3

Hong Kong Breast
Cancer Registry
A HK Breast Cancer Foundation Initiativ

“

Breast Cancer Facts in Hong Kong
2008 Report

FHILWEDIN2008 I F



About the Hong Kong Breast Cancer Registry

The Hong Kong Breast Cancer Registry (HKBCR),
a project operated by Hong Kong Breast Cancer
Foundation, aims to collect information about every
case of breast cancer reported in Hong Kong. Upon
consent received from patients, the Registry’s staff
collects the medical data from private clinics and
hospitals as well as health information, life style and
risk factors from participants. The data are analyzed
in aggregate and serve as a basis for further researches.
The Registry has strict safeguards to protect the privacy
of participants. The data allows us to analyse data on
patient demographics and risk factors for breast cancer,
disease distribution and pattern, treatment trends,
clinical outcome and survival information. A very
important component of the Registry is annual lifetime
follow-up, which not only gauges the disease status,
recurrence and survival rates but also serves a reminder
to former patients on routine medical checkups.

The vision of the Hong Kong Breast Cancer Registry
is:

* To enhance effectiveness of diagnosis and treatment
of breast cancer.

* To help bring about changes in public policies for
improved breast healthcare in Hong Kong.

Objectives

HKBCR collects and analyzes territory wide breast
cancer data, as a means to offer insight of, and to
support further research for more effective breast
cancer prevention, treatment and breast healthcare
solutions. These formal data will back analyses and
recommendations.

* To analyze the causes and risk factors of local breast
cancer cases

* To study the general situation of the disease and
treatment trends in the local context

* To investigate the impact of breast screening in early
detection

* To advocate and support people-oriented public
healthcare policies

* To enhance public education

The importance of collecting information
about breast cancer in Hong Kong

Collecting information about who gets breast cancer,

and the results of their treatment is important for several

reasons. Information can help scientists to:

» understand how the disease develops and how to
better treat it.

* identify whether strategy such as widespread use of
mammograms to detect breast cancer, is saving lives
and help women makes decisions about their own health.

A comprehensive picture of breast cancer in
Hong Kong

The report we present here summarizes the important
information about local breast cancer cases collected
in the report period. It covers personal and life
style information of participants, prevalence of risk
factors, clinical presentation, clinical and pathological
characteristics of breast cancer, trends of treatment and
results of treatment across the territory of Hong Kong
and physical and psychosocial impact of breast cancer
on the participants. The Registry makes this information
available to health care professionals, health policy
makers and the public, who may use information for their
own reference or platform for further in-depth researches.

For information about this Report, please contact:

Hong Kong Breast Cancer Registry-
Hong Kong Breast Cancer Foundation
Address : 22/F, Jupiter Tower, 9 Jupiter Street,
North Point, Hong Kong.
Tel 1 (852)2525 6033
Fax 1 (852)2525 6233
Website : http://www.hkbcf.org/breastcancerregistry/
Email : hkber@hkbcf.org

Suggested citation: Breast Cancer Facts in Hong Kong
2008 Report, Hong Kong Breast Cancer Foundation

If there is any inconsistency between the English version
and the Chinese version, the English version shall prevail.

All rights reserved, including the right to reproduce this
publication or portion thereof in any form.
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From the Chairman of

Hong Kong Breast Cancer Foundation

When our Foundation was inaugurated in 2005, it was already our belief that a population-wide breast cancer registry
would be of great benefit to the community as it collects and captures comprehensive local data regarding breast cancer.
The analysis and interpretation can help doctors make more informed decisions on the risk factors, disease characteristics
and tailor-made treatment for patients. Policy makers will have solid local data to formulate policy on prevention
and early detection of the disease. Moreover, it can provide information on any disparity on breast cancer and health
awareness, breast cancer distribution among different geographical areas of Hong Kong and facilitate the Government in
formulating appropriate, comprehensive health care policies to manage the burden of breast cancer to the society.

With the kind support from donors and supporters in January 2008, we hosted a charity concert and were able to raise an
initial fund to kick-start the first-of-its-kind Hong Kong Breast Cancer Registry. We first engaged doctors from private
clinics to participate. Through them, we obtained consent from patients and survivors allowing us to capture their
medical data. Since 2009, we have also started data collection in several public and private hospitals. As in July 2009,
there are over 2000 participants in the Registry.

We believe early detection saves lives. Through the work of the Hong Kong Breast Cancer Registry, we hope to shed
light on the way to remove the threat of breast cancer to human lives and minimize the physical and psychosocial
hardship of breast cancer on patients and their family members. For the Registry to be successful, we need the
continuous support of healthcare professionals to facilitate the participation of as many breast cancer patients as possible.
Their help in making the program known to patients and urging them to participate will be invaluable.

If you cannot measure it, you cannot control it. Likewise, without funding, research work is not possible. To sustain the
immense work ahead of us in the Registry, we call on all to give unreservedly. Your generous donation will support us
in our endeavours for the good of Hong Kong.

Mrs. Joanna Choi, BBS
Chairman, Hong Kong Breast Cancer Foundation
September 2009
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From the Hong Kong Breast Cancer Registry Steering Committee Chair

Steering Committee

Dr. Polly Cheung, Chairman, Surgeon
(private) Founder of Hong Kong Breast
Cancer Foundation

Members

Mrs. Veronica Bourke, Vice Chairman
of Hong Kong Breast Cancer Foundation
Dr. Emily Ying Yang Chan, Assistant
Professor, School of Public Health,
Chinese University of Hong Kong

Dr. Keeng Wai Chan, Pathologist
(private)

Dr. Sharon Wing Wai Chan, Surgeon
(HA)

Dr. Peter Choi, Clinical Oncologist
(private)

Mrs. Joanna Choi BBS, Chairman of
Hong Kong Breast Cancer Foundation
Ms. Yvonne Chua, Partner, Wilkinson &
Grist

Ms. Doris Kwan , Past chairman of
Hong Kong Breast Cancer Foundation
Dr. Wing Hong Kwan, Clinical
Oncologist (private)

Dr. Stephen CK Law, Clinical
Oncologist (HA)

Dr. Lawrence Li, Clinical Oncologist
(private)

Mrs. Sandra Mak, Council Member of
Hong Kong Breast Cancer Foundation
Dr. Ting Ting Wong, Surgeon (private)
Dr. Chun Chung Yau, Clinical
Oncologist (HA)

IT Subcommittee

Dr. Peter Choi, Clinical Oncologist
(private)

Mr. Peter Kwan, veteran IT professional
Dr. Chun Chung Yau, Clinical

Oncologist (HA)
Dr. Gary Yeoh, Pathologist (private)

More than one year ago, the Hong Kong Breast Cancer Registry Steering
Committee, comprised of dedicated surgeons, pathologists, clinical
oncologists and public health professionals from both private and public
sectors as well as academic institution, management professionals, legal
experts and representative of breast cancer patients, accepted the charge to
develop the first population-wide cancer specific registry in Hong Kong. In
carrying out this charge, the Committee provides guidance on the setting
up and development of the Registry and monitors progress of the project,
specifically to

* advise on types of data and how the data should be collected

* provide advice and guidance and oversee the implementation of the Registry

 formulate strategies for promoting the Registry to the public and
healthcare professionals

» provide directions on recruiting participation of patients and healthcare
professionals

* direct data compilation and analytical output and advise on continuous
improvement of the Registry

The data collection and management are kept strictly confidential according
to the personal data (Privacy Ordinance Chapter 486)

An IT subcommittee is also established to direct the system requirement and
development. The expert views/advices from both committees provide, we
believe, a blueprint for building a database platform for the Registry.

On behalf of the Hong Kong Breast Cancer Registry Steering Committee, we
are pleased to present this first comprehensive report about breast cancer facts
in Hong Kong.

This very first report “Breast Cancer Facts in Hong Kong 2008 summarizes
information of approximately 1000 breast cancer cases collected mostly
from private sector in 2008. It consists of analysis of demographics, life style
information, clinical pattern and characteristics of breast cancer, pathological
data and treatment trends. Analysis is performed in aggregate without
individual identification.

We acknowledge the weakness of this first attempt that this 2008 Report
largely consisting of private patients data, is not representative from statistical
point of view. Starting from 2009 the Registry also collects patient data in
several public and private hospitals, namely Princess Margaret Hospital, Prince
of Wales Hospital, United Christian Hospital and Hong Kong Sanatorium
& Hospital. Building up a population-based breast cancer registry is a
long journey. But we deeply believe with the commitment of healthcare
professionals, patients and others, a population-based registry consisting of
breast cancer data, from both private and public sectors, is achievable.

We are excited about this meaningful journey ahead to facilitate enhancing
breast health and cancer care in Hong Kong.

Dr. Polly Cheung
Founder, Hong Kong Breast Cancer Foundation
September 2009
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Highlights of Breast Cancer Facts in Hong Kong 2008 Report

» Breast cancer becomes a leading cancer in women

since 1994 and is the fastest growing cancer in
incidence among women in Hong Kong. Hong Kong
tops Asia countries/cities in terms of crude and age-
standardized rates of breast cancer.

+ Median age at diagnosis of our subjects was 47.6

years in Hong Kong compared with 61 years in USA,
62 years in Australia and 50 years in Singapore.
According to Hong Kong Cancer Registry 2006
statistics, incident breast cancers were peak at age
40-59, accounting for about 60% of breast cancer
cases in 2006 (< age 40:11%; age 40-49: 33%; age
50-59:26%; age 60-69: 13%; age 70-79: 10%; > age
80: 7%).

+ Percentage distribution of risk factors among 1006

subject cohort in Hong Kong were summarized as
follows:

Risk factors Percentage of
occurrence (%)
Lack of exercise 74%
No breast feeding 64%
High stress level 40%
Use of oral contraceptives 38%
Overweight/ obese 34%
Nulliparious/ first childbirth 28%
>35 years of age
Early menarche (<12 years of age) 17%
Meat/dairy product rich 15%
Use of hormonal replacement 14%
therapy
Alcohol drinker 9%
Late menopause (>55 years of age) 8%
Smoker 4%

* Majority of our subjects (80%) were incidental self-
discovered, whereas 20% were detected through
breast screening modalities such as screening
mammogram, screening ultrasound, regular
clinical breast examination and regular breast self-

examination. Our figures were comparable to Asian
(87% in Singapore) and western counterparts (80% in
USA and 75% in Australia).

+ Median tumour sizes were 1.7 cm in screen-detected

and 2.2 cm in symptomatic cases in Hong Kong,
whereas median tumour sizes were 1.8 cm and 2.3 cm
among screen-detected cases and symptomatic cases
in Singapore.

+ According to American Joint Committee on Cancer

(AJCC) 2002 Cancer Staging Classification, the
distribution of overall cancer stage of our breast
cancer cases was:

Cancer stage Percentage distribution
Stage 0 15%
Stage | 34%
Stage 11 38%
Stage 111 12%
Stage IV 1%

Distribution of cancer stage among breast cancer
cases in Hong Kong were compared with the whites
reported in Surveillance Epidemiology and End
Results (SEER) Program in the US.

Breast Cancer Factsin SEER
Hong Kong 2008 Report (Whites)

Localized cancer 60% 62%
Regional cancer 24% 31%
Metastasized cancer 1% 4%
Unstaged - 3%
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+ Histological and molecular characteristics of invasive
breast cancers were tabulated and compared with
western figures:

Breast Cancer Facts in West
Hong Kong 2008 Report estern

Histological types

Ductal 82.7% 91%
(Canada)'

Lobular 5.3% 8%
(Canada)'

Others 12% 2%
(Canada)'

Molecular characteristics

ER+ 77% 69%
(Canada)'

PR+ 62% 46%
(Canada)'

HER2+ 19% 13%
(Canada)'

Ki67 index 50% -

>12-16%

ER- PR- HER2- 13% 16%
(Canada)’

Lymphovascular 39% 43% ]

invasion (Canada)

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

negative

*

Treatment methods:

*99.8% underwent surgical operation to remove
tumours.

* 71% were treated with radiation therapy.

* 58% were treated with endocrine therapy.

* Among invasive breast cancers, 71% were treated
with chemotherapy and 11% were treated with
targeted therapy.

Breast Cancer Facts
in Hong Kong ‘Western
2008 Report
Surgery 99.8% 98% (Canada)'
/98% (UK)’
Breast conserving 61% 44% (Canada)'/
surgery 72% (UK)’
Mastectomy 39% 55% (Canada)'/
26% (UK)’
Reconstruction among  26% 16.8% (USA)*
patients with
mastectomy
Radiotherapy 1% 81% (UKY’
Radiotherapy among ~ 22% 41% (Canada)'
patients with breast
conserving surgery
Radiotherapy to chest  11% 16% (Canada)'
wall & regional nodal
involvement among
patients with
mastectomy
Endocrine therapy  58% 83% (Australia)’
Chemotherapy 1% 78% (Australia)’

Targeted therapy 11% --
28.1% (USA)’

Alternative medicine 8%
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* Recurrence was observed in 8 cases (1.3%) of 625
patient cohort with mean follow up of 12.6 months.

Breast Cancer
Facts in
Hong Kong ‘Western figures
2008 Report
Recurrence 1.3% -
Local S-year local
recurrence 0.8% recurrence rates: 7%
(France)®
Distant S-year distant
metastasis 0.5% metastasis rate: 8.5%
(F rance)8
Death from 0% -
breast cancer
Death from o -
unrelated cause 0%

! Cheang MCU et al. INCI 2009; 101(10): 736-750

2 Carey LA et al. JAMA 2006; 295(21): 2492-2502

’ CancerStats- Breast Cancer-UK 2009 May

* Alderman AK et al. JAMA 2006; 295(4): 387-388

* Sotiriou C et al. PNAS 2003;100(18):10393-10398

¢ Cuncins-Hearn AV et al. ANZ J Surg 2006;76: 745-750
" Burstein HJ et al. NEJM 1999:340(22):1733-1739

¥ Touboul E et al. Int J Radiat Oncol Bio Phy 1999;43(1):25-38
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Introduction

Burden of female breast cancer worldwide

Breast cancer is the most common cancer among
women worldwide. In 2002, it was estimated more than
one million incident breast cancer emerged worldwide
where 636,000 incident cases occurred in developed
countries and 514,000 in developing countries.' Breast
cancer is also a leading cause of cancer deaths among
women; 373,000 women died of (14% of all cancer
deaths among women) breast cancer in 2002.>

Globally, incidence rates of breast cancer are higher
in North America and Western Europe, followed by
South America and Eastern Europe, and lowest in Asia
(Figure 1).** In recent years, the incidence of breast
cancer increase in many Asian countries at a more
rapid rate than in Western countries”® and becomes
the commonest female malignancy in many Asian
countries.” Among Asian countries, Hong Kong has the
highest incidence'® with crude incidence rate of 59.4
per 100 000 standard population as compared to 59.0 in
Singapore, 49.6 in Japan and 20.1 in China."™"

Female breast cancer in Hong Kong

In Hong Kong, breast cancer becomes a leading cancer
in women since 1994. According to Hong Kong Cancer
Statistics 2006 figures, crude incidence rate and age-
standardized rate of breast cancer were 72 and 52.1 per
100 000 standard population respectively (Figure 2),
there were 2,584 women diagnosed of breast cancer in
2006, accounting for 23.5% of all cancers in women,
and its incidence doubled in the 1990s, overtaking lung
cancer as the number one cancer affecting Hong Kong
women (Figure 3a)."

On average, more than 7 women were diagnosed
with breast cancer every day whereas 4 women were
diagnosed with lung cancer daily in 2006. Sixty percent
of breast cancer patients were in age 40-59, 10.5% of
patients below age 40 with the youngest patient below
20 years old. Cumulative lifetime risk of developing
breast cancer was 5% indicating 1 in every 20 women
stood a chance of developing breast cancer in lifetime
up to age 74. About 10% of female cancer deaths were
due to breast cancer during 2006, which ranked as third
major cause of cancer deaths in women (Figure 3b).

Crude incidence rate per 100,000

m<]34 wm<]87

<27.0 m<73.]1 m<]48.1

GLOBOCAN 2002, IARC

Age - Standardized incidence rate per 100,000

) 8

-

-

m<]95 m<259 <342 m<522 m<]0l.1

GLOBOCAN 2002, IARC

Figure 1. Crude and Age-standardized incidence rate of breast cancer (per 100,000)

Source: GLOBOCAN 2002
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Figure 3b. Top 10 cancers deaths in Hong Kong women, 2006
Source: Hong Kong Cancer Registry

As mentioned, breast cancer is the most common and
fastest growing cancer in numbers among women in
Hong Kong. Hong Kong tops Asian countries/cities in
this regard with one in 4 cancer cases in women being a
breast cancer case.

Paradoxically, very little is known about local breast
cancer picture. Breast cancer health care management
in Hong Kong is currently designed on western data
and information. No local, population-wide, breast
cancer specific information is available anywhere in the
territory. Without such information, which is stored in
Cancer Registries elsewhere in the world as the basis
for effective cancer control research & development,
Hong Kong cannot even start to identify risk factors,
disease/treatment trends etc so as to undertake further
research to come up with evidence-based local breast
cancer prevention and treatment options.

The Hong Kong Government operates a Hong Kong
Cancer Registry (HKCR) under the Hospital Authority
which focuses on incidence and mortality rates rather
than risk factors and disease or detection/treatment
trends. In this connection, a population-wide Hong
Kong Breast Cancer Registry (BCR) is of great
benefit to the community as it collects and captures
local data regarding breast cancer. The BCR captures
comprehensive information of local breast cancer cases
and look into various aspects of this fastest growing
cancer in women in Hong Kong in terms of prevalence
of risk factors, detection method, disease pattern and
treatment trends. Analyses and interpretation could
help doctors make more evidence-based decisions on
treatment management. Policy makers will have solid
local data to formulate policy on early detection and
effective control measures of the cancer. Moreover, it
could enhance public awareness of breast cancer and
facilitate the Government in formulating appropriate,
comprehensive healthcare policies to manage the
burden of breast cancer to the society in the long term.
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Overview of Hong Kong Breast Cancer Registry Activities

The success of HKBCR relies on participation of breast  Data introduction

(9]

cancer patients and support of healthcare professionals.
Since the inception in 2008, we first started collecting
data at private clinics and at the same time explored the
workflow collecting data at public hospitals.

Collaborating centers/doctors

The success of HKBCR also relies on the support of
healthcare professionals to facilitate the participation of
as many breast cancer patients as possible. They help in
making the Registry known to their patients and urging
them to participate by giving consent for the Registry
to capture their medical data. There are more than 100
specialists and experts in breast cancer field indicating
support to the Registry. Starting from 2009, HKBCR
also collects patient data in several public and private
hospitals, namely Princess Margaret Hospital, Prince
of Wales Hospital, United Christian Hospital and Hong
Kong Sanatorium & Hospital.

Participation of breast cancer patients

Currently, there are over 2000 breast cancer patients
participating in the Registry (Figure 4). Majority of the
participants are enrolled through private clinics.

450
400
350
300
250
200
150
100

50

415

Number of subjects in the Registry

0
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Year of diagnosis

Figure 4. Total number of subjects participated in the Hong Kong
Breast Cancer Registry by year of diagnosis

Over 200 data items are collected for each breast
cancer case including but not limited to risk factors,
diagnostic method, pathological and clinical data, types
of treatment, physical and psychological effects. A very
important component of the Registry is annual lifetime
follow-up on patient status. It allows us to not only
analyse clinical outcomes but also capture recurrence
and survival information.

Part 1:

Personal information:
- Detailed contact information, demographics (age,
race/ethnicity, household income etc)

Lifestyle factors:
- Smoking, alcohol use, exercise level, stress level

Past health:
- Weight, height, past breast health, history of tumor

Family history of breast cancer
- First / second degree relative etc

Reproductive history:
- Age at menarche, first delivery, menopause, use
of hormonal replacement therapy etc

Part 2:

Clinical characteristics
- Tumor location (right, left, bilateral)
- Node involvement

Diagnostic characteristics
- Diagnostic methods
- Staging methods

Histological & molecular characteristics
- Histological type
- Molecular characteristics (ER, PR, c-erbB2, etc)

Treatment related information
- Surgery

- Radiation therapy

- Chemotherapy

- Endocrine therapy

- Targeted therapy
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Part 2:

Follow up on patient status

- Recurrence (local/ distant)

- Metastasis

- Patient status (no evidence of disease, alive with
disease, death)

- Date of death

- Death from breast cancer/ death from unrelated
cause

The Registry is used to collect, manage and analyse
data on breast cancer cases. To ensure data quality,
the Registry staff, now consists a team of 3, are trained
to coordinate and collect medical data at sites. The
system is protected with security measure. The data are
validated, verified and analysed in aggregate. Patient
confidentiality is assured.

About this Report

A population-based breast cancer registry requires
patient participation from private clinics and public
hospitals. The dataset consisting of 1006 cases in this
Report was collected during the period from February
2008 - January 2009 upon the project commencement.
Over 95% of the breast cancer cases in this dataset
were collected from private clinics. In this connection,
the facts reported should be interpreted with special
attention. The data collection is a long drawn process.
With support and participation from various parties,
the Breast Cancer Registry shall be able to review an
overall picture of the breast cancer facts in Hong Kong
in the long run.
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-
Patient Demographics

Out of 1006 accessioned breast cancer patients, 1004
(99.8%) of the subjects were female, whereas 0.2%
were male. The major ethnic groups were Chinese
(97%), followed by Caucasian (2%) and other Asians
(1%) in this report.

With reference to other national cancer registries,
the median ages at diagnosis of breast cancer were
61 years in USA, 62 years in Australia and 50 years
in Singapore". In United Kingdom, 81% of cases
occurred in women aged 50 years and over, 50% of the
cases were diagnosed in the age group of 50-69.'°

The mean and median age at diagnosis of our subjects
were 48.9 and 47.6 years respectively (age range: 25.4
-101.4 years). About 69% of breast cancer patients
were aged 40-59, about 18% below aged 40 and only
13% aged 60 and over (Figure 5).

Regarding socio-demographic characteristics, 50% of
the subjects’ occupation were professionals or clerks,
30% were housewife, 5% were self-employed, only 4%
were workers and 11% were retired or unemployed.
In general, the subject cohort attained relatively higher
education level, with 88% attained secondary education
or above, only 12% of the subjects had educational
level below secondary school. Majority of the subjects
were in higher socioeconomic strata. Over 50% of the
subjects had monthly household income more than
$30,000 a month, and about 30% had their family
income between $10,000- $29,999 a month and less
than 10% had their family income below $10,000 a
month (Table 1).

Table 1. Occupation, educational level and monthly household
income

Age <30

Age 30-39

Age 40-49

Age 50-59

Age 60-69

Age 70-79

Age 80 or above

Relative percentage (%)

Figure 5. Percent distribution of age groups

Majority (73%) of the subjects were married, 17% did
not get married and 10% were widowed, divorced or
cohabitating (Figure 0).

® Never married

® Married

= Widowed

= Divorced/ cohabitating

Figure 6. Marital status

Occupation
Professional 17%
Clerical 33%
Housewife 30%
Self-employed 5%
Non-clerical/ Labor 4%
Retired/ Unemployed 11%

Educational level

No schooling/ Kindergarten 1%
Primary school 11%
Secondary school 60%
Matriculation or above 28%

Monthly household income

<$10,000 9%
$10,000-29,999 33%
>$30,000 58%




N~

w A itat B

W RY1006 4 20Em A - 1004 (99.8%) A
Bt BRTHY0. 2% A - EEAVRER SRR
97%) - HRBEAEA (2%) KHEAMERE (1%) -

SR FAEE R - 8B ~ M B HT N
YRR PLIE RS B rh 2B R 6 15% ~ 62)5% Bt 50
B o UTESERR o 81 %Y PLIRE A R LEAES ORI L
%E’Jfﬁﬁ Er b o BT TUSHERS (I S i /- T-50-69

BATAO 20 HIRERS T B 2R 3 OB vh (7 B 53 i
48. 95 K AT 658 (EBAHEIE : 25.4 —-101.45%) -
FI69% LI AR T F40ZE 59558 » #J18%55405%
LUF » HERN3%E60mERLLE ([&5) -

m 30U
m 30-397%
= 40-497%
m 50-595%
m 60-695%
u 70-7955%
= B0kl b

5. B
KBty (73%) HIBMECH, 17REBRAE10%5
T~ EEEE R (E)

LIPS
m O
=
w e/

6. B

WEZET71 > 50% YN f5 8 5 A s sk A
B~ 30%m AR £t ~ S E AL ~ 4%FEIEX
I - A TR R REEA L - B E - 200
HEBEBE KT » Hf 885 E f sk L
b HB125BE KFRE/NEBHLIT o K
13 28 N5 RSB 6 1 TR £ - S5 0% & Y47
HZREANERS $30,000L0E - #930%9%E A ALE
$10,000% $29,999. 2 - 8% TV HR10%1Y%)E H
AV $10,000 (1) o

K1 BNENISE ~ B EKTRIESTFSIEA L]

Pl E bt (%)
TRk
HEAL 17%
S 33%
H It A It 30%
gL 5%
SN/ 45T 4%
BIK/ Fe2 11%
HHKE
RZHE/ YR 1%
JNER 11%
gt 60%
KEELL 28%
FKEEH A
<810,000 9%
$10,000-29,999 33%
>$30,000 58%

[2][6]



-

As tabulated in Table 2, the subjects resided in different
districts throughout the territory: Hong Kong Island
(38%), Kowloon (27%) and New Territories (35%).

Table 2. Residence districts of the subjects

Relative percentage (%)

Hong Kong Island
Southern 6%
Central and Western 9%
Wan Chai 5%
Eastern 16%
Islands 2%

Kowloon
Kwun Tong 5%
Wong Tai Sin 4%
Yau Tsim Mong 5%
Sham Shui Po 4%
Kowloon City 9%

New Territories
Kwai Tsing 3%
Tsuen Wan 5%
Sai Kung 6%
Tai Po 3%
Sha Tin 9%
Yuen Long 4%
Tuen Mun 3%
North 2%
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-
Lifestyle

Smoking and alcoholic drinking habits

There are lack of evidences'”"” to suggest smoking

increases risk of breast cancer, however, not smoking
cigarette and avoiding exposure to secondhand smoke
have multiple health benefits. Most report revealed
alcohol consumption to be consistently associated with
increased breast cancer risk."””' In a meta-analysis
study, the relative risk of breast cancer was increased
by 7% for each additional 10g per day of alcohol
consumed on a daily basis."

Majority of the subjects were non-smokers, only 4% of
the subjects had smoking habit. For those subjects who
ever smoked consumed about 5 cigarette packs per
week and on average smoked for 18.2 months. Also,
the prevalence of alcohol consumption was relatively
lower in our patient cohort as compared to the western
countries.”** About 9% of the subjects were alcohol
drinkers. On average, the subjects consumed about 6
glasses of alcohol per week and drank for 15.2 months

(Figure 7).

100%
90%
80%

70% 96% 91%
60%
50%
40%
30% B Yes

Percentage of subjects

20%

10%
0.__—__

Smoker Alcoholic drinker

Figure 7. Smoking and alcoholic drinking habits

Previous dietary habit

A number of studies have reported mixed findings on
dietary habit and its relation to increased risk of breast
cancer.””” In recent years, an epidemiologic study
indicated western diet (i.e. meat-sweet pattern diet)
increases breast cancer risk in postmenopausal Chinese

women.”®

More than 70% of the subjects claimed to have
balanced diets at the time of diagnosis of breast cancer.
15% of the subjects were vegetarian or had vegetable
rich diet, whereas 12% of the subjects had meat rich
diet habit, while 3% of the subjects had dairy product
rich diet (Figure 8).

3%

Vegetable rich
Vegetarian
Balanced diet
Meat rich

Dairy product rich

Figure 8. Previous dietary habit

Previous physical activity

Some studies showed greater level of physical activity
in women had protective effect of development of
breast cancer in women.””’

In the subject cohort, 15% of the subjects did not
practise any exercise at all. Almost 60% of the subjects
undertook exercise less than 3 hours per week and only
26% had exercise 3 hours or more per week (Figure 9).

| Never
m <3 hours per week

® >3 hours per week

Figure 9. Previous physical activity
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Previous stress level

Before breast cancer was diagnosed, 40% of the
subjects perceived high level of stress, whilst 38% and
22% of the subjects perceived moderate and low stress
levels respectively (Figure 10).

m Low
® Moderate
®m High

Figure 10. Previous stress level perceived



JAREES IR

FE R PURAT - 7405 B0 78 A5 R 205 IR
7'7)’ 3% I E rh L IR ) Ko 220 KR FN WS G R /7 (el
10) °

LR
m i
=

FE10. AHTHET A






‘I’ ealth Background
AR IR




-
Health Background

Body Mass Index / Obesity

About one-third of the subjects were overweight
(BMI=23.0-24.9) or obese (BMI>25). More than 50%
of the subjects had ideal body weight (BMI=18.5-22.9)
and 11% of the subjects were underweight (BMI<18.5)
(Figure 11).

B Underweight
® Normal
m Overweight

W Obese

Figure 11. Body mass index (BMI) of the subjects

Obesity or overweight after menopause

Obesity or overweight was observed in 44% of
postmenopausal women compared to 27% in
premenopausal women (Figure 12).

70%
60% 59% B Premenopausal women

509 50% B Postmenopausal women
0

40%

30%

Percentage of subjects

20%

10%

0 Underweight ~ Normal  Overweight Obese

Figure 12. Obese or overweight by menopausal status

Bra size and cup size

Twenty-eight percent of the subjects had bra size of 32
inches or smaller (Figure 13). Among them, majority of
the subjects (94%) had either cup A or B. For those with
bra size of 34 inches and over, 75% of them had either
cup A or B (Figure 14).

40%-1
35%

35%

30%
25%-1
20%-1
15% A
10% 4

5%+

Percentage of subjects

0
30/65 32/70 34/75 36/80 38/85 40/90 42/95
Bra size (inch/cm)

Figure 13. Bra size of the subjects

100%) 94% mCupAorB
90%-
80%1 75%
70%
60%1
50%-1
40%
30%-
20%
10% A

u Cup C or above

Percentage of subjects

25%

<32 inches >32 inches

Figure 14. Bra size and cup size of the subjects

Significant past health and history of previous
breast disease or tumours

Sixty-three percent enjoyed good past health. Twenty
five percent of the subjects had history of tumours,
among which 37% were malignant tumours. The
majority of malignant tumours were breast cancer
(20%), followed by thyroid cancer(5%), tongue
cancer(1%), stomach cancer(1%), nasopharyneal
carcinoma(1%), ovary cancer(1%), colon cancer(1%),
lymphoma(1%), medullary cancer(1%) and
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unreported(68%). Other previous breast diseases
were reported in 17% of the subjects; the types of
other previous breast diseases were fibroadenoma
(33%), fibrocystic disease(5%), papilloma(3%),
papillomatosis(1%), atypia(2%), other benign
tumours(10%) and unreported(48%) (Table 3).

Family history of breast cancer

Study showed a woman with one affected first-degree
relative (mother or sister) has two-fold the risk of breast
cancer of a woman with no family history of the disease.
The risk will further elevate if two or more relatives are
affected.” ™

Almost one-fifth of the subjects reported having family
members affected by breast cancer. Among these, 74%
were first degree relatives including mother or sister but
no father or brother (Table 3).

Table 3. Past health information of the subjects

Relative Percentage (%)

Significant past health

Good past health 63%

Minor problem 34%

Major problem 3%
History of tumours

Yes 25%

No 75%

Type of previous malignant tumours

Breast cancer 20%
Thyroid cancer 5%
Tongue cancer 1%
Stomach cancer 1%
Nasopharyneal carcinoma 1%
Ovary cancer 1%
Colon cancer 1%
Lymphoma 1%
Medullary cancer 1%
Unreported 68%

Type of other previous breast disease*

Fiboadenoma 33%
Fibocystic disease 5%
Papilloma 3%
Papillomatosis 1%
Atypia 2%
Other benign tumour 10%
Unreported 48%

Family history of breast cancer

No 81%

Yes* 19%
Mother 30%
Sister 44%
Father 0%
Brother 0%
Maternal side (non FDR) 21%
Paternal side (non FDR) 12%

Note: * = percentages add to more than 100% because respondents could be
checked more than one response
non FDR: non First degree relative

Age at menarche

Early menarche is a known risk factor for breast
cancer.”* With reference to the established cut-off for
age at menarche®, early menarche was defined as <12
years of age, whereas average or late menarche was
defined as 12 years or older. In our subject cohort, the
median age at menarche was 13 years and the earliest
age was 8 years. Using 12 years of age as cut-off age
for increased risk of breast cancer, 17% of the subjects
had early menarche, whereas 83% had menarche

started at 12 years and older (Figure 15).

Previous breast disease
Yes 17%
No 83%

90% 83%

80%
g 70%
£ 0%
S 50%
& 40%
5 30%
E 20% 17%

10%

0-
<12 years old > 12 years old
Age at menarche

Figure 15. Percentage of the subjects with early menarche
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Age at menopause

Late menopause increases the risk of breast cancer.®
Women of the same age and childbearing have a
lower risk of breast cancer when they are menopaused
compared to those who are still menstruating.”’

The median age at menopause was 50 years in this
cohort, with age range from 34 to 60 years. Using
55 years of age as cut-off for increased risk of breast
cancer, 8% of the subject had late menopause (Figure
16). Forty-four percent of the subjects aged 55 or below
had menopause induced by surgery or drugs whereas
23% of the subjects above aged 55 had menopause
induced by surgery or drugs (Figure 17).

100% 00,
90% 1
80%-
70%1
60%1
50% 1
40%
30%
20% 1
10% 8%

04

Percentage of subjects

<55 years old > 55 years old

Age at menopause

Reproductive history
Age at first live birth and number of live births

Late age at first full-term birth is also a well-known
elevated risk for breast cancer.*** It is well known that
pregnancy induces the differentiation of breast tissue,
which results in a long-term reduction in breast cancer
risk, particularly among women who have completed
their full-term pregnancy.” Increasing number of
livebirths has been found to be associated with
reduction of risk for breast cancer.”

Twenty-one percent of the women were nulliparous.
Seventy-two percent of the subjects gave first live birth at
younger age (<35 years old), whereas 7% gave first live
birth at older age (>35 years old) (Figure 18).

Figure 16. Percentage distribution of the subjects with late
menopause

0/ —
90% = Natural menopause

80% = Menopause induced by
70% surgery or drugs
60% 56%

77%

50%7
40% -
30%-
20%+

Percentage of subjects

<55 year > 55 years old

Age at menopause

Figure 17. Percentage distribution of the types of menopause
among menopausal women

80%
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50%
40%
30% -

20%
10% 7%
0 I

Nullparity First live birth < First live birth >
35 years old 35 years old and over

72%

Percentage of subjects

Age at first live birth

Figure 18. Nullparity and reproductive age of the subjects

The median number of childbirths was 2 for those
women with first live birth before age of 35 compared
to median of 1 childbirth for those who gave first live
birth at age 35 and older (Figure 19).

B First live birth before 35 years of age

80% B First live birth at 35 years of age and over
70%
60%
50%
40%
30%
20%
10%

0

Percentage of subjects

Number of childbearing

Figure 19. First live birth age by number of child bearing
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Breast Feeding Use of hormone replacement therapy (HRT)

Thirty-six percent of the subjects had breast feeding
with mean duration of 5.3 months (Figure 20) .

B No Breast feeding

B Breast feeding

Figure 20. Breast feeding

Use of oral contraceptives

The use of oral contraceptives (OC) as exogenous
hormones is shown to be related to increased risk of
breast cancer in current and recent users, but the excess
risk is insignificant after stopping use for 10 years or
more.”’

The use of OC was reported in 38% of the subjects
with a mean duration of 8.7 years (16% OC use for <5
years; 12% OC use for 5-10 years and 10% OC use for
> 10 years), whereas 62% was non-users (Figure 21).

® Non-user

m OC user (<S5 years)
m OC user (5-10 years)
m OC user (>10 years)

Figure 21. Use of oral contraceptives (OC)

Both Women's Health Initiatives (WHI) in the United
States and the Million Women Study in United
Kingdom conducted in 2001 showed increased risk of
breast cancer with HRT users compared to non-users
by 1- to 2-fold. Subsequent to the WHI study, HRT user
in US dropped from 61 million to 21 million, and in the
following year, breast cancer incidence dropped for the
first time in the last 3 decades by 6.7%."'™*

An international collaborative study has shown that
prolonged use of HRT is associated with increase in
breast cancer risk. The relative risk was increased by
35% for women who had used HRT for 5 years or
longer compared to the non-user group.”” However, the
prevalence of the use of HRT may vary from country
to country. In Singapore only about 6% of women were

on HRT compared with 21% of women in Sweden***

Use of HRT after menopause was reported in 14% of
the subjects (Figure 22) with mean duration of HRT use
of 3.5 years.

® Non-user
® HRT user (<5 years)
® HRT user (=5 years)

Figure 22. Use of hormone replacement therapy (HRT)
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.
Clinical Characteristics

With reference to the figures from some international
cancer registries, symptomatic patients were reported in
80% of women in USA , 75% in Australia and 87% in
Singapore.*™*

Eighty percent of our subjects were incidental self-
discovery of breast cancer whilst 20% detected breast
cancer through screening examinations, either by
mammography screening, breast ultrasound regular
clinical breast examination; breast self examination or
other breast screening modalities (Figure 23).

3% 1%

4%
m Incidental self-discovery

® Mammography screening
® Breast ultrasound

m Clinical breast examination

B Regular breast self-
examination

Figure 23. Mode of first breast cancer detection

Among those subjects who were incidental self-
discovery of breast cancer, 91% had breast lump,
5% nipple discharge, 3% pain, 2% nipple retraction,
1% asymmetry and 1% other symptoms such as
breast discomfort and chest pain at their first clinical
consultation (Figure 24).

Lump

91%
Nipple discharge [l 5%
Pain |i] 3%
Nipple retraction [] 2%
Asymmetry |1%

Other symptoms | 1%

0 20% 40% 60% 80% 100%
Percentage of subjects

Figure 24. . Major presenting symptoms among those subjects
who were incidental self-discovery of breast cancer

Note: * = precentages added to more than 100% becasue
more than one response could be checked

Median tumour sizes were 1.7cm in screen-detected
and 2.2cm in symptomatic cases in Hong Kong,
whereas median tumour sizes were 1.8cm and 2.3cm
among screen-detected cases and symptomatic cases in
Singapore.

Prolonged patient delay (defined as the interval
between first detection of symptom and first medical
consultation greater than 12 weeks)* is associated with
advanced staging and poorer outcome.”

On average, the subjects sought medical consultation 4
months after the appearance of presenting symptoms.
More than 80% sought medical consultation within 3
months of onset of symptoms, 10% sought medical
consultation 4 to12 months after onset of symptoms and
6% sought medical consultation after 1 year of onset of
symptoms (Figure 25).

m <] mon
H 1-3 mon
¥ 4-6 mon
H 7-12 mon

® >12 mon

Figure 25. Number of months to seek for medical consultation
since onset of symptoms
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Overall Cancer Characteristics

Regarding laterality of breast cancer, cancer occurred
in right breast only (49%) patients, in left breast only
(48%) and bilateral breasts (3%) (Figure 26). Out of
27 bilateral cases, 85% were synchronous tumours
(diagnosed simultaneously or <6 months apart) and
15% were metachronous tumours.

3%

B Left breast
B Right breast

¥ Bilateral breasts

Figure 26. Laterality of breast cancers

Breast cancer occurred in the locations of upper outer
quadrant (48%), upper inner quadrant (20%), lower
outer quadrant (15%), central (11%) and lower inner
quadrant (9%) (Figure 27).

Figure 27. Location of breast cancers
Note: * = percentages add to more than 100% because more
than one response could be checked

A number of imaging and cytohistological examinations
were used to confirm the diagnosis of breast cancer.
These included diagnostic mammography, breast
ultrasound, magnetic resonance imaging (MRI), fine
needle aspiration (FNA), core needle biopsy (CNB) or
excisional biopsy (Tables 4-5).

Table 4. Diagnostic results of mammography, breast
ultrasound and magnetic resonance imaging (MRI)

Diagnostic method Mammogram: Ultrasound ;: MRI
Total no. 979 963 96
Normal (BI-RADS 1) § 113 (12%) 33 (3%) 1 (1%)
Benign (BI-RADS 2) i 112 (11%) 45 (5%) 2 (2%)

g?ggilly)ge;)ign 136 (14%) 143 (15%) 2 (2%)
(héfflthnglslaﬁ) 367(38%) | 405 (42%) }28(29%)
PO T L
?g?%ﬁ%‘é ; f)naﬁg“am 238 (24%) | 325(34%) | 60(63%)

BI-RADS: Breast Imaging Reporting And Data System

Table 5. Diagnostic results of fine needle aspiration (FNA),
core needle biopsy (CNB) and excisional biopsy

Diagnostic method FNA CNB E);?(i)s;:;lal
Total no. 601 396 112
Scanty benign (ClassI) i 6(1%) 0(0%) -
Benign (Class II) 31 (5%) 3(1%) -

Atypical (Class III) 50 (8%) 6(2%) -

Suspicious (Class IV)  $156 (26%): 20 (5%) 1 (1%)

Diagnostic / malignant 358 367 111
Class V (60%) (92.7%) (99%)

FNA: Fine needle aspiration; CNB: Core needle biopsy
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Diagnostic mammography was used in 98% of cases.
Thirteen percent of the subjects had normal findings.
Abnormalities detected included microcalcifications
(48%), followed by opacity (27%), architectural
distortion (11%), asymmetric density (8%) and other
findings (7%) such as skin thickening and lymph node
metastasis (Figure 28).

Negative finding
Mircocalcifications 48%
Opacity

Architectural distortion

Asymmetric density

Other findings 7%

0 10%  20% 30% 40% 50% 60%

Percentage of subjects

Figure 28. Mammographic findings
Note: * = percentages add to more than 100% because more
than one response could be checked

Heterogeneous or extreme dense breast were found in
75% of the subjects (Figure 29).

u Fatty
B Scattered density
= Heterogeneous density

B Extreme density

Figure 29. Breast density

Figure 30 showed the common staging methods
which were used to determine the extent of cancer
spread. Most of the subjects (73%) had chest x-ray
and ultrasound abdomen, 23% PET scan, 3.5% either
chest x-ray or ultrasound abdomen, 0.5% MRI whole
bodyand 0.1% CT thorax, CT abdomen and bone scan
as their staging methods.

2z 80%] 732%

8 70%

£ 60%

L 50%

S 40%

2 30% 22.8%

§ 20% )

g 1 e’ 05%  01%

=] g B2 9> =}

22 5§ £%% 2% E§
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s £ 55 2 B2
O = O

Type of staging methods

Figure 30. Type of staging methods

Note:  CXR + USG abd: Chest X-ray + Ultrasound abdomen
CXR only / USG abd only: Chest X-ray only / Ultrasound
abdomen only
MRI whole body: Magnetic resonance imaging whole body
CTT + CTA + bone scan: CT Thorax + CT Abdomen +
bone scan

Overall cancer stage

From Surveillance Epidemiology and End Results
(SEER) program, stage distribution among the Whites
for localized, regional and metastasized cancers
were 62%, 31% and 4% respectively while 3% were
unstaged.”’ The figure from Sweden Cancer Registry
reported more local cancers than that from Singaporean
Cancer Registry (82% versus 53%) during 1990-1999."

The distribution of cancer stage in the subject cohort
was: stage 0 (15%), stage I (34%), stage ITA (26%),
stage 1IB (12%), stage 111 (12%) and stage 1V (1%)
(Figure 31). Among the cancers with advanced stage,
6% of cancers metastasized to other organs such as
bone, liver and lung (1 patient), bone and liver (1
patient), bone only (2 patients), lung only (1 patient),
liver only (1 patient) and thyroid only (1 patient).

1%

B Stage 0
® Stage |
B Stage [IA
B Stage IIB
B Stage I11
= Stage IV

Figure 31. Overall cancer stage



98 E B IR HITEPL B O - 13%HIAL XL
ERAB LR - AEE IR RSP
2 (48%) ~ NEWIG (27%) ~ KiREHE (11%) ~
FEEBVERRE (8%) RILERgEsl (%) - WHEHE
R RO R (fE(28) -

Btk
5 L
Ti5]
b
JEBRRTERAY

Hfth g3 7

0 10%  20%  30%  40%  50% 60%
BIE A Ei i i

28, FLIZOLEGH IR BT R
it —Eﬁiﬂgﬂffgf‘ EEFE - AL FT AR
100%

HRYRIE 2980 > 75%m ARYEL A % P 13 B8 T 5k
MR 2 -

= IS
= B
= [
. IS

[#29. 7L7HE

[ 30471 i £ BRI H AL =X - FIREE
SERERIAIPRALIG L - AR  (78%) L fiRX
SR ME TR I (F RS 2Ll - 23%RY S &
(o IR B - A e 3. 5%l Ak X e sk =T
REERIE + 0. 5%l 2 Bl ) 3% - DURO. 1A
Mg P -l ~ VS 4 ol B e A
LRI -

% 80% 73.2%
o 70%
= 60%
Hi  50%
fﬁ&i 40%
30% 22.8%
[
0 I Wt 0.5 0%
I5 g ik 4 [ S = -1 ]
S £ B s E0 8
it X T i X W WSS
Bk W BR )] dirr
e B i Pk Els fdat
fifi i
EZ‘
B ER UG

130, ZRIALAEHIEN 772

el Rt

REBE TR ~ 3R AT 9 B R d A RS AT 1
(SEER) - F1 AR 2L SO0 7 17 155 6 2 i e 1T Je5
LR - 3L IR 2 205 Sk AR - 4%
FEPER R S E - ESEAHEE - B
BELAGE - B HATE 7 R PR Y BLPREE - 19902
199948 Hu iy eSS R i (R 2 - RTINS AiE &
JERATECERTIES S (82%E053%) » ©°

SINE ARREE B iFs : 25011 (15%) ~ S5 14
(34%) ~ SETTAI (26%) ~ ZETIBHA (12%) ~ 8111
W (12%) - RERTVI (1%) © FEMRIIE R - 6%
TR A R LS E A~ TFPREE (1449
AN) -~ BT (A A) ~ B CRRA) i
*Eiﬁ) (R A) ~ . (LR ) BRI (149

0
T
=S TA
= 5 TBIY
= N
= RV

F31. AL

[51[4]



=

-

Cancer characteristics of invasive breast cancer

In 2002 Singapore has introduced a nation-wide
mammographic screening program- BreastScreen
Singapore, the clinical details showed the median size of
lesions were smaller in screen-detected cancers compared
to symptomatic cancers (18mm vs. 23mm).*

In our patient cohort, invasive breast cancer accounted
for 85% of all breast cancer cases. More than 80% of
invasive breast cancers were early stage, only 15% were
advanced stage. The median and mean sizes of invasive
breast cancer were 1.8 cm and 2.2cm respectively (range:
0.01-20.1 cm). More than 50% had invasive tumours of
2 cm or below, 40% with tumour size between 2.01-5 cm
and 4% with tumour size of 5 cm and over (Figure 32).

60% 56%

50%
£ 40%
2 40% :
B
5 30%
L
g 20%
= o
z 10%
& ’ 4%

0 |
<2.00 cm 2.01-5.00 cm >5.00 cm
Size of invasive breast cancer

Figure 32. Size of invasive breast cancers

Ninety-two percent of invasive breast cancer cases
underwent sentinel lymph node biopsy or axillary
dissection to detect lymph node involvement. Nodal status
was negative in 60% of the patients, 28% had 1-3 positive
lymph nodes, 8% had 4-9 positive lymph nodes and 4%
had more than10 positive lymph nodes (Figure 33).

70%
60%
60% 1

3 50%1
2 40%-
LS 0,
S 30%:1 28%
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2 20%1
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o
- L
0 1-3 49 10-19  20-29

Number of positive lymph nodes

Figure 33. Number of nodes positive in invasive breast cancer patients

Cancer characteristics of in situ breast cancer
only

Among all breast cancers, 15% had carcinoma in
situ only. Amongst them, 4% only had lymph node
involvement. The median and mean sizes of in situ
breast cancer were 2.0 cm and 2.5 cm respectively
(range: 0.2-9.0 cm). Fifty-four percent of patients had
in situ tumours below 2.0 cm, 39% between 2.01-5 cm
and 7% 5 cm and over (Figure 34).
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Figure 34. Size of in situ breast cancers only
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Histological and Molecular Characteristics

Invasive breast cancer Relative percentage (%)

Table 6 depicted the histological types of invasive Multifocality
breast cancer. The 5 most common histological types Yes 19%

of invasive breast cancer were ductal (82.7%), lobular No 81%
(5.3%), mucinous (3.4%), microinvasive (1.8%), mixed
ductal & lobular (1.5%) and tubular (1.3%). Number of foci

2 51%
Grade 3 invasive breast cancer was found in 47% of the 3-4 33%
cases . Lymphovascular invasion was found in 39% of 25 16%
invasive breast cancer. Nineteen percent of the subjects
had more than one invasive breast tumours and 5% Multicentricity
of the subjects had tumours involving more than one Yes 5%
quadrant of the breast. No 95%

Table 6. Histological type, grading, multifocality and Number of quadrants

multicentricity of invasive breast cancer 2 81%
3 17%
Relative percentage (%) 4 2%
Histological type
Ductal 82.7% Molecular characteristics of breast cancer may provide
Lobular 5.3% crucial information for clinicians to decide appropriate
Mucinous (colloid) 3.4% treatment for breast cancer patients.
Microinvasive 1.8%
Mixed ductal & lobular 1.5% Positive results of estrogen receptor (ER+) or
Tubular 1.3% progesterone receptor (PR+) biomarker tests indicate
Borderline/ malignant 0.9% cancer may respond well to hormone treatment.
phyllodes Overexpression of c-ertbB2 (HER2+) indicates cancer
Medullary 0.9% may respond well to targeted therapy against HER
Papillary 0.6% 1&2. High level of Ki-67 index indicates a highly
Micropapillary 0.6% proliferative cancer.
Paget's disease of nipple 0.1%
Cribiform carcinoma 0.3% Table 7 and Table 8§ summarized molecular
Neuroendocrine carcinoma 0.2% characteristics of breast cancer including estrogen
Adenoid cystic carcinoma 0.2% receptor (ER), progesterone receptor (PR), c-erbB2 and
Inflammatory 0.1% Ki-67 index for invasive breast cancer cases.
Metaplastic carcinoma 0.1%
Grading
1 16%
2 37%
3 47%

Lymphovascular invasion
Yes 39%
No 61%

[5][9]
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Table 7. Molecular characteristics of invasive breast cancer

Positive Negative

Estrogen Receptor (ER) 77% 23%
Progesterone Receptor (PR)  62% 38%
c-erbB2 19% 81%

<12% 12-50% >50%

Ki67 index 50% 38% 12%

Table 8. Characteristics of molecular subtypes of estrogen
receptor, progesterone receptor and HER2 receptor in the
patients of invasive breast cancer

Relative percentage(%)

ER+PR+HER2+ 6%
ER+PR+HER2- 55%
ER+PR-HER2+ 4%
ER+PR-HER2- 12%
ER-PR+HER2+ 1%
ER-PR+HER2- 1%
ER-PR-HER2+ 8%
ER-PR-HER2- 13%

ER+: estrogen receptor positive; ER-: estrogen receptor negative;

PR+: progesterone receptor positive;, PR-: progesterone receptor negative
HER2+: human epidermal growth factor receptor 2 positive; HER2-: human
epidermal growth factor receptor 2 negative

In situ breast cancer only

[6][1]

Table 9 depicted the histological type of in situ breast
cancer only. The most common histological type of
in situ breast cancer was ductal (95.5%), followed by
papillary (2.6%), lobular (1.3%) and Paget's disease
of nipple (0.6%). In situ breast cancer of high nuclear
grade was found in 45% of the cases. Ten percent of
the subjects had more than one focus of cancer and 3%
of the subjects had tumours involved more than one
quadrant of the breast. Microcalcification was present
in 59% of in situ cancers only (Figure 35).

Table 9. Histological type, grade, multifocality and
multicentricity of in situ breast cancer only

Relative percentage (%)

Histological type

Ductal 95.5%

Papillary 2.6%

Lobular 1.3%

Paget's disease of nipple 0.6%
Necrosis

Yes 70%

No 30%
Nuclear Grade

Low 18%

Intermediate 37%

High 45%
Multifocality

Yes 10%

No 90%
Number of foci

2 75%

3 17%

4 8%
Multicentricity

Yes 3%

No 97%
Number of quadrants

2 75%

3 25%
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Figure 35. Mammographic findings of in situ breast cancer

only

Note: * = percentages add to more than 100% because more

than one response could be checked

Table 10 summarized the molecular characteristics

including estrogen receptor, progesterone receptor,
c-erbB2 and Ki67 index for in situ breast cancers only.

Table 10. Molecular characteristics of in situ breast cancer

only

Positive Negative

Estrogen Receptor (ER) 77% 23%
Progesterone Receptor (PR)  67% 33%

c-erbB2 33% 67%
<I12%  12-50% >50%
Ki67 index 63% 34% 3%
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Treatment Methods

Breast cancer surgery

[61[7]

Almost all breast cancer patients (99.6%) underwent
surgical operation to remove tumours (Figure 36).
Sixty-one percent of the patients had breast conserving
treatment whilst 39% had total mastectomy. Among the
mastectomy group, 26% of the subjects had immediate
breast reconstruction (Table 11).

Irrespective of the type of breast surgery (lumpectomy
or mastectomy), removal of lymph nodes from axilla
of the affected side helped to determine whether
the disease has spread beyond the breast. However,
removal of lymph nodes may result in lymphoedema.
In recent years, sentinel node biopsy was developed
to determine axillary involvement in early breast
cancer with clinically negative axilla. If sentinel nodes
were positive, the standard treatment was to perform
level I & II axillary dissection. If sentinel nodes were
negative, patient can be spared further axillary surgery,
thereby reducing the risk of lymphoedema. For patients
with involved axillary node on clinical examination,
conventional axillary dissection was performed.

Table 11. Types of surgical operation in breast cancer patients

Relative percentage (%)

Breast conserving surgery

Yes 61%

No 39%
Mastectomy

Yes 39%

No 61%

Reconstruction among
mastectomy group

0.4%

m No surgery

B Surgery

Yes 26%
No 74%
Nodal surgery
Yes 86%
No 14%
Type of nodal surgery
Sentinel node biopsy 60%
Sentinel node biopsy & 18%
axillary dissection
Acxillary dissection 22%

Table 36. Percentage of the subjects undergone surgical

operations
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Radiation therapy

Radiation therapy was performed in 71% of the
cases (Figure 37). Figure 38 depicted the percentage
distribution of radiated regions. These included
22% of the subjects with breast conserving surgery
to the affected breast and 11% of the subjects with
mastectomy either to chest wall, supraclavicular fossa
(SCF), internal mammary chain (IMC) or axilla.

m Radiation therapy
® No radiation therapy

Figure 37. Percentage of the subjects receiving radiation
therapy
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Figure 38. Radiated regions

Note: * = percentages add to more than 100% because more
than one response could be checked

SCF': supraclavicular fossa

IMC: internal mammary chain

Chemotherapy

Chemotherapy was a form of systemic therapy to
reduce risk of recurrence in subjects with breast cancer
for curative intent, or as therapeutic measure in de
novo metastatic cancer. More than 70% of invasive
breast cancer cases underwent chemotherapy. (Figure
39). The used chemotherapy regimen included: AC+T
(33%), FAC/ FEC (19%), AC (19%), TC/DC (15%),
FEC+T (3%), CMF (1%) and TAC (1%) and others
(9%) (Figure 40).

® No chemotherapy
B Adjuvant chemotherapy

= Neoadjuvant chemotherapy

Figure 39. Percentage of invasive breast cancer patients on
chemotherapy
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Figure 40. Regimen of chemotherapy
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Endocrine therapy

Endocrine therapy was a form of systemic therapy
targeted at hormone responsive tumours. Figure 41
showed 58% of the subjects underwent endocrine
therapy. Endocrine therapy was used in 65% of
invasive cancer as treatment modalities and in 18% of
in situ cancer only as chemopreventive measure.

B No endocrine therapy

B Endocrine therapy

Figure 41. Percentage of the subjects on endocrine therapy

The most common drug used for endocrine therapy
was Tamoxifen (77%), followed by aromatase
inhibitor (17%), medical ovarian suppression (1%) and
unreported (6%). Other forms of endocrine therapy
including ovarian irradiation (0%) and oophorectomy
(0%) was not reported (Figure 42).
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Figure 42. Forms of endocrine therapy
Note: * = percentages add to more than 100% because more
than one response could be checked

Targeted therapy

Targeted cancer therapy was a form of treatments
that targeted specific processes of cancer cell growth,
division and lifecycle or, in some cases, the blood
vessels nourishing a tumour.

About 11% of invasive cancer was treated with targeted
therapy (Figure 43).

m No targeted therapy
m Targeted therapy

Figure 43. Percentage of invasive breast cancers treated with
targeted therapy

Among those receiving targeted therapy, all (100%)
used trastuzamab as their first line drug in targeted
therapy (Figure 44).

100% 100%
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50%
40%
30%
20%
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0% 0%

trastuzamab lapatinib bevacizumab

Figure 44. Types of targeted therapy drug used for patients
with invasive cancer
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Alternative medicine management

Apart from conventional western medical management
for breast cancer, some patients may include
complementary medicine, for example, herbal medicine
or taking health pills in their fight against breast cancer.

Less than 10% of the subjects took alternative medicine
(Figure 45). Among them, 89% took Chinese medicine
whilst 16% took health pills as complementary
medicine to uplift their health status (Figure 46).

B No alternative medicine

B Alternative medicine

Figure 45. Percentage of the subjects on alternative medicine
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Figure 46. Types of alternative medicine
Note:* = percentages add to more than 100% because more
than one response could be checked
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Patient Status

A total of 625 breast cancer patients were followed
up with a mean follow up of 12.6 months (range:
0.1-89.0). No mortality occurred among the patient
cohort, however 8 cases (1.3%) were recorded to have
recurrence (Table 12).

Table 12. Follow up of 625 subjects

Relative percentage (%)

Total number of follow up cases 625
Mean follow-up period 12.6 months
Median follow-up period 12.0 months
Range (months) 0.1-89 months
Recurrence 8 (1.3%)
Local recurrence 5(0.8%)
Distant metastasis 3 (0.5%)
Death from breast cancer 0 (0%)
Death from unrelated cause 0 (0%)
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SUBSCRIPTION FORM FOR
Breast Cancer Facts in Hong Kong 2008 Report (Report)

Al Rl E R FLIAED2008% S (Vi)

To: Hong Kong Breast Cancer Foundation — FFiEFLIFRE S &

22nd Floor, Jupiter Tower AL

9 Jupiter Street KRB

Hong Kong R FAHLD22HE

Fax: 2525-6233 BB : 2525-6233
Date HHJ :

O I would like to receive a copy of this edition of this Report and a copy of future
edition.

AR BB B MR -

O I do not want to receive the Report in future . Please remove me from your mailing list

AANAEEBE DR RS - SR NS B ER -
Subscriber’s details ] t#& &R}

Please complete in BLOCK CAPITALS 3 IF#EhEES

Name {44
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I would like to make a donation to support Hong
Kong Breast Cancer Foundation
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3% )i Donation Method
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Payable to " Hong Kong Breast Cancer Foundation")
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Expiry Date:

R Atk
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18 F-R ok
Card No.:

Rk A%E
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(fr 5 H S AR IGBE T . We will mail the membership application
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ok - AL AR ZEOBR KA o224
fHE : 2525 6233

Please return the completed form to

"Hong Kong Breast Cancer Foundation"
Address: 22/F, Jupiter Tower, 9 Jupiter Street,
North Point, Hong Kong

Fax: 2525 6233

% # Thank You!

FERES1008k DL Bk FHaE g
(P EhEaR91/7226) -

Donations of HK$100 or above are tax-deductible
(IR File n0.91/7226).

)(; AE—S ERAEFHER » FEIEEBwww . hkbef .org EXEREE2525 6033 -
If you would Tike to learn more about us, please visit our website www.hkbcf.org or contact us at 2525 6033.
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Patient Participation

No information. No Control. At present, breast
cancer treatment options are founded on researches,
data and analyses from the West. Through the
compilation of information on local breast cancer cases,
the Breast Cancer Registry will be able to provide
our medical practitioners, public policy makers and
the general public and our Foundation with insights
of basic breast cancer data and analyses, therefore
enabling doctors to consider a range of risk factors,
offering recommendations for prevention and early
detection, as well as treatment and care solutions.

Moreover, the Registry helps focus further the public
concern for breast cancer and can assist the HKSAR
Government to draw up more comprehensive and
appropriate healthcare policies for improved breast
healthcare, which will lessen the burdens on patients
and the society.

We need you to join hands with us in our fight against
breast cancer. Here are four simple steps of how you
can participate in this first-of-its-kind population-wide
cancer-specific database in Hong Kong.

Step 1:

Please download the consent form from http://www.
hkbcef.org/breastcancerregistry/ and read the form
thoroughly. If there you have questions please do not
hesitate to call us at the Foundation. It is important to us
that you understand why we need your information and
how it will be used.

Step 2:

Sign and return the Consent Form to us by mail or
via your doctors-in-charge. Please do not return the
completed form via facsimile. Your consent will give
us permission to access and collect your medical and
treatment records from your doctors, and to use them in
future statistical analysis.

To Support and Participate in the Hong Kong Breast Cancer Registry

Step 3:

Fill in the Personal Profile questionnaire that we will
send you on receipt of your consent. We urge you to
complete this questionnaire as best as you can as data
collected here is of vital importance to provide for the
most accurate data for future research and analyses to
be conducted.

Step 4:

Once a year, we will contact you and/or your physicians
updating your status and collect latest medical
information on your health status. Data collection will
be either by phone or by mail, whichever is convenient
to you at that time.

Important note:

Please be assured that the information we collect
from you and your medical and treatment records we
obtain from your doctors and clinic will be handled
in the strictest confidence, and will solely be used for
statistical analysis in aggregate only. At no time will
your identity be revealed and/or made known to a third
party or be put to use for any other purposes.

If you wish to know more, you are welcome to come
to our office in person or contact us via phone (2525
6033), fax (2525 6233) or email (hkber@hkbcef.org).
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Tykerb™ is the First & Only Approved
therapy in heavily pre-treated

Tykerb

apatinih diosyat ErbB2 +ve MBC patients”

* Patients who have received prior therapy including an anthracycline, a taxane and trastuzumab

TYKERB™

INDICATIONS TYKERB is indicated in combination with capecitabine for the treatment of patients with advanced or metastatic breast cancer whose tumours overexpress HER2 and who have received prior therapy including an
anthracycline, a taxane and trastuzumab. DOSAGE AND ADMINISTRATION Recommended dose: 1250mg (5 tablets) orally once daily on Days 1-21 continuously in combination with capecitabine 2000mg/m?/day (orally in 2 doses
approx. 12 hrs apart) on Days 1-14 in a repeating 21 day cycle. TYKERB should be taken at least 1 hr before or 1 hr after a meal and the dose should be once daily; dividing the daily dose is not recommended. Capecitabine should
be taken with food or within 30 min. after food. If a day’s dose is missed, the patient should not double the dose the next day. Treatment should be continued until disease progression or unacceptable toxicity occurs. Prior to the
initiation of treatment and during treatment with TYKERB, left ventricular ejection fraction (LVEF) must be evaluated and monitored to ensure that LVEF is within the institutional limits of normal. Modify dose of TYKERB for cardiac
and other toxicities, hepatic impairment, concomitant use of strong CYP3A4 inhibitors/inducers, and interstitial lung disease (ILD)/pneumonitis. CONTRAINDICATIONS None. WARNINGS AND PRECAUTIONS TYKERB has been
reported to decrease LVEF. Caution if TYKERB is to be administered to patients with conditions that could impair left ventricular function. LVEF should be evaluated in all patients prior to and during treatment. TYKERB has been
associated with reports of ILD & pneumonitis. Monitor patients for pulmonary symptoms indicative of ILD/pneumonitis. Hepatotoxicity has occurred with TYKERB use and rarely may be severe. Monitor liver function before initiation
of treatment and monthly thereafter. Discontinue TYKERB if changes in liver function are severe and patients should not be retreated. Caution if prescribed to patients with moderate/severe hepatic impairment. Diarrhoea has been
reported. Proactive management of diarrhoea with anti-diarrhoeal agents is important. Severe cases of diarrhoea may require administration of oral/lV electrolytes & fluids, and interruption/discontinuation of TYKERB
INTERACTIONS TYKERB is predominantly metabolised by CYP3A. Inhibitors/inducers of these enzymes may alter the pharmacokinetics of TYKERB. Coadministration of TYKERB with known inhibitors/inducers of CYP3A4 should
proceed with caution and clinical response and adverse events should be carefully monitored. TYKERB inhibits CYP3A4 & CYP2C8 in vitro at clinically relevant concentrations. Exercise caution when dosing TYKERB concurrently with
medications with narrow therapeutic windows that are substrates of CYP3A4/CYP2C8. TYKERB is a substrate for the transport proteins Pgp & BCRP. Inhibitors & inducers of these proteins may alter the exposure and/or distribution
of TYKERB. It cannot be excluded that TYKERB will affect the pharmacokinetics of substrates of Pgp, BCRP & OATP1B1. Concomitant administration of TYKERB with capecitabine/trastuzumab did not meaningfully alter the
pharmacokinetics of these agents (or the metabolites of capecitabine) or TYKERB. The bioavailability of TYKERB is affected by food. PREGNANCY AND LACTATION TYKERB can cause fetal harm when administered to a pregnant
woman. Women should be advised not to become pregnant when taking TYKERB. It is not known whether TYKERB is excreted in human milk. Because many drugs are excreted in human milk and because of the potential for adverse
reactions in breast-feeding infants from TYKERB, a decision should be made whether to discontinue nursing or to discontinue the drug. ADVERSE REACTIONS Decreased LVEF. Diarrhoea. Anorexia. ILD/pneumonitis. Nausea
Vomiting. Hyperbilirubinaemia. Rash. Fatigue. Dyspepsia. Dry skin. Stomatitis, constipation, abdominal pain. Palmar-plantar erythrodysaesthesia. Mucosal inflammation. Pain in extremity, back pain. Headache. Insomnia
Hepatotoxicity. OVERDOSE There is no known antidote for overdoses of TYKERB. The maximum oral dose of TYKERB administered in clinical trials is 1800mg once daily. More frequent ingestion of TYKERB could result in serum
concentrations exceeding those observed in clinical trials, therefore missed doses should not be replaced, and dosing should resume with the next scheduled daily dose. Haemodialysis would not be expected to be an effective method
to enhance the elimination of TYKERB

Abridged PI (GDS 03)

Reference: 1. Geyer CE, Forster J, Lindquist D, et al. Lapatinib plus capecitabine for Her2-Positive Advanced Breast Cancer. NEJM 2006;355:2733-43

™Tykerb is a trademark of the GlaxoSmithKline group of companies.
Full prescribing information is available upon request. Please read the full prescribing information before prescribing.

GlaxoSmithKline 23/F, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Kowloon, Hong Kong
Oncology  Tel: (852) 3189 8989  Fax: (852) 31898931 www.gsk.com.hk
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Improving Survival in Cancer Patients with

BONE METASTASIS

BREAST CANCER

ZOMETA reduces risk of death and first

SRE in breast cancer patients with bone metastasis
when NTX levels normalized at 3 months'

REDUCE REDUCE
Death First SRE

Kaplan - Meier estimates of survival' (Breast Cancer)

1007  Breast Cancer (n=328)
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In E= N grounp, enhances patient’s survival >10months
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Time on study, months (starting at month 3)
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e Median survival time of patients in E= N group
was 790 days'

¢ In contrast, the median survival time of patients
in E=E group was 446 days'

SRE = Skeletal related events
E=E = N-Telopeptide of type 1 collagen (NTX) remains elevated after 3 months
E= N = N-Telopeptide of type 1 collagen (NTX) normalized after 3 months

ZONMIETA

References: 1. A. Lipton, R.J. Cook, P. Major, et al. Zoledronic acid and survival in breast cancer patients with bone metastases and elevated markers of osteoclast activity. The Oncologist 2007;12:1035-1043

ZOMETA® 4 MG POWDER AND SOLVENT FOR SOLUTION FOR INFUSION. PRESENTATION: Zoledronic acid.Vials containing 4 mg of zoledronic acid supplied as a powder together with ampoules containing 5 mL of water for injections for reconstitution. INDICATIONS: Prevention of
skeletal-related events (pathological fractures, spinal compression, radiation or surgery to bone, or tumour-induced hypercalcaemia) in patients with advanced mali ies involving bone. of hypercalcaemia of malignancy (HCM). DOSAGE: For “prevention of skeletal-related
events in patients with advanced mallgnanues involving bone,” the recommended dose is 4 mg (reconstituted and dlruted with 100 mL 0.9% wiv sodium chloride or 5% wiv glucose solution) given as an intravenous infusion of no less than 15 minutes every 3 to 4 weeks. Dose reduction
is recommended in patients with isting mild to mod renal i For of HCM, " the rec Jed dose is 4 mg given as a single intravenous infusion for no less than 15 minutes. No dose adjustment in patients with mild to moderate renal impairment. Patients
without hypercalcaemia should also be administered an oral calcium supplement of 500 mg and 400 IU vitamin D daily. CONTRAINDICATIONS: Pregnancy, breast-feeding women, patients with clinically significant hypersensitivity to zoledronic acid or other bisphosphonates, or any of the
excipients in the formulation of ZOMETA. PRECAUTIONS/WARNINGS: Patients must be assessed prior to administration of ZOMETA to assure that they are adequately hydrated. Monitoring of standard hypercalcaemia-related metabolic parameters such as serum levels of calcium,
phosphate and magnesium, and, particularly, serum creatinine. Severe and occasionally incapacitating bone, joint, and/or muscle pain has been reported infrequently in patients taking bisphosphonates. In view of the potential impact of bisphosphonates on renal function and the lack of
extensive clinical safety data in patients with severe renal impairment with ZOMETA, its use in this population is not recommended. Dose reduction in patients with preexisting mild to mod renal impail In patients requiring repeated administration of ZOMETA, serum creatinine
should be evaluated prior to each dose. If renal function has deteriorated, the dose should be withheld. Limited clinical data in patients with severe hepatic |nsuff|uency. no SpeCIfIC recommendations can be given for this patient population. Overhydration should be avoided in patients at
risk of cardiac failure. No experience in children. Patient should inform the dentist while under dental treatment or if dental surgery is foreseen. INTERACTIONS: Zoledronic acid shows no appreciable binding to plasma proteins and does not inhibit human P450 enzymes in vitro, but no

formal clinical interaction studies have been performed. Caution is advised when bisphospt are admi wnh inoglycosides since both agents may have an additive effect, resulting in a lower serum calcium level for Ionger penods than required. Caution is asked when used
with other potentially nephrotoxic drugs. Attention should also be paid to the possibility of £ ia d g during In multiple myeloma patients, the risk of renal dysfunction may be increased when IV are used in combi with tt

ADVERSE REACTIONS: Usually mild and transient and similar to those repcrted for other bisphosphonates: most cammonly reduction in renal calcium excretion is accompanied by a fall in serum phosphate levels (hypophospt ia); commonly flu-like syndrome consisting of fever,
fatigue, chills, and bone, joint, and/or muscle pain; headache; elevation of serum creatinine and blood urea; renal impairment; anaemia; conjunctivitis; gastrointestinal reactions such as nausea and vomiting, anorexia, serum calqum may faII to asymptomatlc hypocalcaemic levels;
uncommonly thrombocytopenia, leucopenia; hypersensitivity reactions; hypertension, hypotension, resulting very rarefy in syncope or cnculatory collapse; shortness of breath, cough; dizziness, paraesthesia, taste di ia, tremor, anxiety, sleeplng
disturbances; blurred vision; diarthoea, constipation, abdominal pain, dyspepsia, stomatitis, dry mouth; local reactions at the infusion site such as redness or swelling; asthenla penpheral oedema Wweight increase, chest paln rash and pmrltus increased sweating; muscle cramps,

osteonecrosis (primarily of the jaw); acute renal failure, haematuria proteinuria, hypomagnesaemia, hypokalaemia; rarely pancytopenia, confusion, bradycardia, angi ic oedema, hyy I ia; very rarely uveitis and episcleritis. PACKS AND PRICES: Countryspecific.
NOTE: Before prescribing, please read full Prescribing Information.

U> NOVARTIS _ _
ONCOLOGY Novartis Pharmaceuticals (HK) Ltd 37/F, Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong Tel: 2882 5222 Fax: 2577 0274 HKC-ZOM-A305-1008
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About I.long Kong Breast Cancer Foundation

Hong Kong Breast Cancer Foundation is a charitable
organization inaugurated in March 2005. As a non-
government funded organization, we are the first
charity dedicated to breast cancer in Hong Kong. With
the combined efforts of breast cancer survivors, their
supporters and health care professionals, we serve
the community by our dedication to breast cancer
education, support and advocacy. We are a focused
group with first-hand experience and knowledge from
patients and doctors, who know their treatment path
and ordeal best.

Education

[el[7]

* Provide essential information on breast cancer and
breast health through our regular educational talks,
website and a comprehensive collection of free
publications

* Raise public awareness of breast health and
emphasize the importance of early detection for breast
cancer through outreach public seminars delivered to
schools, community organizations and corporations;
as well as exhibitions and media

* Promote the importance of organized breast screening
to the public and offer free mammogram service to
underprivileged women in the community

Support

* Operate a Resource Centre with facilities dedicated
for provision of breast cancer information and
resource support to patients

* Provide financial support to patients who are
financially challenged by their medication costs

* Provide counseling services to breast cancer patients
and their family members and psychosocial support
throughout their treatment path

* Conduct interest classes and activities for patients to
gain rapport, share experiences, build friendship and
enrich their quality of life

* Maintain and enrich a resource library with essential
and up-to-date information and knowledge on breast
cancer and breast health

Advocacy

* Improve the welfare of breast cancer patients in Hong Kong

* Lobby for better policy in breast healthcare via breast
cancer researches and the establishment of the first-
of-its-kind Breast Cancer Registry in Hong Kong.
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BB EEETE
HK Breast Cancer
Foundation

www.hkbcf.org

EsaTel : 2525 6033

EEFax . 2525 6233

S HEmail : info@hkbcf.org

it Address : BB ILAREHIFKA R 02212
ARIEESS

Hong Kong Breast Cancer Foundation
22/F, Jupiter Tower, 9 Jupiter Street,
North Point, Hong Kong.
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