360 (16.2)
EHR* 49 (6.7) 354 (10.0) 1,107 (16.9) 598 (26.8)
ERATF 9 (1.2) 73 (21) 165 (2.5) 92 (4.1)

*TEH]NERRERI-3FRE—R

# R4S A EEE
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RI1AGER T S EEHEANES ARERAEI EME FARL c- ZRBERAERE AEXKESZBRENIE
BE £RBBAEEDIEZH 0 BARERAREN BERMEHERENER  REEZBHRAILERE
BEEE AV EHUERENEIE - 442%FARER HEE  BESAREWRARSMTME  B58.7%%E

ABDRBE10,000EERRETBERILERE - 19.3% ' REESIEXAEZREHT5.2%M£39.8%
HLE21.9% A REWA BB 60,0000L LAY EEBR TR EESHERRRRERIRT.9%% E44.7% ©

#®1.15 BREARERASHTREILENEE

BAREWA (B%) - A8 (%)

LERESX <10,000 10,000 — 29,999 30,000 — 59,999 =60,000
BELERE
'’ 715 (44.2) 1,391 (36.4) 577 (29.7) 239 (21.9)
TEE 585 (36.2) 1,561 (40.9) 935 (48.2) 613 (56.1)
8A 291 (18.0) 823 (21.6) 402 (20.7) 217 (19.9)
BRI 25 (1.5) 43 (1.1) 26 (1.3) 23 (2.1)
BRILERE
'’ 949 (58.7) 1,633 (42.8) 596 (30.7) 211 (19.3)
TEE 218 (13.5) 564 (14.8) 330 (17.0) 202 (18.5)
TEHR 426 (26.4) 1,582 (41.4) 986 (50.8) 652 (59.7)
BRI 23 (1.4) 39 (1.0 28 (1.4) 27 (25)
EXAERREY
' 1,118 (75.2) 2,226 (67.7) 806 (52.7) 361 (39.8)
TEE 138 (9.3) 395 (12.0) 251 (16.4) 170 (18.7)
TEHR* 208 (14.0) 621 (18.9) 450 (29.4) 360 (39.7)
BRI 23 (1.5) 46  (1.4) 23 (1.5) 16 (1.8)
iEBERRE"
e 1,188 (79.9) 2,333 (71.0) 867 (56.7) 405 (44.7)
FEHA 116 (7.8) 348 (10.6) 223 (14.6) 170 (18.7)
TEHR 148 (10.0) 527 (16.0) 400 (26.1) 288 (31.8)
BRI 35 (24) 80 (24) 40 (2.6) 44 (4.9)
* [EH WEEAERI13ERE—R
# REFA0G R L BE

124



SHEANAEREREURBEENETHELRE
R EREAIINK1.16 - ZEHBEFAET  BEAES

BENBERL  BREEER

£1.16 BEAHESIMTREAENTIE

BRI ANEE
BEZBEAIERE (BEERAERE - BKIAE

NN
R

BE IAEXKEZRENIEEBRRE) - BEE
ENEMFANBERL  RESEEEEEBENBESR
EHEZhBERERERNIERE (fIMERILE®R
B AEXAESRENAEERRRE) (R1.16) -

BERE - A8 (%)

LEBERX FEE haE R
BELERE
'’ 638  (31.2) 1,439  (42.5) 3,593 (40.4)
TEE 946  (46.2) 1,220  (36.1) 3,340 (37.5)
8A 406 (19.8) 666  (19.7) 1,884 (21.2)
BRI 56 (2.7) 58 (1.7) 79  (0.9)
BRILERE
'’ 672  (32.8) 1,814  (53.6) 4,462 (50.2)
TEH 346  (16.9) 431 (12.7) 1,203 (13.5)
TEHR 962  (47.0) 1,074 (31.7) 3,147 (35.4)
BRI 66 (3.2) 64 (1.9) 84  (0.9)
EXAERREY
' 916  (50.9) 2,117  (70.5) 5626 (71.3)
TEE 299  (16.6) 303  (10.1) 828 (10.5)
TEHR* 529 (29.4) 529  (17.6) 1,346 (17.1)
BRI 57 (3.2) 52 (1.7) 88 (1.1)
iEBERRE"
e 1,007  (55.9) 2,235 (74.5) 5863 (74.3)
TEHA 264  (14.7) 273 (9.1) 710 (9.0)
TEHR 415  (23.0) 410  (13.7) 1,186 (15.0)
BRI 115 (6.4) 83 (2.8) 129  (1.68)
* [EH ] WEEBERI-3FRE—X
# REIRAOR R EBE
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F_E T‘EILERN - SEEBNERGR

REERHWETIA14,990EF B ERMRKRKRER - 2
ERERRRT A - BRI ENRREZEMYERIA

M REARIEE  BEELENBMNERNES
HEBIEBEREENKT -

FETMER

ERREIR

> BECESFRBAESHHAPREIERRIE
A (83.2%) ° MLLINEISKIVEAERE (5 BIF
3.0%K%2.1%) » BZ0HHIHMWEE (2BE
34.6%K13.4%) BHIAEX A ELWERIR -

> K5 (91.8%) B ESHHIMIEN B H TR
B EHEEEER - BREEETRIAEN
AEAR - FEZHEHE R RE7.0% N IR I ZRE R
HERE - B2 EE (9.0%) BREABEBEER

(BIan& Dy ~ PG ~ 4L ~ EBIRIEE) o
> BRBBRIENZEEERERE B 22—
(25.4%) WEEELHBERB=BA KU LA

BRRES o

> THEERID (91.7%) BEEQIE mA
70BREEREEREDEEERAIIE - 53407
LERBREDEEEEMARE B8RS —
B EREREIE -

> ZHEEARMIENEED  HEEH (45.3%)
EEREESTBTHERERRBENERZ— °
EEZBHREREAREBREFZ—HNEEZH
BREANFERESTRE (46.0%) REIXH
IBEREIIF (44.0%) °

SEARTE RNWEDHERIE (37.3%) - XY
16.4% W ETBINZIVEE » T12.0% X2 E AR
A5 o

BN
> ZHEAYT ARMIENFHRNE22EKRK

(FZBERE © £1.5FEK) © 47.2%BFEWEE KD
E2EKRH U L KERBNEEINRERDR
BOEZSPRENER (PR D 1.5EKE25
JE>K ; p<0.001) ° 59.3%MARMIZEEERE
BHERELE - RERNARMIEREERIRERE

(CRIEEER) (86.2%) o AMEMHIES © 80.2%
MIESETSREIEREZIRBEGN  21.1%%F =
BAEFEREREFZE (c-erbB2/HER2) 25
Mo 11.6%2BR=faM -

SHEADR RENIAEMFHRNR2.0EXK

(BERE : £1.6EXK) » 35.3%KEEANA2E
Ko EBEEIIAERXKEZRENREVAEESE
o 7T4.5% R ERZI B ML E - IEERIIRN
N BREELER (93.2%) - BUIED » 82.1%
NS EZRRERRTREGME  271%F -8
AEFRERRE TS (c-erbB2/HER2) 251 ©




aRAE

> ZEIN14,990BEEZH  147T%REREER
HABIESZIAE » 49.90% REAEBEMIBIES A
Bo RKN=D2— (35.4%) NEEZSERER
EBBERBETIRE -

> FipaE
SHEEKRIED (98.0%) HEZTF
MBE - 51 6% ENEEREMRBESTF
filT > 48.4%FE A& BRMIBIEZ T ©

o LRAEH (47.7%) BERNIAENEEE
S TIARVBRFN - #Z TIHEIBRFMN
BEH A2 1%EZS THRRBERES
HEEEF - EIMELEFMNBES
BBA2%REZREHMREET FiRE  XE
11.9% FET TR TIMKE IR FM MR G E
SHEREET FRE -

s HBEABHAIAENEER  BE=ZH 2
Z(64.8%) BEZ TAEIIBRFM > B
REMT%ESAREEFM - PREH
(41.3%) ABHIIEERE RIEZ FIHEME
SEYERE > MA41.0%RETTRTME
PIBRFM MR BEZAIEME LT RS o

s ESYURYIRFMNEETILEBERD
FERFEIE SR IELL ©

o HHLEBRARME LR T Z2BUNEE  RBR
RMBER R 2RENBEES T AIEKE
Y ERE (53.6% vs. 15.5%) °

o EZRTMEYIRF TR B &t E2iEE R
BARIELL ©

> HEHEaRE

o ZFHHAEPEC1.8%EEEZTERIERLGE
H—E7  BEF8BA%BEENEEEME
EREF  MNI%UELEEBFUBERIE

o HEEXIFEREFMNRMIERED -
REBD (94.0%) HEBEREZEERE > RA
3.3% MR FLEBEET T ILETIBRF il
BREZERE -

o BiBB4A%NEZIEREFMNARIEIIER
ERREZER  MEZIABETRFIINNR
EREZTENLOIREEMRBIELL - 2
EIVERBERRI o

> {LEEE
s RBEAGHAENZES B=o2
—(67.9%) WREEZTLE EHTE
11.2% X F AR ATELE -

*86.5%BEHELNEBERBEIMLE
13.5%IEN LB BB R -

o ERFEAT  BRTEIVEIBREN » #HEZL
BRHY B L BB RAE ISR IELE ©

> RDUEE
o ZTHBEHABFOT A% EZRDIMWEE
EFENS%EEENEBEREBEIRND
WRE  O5%AIEREBERBESRSD
WSRTE ©
e BEM.7%HNERENABZEEEEZIRDIERE -
BEBBT.0%NNMARHIAEEEESTAD
WSRTE ©
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> MECDABLFRERAFIZREDEGE
s EBAEHAELRIRATZREZGM
MARMEZEERES » 58.3%EZ THE=
BABERERRTFZEEMAR  EFK
B (88.7%) BEENEBEMBESA
B 1M 3% ELEBFRBEZAR -

s FANE_BABLRERATFZREDE
B E 2 LB E R BIAL IE L -
> RAEERSERERABVGEILRE - —RMm
= AEHE RS IELL o
> WBIN SRR
o ZEHEHEY » BI93%EZ THYP R ZEE
% BRHE66.1%BERAESRNTETE

AR

BEBRR
> BENTHREFHRI.F - PUBRIAF o

> ZEATHES96E (4.5%) BEEGHEE
B 13%REERFBEHMEER > 21%RE
RimRE - 1.1%HERBEHMEEERRIRE
§§~ °

> BERNBIEIME I ZMEE (36.4%)
MELE (30.5%) © ko BERZBRBEES
ZHRERE (55.2%) » HIXRZHMEB (46.5%)
MBFHE (39.0%) °

2.1 BRRRIE

SHEAT  BEETERBRRIEHVRRAEN
F (83.2%) (E2.1) - A BHEATRIEE
REEBEMEBHNNRE S SR IBEN SR
HEEEBRRAERE AEXAESZRENIEBE R
BE o £EH—EFR Y BRREBUNAERARBEL
HIEXKESMERRN - SRELIIESNSHEA
(10.5%) o

EUBEESNEERSERRED RNBEIENS

X ZHEET  FALNEEEREIESFERAATE

BERENEE  HLEALEBEREY 822K
HEZSTERBERRIAE - Z—HTEH FAREE

BERENEE  BLEAAERREFERALLEEER

BHEE  IEBRZRELCHIAEXAEFRERRIE
(®2.1) »



MREREBERBEEA SR ETAIETRE
ERE > LEXKESRTREE R RHRAE? - 2
ST KEIEXEEFREZRRNARMIEL
5l (6.9%) BIEXR RN FLE (35.2%) (F2.2) ° LIh
BRZ0HRIANEEESLHIAEXAEZRERR (9
B%34.6%H13.4%) @ EBERNESHIVEENEE (5 5l

53.0%H2.1%) ° BiB0%EBHIIBHE - NIEA=NIVEIEE
HMRLERBEEHRIE (R23) -

90
80
70 A
60
50 o
40
30 o
20 A
10 4

9o

0-
BEEET  IBRXE  HekEpL Euyssk  BEN
et fi3-2 (BSERCBE) (USGEMRI) FiligiEAh

BRI ENSTN

B2.1 ZErEERABRIENSRN (AB=14,161)

BSE : BRIEME CBE : (R EME
USG : A EBEB KRS MRI : B0 HIRFBHE

®2.1 RERRBEEINMRARRIENER (AB =14,028)

LEERRBEERE LEERBRBERE REOLEBRRE

(AB = 2,055) (A8 = 6,988) {HHAE (A8 = 4,985)
RMBERLENSR A# (%) A# (%) A# (%)
Elak-Gik 32 1,520 (74.0) 5,868 (84.0) 4,290 (86.1)
AEXKEIRE 304 (14.8) 792  (11.3) 376  (7.5)
H A8 757 5% (BSE K& CBE) 71 (3.5 171 (2.4) 146 (2.9)
Hiths/ &85 (USG & MRI) 134 (6.5) 101 (1.4) 141 (2.8)
BEMFMsEM 26 (1.3) 56  (0.8) 32 (0.6)

BSE : BEILEMZ ; CBE : FRIERE ; USG : ILEBRERME | MRI : B HHIREHE
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%22 BEEREIMRABREIENT X (AR =14,126)

EIEES - AB (%)

R ABHRLE
BRRALENFR (ABY=1,824) (AB=12,302)
BOESHEE 1,002 (54.9) 10,753 (87.4)
AEXHETRE 642 (35.2) 845 (6.9)
Hb#855% (BSE & CBE) 56  (3.1) 332 (27)
HiE8%E (USG & MRI) 101 (5.5) 279 (2.3)
BE M Fra HEbr 23 (1.3) 93 (0.8)
BSE : BEERILEME ; CBE : lBRIEME ; USG : A EBERKHRE ; MRl : MO EIRFEHE
}23 BEEHEINMRNZRBIAENS N (AE=13,725)
EENS A% (%)

0 X8 1 5 A & 1B [E:: IV
ROBRRAENAR (A#=1,695) (AB=4,406) (A®=3,497) (AB=1,781) (AE=2,011) (AB=335)
HOESHHE 959 (56.6) 3446 (782) 3127 (894) 1665 (935) 1,885 (93.7) 311 (92.8)
AEXKETRE 586 (34.6) 589 (13.4) 184 (5.3) 43 (24) 61 (3.0) 7 (21)
HAb#l75 5% (BSE & CBE) 54 (3.2) 158  (3.6) 91 (26) 40 (22) 29 (14) 10 (3.0)
Hi$/BH5% (USGKMRI) 81 (4.8) 174 (3.9) 71 (20) 26 (15) 18 (0.9) 5 (15)
EEMFAEMm 15 (0.9) 39 (09) 24 (0.7) 7 (04) 18 (0.9) 2 (0.6)
BSE : BEEILERZ ; CBE : [FRIERSE ; USG : ILEBERME | MRI : O HIREHE
KEBS (91.8%) 25 h B T B I RB AT 1y 58 2 2P 38 E?SI
BwMAETHEEEER - BREBETRIAE N gg;
HEEAR - EZ B EBHAT R B7.0%EHIBEIE b 401
BRIIIERE - §9.0%HNBERRIABEESL o
(WJZZD?LEE’% /M% ?L ETBH FANE I'ZHIE% 104 70 6.0 27 12 12 08 04 04 03 0 0.4
FiRSFLERE) (B2.2) ° “Twp g A% 98 BT RA EE B RS A9 BB AR/

B BH Th HB 2 TR 2t BR T
Pl B
FEBAK
B22 EEECESHRBIENETEER
(A8 =11,781)




2.1.1 B BAEME B XK EH G I
ERRBEBFHER  HRBMEHMERERERHN
TREMHMA  FUBREENERERY - SHEEA
Fo BRBBEIBNBEERBERE  RE=92
— (35.6%) WEEEHBREMRE —BARNERKRE
(%2.4) » MESD Z— (25.4%) WEEEHRIER=1E
AU EB A EIRREE

SHEHET 0 H42. 2% M EBEREERENHIBE
ME—EBRNELIRE kSR AEEERKERE
(28.0%) (3k2.5) °

®24 BEPRRAIENBEHHREREERR
B avesE (AR =3,143)

A® (%)
PR—1ER 1,118 (35.6)
1-318 A 1,228 (39.1)
4-12M8 A 464 (14.8)
HBiB1218 A 333 (10.6)

®25 RERREEESMESPERIVENBEHHBEREENREARARRE (LB =3,143)

LERRREERE NERRRBEERAE BREANLEBRRE

(AB=654) (AB=1,419) EHE (A8 =1,070)
A8 (%) A8 (%) A (%)
DPR—EA 277 (42.4) 397 (28.0) 444 (41.5)
1-3 {8 B 241 (36.9) 562 (39.6) 425 (39.7)
4-12 18 A 80 (12.2) 266 (18.7) 118 (11.0)
HBiB1218 A 56 (8.6) 194 (13.7) 83 (7.8)
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FELEARLETE HIRAER R 1218 B ARBHI B E - BSTEIB128 8 7 RENBEPIEDIVARIE (R26) °

2.6 |EPRAIENDE HRERETRREAR VR ESREERBNEER (AB=2770)
HARKETRREBRAOERE - AB (%)
EERS P8R 1-3{EA 4-128R @id12f@A
(A8 =997) (B =1,091) (AB = 403) (A8 =279)
I 367 (36.8) 333 (30.5) 112 (27.8) 70 (25.1)
A 336 (33.7) 359 (32.9) 122 (30.3) 66 (23.7)
IBEA 146 (14.6) 181 (16.6) 68 (16.9) 49 (17.6)
I 135 (13.5) 185 (17.0) 85 (21.1) 61 (21.9)
IVES 13 (1.3) 33 (3.0) 16 (4.0) 33 (11.8)

2.2 FEIEYFE

BRI AR — 8 (BER) mE (BA) ZLE - M
BE RIS (91.7%) BEERIE » M4.9%NEE

(A =370) TEXEDHFEEEAIZE (B2.3) -
1475 (2.0%) BEEEREDREMIEZE - £F
UE2.8F (BFRIEE : 0.5F —8.8F) # R —2IAE
#EIRELE (E2.3) © o H193FBEN20065F 2
BIEREDIE » WH2006F 2B BB R —EIEE
BHEIE - (RRERBEEESLEEEN2006FH 2%
BREDHER

B mEILE (k)
miEILE (F)

m TEIE

B 5iETE

B2.3 14,9002 2 EMAILEHRHRLE

* IE193% BE 20065 2 ATEREHIE - WH2006%F 2 1%
BRS - BUEREERIE (RRE R BEELBEM2006
FRZEETRBHER) ©



B2 4B RILE HBR AL

IEHREARNERIENEIM (2

ZEHBERAED  KO¥H
A%50.3% K&

47.1%) o
HiEIE TiEIE
oM EmE LB ESME
Fily 50.3%  17.8% 188% 47.1% il
7.8% 8.0%
TOM TR TRE THM
13.6% 7.1% 9.0% 13.5%

B2.4 ZhEEBEAENNVE (AR =14,990)

*IENERRES PO EENEE

221 AEZEHE

BN EME | FERETARY SRS -
YEREEEDEMIAEXEEY  LERE RN
HEREH - SEMAEXAEE EDHIENERE
o IEREHEARD BB (T2 BEM
RENEE (BEYEEE) - AR ORI NES
ARBEERSIBNRL  RENME —BUERS
BERNREEENERRE o

SR B R85 4% EAAEXKERRE » 79.7%
FRAAEBRBERE  RE..3%FEREIRIRFER
DHEE (R2.7) - EERENEREAAEER
REBERDNZRL | (BIRADS) R2 % wEBR
BIRAD 445 MR L B W IREE 2 LR - BBEAEB

SESMMME—STIIRIRE - HluETEAST
B} o
R2.7 AEEERBOBRBERZEER (A =14,990)
AEXKERRE I EBRKEE i H RS
(AB=12,804) (AB =11,951) (A8 =1,392)
BEMFHAEX 85.4% 79.7% 9.3%
BREHRE 82.6% 90.7% 96.5%
BIRADS %i51
W2 | =M (BIRADS 5) 4192 (32.7%) 4549 (38.1%) 1,108 (79.6%)
IZEEARIEE (BIRADS 4) 6,381 (49.8%) 6,289 (52.6%) 235  (16.9%)
ABER 4 (BIRADS 3) 707  (5.5%) 673  (5.6%) 23 (1.7%)
B (BIRADS 2) 537  (4.2%) 197 (1.6%) 11 (0.8%)
IF% (BIRADS 1) 903 (7.1%) 236 (2.0%) 14  (1.0%)
52 (BIRADS 0) 84 (0.7%) 7  (0.1%) 1 (0.1%)
BIRADS : A EFBIMEEER DT RS
* SR ARABMNEREE (DEERIEBIRADS 4-5) BLUESHEBNEREH
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EIEXKEZZ2HBIRADS 45K MEEE
0 62.8%BEMWAIRETRERE  50.6%8| RS
LR (R2.8) - AERXAEFNIERESFEAREX
HEFNBRE  BETIINIE TREER T A/
B MBERSNAEIEREILEXEFNHR

B o ZHBAT=22=(69.1%) BEEERETRHTS
WEEREARE > M6.4%NEREZEARE (B2.5) °
HENZESERLZNEFR EAMTR - AEBRERS
R E L - FH20-295%/912.8% T FEEI705% 5 A £ Y

1.0% (5&2.9) °

R28 LI EXAEERERDINEEH AR
#R (KB =10573) w0
N (%) N
-7 6,644 (62.8) B 50+
WEE{ L2k 5,355 (50.6) B 404
IIRERESE 1,533 (14.5) B30
RETERE 944 (8.9) 1 .
Hith 442 (4.2) O_J . -
211 wEH9 RETFGG REBS
AEXEFHIEEE
B25 UHAEXAEFRERZNEEAEZE
(AE=7,661)
}®29 BRERBRARNDMUAEXAEZRERS NI HEHANIAEZE (AE=7,300)
SFEHR 0 AR (%)
LEBE 20-29 30-39 40-49 50-59 60-69 70+
(AB=47) (AB=636) (AB1=2,409) (AB=2,457) (AB1=1,269) (A®=482)
e 3 (64) 41  (6.4) 214 (8.9) 396 (16.1) 310 (24.4) 187 (38.8)
ZEHE 2 (4.3) 23 (3.8) 135 (5.6) 225 (9.2) 154 (12.1) 67 (13.9)
RETHE 36 (76.6) 497 (78.1) 1,851 (76.8) 1,704 (69.4) 758 (59.7) 223 (46.3)
FEBS 6 (12.8) 75 (11.8) 209 (8.7) 132 (5.4) 47 (3.7) 5 (1.0)




RPEFEFMETAEESY) A RE (BHMEELE AR
FABEANELLRZA) BREDE RIS A S IR
T HIOEASY A RERIBRIFRE - RER
BREFHEEFNAETI A REUREIAEHE R
BEM o hE FRUGASMEUeEN B EARI ~
BERAEEBDONEEL L - BEEEA *E&
BEREEZIAFABNIIGRRID A REARS DA

S BERAED » 86.0%H “ﬁib?r?rﬁiﬂlﬁﬁﬂi%ﬂﬂiﬁiﬁ

BN/ SEEEARBY) FRE > 3,427 A (26.6%) EiZ

St ERITABIMERE - 6,543 A (50.7%) EEF

HECEABT A BT » 2,927 A (22.7%) BIZEZWE

BE - RENMI3%EBEEZVRIIDARE o KRR

A BREERSN100%HEE - HIXZHEEHTABYT

FRE (98.8%) R4yt FRFAMIERE (91.7%)
(3%2.10) °

#®2.10 AEFAST FRENBRERDEER (AR =14,990)

St ERERR HetEHER YIEE=X
HMIREE YRE=E YRE=E
(AB=6,196) (AB=9,405) (AB=1,688)
LEFEAELA 41.3% 62.8% 11.3%
BRESRE" 91.7% 98.8% 100.0%
£
w1 EBM (54VY) 3,925 (63.3%) 8,976 (95.4%) 1,688 (100.0%)
BEREE (Z48UV) 1,009 (16.3%) 154 (1.6%) —
aTgeR M (F4) 747 (12.1%) 163 (1.7%) —
R4 (Z40) 264  (4.3%) 81 (0.9%) —
E= (Z8) 251 (4.1%) 31 (0.3%) —
TR (£40) 0 (0.0%) 0 (0.0%) —
R ERABMNERHE (DEZHBI-Y) BRUESRENEREH
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222 BEAEHE 5~

EEHBMERERDIES  BETFNAREEE
BHEENER - BRKDESBEREE DK
BN BELETEEPRRE - REESHBXLE
HERMWAREEANEESRERE  RREHER
EEAR o BEABHALBNSHEER  BRYH
(45.3%) REESEERERESABNEREZ— o
HESRBPERESAERFZ—NEE2D  BE

AN EERIEEFEH (46.0%) » M44.0%BEHES
MEX e RBERIR IR (R2.11) - ZEERGEE
FERBR2010F B M RRIES|I TERVDHAEEE

(B - 1T FHNNEEARE) EREEFHE
R EREENERREY - 7B - EZHEAT - 4
B18.4%MIHAF36.4%MIAH B E B EZ EEFREER
BTt MR AE AR (R2.12) ©

#®2.11 6,178 B ABMIEEEREAEHEMNT E

ERBBES X AR (%)
EEFEHR 2,844 (46.0)
BEERX S e M R AR SR 4 2,716 (44.0)
ERFER (TR RN * 374 (6.1)
BEFEE 202 (3.3)
WOHIRFER (BES8) 81 (1.3)
Hh (20 : BEXCHTFH) 25 (0.4)
& 898 (14.5)
BRI EIERE S - BORE - 25 - B REE e
#2212 FEHSEEFREEFFERIEREIZEREH S EREH (AB =8,908)
EEHAR AR (%)
148 IIAR] IIBE] [ IVHA FEEDHA E- 1
FREETRE 304 545 507 1,025 288 175 2,844
HEE (18.4%) (36.4%) (51.3%) (68.5%) (87.3%) (82.2%) (46.0%)




REZHEBEHSZESERAARN CBEHE)
(BEhR) > SHEHAT  BRERNEDSHHEIE
(37.3%) ° K&16.4% W2 EBINZEIVE] > T12.0%%

DERRNIE (B2.6) °

12.6

Yo

BIEH
2.6 ZHEHARDRIEERR (LB =14,990)

ERMDITHI14,990:RELERBIF - 13,855 REE T A

RIREEIE » BEIMUTEERSE - 11,9168%A
(86.0%) BEABMREIE » 1,9298FA (13.9%) 28

R o 105~9%1H1 (0.1%) RED ABEMREILE -

223 ARIHEE BRI #E

SHEAEY  ABMIEBHFEHIRNE2.2ERK (5
B :0.01—-23.0FK ; BER= : £1.5FK) ©15.9%
BENBBANBMEXRSLUT » MBR2-5EKHEI
B43.0% (B2.7) - EIEXHEZHERBNERZ )
11.5+1.2
EXKEb2.5+1.8FE%K ; pfE<0.001) °

50 4
45 4
40 |
35
B
a3 25
He 20
15

10 -
s
o -4

<01 01105 051-1.00 1.01-2.00 2.015.00 5.0

R (EX)
2.7 ARMIZEERNEEX/D (EXK) 2
(AZ=11,254)

MELEERSTEARSERREAZHEN —ERE -
SESFENNCEYS  BEHEHES - STHESR
AEUIENEEED » 50.3%REEMMEL - 1.7%
SENMEEESTEEMAN > 34%EMER (BEBHE
>0.22 K| =22K) » M35.5%8EZEL— BB MHMKE
® (EBHEAN2ZXK) (E2.8) -

70 4
59.3
60 -
50 |
B
7z
30 4
e 22.9
20 4
104 3.4 o 4.5
17 -
0 e i - .
OfEF5t TEEMW  EHER  1-0ERE 49ERBE  10Es L
e (ITc)  (0.2-2mm) B HEE  BIEREE
HREEAEARRE
E2.8 ARMIEERAHME EARE
(A8 =11,591)
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224 R E/R#E

SHEAYT BEUABEBNFEHKRNRE2.0EXK (F
1 0.02—10.0EK ; Z#RE © £1.6EK) °35.0%
BENWEEBMERSELT ; 30.7%HEE K/ N E2-5
EX2ZE (E2.9) - RELH D EE (4.6%) HWRE
BARMNS.0EK - EEESIEXLEZRENRVIE
BZRE > B74.5%EREPRETEHMIGLE

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

B (%)
E2.9 RV EERNERAN (EXK) 24
(AB=1,624)

2.3 HBEREYBEE

IEESSETRANRESDANER - TRAMEKETAE
ETEMINE - AENABBLBENTRRBRRESRT
BEENER - CEEMHE - BEERXA - &5
MEBERR - TASZBRANE AR LRERE
FEEMR - ATEBITRE R IR R EE RN
[ FE °

231 ARMHEAE
R2BERSHEATHASHILBNEBSEY - R
B ZHMRSHLM - BERNASSEEI G
AIRERE ORIEEHER) (86.2%) °



#2113 ARMIENABZSE - &7 - BENSEERZHOME (AB=11,916)

H#SA%ER AR (%) AE (%)
ARMIRERE ORIEEER) 10,272 (86.2) #BA

R 438 (3.7) B 2,080 (17.5)
MR (B8 422 (3.5) F24 4,949  (41.1)
A== 124 (1.0) 34% 3,890  (326)
Bz 89 (0.7) BRI 997 (8.4)
ﬁ;ﬁ& een 72 EO-G; HEEAR 3,365 (28.2)
ABRERI/NERSE 50 0.4

A ERERER 7 (04) E;;g g:% 1164 (9.8)
M/ NFLZRARSE 47 (0.4) ) 619 (532)
2= 44 (0.4) » 108 (17'0>
wﬁgmﬁ,w:: 24 (0.2) s 119 (10'2)
KT 16 (0.1) i '
(. 15 0.1) ERATF 228  (19.6)
Uk N 6 0.1) [EESd0 348 (2.9)
TR 5 (<0.01) B R EHRE

EEiRE 4 (<0.01) 2 299 (859
R AR 3 (<0.01) 3 18 (52)
KAETE 2 (<0.01) 4 13 @7
IR W 2 (<0.01) ERA 18 (52)
PEMERE 1 (<0.01)

A 1000 s mREHRER AR AEN L DSEY - B
i 0N peEn AT S SRR SRR TR
ERTF 153 (1.3)

ARSURIER - BB S 2= (80.2%) M S EZBRE
REIREGM - BARTNE_BABLIRERAT
TRENABERREELENNIREER - REAES
{LEBREE (HC) 2E30MNEEBRE_BAB LEE
REFZREGEME 0210 BIABRM - IHCE2229H
LESHEESRNUESEM (ISH) ARIE - ISHARZ
R UBRE—RABIRERAFZEBERM -
ZERRHET 0 2,424 F (21.1%) WABRMIENE =
BMAEEFERREFZE (c-erbB2/ HER2) 251 ©

ot

141



o b

R2.14 ABHIAENEYESYE (AE=11,916)

AB (%)

It %208 (ER) (97.2%B&HERAK)

25 9,092 (785)

2t 2,494  (21.5)
WRERZAE (PR) (97.0% B EHERAR)

11 7,673  (66.4)

2kt 3,800 (33.6)
FBRABEREREATFEE (96.6% B HEZAIK)

254 (IHC 3%) 2,183  (19.0)

SRS (IHC 22) ISH AR 2514 241 (2.1)

ZEMEEM (IHC 27) ISHBIE 2845 1% 82 (0.7)

SRS (IHC 297) ISH BRI 2 1,939  (16.8)

SEMEEM (IHC 27) R AEEZISH AR 1,442  (12.5)

2EM (HC0/1%) 5,624  (48.9)
Ki-6758 (54.3% B HEZARK)

<14% 2,594  (40.1)

>14% 3,882  (59.9)

HC : s cEpesE
ISH : R{uZE& T
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FUEWIE KR RMAIUAREAS(EREE 8 WUE-DHEEERRNMBANES - 2P0
FRFER2 14 ANENEER - MEEI BT BNERRUEERB O TR FABEFHANEYSEnH
FEMBTRD o RAMIRBLEYSET T IERIE MERFRR2.15°

%215 UEERBO M AGHEENENREH (AR =11,319)

EERS - AR (%)
EHBER | A B ] )" bt

EREAR 1,202 (27.0) 596 (17.2) 269 (16.3) 198 (13.2) 31 (12.3) 2,29 (20.3)
ENEBE (F-—BAB LR 726 (16.3) 709 (20.5) 351 (21.3) 346 (23.0) 42 (16.7) 2174 (19.2)
SREFZRERM) #

EREABR (F-HAELERE 1,252 (28.1) 915 (26.4) 486 (29.5) 417 (27.8) 81 (321) 3,151 (27.8)
TREFZEZMRM) <

ERBR (F_HABLRE 504 (11.3) 439 (127) 216 (13.1) 245 (16.3) 48 (19.0) 1,452 (12.8)
SREFZRERME) A

F_HABIEERRET 335 (7.5) 298 (86) 130 (7.9) 151 (10.1) 23 (9.1) 937 (8.3)
ZREMEEX

=faS§ 438 (9.8) 504 (14.6) 195 (11.8) 145 (9.7) 27 (10.7) 1,309 (11.6)
# 4,457 (39.4) 3,461 (30.6) 1,647 (14.6) 1,502 (13.3) 252 (2.2) 11,319 (100.0)

~

~

2

e

* EREAR D ERM/ R PR+ » HER2-RKi-67I5 81K (<14%)

# EEBRE (F-RMABLFAREFZEEZEM) | ERF/K PR+ » HER2- R Ki-67 585 (=14%)
& BEABE (S-BAEIRERRFIZEEZEM) | ERM/ R PR+ - HER2- K Ki67 I§# T8k

N EREBR (FRHABLIEERETSEZBGM) | ER /K PR+ » HER2+ R A Ki-67 15&
P

§

o

10301 1

5

X FTRABIRERAFEZREZBMN | ERKPR- - HER2+ RAEA Ki-67 58
=M | ERKPR- » HER2-REIKi-67 15
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232 FEEE R2ATH S HEANENIEN EYEEY - B2

FICERSHRANBUAENARS S g FUABNIEMNEEEIMHRAEREZZRY
B SHERNSh O IEEELEyYEaxs KRAEN  21%NEHRZRAERRIEEN
HoXER (93.2%) o M2 BBEF_BABLIRERAFZREIHC

27 ERRE2EBERISHAEZE M Hit 53475
®216 R ENASKSZESE - &5 - EENZ (27.1%) RUA BN EENE AR ERERRF

IR SO (A8 =1,929) 88 (c-erbB2/HER2) 251k o
AR (%)
HE2ER
o e 1802 (93.2) +®2.17 RIUHENENSR/ME (KB =1,929)
BaTE 53 (29) AB (%)
FLZRk 34 (16) A% (ER) (73.2%B&EZAIR)
BERILEME 14 (0.8) 2 1144  (81.0)
iigiaﬂm : Egg 2tk 268  (19.0)
@;EW;\ME 5 (0:1) EHIERZHE (PR) (71.9% B HEZAR)
NELZE AR 1 (0.1) 25 1,002  (72.3)
B RIReE 9  (05) 2t 384  (27.7)
wiE 673 (34.9) BMABLIRERBETFZME (66.4% B HEZRRK)
BB 2% (HC 3%) 345  (27.0)
& 485  (25.1) Z28MEME (IHC 2) 452 (35.3)
HE 630  (32.7) 2t (IHC 0/1%) 483 (37.7)
S 21 (37.4) Ki-67H5 8 (40.9% B EEBAL)

R 93 (4.8) <14% 517  (65.6)
EESiH 235 (12.2) >14% 271 (34.4)
Efﬁtaﬁ 107 (455) IHC : ABs B e~

3 21 (8.9)

4L 8 (3.4)

BERTF 99  (42.1)
St 49  (2.5)
BRILEEE

2 41 (83.7)

3 3 (8.1)

BRI 5 (10.2)
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24 BEFE

ZE149908 BE 2T 14T% R EFEEEMRIBES
AR 0 49.9% REVNEEBERBESEE - KY=5H
Z— (35.4%) WEEBELNERVEBERBETS
B BEARMIAERNEEBESESRERE 81
FHDAE - LERE ME_RAABIRERFFZE
LEPAE - ADUVAE - MHEHIEEE - A > BEFR
NIAENEEREFTERDABHNEERR  B81EF
firsaE « ROWSEE » MREHEEE - RuIENEE
BRI EEESEABENNE - AABELREREF
SR CRE ©

24.1 FaE
FMARBABRARER U ENRER TE] -
BEMFIEAENRRBAKE  EFNHAIE
HEHERE - RETHRENRBIEEEREILER
BF A EIBRF - EXIAEREF MM EBER
MESEEENEE  EEER LRAREZIAEIIR
FMHBRERLD - ETIEVRFMOE LT UAEE
R HEEZ I EERFII -

MEB & FITE T EIEF it —RBETURERBHIE
BREE - MEBEFMEEAEABE A REIBT
MEBLIRFMN - MAHBERRZBMENBESTE
TRIEMBET T UEBENBEREZIEMR
REE ERA/THBESRERT MEERIBRE
FRSIZMRE - B KE -

ZHEAET S51.6%ENREEREBESTF
M7 » 48.4%FE N EBE BB Tl

REBH (99.3%) BEERNIAENEEEES T Fi0a
B o BRNEE (51.4%) EZ TIAERBEFM > 204
FEBE (221%) AAEYBRFMEEZ TIAEERETF
fit e E=22— (33.3%) BEREEIMELFI -
ESMEEFMNEET  B84.2% R EZAHMEL
HABE > WE11.9%RET 7R TMRESIBRFAmSR
EEZAEKEET S BE -

EEEABHAENEET  KPH (97.9%) #FZT
FHRE - B=ZD2-ABMHIEEE (64.8%) EF
THEDBRFM - RE32.9%EZ TIERE FMi -
EEIARTRFMNNBEET  11.7%EZES
HEAIEERFN MESENAETRFNIED
BN (TRAMIE) (70.5%) (3F2.18) ° AT
BEARMIAZEEE (96.6%) BZ THELFi B
BiB—¥BE (57.7%) #EIT TR KB IBRFAM - ™
41.3% 8 E RET T RIERBET FRE o
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218 BEEZAEFMNEE (A2 =14,048)

ABHILERE R EEE
(A#=13,008) (AB=1,940)
AR (%) AB (%)
BB MFM 233 (1.8) 13 (0.7)
HERE FiT 4274  (32.9) 998 (51.4)
HAEVIRF s 8,431 (64.8) 925  (47.7)
RETHBEFl 11 (0.1) 0 (0.0)
FHMTEERITF 24 (0.2) 4 (0.2)
BEETFMTF 35 (0.3) 0 (0.0
LEYRFHRER (A8 =9,356)
23 IBRF 7,942  (94.2) 797  (86.2)
R B8 K2 B YRR F9i 362 (4.3) 99  (10.7)
REBIL BV RFiT 13 (0.2) 4  (0.4)
TR EBZLBEYI R F i 94 (1.1) 24 (26)
BRI 20 (0.2) 1 (0.1)
LEEEFRENR (AB=1,190)
EREENE R (TRAMIE) 695  (70.5) 125  (61.3)
HEAYD 146  (14.8) 56 (27.5)
LD 79 (8.0) 12 (5.9)
LDIE A 48 (4.9) 10 (4.9)
ERTF 18 (1.8) 1 (0.5)
HBEHEFH (AB=13,855)
BITEME Y] 5 5186  (41.3) 1,090 (84.2)
FR TS MRS Bk 5149  (41.0) 154 (11.9)
BIMEHE LAY F KRR T HEYIRR 2,096  (16.7) 35 (2.7)
BRI 130 (1.0) 15  (1.2)
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EZIEYRFNNBETOLRFHEKEL - M
EXIRYBRRERFMENB ORI EFRAR L

(E2.10) °

EXehEAES  ETIHEREFMAERE B O LLEEEE
HABR R L - ELEYIRR I B2 F i & B A IR
BRRMEIBRERER (B2.12) -

HUEREFN W UREYBRF ARG+ ERTFN BAEREER W IUBRIRTM ILE s+ BT
100 4
90 4 195 17 = 100 10.6 6.0 7.7 10.9 11.4
80 4 90
70 80 +
A 60 70 4
77
50 =] 4
B oo " 60
304 g 50 A
204 kb 404
104 30
0 20 4
<20 20-29 30-39 40-49 50-59 60-69 70-79 80+ 10 4
EEE4ER 04 : . . .
0 Il 1 \%
E2.10 =FHRA R D FirEa (A =13,703) BN
E2.12 REERE DT FMrEE (AB = 14,280)
SoEAcY  BEEAMERNESE  ESIERYE SZEhEHAY  EEANEBEREEES FIDAENMEMT
FMNE DL EEE AN R (B2.11) © EAEEBRKBES FINAENEEEIIERSE Fi
(27.0%Lt45.1%) 8% ([E2.13) °
WAERBFN W UROREM AE D+ BTN 100 -
9.1 7.4
90
122 {8 97 6.9 2 Sl 175 80 -
80 1 70 4 B .
B 0. o BB+ ERTFW
20 Z . B IEORE
K ;‘g I B a0 B AERRF
20 304
10 20 A
[ . . . — 78] 10 4
<0.10 0.11-0.50 0.51-1.00 1.01-2.00 2.01-5.00 >5.00 |
A (EX) T B EAE DNEBEEEE
BEFRIRTSTEAE

E2.11 REB KNS

T aRE

(AB(=13542)

E2.13 ZEBEEZARNERRBEER D T Fi0
FA (LB =14,149)
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E2.14B8 REHA P IR RME SRR 2B LN EE
S MWNE S FITMELSE o ABLLERAORE &R 285 1%
WEE  BZHEAMEERRZEENBEES T AN
MELET B8 (53.6%615.5%) ° ¥R + LLEERARM
BERRIRENEE > BSHNRRKEER R 25
WEEARELEZIHEREETERE > MEZET
PR T MEHIRRF T (71.8%L£30.2%) ©

W AR ED R RE
W ATEHEET A REHR RS TIRTF
R TME BTl

80 1 71.8

W ESHBETE RE
W ATHE A A RE R TORE IR Fii
90 TR e 0% F 4 86.0

80 1 77.0
72.5
70

60+ 54.5

50 4

&Y o

40

43.6
37.2 36.3
30
20.9
20 4 9.1 19.7
0 : : : - mll
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E2.21 WA BENESHS T BEETFMAINAECRERNEYEE (LB =685)
C: Cyclophosphamide; E: Epirubicin; DCH: Docetaxel + Cyclophosphamide + Trastuzumab
M: Methotrexate; T: Paclitaxel / Docetaxel; TC: Paclitaxel + Carboplatin;
F: Fluorouracil (5FU); H: Trastuzumab; TCH: Paclitaxel + Carboplatin + Trastuzumab
A: Adriamycin / Doxorubicin; DC: Docetaxel + Cyclophosphamide; Others: Capecitabine, Gemcitabine, or Vinorelbine
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B2.22 U EEYB SRS BEEMREWEECRERANEYESR (A8 =6,259)

C: Cyclophosphamide; E: Epirubicin;

DCH: Docetaxel + Cyclophosphamide + Trastuzumab

M: Methotrexate;
F: Fluorouracil (5FU);
A: Adriamycin / Doxorubicin;

T: Paclitaxel / Docetaxel;
H: Trastuzumab;
DC: Docetaxel + Cyclophosphamide;

TC: Paclitaxel + Carboplatin;
TCH: Paclitaxel + Carboplatin + Trastuzumab
Others: Capecitabine, Gemcitabine, or Vinorelbin
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E2.23 BB BEEMRB I CRERNEYEE (A8 =6,356)

C: Cyclophosphamide;

M: Methotrexate;

F: Fluorouracil (5FU);

A: Adriamycin / Doxorubicin;

E: Epirubicin;

T: Paclitaxel / Docetaxel;

H: Trastuzumab;

DC: Docetaxel + Cyclophosphamide;

DCH: Docetaxel + Cyclophosphamide + Trastuzumab
TC: Paclitaxel + Carboplatin;

TCH: Paclitaxel + Carboplatin + Trastuzumab

Others: Capecitabine, Gemcitabine, or Vinorelbin
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B2.24 UFEEMSESH ST BEEATRECEEANEYEE (AB=187)

C: Cyclophosphamide;

M: Methotrexate;

F: Fluorouracil (5FU);

A: Adriamycin / Doxorubicin;

E: Epirubicin;

T: Paclitaxel / Docetaxel;

H: Trastuzumab;

DC: Docetaxel + Cyclophosphamide;

DCH: Docetaxel + Cyclophosphamide + Trastuzumab
TC: Paclitaxel + Carboplatin;

TCH: Paclitaxel + Carboplatin + Trastuzumab

Others: Capecitabine, Gemcitabine, or Vinorelbine
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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. BRI BEERES TIRME (2018598 HIR)

Subscribe to the Hong Kong Breast Cancer Registry Report No. 10 (to be published in September 2018)

- #E Name ## Organisation
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3. BFZ3EF Make donations
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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.
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{E4HEF 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
[ ] =& One-off donation HK$
[ 14 A483% Monthly donation
[ JHK$1,000 [ 1HK$500 [HK$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  {SFAR3REES Card Number:
B~ AEH Cardholder’s Name ¥~ A% A Cardholder’s Signature

& Name (Mréc4d / 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

Breast Cancer HK Online is a unique online programme facilitating registered access by
the medical community to the data collected and analysed by the Hong Kong Breast
Cancer Registry, an initiative of the Hong Kong Breast Cancer Foundation (HKBCF).

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 Kong and is designed with the specific objectives of providing:

* A unique online breast cancer programme for medical professionals;

* 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/

[ ZLEELR ]
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FREEALTE  SEENARTRESENZY  SFEFEERKEGEER
[FEER ] FERBBEEY  GEHEBERBINER  2MaEBE =
RARSZHPREELE -
ERIE R LT ¢ http://orcaonline.hkbcf.org/
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Hong Kong Breast Cancer Registry is a HKBCF initiative and a member of the International
Association of Cancer Registries (IACR).
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