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The NABCOP 2021 Annual Report shows the impact of
the early part of the pandemic on women aged 50 years
and overdiagnosed and treated for breast cancer.
Despite the pressures on staff, timely data were made
available to the NABCOP on patients diagnosed with
breast cancer. This is a great achievement and is due to
the enormous efforts of the cancer intelligence arsts

and cancer information specialists at the National Cancer
Registration and Analysis Service (NCRAS) in England and
the Wales Cancer Network (WCN). They supplied data on
women diagnosed during the COVIB pandemic in

2020 using the Rapid Cancer Regtibn Dataset

introduced by NCRAS and the preliminary Welsh dataset
provided by the WCN. They are to be congratulated on
their efforts.

2020 has been a hard and tiring year for all working in
healthcare, but it has been especially difficult for
patients.Older patients, especially those with
co-morbidities had the added worry of balancing the risk
of catching COVHD9 against the benefit of accessing
healthcare if they left the house; many were
understandably very frightened.

As expected, the audit shaathat between April anduly
2020, due to the pause iutine breast screening
serviceqlocally in England; nationally in Waletjere

was a decrease in the number pditientsdiagnosedwith
ONBIad OFyOSNY 5dzS G2 GKS
protedi G KS bl gadyov B thégadiémic,

there was concern that older patients may have avoided
attending hospital. Reassuringly, despite a decrease in
the number of symptomatic cancers diagnosed in this
early phase of the pandemic, the number of pati®

aged 70 years and over diagnosed with breast cancer in
July 2020 was similar to pandemic levels.

Although there was an initial drop in the number of
women having surgeryith many women being started

on bridging endocrine therapyhe percentagef women
who had surgery within six months of diagnosis remained
high, with only a slight reduction compared to the
previous year.

The NABCOP was established in 2016 to evaluate age
disparity in the care received by women diagnosed with
breast cancer ilNHS hospitals within England and Wales.
At that time, there was a wide variation among units in
the numbers of older women undergoing surgery as their
initial treatment.

The 2021 audit reports survival outcomes among women
diagnosed between January 201ddaDecember 2018.

The relative 5year survival among older patients who
received surgery was found to Isémilar to patients aged

50¢69 yearsPatients with severe comorbidity and/or
frailty had comparatively poor relativeyear survival of
less than 60%egardless of age. It is therefore essential
that we identify all older patients who are fit enough to
undergo surgery and the NABCOP fitness helps us

with this. We also need to identify better ways of treating
the frail patient with breast cancer.

Disappointingly, in the organisational audit conducted by
the NABCOP only 27% of units reported using the
NABCOP fitness tool for patients oldian 70 in the first
diagnostic clinic, with 31% of those units not using it
because they were unaware of the tobbw usemay
alsobe explained at the start of the pandemic when
many postmenopausapatients withestrogen receptor
positivediseasevere started on bridging endocrine
therapy as a temporising measure, so the tool was not
used at the initial visit. This tool is however extremely
useful in the clinic and the Association of Breast Surgery
(ABS) encourages the use of this tool in every patient
aged 70 years and over to ensure that all appropriate
patients are offered surgical treatment.

COVIBEL9 has allowed us to develop new and better ways
of working many of which will stay, including telephone
and video consultations which many patients prefe
virtual Multidisciplinary Team meetings which save
clinicians time travelling to different sites, and more

W Hlékiblé adapiabldvabikiSgIvhiéh ivill Bopedully Ridp us y' R

to retain staff.

One area of clinical practice which has radically changed
isradiotherapy delivery. Based on the FAST and FAST
Forward trials early on in the pandemic, the Royal College
of Radiologists (RCR) recommended that radiotherapy be
delivered in 5 fractions for all patients with node

negative tumours requiring radiotherapyith no boost.
Options included 2830 Gray in once weekly fractions

over 5 weeks or 26 Gray in 5 daily fractions over 1 week.
The NABCOP 2020 organisational audit demonstrated an
increased use of hypofractionated radiotherapy. 74% of
units have deliveredypofractionated radiotherapy and

the majority of units are planning to continue using this
regime moving forward.

In the COVIELY recovery period we all have a huge
challenge ahead of us, but we must continue the work
achieved by NABCOP to date, ensuthrag women aged
70 years and over receive the most appropriate
treatment, which is surgery for the majority of patients
with early breast cancer.

Julie Doughty
President, Association of Breast Surgery
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Background

The National Audit of Breast Cancer in Older Patients
(NABCORJyas established in 2016 to evaluate
process of care and outcomés women diagnosed
with breast cancein NHS hospitals withiEngland

and Walesspecifically older women (aged 70+ years),
compared with women aged §69 years.

The NABCORP is a collaboration between the Clinical
Effectiveness Unit at the Royal College of Surgeons of
England (RCS) and thes@siation of Breast Surgery
(ABS)The auditiscommissioned by the Healthcare
Quality Improvement Partnership (HQIPhe audit
works in partnership with the National Cancer
Registration and Analysis Service (NCRAS), Public
Health England (PHE) and the ié&aCancer Network
(WCN) and uses the routine data cetited by these
national bodies.

The NABCOP aims to support patients, clinicians,
healthcare providers, and commissioners in order to
improve breast cancer care, as well as publish
comparative informabn on outcomes and care
processes fronkEnglish NH8usts and Welslocal
health boards, referred to ablHS organisations
throughout this report This report presents results for
women, aged 50 years and over, diagnosed with
breast cancer in England andaW's since January
2014. 1t is written primarily for health care
professionals, clinical commissioners and breast
cancer service providers. A separate version is written
for patients and tle wider public, containing key
findings and recommendations. Supplentary
material from the report, including tables containing
individual NHS organisation results, are available on
the NABCOP websitenyw.nabcop.org.uk

Data collection and analysis

The NABCOP uses patient dedatinely collected by
the national cancer registration service in England and
the Wales Cancer Network.

At the start of theCOVIBL9 pandemiclocal clinical
audit teams vere permitted to prioritise clinical care
where necessargver the collection andubmission of
cancer registration and clinicalidit datg but NHS
organisationsvere encouraged to continue submitting
data where possibleThisaffected the speedt which
national cancer registration data for cancers

diagnosed after January 20t8uldbe provided to
third-parties likethe NABCOP

For this annual reports the usual cancer registration
data were unavailabléhe NCRAS provided data for
women (aged 50+ years) diagnosed between 1 January
2019 and 31 July 2020, from the Rapid Cancer
Registréion Dataset{RCRD)This dataset contained

fewer data items than theisualregistration dataset

and was estimated to represent 88% of the patients
that would have been registered by standard means.

Data on patients diagnosed and treated in Welsh local
hedth boards were provided by the WCN using the
Cancer Network Information System Cym@alNISIC
patient record system. To cover tisametime period

up to 31 July 2020, data were releasedor to all data
being reviewed in the usual quarterly Health Board
MDT validation exercise

Key findings from the 20Rreport

Prospective audit

The audit receivegatient-level data on the process of
diagnosis and treatment for women diagnosed in
England and Waldsetween January 2019 and July
2020

Between April anduly 2020, thee was a49%
reduction in thenumber of womeraged 50+ years
diagnosedvith breastcancer,compared with the
same period in 2019rincipally from the pausing of
routine breast screeningn England (locally) and Wales
(nationally) Specificdy, there was ®0% reduction in
numbers diagnosed via screening, and 2%
reduction in numbeswith non-screen detected
cancer We note that the AgeNtrial stopped in May
2020, which may haveontributed tothe reduced
number of patients diagnosedith breast cancer via
screeningByJuly 2020amongpatients aged 70+
years numbersdiagnosedvere similar to pre
pandemic level§1191in July 20201494in July 2019)

Among women diagnosed between April and July
2020, here was &0% reductiorin the number who
had surgeryithin six months of diagnosisompared
with the same period in 2019vhich was expected
due to the lower number of diagnosete
percentage who had surgery remained h{@0% April
to July 202086% April to July 20).9ew womenhad
amastectomywith immediate breast reconstruction.

1 Details of theAgeX trailassessing the benefit of ®nding breast screening to women before age 50 and after agearObe found at
http://www.agex.uk/; thisalsoincludesinformation on its randomisationstoppingpermanentlyin May 2020.
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There was a dramatic alteration in radiotherapy
deliveryduringthe first wave of the COVHIO
pandemic, with manynultidisciplinaryteans (MDT)
adopting the hypofractionated regimens (which
delivers26 Gays (Gy)n 5 visits (fractionsF instead
of 40Gy in15F). From Aprito July2020,over 70%of
patientswho hadradiotherapyhad the 26Gy/5F
regimen(compared to 0% in April to July 2019)

Primary care prescriptions

The audit receivedataon endocrine therapy (ET)
prescribed within primary care and dispensed in
community pharmaciesecorded withinthe Primary
CarePrescriptionDatabase (PCPOdr patients
diagnosed and treated in England/hile other
national databases collect data on Eiede were
found to be less complete than tHfeCPDData on
primary care ET prescriptions was not available for
those women diagnosed and treated in Wales.

For women diagnoseith Englandver the four years

from January 2014 to December 2017, the PCPD
reveakd that 90% of patients who had estrogen
(oestrogen) receptor (ER) positive breast cancers were
prescribed ET, a level of prescribing observed for
women at all ages (older than 50) and consistent with
national guideline recommendations. There was
variationamong regions in tamoxifen prescribing in
patientsreceiving ET

Outcomes following treatment for breast canae

Outcomes were examined among women diagnosed
between January 2014 and December 2018.

Among 106,644 womeim England and Walesho

had breasttonserving surgergBCSas their initial
surgery, 15% had at least one subsequent breast
reoperation (either BCS or mastectomy) within three
months Women withductal carcinoma in situDCI$
weremore likely to have at least one reoperation
compared withwomen withearlyinvasive disease
(25% vs 13%, P<0.001).

Among womerdiagnosed and treated in Englanaho
started adjuvant chemotherapy for early invasive
breast cancer, 29% had at least one treatmegziaited
overnight hospital admission within 30 dayfseo
chemotherapy cycle. The most common reasons for
admission were infection (23%) and neutropenia
(17%). There was variation between NHS breast units
in the rates of admission within 2@ays of
chemotherapy.

Among women receiving surgery in England and
Wales, he 5yearrelative survivalfor patientsaged
70+ yearsvas found to be similar to patients aged&0
69years Patients with severe comorbidity and/or

frailty had comparatively poor relativeyear survival
regardless of age.

20200rganisational Audit

The20200rganisational AudifOA)was distributed, as
an online survey, to NHS breast units in England and
Wales inOctober 2020with responsepermitted until
January 2021.

Respondents reported that patients with recurrent
disease were routinely discsisd at breast MDT
meetings, and’6% reported that information on
patients with a new recurrence is routinely uploaded
to the national cancer registration systenisis is not
reflected in the levels of data observed in national
dataset outputs.

When askedbout use of the NABCOP fitness
assessment fornR7%of responding NHS
organisationsise the form. However, of thosgho
did not, this is because 31%ere uraware of the
assessment form.

Three in fourespondingNHS Organisations reported
introducing hypofactionated radiotherapy (HFRT)
during the COVH29 pandemic and were planning to
continue. A further nine breast units had introduced
HFRT but planned to return fre-pandemic
regimens.

When asked about the recovery of breast cancer
services after the ffst wave of the COVHD9

pandemic, one in five respondents reported having
major concerns about reduced staff numbers and
increased numbers of patients requiring assessment &
treatment.

The NABCOP will continue to analyse and report on
availableroutine data to assess the impact of the
COVIBL9 pandemic and highlight areas where
attention or extra resource may be required.

Fitness assessment for older women in breast clinics

Frailty andcognitive impairmentare more prevalent
among older patients, but tree characteristics are not
easily discerned within current national datasets.
Because of this, the NABCOP developed a fithess
assessment form for use in breast clinics when
patients aged 70+ years are referred for suspected
breast cancer. The form compriséhe Clinical Frailty
Scale, the Abbreviated Mental Test Score, and
screening questions on significant medical problems.

AmongNHS organisatioria England and Wales
respondngto the OA 46% reported that the NABCOP
had changed their approach to recondi of patient
fitness for data returns at the initial MDT.
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Further information

The aim of the NABCQOP is to evaluate process of care and outcomes for women, aged 70 years and
over, diagnosed with breast cancer in England & Wales, compared with women aged 50-69 years.

(— Diagnosis and treatment in 2019 & 2020: England and Wales )

®

Results from the English and Welsh Cancer Datasets (comparing diagnosis and treatment among
women aged 50+ years), and the NABCOP 2020 Organisational Audit.

Comparing women diagnosed between 1 April and 31 July 2020, with the same period in 2019:
> There was a 49% reduction in the number of women diagnosed.

III = 90% fewer women were diagnosed via screening, reflecting local (in England) and
national (in Wales) pausing of routine breast screening services (due to COVID-19) - most visible
in women aged 50-69 years.

—22% fewer women were diagnosed by non-screening pathways.

= There was a 60% reduction in the number of women having surgery.
» - but the overall percentage having surgery remained high (80% in 2020; 86% in 2019).
> National radiotherapy data showed an increase in use of HFRT; 72% of women having
“ radiotherapy had HFRT (0% in 2019).

L) 74% of NHS breast units responding to the OA reported using hypofractionated
radiotherapy during the COVID-19 pandemic and were planning to continue.

0 1 in 5 NHS breast units responding to the OA reported "major concerns” about ‘reduced
g number of core staff’ and ‘numbers of patients requiring assessment & treatment’, when asked

about the biggest challenges to services returning to pre-COVID-18 levels of workload. )
7 i . )
'%' Outcomes following treatment 2 Endocrine therapy prescriptions
Among women diagnosed between | Among women diagnosed with estrogen
R 2014-2018: D receptor positive invasive breast cancer in

England between 2014-2017, we found:

29% of women in England having
adjuvant chemotherapy for EIBC had at least
one unplanned overnight hospital admission
related to a side effect.

90% had an ET prescription dispensed in

2018, recorded in the Primary Care
Prescription Database®. «rorshis report, PCPD data

A

jo)e) was anly provided for 2018
EUD’ ET use did not vary by age or frailty.

E“:“Uo

& 15 A] of women who had initial BCS for

DCIS / EIBC in England and Wales had a == There was geographical variation in
3, . e

reoperation within 3 months. L o tamoxifen prescribing. )
Glossary Abbreviations HFRT: hypofractionated
Endocrine therapy: anti-estrogen therapy used to treat hormone BC: breast cancer radiotherapy
positive breast cancer. BCS: breastconserving surgery  OA: Organisational Audit
Hypofractionated radiotherapy: a radiotherapy regimen where DCIS: ductal carcinoma in situ PCPD: Primary Care
the total dose is divided into larger portions, and given over EIBC: early invasive breast cancer Prescription
fewer days than the standard regimen. ET: endocrine therapy Database
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- . Where inthis Primary audience
Findings Recommendations . .
report to actionrecommendation
Recording of routine data items
Linkage of patient records from NCRAS data sources an
the Primary Care Prescription Database highlighted low 1. Ensure information on endocrine therapy treatment .
. . . i - Breast care teams in NHS
rates of data completeness on the use of endocrine there started in secondary care is recorded within routine date Chapter 4 organisation?
in the NCRAS secondary care data sources. Overall, levi submissions to NCRAS (COSD) and WCN databases. g
data completeness were r&led to age at diagnosis.
2. Investigate consistency between recording of recurrenct
L inB i he | f .
76% of NHS organisations who responded to the NABC( n regst Umts and the low perce_ntages ot recurrence Breast care tams in NHS
L . : . found in national datasets, by reviewing the process of L
2020 Organisational Audit (OA) reported that information . o ; ; organisations
. . . . capturing these data within a breast unit, and eriegr
on patients with a new recurrence is routinely uploaded t . . Chapter 6
. . . these dataare uploadedo cancer registration.
the national cancer registration systems. - - — and NABCOP
3. In order to improve recurrence information in cancer
istration datasets: 2020 Annual The NABCOP
The NABCOP 2020 Annual Re¢paund low levels of registration datasets. Repor ) '
. . . ) a) Continue to monitor and report on patterns of National Cancer
reporting of recurrence in routine national data for Englat . _— Chapter 10 ) . .
: recurrence at a national level and by NHS organisatior Registration and Analysis
and Wales, even among women who had died of breast )
cancer b) Share knowledge on successful ways to upload Service (NCRAS), and Wal
' recurrence information with NHS organisations, such Cancer Network (WCN)
as identifying exemplars of good practice.
In response to previous NABCOP recommendations 4. Improve levels of data completeness within COSD data
NCRAS*anementeq new COSD Qata |t¢ms in _2020 to returns,.wher_e reqwred,partlcularly f_or: . N Chapter 6& Breast care teams in NHS
record whether patients had a Triple Diagnostic a) The triple diagnostic assessment in a single visit L :
. . . . - i Chapter7 organisations in England
Assessment in a single visit and the results of fitness / indicator;
frailty assessments. b) The NABCOP fitness assessment indicators.
Equitablecare for older patients with breast cancer
Thel NABCOP was able to producg t|m§Iy mformatl.on on 5. Work with NCRAS and WCN to support the- The NABCOP, NCRAS, ar
the impact of the COVHD9 pandemic using the Rapid development of contemporaneous datallectionson
: . . . Chapter 3 WCN other key users of
Cancer Registration Dataset provided by NCRAS, and th breast cancer diagnoses and treatment across Englanc national cancer dtasets
Welsh dataset provided by WCN. and Wales

2 NHSorgarisationsrefer to both Englishtrustsand Welshlocalhealth boards
3 https://www.nabcop.org.uk/reports/nabcog2020-annuatreport/
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Findings

Recommendations

Where in report

Primary audience
to action recommendation

Equitable care for older patients with breast cancer

Duringthe initial wave of the COVIIDO pandemicthe
number of women with newly diagnosed cancers
decreasedpatrticularly from breast screeninghe

6. Provide updated reports opatterns of newly

diagnosed patients with breast cancer by age group an

numbers of outpatient referrals and the numbers of . . : - Chapter 3 The NABCOP
. . : route of diagnosis to support local and national decisiot
women diagnosed with breast cancare both likely to C .
. . making inresponse to changes aemand.
increaseas cancer services recover and women Sesle
as before
Outcomes for patients with breast cancer
29% of women having adjuvant chemotherapy for early 7. Breastcancer oncology teams ShO.UIC.I review: . .
: ) . chemotherapy associated morbidity in their units, with Breast care teams in NHS
invasive breast cancén Englanchad 1+ unplanned . . Chapter 5 L
: . o the aim of reducing unplannechemotherapyrelated organisationsn England
overnightchemotherapyrelated hospital admission. -
admission rates.
S . 8. Breastcancersurgical teams shoulexaminetheir
15% ofwomen having initial breast conserving surgery . ) .
. . reoperation rates after breast conservation surgery to Breast care teams in NHS
for DCIS or early invasive breast cancer had a subseque L . S S Chapter 5 L
: o determine if optimal practice is being implemented and organisations
reoperation within 3 months. . ;
to reduce their reoperation rate
Fitness assessment for older patients with breast cancer
9. Use the NABCOP fitnekailty assessment for all newly
diagnosed women 70 and over, agavhere relevantg Breast care teams in NHS
Relative survival of fit older women receivisgrgery was upload with the routine data returns (such as COSD for Chapter 5 organisations
found to be comparable to that of younger women. England). P
10.D|ss.em|.nate findings on r(.alau-ve survival through The NABCOP
publications and communications.
0 : .
The N.ABQOP 2020 _OA found 31% of responfjmg NHS 11.Promote awareness of the fltn_ess assessment form Chapter 6& The NABCOP, NCRAS, ar
organisations who did not use the NABCOP fitness among breast units, for all patients aged 70 and over Chapter? WCN

assessment form were aware of it.

attending the first diagnostic clinic.
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1.1. Introduction

TheNational Audit of Breast Cancer in Older Patients
(NABCOPWas established in April 2016 to evaluate
the process of care and outcomes for women aged
70+ yearsdiagnosed with breast cancer and treated
in NHS hospitals within England and Wales. Breast
cancer is the most common female cancer in the UK.
Over50,000women have a new diagnosis of breast
cancereach year in England and Wales. About-one
third of such cancers are in women aged 70+ years
[Office for National Statistics 2019; Welsh Cancer
Intelligence and Surveillance Ug021]].

The audit wagommissioned because there was
growing evidence of unexplained variation in the
management of breast cancer among women aged
70+ yearscompared with women aged under 70
years[Bateset al2014; Lavellet al2014; Richardst
al 2016].More recently, conerns have been raised
about the impact of theCOVIBL9 pandemic on the
delivery of breast cancer care.

The basic approach adopted byetauditto
investigatequality of care is to examinghether the
treatment received by older womediagnosedwith
breast cancer is consistent wittational
recommendationsas described by (among others) the
NICE guidelinBlG10NICE20187]. The audit covers
the carepathwayfrom initial diagnosis to the end of
primary therapy, and contrasts how these patterns of
care differ for women aged 70 years and over,
compared with women aged §69 yearsThe
assessment of the patterns of care since the arrival of
QOVID19 in early 2020 has adopted a different
approach, which is based on comparing patterns of
care observedfter the start of the first wave of the
COVIBL19 pandemic, with the patterns observed
before then.

The NABCORP is a collaboration between the
Association of Breast Surgery and the Clinical
Effectiveness Unit of the Royal College of Surgeons of
England (R®). It is commissioned by the Healthcare
Quality Improvement Partnership as part of the
National Clinical Audénd Patient Outcomes
Programme, which is funded by NHS England and the
Welsh Government. The audit is overseen by a Project
Board and supportetly a Clinical Steering Group,

whose role includes advising on the priorities for the
audit and helping with the interpretation dhe

results. The Clinical Steering Group has members from
patient associations, medical associations,
multidisciplinary expés in the area of breast cancer
and medical care of the older person, and policy
makers g§eeAppendix ). More information about the
audit can befound on theNABCOMebsite:
www.nhabcop.org.uk

1.2. Overview of the 2@1 Annual Report

Thisfifth NABCOP Annual Repadntainsinformation
on;

w Thediagnosis and treatment patterns for women
diagnosed in the nineteen months between
January 2019 and July 2020 in England and Wales

w Endocrire therapy (ET) prescribed within primary
care and dispensed in community pharmacies,
for women diagnosed over the four years from
January 2014 to December 2Q1i&ing data from
the Primary Care Prescription Database

w Outcomes following treatment for breagancer
for women diagnosed over the five years from
January 2014 to December 2018 (as reported on
in the NABCOP 2020 Annual Report).

w Organisational aspects related to the delivery of
breast cancer care, as reported by unitghie
NABCORO0200rganisatimal Audit bpened
October 2020 andlosed to responsedanuary
2021).

w The use ofifness assessment for older women in
breast clinics

The report iswritten for individualswho provide,
receive, commission and regulate breast cancer care.
This includes clinicians and other healthcare
professionals working within hospital cancer units,
clinical commissioners, and regulators, as well as
patients and the public who are interest in knowing
how breast cancer services are delivered within the
NHS. A separate report for patients and the public,
aimed specifically at older patients receiving breast
cancer care, their families and caregiverpublished
on the NABCOP website.

The MABCOP uses patient data routinely collected by

the national cancer registration service in England and
the Wales Cancer Network.
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1.3. Changes tdreast cancer serviceguring
the COVIBEL9 pandemic

NHShealthservicesn England and Wales, including
thoseunits thatprovide breast cancer servicesere
greatly affected byhe COVIEL9 pandemidhat

arrived in early 2020-igurel.1 summariseshanges

to breast cancer services due to tR©VIBEL9

pandemic during 2028nd this sets the sene for the
resultsreported inChapter3 on the dagnosis and
treatment patterns in 2019 and 2020, for England and
Wales and inChapter 6from the NABCOPR020
Organisational Audit

Work is underway to help NHS cancer services recover
from the impact of the pandemic [NHS England 2020].
An important consequence of theOVIEL9 pandemic
wasfewer womenbeingdiagnosed via screenifg
pathways between Aprdand June 2020following the
Ukwide lockdown(seeChapter3). Breast screening
services were paused at a local level across England
[NHS England 2020] and nationally across Wales
[Public Health Wales, 2023lthoughbreast
screeningesumed in July 2020 England and Wales
[Public Health Agend&020, manyscreening units

were only operating at approximately 6@o of previous
activity, as of April 2021Current estimates suggest
screening services might achigmee-COVIBEL9 levels

of activity in 2022.

1.4. Otherinformation produced by the audit

Supplementary materiaffor the report, including
tables containing individual NHS organisation results,
and further information about the auditan be found
on the website:www.nabcop.org.uk

The NABCOP website also contains:
1 AnnualReports from previous years
i Patient versions of theAnnual Reports

T Lnksii2z NBaz2dzNDSa GKI G

quality improvement initiatives

9 Linksto other sources of information about
breast cancer such as Cancer Research UK

& dzLJLJ2 NJi

In addition, the CancerStats website producedHsy
National Cancer Registration and Analysis Service
(NCRAS)ontains information for English NHS breast
units on the completenss of theirCancer Outcomes
and Services DatasefQSPsubmissions, and
performance indicators similar to those published in
the NABCOP Annual Repbrtt based on realime

data submissions.

The results from the audit are also used by various
other natioral health care organisations. In particular,
the NABCOP team has worked with HQIP and the Care
Quality Commission (CQC) intelligence team to create
aslide setto support the CQC hospital inspections

ax
(@)
g
>
O«
(@)
Q)¢
@)

f 20k f

4 breastscreenings offered to womenbetween50 and<71years(up to their 71stbirthday)
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Figure 11 Timeline of changes to breast cancer services due to the COWpandemiaduring 2020

2020

|
January . &—O

COVID-19recorded forthe
firsttime inthe UK.

April @ e—0O

27/04 ABS statement— breast units
advised to continue triaging new patient
referrals and prioritisation of patients
for surgery.

Juy @ e—0

Breast screening resumes in England &
Wales—almostthree-quarters resumed
inJuly, by the end of Septemberall
services recommenced screening (with
variation in operational capacity).

Federation of Surgical Specialty
Associations guidance — clinical guide to
surgical prioritisation during COVID-19.

October 2e—0O

28/10 ABS statement- breastunits
advised to triage new patient referrals,
and prioritise patients for surgery if
there arerising levels of COVID-19.

March@ @@
15/03 ABS statement - Initial guidancefor breast
units regarding management of referrals, new cancer
patientsand prioritisation for surgery.
20/03 Publication of rapid NICE guideline on delivery
of systemicanti-cancer treatments.

UK wide lockdown.
23/02 Breast screening suspended in Wales.
24{/03 RCR radiotherapy guidance, includingchanges
to fractions and boostregimes.
During March - Unitsin England pausedroutine breast
screening. Decisions were taken ata local/regional
level.

O—e May

15/05 UKBCG & ABS statementon use of
neoadjuvant chemotherapy— NACT not
recommended during pandemic for patients with
tumours<Zcm and node negative disease unless
surgery is not possible.

25/05 ABS statement- breastunits advised to
continue triaging new patient referrals and
prioritisation of patients for surgery.

O—e September @

Suspension of self-referral for mammography for
womenaged 71+ years

O—e November @

Reintroduction of self-referral for mammography
for patients aged 71+ years

Key:

Lid E Breast screening

Guidance on diagnosis &
management of breast cancer

Guidance on treatment only

Abbreviations:ABS = The Assocation of Breast Surgery; NACT = neoadjuvant chemotherapy; RCR = The Royal College of Radiologists; |

Breast Cancer Group
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For full details of thelata andmethods used within
this report, please see th@ost recent version of the
NABCOP Annual Report Methodolapcument,
available onlineww.nabcop.org.uk

2.1. Data sourcedor 2019/20 findings

The NABCOP uses patient data routinely collected by
the national cancer registration service in England and

the Wales Cancer NetworQVCN)

ForEngland the NCRABrovide data from its cancer
analysis system, which collates patient data from a
range of national data feeds across all NHS acute
hospitals.For this annual report the NCRAS provided
data from the Rapid Cancer Registration Dataset
(RCRDas the usual Caec Registration data was
unavailable; more details are provided withirnapter
3 (seeAppendix 2for details of the data provided)
Refreshed vital status,d$pital EpisodesSatistics
(HES)Systemt AntiCancer TherapySACYandthe
nationalRadiotherapy Dat&et(RTDpwere also
provided for analyses looking at outcomes.

For Walesupdateddata for patients diagnosed and
treated inWelshlocal health boardsvere provided by
the WCNusing the CanaeNetwork Information
System CymruQaNIS electronic patient record
system.

The NCRAS and theCNextracted details of women
aged 50 years and over who were diagnosed with
breast cancer in England and Wal&ke most recent
data providedfor both England and Walesvered
women diagnoseaver thel19-month period between
1 January019and 31 July 202Qbeing the latest data
available at the timef analysi¥ findings within this
cohort of women are presented ithapter3. In
addition, for England data from the RCRD were
provided for women diagnosed in 2018 to enable
comparison with the usual cancer registrations and
determine case ascertainment of the RCRD in this
cohort.

Direct comparisons made of 2020 with1Bconsider
the four month time period from 1Aprilto 31 July. A
starting point of 1Aprilwas chosen due tépril 2020
being thefirst full month following the pause in
routine breast screening servic@scally in England
nationally in Wales)guidancehad beenissued on

prioritisation of patients for treatment and England
and Walesadentered a national lockdown.

2.2. Patient cohort

Thepatients andtimeframes covered in each chapter
are indicated in the appropriate section.

Types of breast carer

Within the report, wherewe distinguish between
groups of women with breast cancbased on type
these are defined as

1 non-invasiveHuctal carcinoma in sitUDCIS
stage 0)

early invasive breast cancer (stageS8A)
1 metastatic breast cancer (stage 4).

Age groups

Age disparityis investigatedy presentingthree main
subgroups of ages0¢69 years; 7§79 years; 80+
years The older age groups are combined and
reported on as 70+ yeaxgherethe number of
patients within the eldest subgrouginsufficient b
draw valid conclusionsr where the findingavere
similar in the two older age groups

2.3. Measurement of patient fithess

The datasets available for this annual report contain a
limited number ofdata itemson patient fitness
Specificallythe World Health Organization (WHO)
performance status instrument, which measures the
functionalstatusof patients on a scale from 0 tq 4
was only available within the data providéat

women diagnosed in Walebnfortunately, this data
item is poorly completedfor breast cancer patienti

the cancerdatasets (able3.2). The report therefore
uses twoother approaches to measure patient fitness.
These are

1 the RCS Charlson Comorbiditgex[Armitageet
al 2010]

1 the Secondarfare Administrative Records
Frailty (SCARF) Indgdauhariet al 2020]

For both measuresonditions/deficits are identified
using the International Statistical Classification of
Diseases and Related Health Problems-{1Q)xodes,
captured within the dignosis fields of the hospital
admissions data.
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2.4. Endocrine therapy (primary care)
prescriptions for invasive breast cancer in
England

Data on endocrine therap§ET)prescribed within
primary care and dispensed in community pharmacies
within Englandare recaded within the Primary Care
Prescriptions Database (PCPBJ.PD data on ET
prescriptions dispensed in 2018 were provided by the
NCRAS.

Analysis included women diagnosed over the four
years from 1 January 2014 to 31 December 2017, as
reported on in the NRCOP 2020 Annual Report.
Women diagnosed in 2018 were not included in order
to allow for time for ET to be initiated and then
prescribed within primary care.

Chapter 4presents mitial analysis of these data

looking at the feasibility of linking to the NABCOP
cohortof women with invasive breast cancer,
comparing the level of ET use within the PCPD with
the recording of ET within the secondary care data
sources the NABOP receives from the NCRAS. Further
analysis loked at variation in the use of ET according
to age, disease group, diagnosing organisation.

2.5. Outcomesfollowing treatment for breast
cancer

Analyses looking at early outcomes following
treatment for breast cancerhapter5) indudethe
cohort of women reported on in the NABCOP 2020
Annual Report. This included women diagnosed from
1 January 2014 to 31 December 2018.

Chemotherapy toxicity

Short term morbidity following adjuvant
chemotherapy looks at treatment related overnight
hospital admissions within 30 days of a cydte
women diagnosed and treated in England only

Data on hospital admissions were derived from
diagnosis codes for an admission recorded in the
Hospital Episodega&istics(HESAdmitted Patient
Care(APCYata, whilst date of chemotherapy cycles
were derived from the Systemic Ar@iancer Therapy
(SACT) datdull details of the IGDO codes
considered tdbe treatment related can be founth
Appendix 2

Rates of treatment related bspital admissions with an
overnight stay among womemho receivedadjuvant

chemotherapy were looked at hyeasures of patient
fitness, to understand thanpacton this outcome, as
well as looking at variation across NHS breast units.

Reoperations

Reoperation rates following initial breast conserving
surgery (BCS) looked at the percentaf@vomen with
DCIS or early invasive breast cantaving a
subsequent operation within three months.
Operations within one week of the initial BCS were
excluded based on the assumption these were most
likely to be for postoperative complications

All data on surgical operation were derived from the
HESAPOdatafor England, and the Patient Episode
Database for Wales (PEDW) data for Wales

Relative survival

Graphcal plots of relative survival following treatment
amongdiseasesubgroups are presented in order to
show the impact of breast cancer on subsequent
survival among those women receiving treatment.
Plots of relative survival by patient fithess show the
additional impact of fithess level on subsequent
survival. Estimates of relative survival use population
mortality data from ONS to provide the baseline
survival.

2.6. NABCOP 2020 Organisational Audit

From October 2020 to January 2021 the NABCOP
undertook itssecondOrganisational AuditOA) since
the NABCOP launched in 2018ing an online survey
Findings are presented withinhapter6.

The OA wasandertaken to evaluat@arious aspects of
the care provided byreast cancer services BiHS
organisations in England and Wales; with particular
emphasis on services relevant to older patients

The first OA of breast cancer services by the NABCOP
took place in 20162017, and provided an initial

insight into the structure and range of breastncer
services available at NHS trusts and Wéishlhealth
boards, with particular emphasis on services relevant
to older patients. The results of this were presented in
the 2017 NABCOP Annual Report

Full details on how the OA was developed, distributed
and analysed can be found via the NABCOP website
(www.nabcop.org.uk
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3.1. Introduction

This section of the NABCOP 2021 Annual Report
focuseson those elements of diagnosis that illustrate
aspects othe care pathway for women diagnosed
with breast cance(BC) in Englanand Waleslt

covers women diagnosed in 2019, being the most
up-to-date year prior to the COVAIO pandemic, as
well as the first seven months of 2020, which includes
the first wave é COVIBEL9.

Specificallythe chapter describesemporal changes in
the route by which woran were diagnosedand the
subsequent treatment(s) receivett adds to existing
publications on this periofDaveet al2021]by
revealing how women of differerdges were affected.

3.2. Methods

Data Source

For England, the results were derived frohetRapid
Cancer Registration Dataset (RCRByvided by
NCRASThe RCREepresents a relatively new initiative
aiming to provide much more timely data on cancer
diagnoseghan has previously been possibléhis is

the first time this data source has been used within
the NABCORBNd was provided for analysis as the
usual Cancer Registration dafar patients in England
was unavailableTreatment data was provided as
usual, lased on Hospital Episodes Statistics (HES) data,
Systemic AntCancer Therapy (SACT) data and the
nationalRadiotherapyData Set (RTDSData were
provided for women aged 50+ years, diagnosed with
breast cancer (identified via proxymour

registratiorf defined using an algorithm that
approximates the cancer registration process using
the most rapidly available datasased on COSD
returns) within England fromdanuary2018up to July
2020(being the latest data available at the tiroé
analysi$. Death certifcate only cases were not
included.Details of the RCRD datasets and data items
provided for England can be foundAmpendix 2

The results for Wales were derived from the usual
data source. The Wales Cancer Network provided
data on women aged 50+ years diagnosed with breast
cancer within Wales from January 2019 up to July
2020, from the Cancer Netwk Information System
Cymru (CHISC) recording system. But, in order to
provide data for the same time frame as that covered
by the RCRD for England, data were released prior to
being fully validated, so this should be taken into
consideration. There may therefore be different levels
of data quality and completeness, when compared
with previous years.

The course of treatment offeret patients with

breast cancer is largely determined by patient
characteristics (health and fitness), patient preference
and tumour characteristics (molecular markers, grade
and stage at diagnosis). For England, while the RCRD is
timelier than the traditonal NCRAS datasets, there

was no information on molecular markers or grade.

This information was provided within the data for

Wales

The analyses presented within the following sections
align with the NABCOP core indicat@khough
analy®s bypatient subgroups defined by ER/HER2
status weredargelynot feasible The results describing
the treatment received are presented at a national
level, andgivetrends over timestratified by age
group, breast cancer group and patient fitness/frailty
(as this wagalculated from the usual hospital
admissions dafawhere relevant

Participating NH®rganisations

Information from 119 English NHS truatrsd six Welsh
local health boardss included within this chapter. Due
to several trust mergers, there are fewer #ts in this
report than in the 2020 Annual RepoFRindings are

not presented at organisatictevel, rather a national
picture is presentedAny geographical breakdown of
findings is presented by Cancer Alliance.

5 Detailsof the CancelRegistratiordatacanbe found at: https://www.gov.uk/guidance/nationatancerregistrationand-analysisservicencras
afull list of datausuallyreceivedby the NABCORanbe viewedat: https://www.nabcop.org.uk/resources/nabcepombineddata-specification/

6 Details of the proxyegistration process used by NCRAS to identify women diagnosed with breast cancer from routine secondary care data can be
foundin guidance publishedt http://www.n cin.org.uk/collecting_and_using_data/rgithis alsoincludesinformation on dataquality and caveats.
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Comparison oRCRD with Cancer Registration Figure3.1. Numbers of women diagnosed with brea:
identified patients with breast cancem England cancer in 2018n England comparison of Cancer
in 2018 Registration and the RCRD

7000+

Figure3.1 presents the (absolute) numbers of women
with a diagnosis dfreast cancer in 201.8n England

6000

registered with CanceRegistration compared with g
those identified within the RCRD, by age at diagnosis. g‘m“

Z 3000
Overall numbers of women identified within the RCRD ‘2 2000

=4
diagnosed in 2018 were 32 lower than numbers in 1000+ T cener reaminon @
Cancer Registration records. There was little 0L, | | | |~ ReRpeY® | |
dlfference |n ascertalnmerﬂy age 50-54 yrs 55-59 yrs 60-64 yrs 65-69 yﬁr\sge?g{g?agrfosring yrs 80-84 yrs 85-89 yrs 90+ yre
3.3. Patient Characteristics The tables also provide information abaddta

. . . completenessOf note:
Figure3.2 describes how the cohort of patients was P

prepared for analysis. The cohort includes the patient
group of women aged 50 years and over diagnosed
with breast cancer in Englarahd Waledrom January

1 Allitems in the English RCRD are less complete
for patients diagnosed in 2020.

2019 to July 202MNumbers are shown separately for §  Within the data for Wales, fewer women

each ountry. diagnosed in 2020 had information on stage
reported, compared with those diagnosed in

An overview of the basic patient and tumour 2019. These lower levels of completeness for

characteristics of the women diagnosed across the stage were seen across all age groups.

two years in the months from January to July, broken

down by ageis providedfor Englandn Table3.1 and 1 In addition, recorded WHO Performance Status

for Wales inTable3.2. was lower among women diagnosed in 2020.

Figure3.2. Flow diagram of women diagnosed with breast cancer in 2019 and 2020, and included within the

NABCOP group

22YSy 3SR xpn &SFENEZI RAFIY23EYROIGandiF JulyRORO 2 G OF yOSNJ 6Si

England® 52,736 + Wales 3,549
women

Exclude:

Breast cancer (BC) diagnosed at point of death, N = 13+0 (England+Wales)
Women with previous diagnosis of BC, N=136 (Wales only)

Women with bilateral tumours, N=56 (Wales only)

Low volume trust”, N = 261+0

Non-approved trust, N = 50+11

Diagnosed in other country, N =0+11

Non-DCIS and nan-invasive diagnosis, N=24 (Wales only)

A 4

| England N=52,412; Wales N = 3,311 |

Non-invasive BC. Invasive BC.
England N = 5,348 (10%) || England N = 47,064 (90%)

Wales N =287 (9%) Wales N = 3,024 (91%)

Early invasive* Advanced non- Metastatic*** Unknown
BC. metastatic** BC. BC. Stage.
N =32,111 (68%) N =1,375 (3%) N =1,216 (3%) N =12,362 (26%)

N =2,393 (79%) N =127 (4%) N =52 (2%) N =452 (15%)

*  Earlyinvasive = Stage 1-3A
**  Advanced non-metastatic= Stage 3B, 3C
*¥* Metastatic = Stage 4

Note: $ Source= RCRD It was not possible to identify women with a previous diagnosis of breast cancer, with bilateral tumours or with multiptecoarponents
(e.g. both invasive and nenvasive components or recorsisparating lobular and ductal carcinoma).
T ¢ Low volume trusts were those trusts diagnosing <30 pts per year as defined in the NABCOP 2020 Annual Report.
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Tabk 3.1. Patient and tumour characteristics for women aged 50 years and over diagnosed with biezamterin

Englandbetween January anduly in 2019 and 202by age at diagnosis

Month/Year of diagnosis JargJul 2019 JargJul 2020
Age at diagnosio 70c79 80+ 5069 70¢79 80+
years years years years years years
Number of women 12907 4884 3802 8689 3709 2989
(60%) (23%) (18%) (56%) (24%) (19%)
Date of diagnosis (Quarters)
Q1 (JagMar) 5223 1987 1548 5384 2014 1508
Q2 (ApgJun) 5575 2115 1647 2370 1112 947
Q3 (Jul only 2109 782 607 935 583 534
Route to diagnosis
% withroute reported 97% 98% 99% 92% 92% 90%
Screening 6989 1456 140 3343 674 75
Emergency presentatiof 173 165 401 86 97 187
GP referral 591 249 260 219 130 149
Inpatient elective 12 4 5 8 2 2
Other outpatient 221 133 82 93 58 57
Two week wait 4536 2801 2889 4235 2455 2232
Type of breast cancer
% with stage reported or IDC10=D 82% 80% 64% 78% 72% 58%
Nortinvasive 1656 421 135 1025 273 126
Early invasive 8407 3215 1978 5337 2185 1368
Advanced MO 249 146 179 183 115 131
Advanced M1 227 137 130 190 97 118
Ethnicity
% with ethnicity reported 88% 90% 90% 82% 86% 86%
White 91% 95% 96% 90% 95% 97%
Mixed 1% 0% 0% 1% 0% 0%
Asian 4% 2% 2% 4% 3% 2%
Black 2% 1% 1% 3% 1% 1%
Other 2% 1% 1% 2% 1% 1%
Index of multiple deprivation 2019
1 Most deprived 15% 14% 14% 15% 14% 13%
2 18% 18% 18% 18% 17% 18%
3 21% 21% 23% 21% 20% 22%
4 23% 23% 23% 23% 24% 24%
5 Least deprived 23% 24% 23% 23% 24% 22%
Charlson Comorbidity Index
% with CCI calculate 97% 97% 90% 95% 94% 83%
0 89% 78% 57% 89% 76% 55%
1 8% 14% 19% 8% 14% 21%
2+ 3% 9% 23% 3% 10% 24%
SCARF Index
% with SCARF calculat 97% 97% 90% 95% 94% 83%
Fit 84% 68% 43% 83% 66% 39%
Mild-moderate 15% 26% 34% 16% 26% 34%
Severe 2% 7% 23% 2% 8% 27%
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Table3.2. Patient and tumour characteristics for women aged 50 years and over diagnosed with breast canci

Wales between January and July in 2048d 2020 by age at diagnosis

Month/Year of diagnosis

Age at diagnosi

Number of women

50C69
years

JargJuly 2019

70C79
years

768 (57%) 333 (25%)

80+
years

245 (18%)

50¢69
years
543 (55%)

JargJuly 2020
70¢79
years

262 (26%)

80+
VEEUS

186 (19%)

Date of diagnosis (quarters)
Q1 (JagMar) 315 138 88 346 131 92
Q2 (ApgJun) 319 140 107 146 92 59
Q3 (Jubnly) 134 55 50 51 39 35
Route to diagnosis
% with route reported 100% 100% 100% 100% 100% 100%
Screening 472 114 19 239 45 9
Emergency presentatio 4 6 5 3 8 1
GP referral 258 176 190 272 186 149
Other speciality 16 23 25 23 19 23
Other 18 14 6 6 4 4
Type of breast cancer
% with stage reported or IDC10=D 96% 90% 80% 84% 82% 62%
DCIS 97 19 5 42 8 4
Early invasive 612 257 168 386 189 99
Advanced MO 20 17 19 19 11 9
Advanced M1 5 7 5 7 6 3
Invasive grade of diseage
% with grade reported 99% 98% 98% 99% 98% 96%
1 20% 17% 14% 17% 15% 16%
2 48% 53% 60% 4% 50% 57%
3 31% 2% 23% 34% 32% 24%
Not assessablg 0% 1% 2% 0% 3% 3%
ER status
% with ER status reporte 85% 90% 86% 87% 90% 88%
Positive 83% 83% 87% 83% 83% 90%
Negative 17% 17% 13% 17% 17% 10%
HER status
% with HER2 status reports 80% 79% 76% 79% 84% 75%
Positive 14% 11% 13% 16% 12% 7%
Negative 86% 89% 87% 84% 88% 93%
Charlson Comorbidity Index
% with CCtalculated 99% 98% 87% 96% 92% 78%
0 92% 79% 68% 91% 78% 60%
1 6% 14% 17% 6% 17% 20%
2+ 2% 7% 15% 3% 5% 21%
SCARF Index
% with SCARF calculat 99% 98% 87% 96% 92% 78%
Fit 88% 72% 50% 87% 71% 45%
Mild-moderate 12% 22% 33% 12% 24% 40%
Severe 1% 5% 17% 1% 4% 16%
WHO performance status
% with WHO PS reporteg 12% 16% 27% 9% 14% 9%
0 91% 67% 22% 82% 68% 44%
1 8% 21% 38% 10% 14% 25%
2-4 1% 12% 40% 8% 19% 31%

Notes: *grade reported only among women with invasive dise@bés data source did not have information on referrals viaweweek waipathway.
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Patient numbers were much lower for 2020,
particularly among women aged &69 years, also
shown inFigure3.3. Thisbecomes apparent in the
number of patients diagnosed from April 2020
onwards (Q2 and Q3 in the table) and reflects the
pause inroutine breast screening servicé®cally in
Englandnationally in Wales)Thenumberof women
diagnosed via screening in 2% much lower than
for the same period in 2019.

The percentage of women with no stage information

is higher among those diagnosedEnglandn 2020,

and increases with age, with only 58% of women aged
80+ years having stage information to classify their
breast cancer. Overall, among invasive breast cancers
diagnosed in Englar2b% had unknown stagé 5% in
Wales) more thanthree times the 8% of invasive

breast cancers reported within the Cancer Registration
data used in the NABCOP 2020 Annual Report.

Women diagnosed in Eng|amﬂ)urce = RCRD Basic diagnosis data
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3.4. Route to diagnosis

Thissectioncovers theroute by which women
presentedto breastcancer services across 2019 and

the first seven months of 2020

Number diagnosed after:
1.referral from screening

Numerator 2.referral fromGP

3.two week wait(England only)

4.an emergency presentation

Denominator | All women

Country England& Wales
Timeframe January 201 July 2020

What do we see within this audit group?

For England,rmaong women aged 59 years,
similar numberof women were diagnosed via Twa
Week Wait (TWW) regardless of date of diagnosis
(Figure3.4). Reduced numbers of women diagnose
with breast cancer from April to July 2020 are
primarily attributed to the drop in numbers usually
diagnosed via NHS screeniagroutine screening
services were pausegbcally in Englandationally
in Wales)uring the initial wave of the COVID
pandemic.

Numbers saw a similar drop in April 2020 for wom
aged 7@79 years and 80+ years, due to bath
reduction in numbers referred via TWW and
screening (where relevant). Numbers for women
aged70+ yearswvere similarto pre-pandemiclevels
by July 202@1,191in July 20201,494in July 2019)
primarily due to an increase in TWW referrals.

Similarpatterns were seen for women diagnosed ir
Wales Figure3.5) with areduction in the number of
patients diagnosed with breast cancer via screenir
seen from April 2020 onwards for women aged; 50
69 yearsThe TWW breakdown of GPfeerals was
not available for women diagnosed in Wales, and
GP referrals includes both urgent and rorgent
cases.

Very few women aged 80 and over were diagnose
in April 2020 when compared with previous month
but this did return to average levels May.

Figure3.4. Route to diagnosis among women diagnosedingland in2019 and 2020, bynonth & age at diagnosis
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Figure3.5. Route to diagnosis among women diagnosed in Wales
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Considering route to diagnosis by stage, a reduction in
numbers diagnosed most obviously affedthose
women diagnosed with DCIS eairly invasie breast
cancer, both in England and Wales

The change in rates of women presenting via
screening was seen across all Cancer Alliariégsre
3.6). Amongwomenaged 5@69 yearsdiagnosed in
EnglandetweenApriland July 2020 1% presented
via screening, compared wi4%betweenApriland
July2019.For Wales, among women agbac69

years 11%of those diagnosed betweefpril and July
2020presented v& screening compared with 65%
betweenApril and July 2019

Overall numbers diagnosed via screenimgngland

and Walesaw a90% reductior, from 5,503 between
Apriland July 20190 555betweenApriland July
2020 There was 22% reduction in amberswith
non-screen detecteatancer 6,348diagnosedApril to
July 2020 compared wit®,137April to July 2019.

Figure3.6. Percentage of women diagnosed via screening, by Cancer Alliance
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7 Consideration: fie AgeX trailassessing the benefit of extending breast screening to women before age 50 and after sgp@éd in May 2020.
This may have contributed to the reduced number of patient diagnosed via screening. Further informé&iamdat http://www.agex.uk/
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3.5. Triple diagnostic assessment in a single visit
(Wales only)

This section describes the percentage of patients
diagnosed in Walesho were calculated to have
received the standard triple diagnostic assessment in a
single visit; defined as when the mammogram imaging
date and the biopsy or cytology date were reported
and were the same.

Women diagnosed at screening will have the imaging
and biopsy components of the triple diagnostic
assessment performed according to screening
protocols, where those with initial mammographic
abnormalities are recalled to have assessmaith
further imaging and biopsies. Such women are
therefore not included within this assessment of
performance.

Triple diagnostic assessment (TDA) in a single visit is a
key tenet of breast cancer service provision [NICE
2016].

Womenreceiving triple diagnostic

Numerator  5ssessment in a single visit

Women with nonscreen detected
early invasivéoreast cancer

Wales
January 201 July 2020

Denominator

Country
Timeframe

What do we see within this audit group?

Among womerdiagnosedwith non-screen detected
early invasive breast cancer in Waletween
January2019 andluly202065% were estimated to
have received TDA in a single visig(re 3.7. This is
an improvement on the 59% among women
diagnosed iWales in2018, as reported in the
NABCOP 2020 Annual Report.

Comparing women diagnosed betweapriland
July 2020 with those diagnosed betweapriland
July 2019 there was no difference in estimated
receipt of TDA in a single visit with rates beir§®
and 66% respectivel\Rates were broadly
comparableby age at diagnosis.

Therewaslittle difference by month of diagnosis
with justa smalldecreasdn the percentage of
womenestimated ageceiving TDA in a single visit
for March 2020(56%). Tis quicklypicked back up
with fewer women being diagnosed with breast
cancer from this time point onward8y July 2020
70% of women werestimated to have received TD
in a single visit.

Figure3.7. Receipt of TDA among women with nestreen detected early invasive breast cancer diagnosed in

WEIES
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Note: Figure contains women diagnosed with regreen detected early invasive breast cancer only.
US imaging ultrasound imaging, andefers to womerwho were calculated to have matching ultrasound and biopsy dates.
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3.6. Involvement of a breast clinical nurse What do we see within this audit group?

specialist or key worke(Wales only) Data on clinical nurse specialist (CNS) contact we

reported for68%of women(aged 56 yearg who
were diagnosed in Waldsom January 2019 to July
All people withbreast cancer should have a namecg 2020.

clinical nurse specialist or other specialist key wor
with equivalent skills, who will support them
throughout diagnosis, traaent and followup
[NICR201&3].

What does the guidance say?

Comparingsubmissions owomen diagnosed from
April to July2019with those diagnosed April to July,
2020 data completeness had decreased from 76%
to 62% [Figure 3.§. However,data completeness
was seen to be much improved fratme 52% among
women diagnosed in 2018, as reported in the
NABCOP 2020 Annual Report

Womenseen by a breast clinical

Numerator , , sespecialist/named key worker

Denominator | All women Fpr both timeframes, completeness was slightly
higher among women aged 70 years and over,
compared with womeraged 5@69 years (9% vs
74%for women diagnosed April to JUM19; &1% vs
61%for women diagnosed April to JUip20).

Among womerdiagnosed from January 2019 to Ju
2020,for whom data existed, 99% had contact witt
a CNS. Rates of contact were com(idesby age at
diagnosis and by month of diagnosis.

Country Wales
Timeframe January 201 July 2020

Figure 3.8Reported contact with a breast clinical nurse specialist among women diagndsetfales,by date of

diagnosis
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3.7. Surgery

Thissectioncovers theuse of surgery for women
diagnosedvith non-invasive or early invasive BC in
2019 and the first seven months of 2020

What does theguidance say?

Due to the disruption of breast units being able t
provide standard surgical services caused by
COVIELY9, initial guidance from the Association 0
Breast Surgery (ABS) on 15 March 2020 gave
advice on prioritising patients for surgery,
dependent on the availability of theatre space:

osurgical priority given to ER negative patients
FANRG X! 9 wH b-mdrbpausabBRE &
patients.
For DCIS patients if theatre space available
prioritise high grade DCIS.
No immediate breast reconstructioMastectomy
and delayed reconstruction being offered at a la
date.

If insufficient theatre capacity, post menopauss
ER+ patients to be commenced on primary
endocrine. If not enough theatre capacity

premenopausal ER+ patients may also have to

commerted on primary endocrine theragy

Women who hadmastectomy or

Numerator breast conserving) surgery within

6m of diagnosis

Womendiagnosed with non
invasive or early invasive BC

England& Wales
January 201¢ July 2020

Denominator

Country

Timeframe

What do we see within this audit group?

Comparingvomendiagnosedwith early invasive
breast cancer or noimvasive breast cancérom
AprilcJuly2020 withthe same time period i2019
there was a 60%eduction in the numbeof
patients having surgerg~igure 3.9. Thisis
consistent with and partly explained by the
decrease in numbers efomendiagnosel.

Absolute mmberswere most reduce@mong
those with early invasive BBut the percentage
reduction was larger for neinvasive BC (73%).

Additionally the reduction was largamong
younger womer(65% 5069 years; 52% 70+ years
However, d agegroups had reduced numbers of
women,and this mirrors the drop we see in
numbers of women diagnosed in this time period

Figure3.9. Number/percentage of women having surgery (within 6 months of diagnosis) for 4morasive or early

invasive BC, by breast cancgroup and age at diagnosis
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The percentage of women receiving surgery remained
high in general, with only a slight reduction from June
2020,andan earlier drop in rates among women aged
80+ years.

Among women diagnosdd England and Wales
between Apriland July 202080% received surgery
compared with 86% of women diagnosed April to July
2019. Rates were comparable among women aged
50¢69 yearsand 7@;79years, with a larger difference
seen for women aged 80+ years (53% April to July
2020 compared with B% April to July 2019).

Looking by Cancer Alliance all regisasv a reduction

in the numbers of women receivingurgery from April
to July 2020 compared with the same months in 2019
(Figure 3.10.

Interestingly rates of surgery were highe@mong
womenaged 80 years and ovdiagnosed between
April and July 2020, compared witie same months
in 2019,in nearly athird of alliancegdata not shown).

Type of surgery

Among women receiving surgemithin six monthsof
diagnosisrates of mastectomy with immediate
reconstruction were lower in April and May 2020
(Figure3.11). This was regardless of age. Rates of
mastectomy with immediate reconstruction are
typically low among older women.

Amongwomen aged 5669 years diagnosed in
England and Wales amdceiving surgeryrates of
mastectomyincreased from 14% among women
diagnosed between Apgluly 2019, up to 24% among
women diagnosed betweeAprilcJuly 2020With

older women more likely thhave mastectomy, rates
were largely comparable for women aged 70+ years
being 32% among women diagnosed Agilly 2019
and 38% AvrilcJuly 2020.

Among womerreceiving surgeryates ofmastectomy
with immediate reconstructiomcross England and
Walesdecreased from 5% among women diagnosed
AprilcJuly 2019 down t@%AprilcJuly 2020Rates
were particularly low among women aged 70+ years,
at 1%among women diagnosed Apgdluly 2019,
dropping to less than 0.2% Agmguly 2020

Figure 3.10. Number of wmen receiving surgery for

non-invasive or early invasive BC, by Cancer Alliance
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Figure3.11. Type of surgery among women having

surgery for noninvasive or early invasive BC, by surg
date
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Timing of surgery

Comparing women diagnosdibm Aprilto July 2020,
with the same monthén 2019 median time from
diagnosis to surgery remained comparable at around 5
weeks, with 75% of patients receivisgrgery within

6¢7 weeks.

Delaydn receiving surgery over six weeks from
diagnosisvere most evidentamong patients age#0
years and over and those diagnosed with finmasive
breast cance(Figure3.12), along with thoseawith
some degree of frailtydata not shown)

Figure3.12. Time from diagnosis to surgery faron-invasive or early invasive B@mong women diagnosed

AprilgJuly 2020 compared wittprilgJuly 2019
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Subgroups by ER status (Wales only)

The data for waen diagnosed and treated in Wels
local health boards during the pandemic included
status (something unavailableithin the RCRD data
providedfor womendiagnosed in England

Looking at time from diagnosis to surgery, by ER
statussuggests théongertime intervalswere more
evident among women with ER positive breast
cancer for whom PET is a treatment optigRigure
3.13). This is consistent with guidance on
prioritisation of patients for surgery whemrgical
capacity wa reduced.

Figure 3.B. Time from diagnosis to surgery foron-
invasive or early invasive BC, among women diagno

in Wales, ApritJuly 2020 compared with ApgDuly
2019, by ER status
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Note: Source Surgery recorded in PEDBR statusecorded in Wales Cancer
Network dataPatiens with no record of surgery are censored.
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3.8. Radiotherapy

The use of radiotherapy (RT) after surgery is
recommended for the majority of women who receive
breast conservingurgery(BCS)with post
mastectomyRTrecommended for women considered
to be at moderate or high risk of recurrend&omen
receivingstandard adjuvantherapy haveRT5 days a
week for 3 weeks.

What does the guidance say?

On 24 March 2020 initial guidance from the Royal
College of Radiologists (RCR) was published on t
use ofRTfor breast cancer during the COVIB
pandemic RCRMarch2020.

Based on the FAST and FA®Tward trialsthe RCR
recommended that RT be delinggl in 5 fractions for
all patients with nodenegative tumours requiring R
with no boost. Options included 280 Gray in once
weekly fractions over 5 weeks or 26 Gray in 5 dail
fractions over week[Bruntet al2020g; Bruntet al
202M)].

Early figures oRTusefor breast cancein England
demonstrated fewer courses &fTwere delivered
during the initial wave of COWI®, andincreaseduse
of hypofractionated regimes was seen [Spencet al
2021]. We therefore investigated how patterns BIT
changed for patients across 2019 and the first seven
months of 2020, to understand the impact of COVID
19 on radiotherapy treatment courses.

Womenwho hadradiotherapy

Numerator

Womenhaving sugery fornon-
invasive or early invasivigC

England& Wales
Jaruary2019¢July 2020

Denominator

Country

Timeframe

What do we see within this audit group?

Comparinghumbers of women with nofnvasive or
early invasive breast cancer receiving radiotherap
acrossAprilcJuly2020Q with the same time period in
2019 there was a 12%eduction in the numbenof
patients havingadiotherapy.

Use was most reduceaimongolder patients $%
50¢69 years27% 7@79 years; 48% 80+ years),
thosewith non-invasive B@23%) and those women
having BCS (16%6)igure 3.1).

Figure3.14. Number of women having radiotherapy for

operable noninvasive or early invasive BC, by start da
of radiotherapy
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Theswift uptakeof this new regimeroccurredacross

Although numbers receiving adjuvaRiTremained ) ) i i
all geographical regionfllowing the change in RCR

similar, for most patients therevas a change iRT o ] o
dose from40Gy in 15Rstandard regimenjo 26Gy in guidelinesyeflecting how NHS organisations adapted
5F(hypofractionated regimen(~igure3.15). This to continue providingreatment

change in dosing was seen for both younger and older

women.

Among women receiving radiotherapy for operable
non-invasive or earlynvasive breast cancemptake of
hypofractionated regimens occurred rapidly during
the initial wave of the pandemic from March to July
2020 Going fronl3% of women receiving 26Gy in 5F
in March202Q increasing to 72% across April to July
2020(compared vith 0% April to July 2019

Figure 3.15. Prescribed radiotherapy dose among women starting radiotherapy for operable {rorasive or early

invasive BC, by start date of radiotherapy
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Note: GY = Grays; F= Fractions.Other dose = RT dose not reported or diffe¥py tbt6fF an@6Gy 5FDenominator is all women receiving RT.
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3.9. Chemotherapy

Systemic antcancer treatment, such as
chemotherapy, aims to improve survival and reduce
risk of breast cancer recurrence. Chemotherapy given
prior to surgery is usetb facilitate breastconserving
surgery or enable locally advanced tumours to
become operableOther publications have reported a
change in chemotherapy use overf@larket al2020]
but did notdescribe patterns of use by age.

This section looks at these of chemotherapy from
January 2019 to July 2020, both for women having
surgery and not having surgery.

What does the guidance say?

On 15 May 202(0he ABS and UK Breast Cancer
Group (UKBCG) issued a joint statement on the u
of neoadjuvant chemotherapy (NACT) during the
COVIBL9 pandemic. Notably that:

TNACT was not recommended for patients with
tumours <2cm and node negative, unless surge
was notpossible.

TNACT should only be given where chemotherap
indicated and would be given in the adjuvant
setting.

Numerator

Womenwho hadchemotherapy

Denominator | Womendiagnosed with invasive BC
England& Wales
January 201% July2020

Country

Timeframe

What do we see within this audit group?

Comparingvomenhaving chemotherapy for
invasive breast cancérom AprikkJuly202Q with the
same time period ir2019 there was €28%
reduction in the numbebf patients having
chemotherapy. Use was most reducashong
women aged 70+ years (42%) ahdse with early
invasive BQ32%).

This was largely explained by loxse inApril 2020
with activity subsequently increasir{gigure 3.19.

Among women hving surgery for invasive breast
cancer, the ge ofNACTwas noticeablyower in
2020, with very few women receivitngACTrom
April 2020onwards Low use of NAC#¥as seen
regardless ofliseasestage(Figure3.17). Similar
patterns were seen across both England and Wal¢

Figure3.16. Number of women having chemotherapy for invasive breast cancer, by start date of chemotherap
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Figure3.17. Number of women starting neoadjuvant chemotheragNACT for operable invasive breast cancer,

by age at diagnosis and stage
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Recommendations

V TheNABCOWiill work with NCRAS and®@to support the development of contemporaneous daallections
on breast cancer diagnoses and treatment across England and \{Rdes)

V TheNABCOP wifirovide updatedeportson patterns of newly diagnosquhatients with breast cancer by age

group and route of diagnosis to support local and national decisiaking in response to changesdeamand.
(Rec #B)
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This chapter describes the use of endocrine therapy
among patients with invasive breast cancer (stages 1
4). Specifically, it looks at the information provided
within routinely collected data on primary care
dispensed prescriptianin England.

A snapshot of prescriptions dispensed in 2018, from
the Rimary Care Prescription Database (POR&}
madeavailableto the NABCOP idune 2020 as part of
a collaborative feasibility study between the NABCOP
and NCRAS he PCPbaspopulation coverageand
capturescommunity pharmag dispensed
prescriptiongHensonet al2018 Emanuekt al2019.
Amongst the prescriptions which are routinely
recorded is endocrine therapy (E®pe of the main
treatments given for women with estrogen receptor
(ER) positive invasive breast cancer.

Patientlevel ancerregistration record$or women
aged 50 years andver diagnosed with invasive breast
cancer from 2014 to 2017 wetmked toPCPRlata

on ET prescriptions dispensed in 20I8e data were
provided by NCRASBr English patients

What is the evidence base for treatment
decisions?

NICE Evidence Review found thaewf adjuvant
endocrine therapy for 5 years in women newly
diagnosed withestrogen receptor positive (ER
positive) early stage invasive breast cancer reduc
recurrence rates by approximately half and breas
cancer mortality by approximately a thiftlICE
2018].

Tamoxifenjsa selectiveERmodulatorwhichis
effective regardtss of the menopausal status thie
patient. Aromatase inhibitorsare also widelyised
in postmenopausal wometo reduce the non
ovarian production of estrogen arttle stimulation
of ERpositive breast cancer.

What does the guidance say?

Guidelines orthe management of older patients
with breast cancer, issued by the International
Society of Geriatric Oncolog8/0Gand European
Society of Breast Cancer SpecialfEld SOMA)
advise that primary endocrine therapy without
surgery should only be offere@t ¢2 YSYy &
strongly ERpositive tumour andshort life
expectancyrfo more thans5& S NA 0 Q etal.
2021].

Clinical guidelines for the management of (elderly
LI G§ASyia sA0GK oNBlalh ©
should not dictate any aspect afanagement for
older individuals with breast cancer.

Women who hadan endocrine

Numerator therapy prescription dispensed in

2018

Womendiagnosed with invasive
breast cancer

Denominator

Country England

Timeframe Women diagnosed frora014¢17

Why dowe look at this in the NABCOP?

1  To present the value of the PCPDriforming
onrates of endocrine therapy use for womer
diagnosed with invasive breast cancer.

i To provide contemporary national figures fol
these rates.

1 Toinvestigate whether use of endauei
therapy diffeed according tovhether women
did or did not havesurgery andvassimilar
among women with the same level of fitness
regardless of chronological age.

1  Toinvestigate any variation in use of
endocrine therapy by age and by NHS
organisation
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What differencesdo we seein rates of endocrine
therapy reported across primary and secondary
care data sourcesd

There are several areas where (intended) use of
endocrine therapy (ET) is captured within routine
secondary care data sourcedpecifically, within the
data the NABCOP receives from NCRAS for won
diagnosed and treated within English NHS trusts,
information on ET use is recorded in the following
places:
1 Cancer Outcomes and Services Dataset
(COSD) Planned cancer treatment type
QOSD CR0470

9 COSD Cancer treatment modalit OSD
CR2040

1 Cancer Registry event

1 Systemic AntCancer Therapy (SACT) drug
groupc reports of anastrozole, exemestane,
fulvestrant, goserelin, letrozole, leuprorelin,
megestrol, medroxyprogesterone, tamoxifen

Figure4.1 shows the reporting of ET use by data
source and age, amorg&yt,718women diagnosed
with ER positive invasive breast cancer between
2014 and 2017.

Boththe COSD and Cancer Regisijasets
recordedthe use of ETn just over half of patients
(51% & 53% respectivelyyhilst ET as a planned
treatment was recorded for only 13% of patients.
For each of these sourcefder patientswere more
likely to have ET recorded compared with younge
women(ETusewas recorded in COSBr 44% 5@
69 years55% 7@ 79 yearsi76% 80+ years)his
was not seen for all NHS trusts with some areas
having ET use recorded in CO®bich was
comparable to that in the PCPD.

As a secondary care data source for prescribed E
use SACTProvided littleinformation, with less than
4% of women recorded as having ET.

In contrast 90% were recorded in the PCPD as
having an ET prescription dispensed within a
community pharmacy in 2018. This level of
prescribing was observed for women at all ages
(90%50¢69 years; 91% 7€/9 years; 91% 80+
years)

Figure4.1. Use of endocrine therapy identified within PCPD 2018 dispensed prescriptimmspared with

recording inroutine secondary care sources, by age at 01 Jan 2Gdi@ong patientswith ERpositive invasive
breast cancer
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Note: ER = estrogen receptor

PCPD = Primary Care Prescriptions Databa&d (i&se recorded in PCPD dispensed ppésos in 2018
Registry = ET recorded as delivered in Cancer Registry treatment data

COSB ET recorded as delivered in the Cancer Outcomes and Services Dataset

CCP = ET recorded as a planned treatment in the COSD Cancer Care Plan data

SACT = ET recorded as prescribed within the System{Cahotr Therapy data
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What do we see within this audit group?

Among 109,425 patients with invasive breast
cancer (IBC) diagnosed between 2014 and 2017
77% had ER positive breast cancer (with the
remaining 11% ER negative and 11% ER unknov

Overall, 78% of all women withragistered
diagnosis of breast cancer were recorded in the
PCPD as having been prescribed ET during 201¢
Use of ET was as expected, highest among patie
with ER positive IBC at 90% and low for ER nega
IBC (of those receiving ET 31% had PR pod#ttve
and 31% had PR unknown IB@Y(re4.2).

This pattern of use was observed regardless of u
of surgery. ET use was high for all age groups an
seemed to be unaffected by patient fithess, amor
women diagnosed with Epositive IBC

Rates of ET prescriptions dispensed in 2018 wert
seen to be low among women recently diagnosec
with breast cancer (28%; data not showth)is is
likelyto be due tothe shorter time since diagnosis,
the sequence of treatments and the likelihdthat
initial ET would be prescribed in secondary care 1
patients with invasive breast cancer.

Figure4.2. Impact of ER status on use of endocrine therapy,(bBytime since diagnosiand (b) age at 01 Jan

2018 amongwomen diagnosed with invasive breast cancer in England from 20174
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Note: ET use recorded in PCPD dispensed prescriptions in 2018

Among 12,204vomenwith IBCandan unknown ER
status 72%eceivedET Patterns of ET use for such
patients were comparable to those with ER positive
IBC, although with some increase in ET use with
increasing age~(gure4.2). Further investigation
showed that of these women, 99% also had an
unknownPR status for their breast tumour.

The percentage of women with ER unknown status has
decreased over time from 20% in 2014, to less than
8% in 2017 among women diagnosed with invasive
breast cancer.

Among 2,155vomen with ER positive metastatic

breast canceB3%had an ET prescription in 2018. This
varied by age at diagnosis, being 78% for women aged
50¢69 years up to 91% among women aged 80+ years.
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Type of ET andeographical variation

Among76,294women with ER positive IBC receivir
ET, aomatase inhibitors (Als) were the most
commonly prescribed ET, with 80% having a reco
of an Al prescribed at least once in the yéaith
39% of these being prescribed anasinle)

However this differed by age.

Among women younger than 55 years at diagnosi
tamoxifen was more likely to be prescribheégb% of
women aged 555 years received tamoxifen,
compared with 15% of women aged 85 years and
over.

Within the timeframeof prescriptions provided (Jgn
Dec 2018) only 2% of those initially on tamoxifen
switched to an aromatase inhibitor at some point.

Looking at geographical variation in prescribing, ET
use was consistently high acrossratfions andNHS
trusts (Figure 4.3.

Looking at the type of ET prescribed, among those
women receiving EThére was some variation
observed in the proportionate use of tamoxifen
Figure4.3 highlights that variation between
geographical regions (identified here by Government
Office Region) was small compared with the variation
between individual NHS trusts

Figure4.3. Variation in use of ET and tamoxifedispensd in 2018 by Government Office Region and age at

diagnosis (among patients with ER positive invasive breast cadé@gnosed in England from 20%47)
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Note: ET use recorded in PCPD dispensed prescriptions in 2018.

GOR = Government Office RegiB8D = trusts where % of patients receiving ET/tamoxifen is more than 3 standard deviations away from the overall ¥hANE =
East; NW = North West; Y&H = Yorks&itdumberside; E Mid = East Midlands; W Mid = West Midlands; E Eng = East of England; SE = South East; SW = S

Implications for Wales

Although this chapter investigates the use of ET
among patients diagnosed in Englantyg
information on the use oETis importantfor all
patients diagnosed with ER positive breast cance

Recommendation

V Breast care teams in NHS organisatishsuld
ensure information on endocrine therapy
treatment started in secondary careriscorded
within routine data submissions to NCRAS (CO,
and WCN database§Rec #).
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This chapter considers short and letegm outcomes
for women with breast cancer diagnosed over the
five-year audit period from @14¢2018 Using five
years of data helps to ensure that analyses within
subgroups of age and other clinical or patient factors
include enouglpatients for reporting purposes.

5.1. Reoperation rates following initial breast
conserving surgry

The use of breast conserving surgery (BCS) is routine
clinical practice among women with DCIS or operable
invasive breast cancer, accounting for 3 out of 4 initial
procedures in women aged 50+ years newly diagnosed
with DCIS or early invasive breaahcer.

What does the guidance say?

NICE guidance (NG101) recommetids further
surgery is offered

Where invasive cancer and/or DCIS is present
at the radial nargins (‘tumour on ink’; 0 mmd Q
[NICE 2018

Approximately 20% of patients who receive BCS will
require at least one reoperation, due to inadequate
resection margins, and thisaspreviously been shown
to vary by NHS organisation [Jeewral 2012]. It is

also reported that BCS followed by-egcison is
associated with poorer cosmetic outcomes, whilst
adding to the treatment burden and a negative impact
on quality of life [Heiet al2012].

Womenwho had a subsequent BC

Numerator or mastectomy reoperation within

3 months

Womenreceivingbreast conserving
Denominator | surgery for DCIS or early invasive

breast cancer
Country England & Wales

Timeframe

Women diagnosed from 2048

Why do we look at this in the NABCOP?

Reoperation following primary breast conserving
surgery (BCS) may result in delays to adjuvant
treatment, with evidence of increased rates of loc
and distant recurrence as a result. Previous
research has shown reoperation rates to be lowe
among older wanen.

What do we see within this audit group?

Among 106,644 women who had breast conservi
surgery as their initial surgery, 15% had at least ¢
subsequent breast reoperation (either BCS or
mastectomy) within three months.

Reoperation rates varied between women with
ductal carcinoma in situ (DCIS) and early invasive
diseasgTable5.1), with women with DCIS more
likely to have at least one reoperation (25% vs 12
P<0.001).

Reoperation rates wereightly lower among
women aged 80+ years. Overall, 11% of women
a reoperation in this age group; withomen with
DCItill more likelythan women with early
invasive breast canceo have at least one
reoperation (7% vs 0%,P<0.001).

Of those women with DCIS having a reoperation,
84% had just one reoperatigfiable5.1),

compared with 88%f women with early invasive
breast cancer. Among such women the type of
subsequent operation (BCS or mastectomy) was
similar when looking by invasive status of the
primary tumour, with the majority having another
breast conservation procedure (82%). There was
however a difference by age with a greater
percentage of older women having a mastectomy
For DCIS and early invasidisease respectively
these were:

1 19% & 1% among women aged &89 years;
1 20% & 19 among women aged qI9 years;
1 32% & 2%among women aged 80+ years.

Among women who had two or more reoperation
35% of women with DCIS had a mastectomy as t
second reopeation compared with 41% of women
with early invasive breast cancer. Again, this was
more likely among older women.

There was geographical variation in reoperation
rates(Figure5.1). For women aged 70+ years this
variation was not beyond what would be expectes
given the numbers having an initial BCS within e¢
NHS organisatio(-igure5.2).
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prea onse 0 ge B by DE&XH a e prea ancer and age at alagno
All women 50¢69 years 70¢79 years 80+ years
Total % Total | % Total % Total %
DCIS
Women having BC{ 14,523 11,774 2,304 445
No reoperation| 10,910 75.1% 8,778 74.6% 1,761 76.4% 371 83.4%
One reoperation| 3,029 2,505 458 66
BCS| 2441 16.8% 2,028 17.2% 368 16.0% 45 10.1%
MX 588 4.0% 477 4.1% 90 3.9% 21 4.7%
2+ reoperations 584 4.0% 491 4.2% 85 3.7% 8 1.8%
Early invasive breast cancer
Women having BC{ 92,121 65,772 20,285 6,064
No reoperation| 80,060 86.9% 57,010 86.7% 17,610 86.8% 5,440 89.7%
One reoperation| 10,579 7,654 2,359 566
BCS| 8,691 9.4% 6,371 9.7% 1,905 9.4% 415 6.8%
MX 1,888 2.0% 1,283 2.0% 454 2.2% 151 2.5%
2+ reoperations| 1,482 1.6% 1,108 1.7% 316 1.6% 58 1.0%

Note: Percentages may not add up to 100% due to rounding.

Figureb.1. Observed percentage of women havitigeast conserving surgery, for DCIS or early invasive breast

cancer, and a subsequent breast reoperation within three months, by diagnosing NHS organisation
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Note: DCIS = ductal carcinoma in situ; BCS = breast conserving surgery.
Denominators for percentages shown are: surgery = all women; BCS = women having surgery; Reoperation = women having BCS
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Figureb.2. Riskadjusted percentage of women havingubsequent breast reoperation within three months of

initial breastconserving surgery (BCS) for DCIS or early invasive breast cancer, within diagnosing NHS

organisation, by age at diagnosis
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those aged/0¢79 years to create the 70+ years age group.

Note: BCS = breast conserving surgery; DCIS = Ductal carcinoma in sitie&I@wasive breast cancer.
NHS organisations with <10 patietitaving initial BC®ithin the corrspondingplotted age group are not included within the figures above.
The number of patients having initial BCS for DCIS in the 80+ years age group swaaliteden plotted by NHS organisation, so these patients were grouped w

For DCIS, riskdjusted percentages are adjusted for age at diagnosis (capped at 90 years), whole tumoursizeasioa gradegstrogen receptorgR status,
screening status, deprivation aigkcondary Care Administrative Records Frg8GARFNndex.

For EIBC, riskdjusted percentages are adjusted for age at diagnosis (capped at 90 years), whole tumoursize, number of positive sddegrane ER status,
human epidermal growth receptor PIER2status, use of neoadjuvant chemotherapy, deprivaiod SCARF index.
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5.2. Shortterm morbidity following (adjuvant)
chemotherapy forearly invasive breast
cancer

Givingchemotherapy in early invasive breast cancer,
as adjuvant or ne@djuvant therapyaimsto reduce

the risk ofrecurrence and improve survivdts usehas
increased in recent decades.

What does the guidance say?
NICE guidance (NG101) recommends:

W/ 2yaARSNI I R2dz@F yi GK
people with invasive breast cancer, and ensure
that recommendéions are recorded at the
multidisciplinary team (MDT) meeting. Base
recommendations about adjuvant therapy on
MDT assessment of the prognostic and
predictive factors, and the possible risks and
benefits of the treatment. Make decisions with
thepersonaf NJ RA aOdzaaAy3a &
[NICE 2018

Chemotherapyrelatedtoxicity can impact on a
LI GASyidQa ljdz2 tAGe 27
delivery of treatment and increasing healthcare
resource useChemotherapy toxicity can also result in
womenexperiencingan adverse reaction, such as
fever or infection.

Why do we look at this in the NABCOP?

The NABCOP has found lower use of adjuvant
chemotherapy among older women, and it tends
be reserved for those with high levels of fitness.
Investigationof chemotherapyrelated adverse
events is important to understand the impact of
treatment among such women receiving
chemotherapy.

Reporting orthe occurrence of treatmentelated

adverse events among different patient populations
caninform local policyand enable informed decisien
making about treatment options. Previous research
suggests rates of treatment associated adverse events
among women with breast cancer in the general
population may be higher than the figures reported in
clinical trials.

Womenwith a treatment related

Numerator

overnight hospital admission

Womenreceivingadjuvant
chemotherapy forearlyinvasive
breast cancer

Denominator

Country England

Timeframe Women diagnosed from 2048

Treatment related overnight hospital admission was
defined as a hospital admission with an overnight stay
within 30 days of a chemotherapy cycle, recorded with
at leastone of the following diagnostic codes
associated with the admission:

Neutropenia

Fever

Infection

Gastrointestinal toxicity

1 Other related to systemic treatment

=A =4 =4 =4

Details of the ICR0 codes used to identify such visits
can be found im\ppendix 2

tATS:

What do,we see withig thigsaidit GIRUP- 4 5 4
Among 21,57%vomen who started adjuvant
chemotherapyfor early invasive breast cancer,%9
had at least one treatmentlated overnight
hospital admissiomvithin 30 days of a
chemotherapy cyclelThe most commoimdividual
toxicitiesrecorded vere infection 3%)and
neutropenia (I7%).Rates of infection were slightly
higher amongvomen undergoing taxanbased
chemotherapybeing 24% compared with 21%.

\,
L

As fitness worsened or comorbidity increased,
treatment related hospital admissions appeared t
increase (ableb.2). Rates of admission tended to
be loweroverallamong women aged 75 years anc
over.

There was some geographical variation in the rat
of admissionigure5.3). Funnel plots of observed
rates byunit volume show that, given the number
of patients treated within each NHS organisation,
this variationwas largely within expected limits

(Figure5.4).
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Table5.2. Impact of patient fithess on the bserved percentage of women with a treatment relatemvernight

hospital admission within 30 days @&fdjuvant chemotherapy forearly invasive breast cancetiagnosed and
treated in Ehgland by age at diagnosis

50¢59 years 60¢69 years 70¢74 years 75+ years
Total no. %chemo Total no. %chemo Total no. %chemo Total no. %chemo
of of of of
related related related related
women . women . women . women )
o hospital L hospital L hospital o hospital
receiving S receiving N receiving N receiving S
admission admission admission admission
chemo chemo chemo chemo
All women 10,020 28.7% 8,064 29.3% 2,397 28.5% 1,098 25.4%
Frailty = Fitt 9,006 27.8% 6,840 27.7% 1,895 27.9% 836 24.0%
CCl=0 9,358 28.1% 7,311 28.4% 2,109 28.5% 936 23.8%
WHO PS = 4,287 27.8% 3,214 28.3% 881 25.8% 377 23.6%
Frailty = MildModerate 968 36.7% 1,153 37.3% 479 30.7% 242 28.9%
CCl4 540 37.6% 579 35.4% 226 26.5% 124 32.3%
WHO PS 1 358 32.7% 403 33.5% 243 25.5% 132 28.0%
Frailty = Severe 34 47.1% 60 56.7% 20 35.0% 18 44.4%
CCl 2+ 110 40.0% 163 51.5% 59 37.3% 36 44.4%
WHO PS =2 41 29.3% 55 43.6% 28 21.4% 25 32.0%

Note: Frailty measure calculated using the SCARF Index.

Figure5.3. Observed percentage of women with a treatment related overnight hospital admissidtiin 30 days

of adjuvant chemotherapy for early invasive breast cancer diagnosed and treated in England (overall, for
infection, for neutropenia), by trust of diagnosis

100%

Treatment related overnight hospital admission
020% - ——— Overnight admission for infection

——— Overnight admission for neutropenia
80%

70% 1
60% 1
50% 1
40% M,

30% - \ ‘l"

20%

Percentage of women (%)

10%

'"“ Bt ey ;
|N’”"WV1wmmmmmmmwmﬂmmmmm“wwwmwmemW\

0%

Note: denominators for percentages shown are all women receiving adjuvant chemotherapy for early invasive breast cancer.
Some patients may have more than one toxicity rdedr
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Figureb5.4. Observed percentage of women with a treatment related overnight hospital admissidthin 30 days
of adjuvant chemotherapy for

diagnosis

arly invasive breast cancer diagnosed and treated in England, b

ust of

Overalltreatment related overnight admsson within 30 days
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Other overnight admission related gystemic treatment
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Note: EIBC = early invasive breast cancer.

NHS organisations with <10 patieméexeiving adjuvant chemotherpy for EMBithin the plotted age group are not included within the figures above.
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5.3. Relative survival . . . . .
This section provides estimated overall and relative

Relative survival, as described by the National Cancer survival up to 5 years from treatment, by grouped age
Ly a i A @& day SfZompaiing dhe survival of people at diagnosis, for the following patients:

gK2 KIF@S | aLISOATAO RA&SIAS 6AGK (K2aS K2 R2yQiGX 2@SN
I OSNIFAY LISNR2R 2dWidingihy S XL 1 A@merOreceivingzbutgery® Rarlyoirvasive breast
percentage of patients with the disease who are still cancer,

alive at the end of the period of time by the

percentage of people in the general population of the - women receiving chemotherapy for metastatic

breast cancer.

same sex and age who are alive at the end of the same
time period. The relative survivate shows whether
the disease shortens life¢ Numerator Womenrecorded as having died

) Denominator | All women
Here, we compare the survival of those women

diagnosed with breast cancer, with survival in the
general population, matched on aggear of Timeframe Women diagnosed from 20¢48
treatmentand sex, to give a direct estimate of excess
mortality dueto the breast cancerwithout requiring
cause of death informatian

Country England

What do we see within this audit group?

Amongl15002women receiving surgery for early
Ly O2yiN} ads 2 @S NIFheength diNID A Fnvasiverbeeasteangex, ywesske thatrelagive surv

time from either the date of diagnosis or the start of is comparable to that of the general population
treatment for a disease, such as cancer, that patients wit[\in the 1%15Amonths following surgery,
diagnosed with thelisease are still alive ¢ NBEIF NRf Saa 2 Figues 3.2 Y1y (¢
Figure5.6 presents the additional impact of frailty,
Why do we look at this in the NABCOP? on relative survival following surgery for early

invasive breast cancer. For women who are fit o
have only mildmoderate frailty, relative survival is
high. Among womemith severe frailty, relative
survival was poor witfust over40% excess
mortality at five years after surgery.

The NABCOP advocates the use of appropriate
treatment for those older women considered
suitably fit. We therefore present relative surviva
rates, by age, among those women receiving
surgeryfor early invasive breast cancer and
chemotherapy for metastatic breast cancer.

Figureb.5. Overall (left) and relativeright) survival of womendiagnosedwith early invasive breast cancevho

received surgery, by age at diagnosis
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Figure 5.6. Overall (left) and relative (right) survival of women diagnosed with early invasive breast cancer wh

received surgery, by SCARF index
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The following sets of figurgwesent the additional
influence of comorbidityfFigure5.7), frailty (Figure
5.8) and ER statug-igure5.9) on relative survival
within agesubgroupsamong women who received
surgery for early invasive breast cancer.

For those women with no comorbidity or considered
G2 0S aFfFAlé= a RSTAYSR
comparable to that in the general population. As
fitness decreases excess mortality in these patient
subgroups increases. Among women who are fit
relative survival is good. These patterns are seen
regardless of age.

Figure5.7. Impact of patient fitness on elative survival & women diagnosedwith early invasive breast cancer

who receivel surgery, byCharlson Comorbidity Index (C@Ind age at diagnosis
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Figureb.8. Impact of patient fithess on relativsurvival of womendiagnosedwith early invasive breast cancer

who receiveal surgery, bySCARF indeand age at diagnosis
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For those women withER positive or unknown ER
status, receiving surgery, relative survival is high and
comparable to that in the general populatigrigure
5.9). The majority of these women received endocrine
therapy, in addition to having surgery, which is not a
treatment option for those with ER negative disease
and goes some way to explaining the higher relative
survival amog women with ER positive/unknown

disease compared to that among ER negative disease.

Figureb.9. Relativesurvival of womendiagnosedwith early invasive breast cancevho receivel surgery, byER

status and age at diagnosis
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Amongwomen withER negative early invasive breast
cancer, receiving surgery, relative survival is
comparableamong those who are considered to be fit
or having low levels of frailty=(gure5.10). Relative
survival was poor among women with severe frailty.
Unlike those women with a positive ER status,
treatment with endocrine therapy was not an option,
as described above.

Figue 5.10. Relativesurvival of womendiagnosedwith ER negative early invasive breast canedro receivel

surgery, bySCARF index and age at diagnosis
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What do we sedor metastatic breast cancet

Among women with ERegative metastatic breast
cancer receiving chemotherapy, relative survival w
poor (Figure5.11). Women with no comorbidity
burden or only one comorbidity had better
outcomes than those with two or more comorbid

conditions.

Figureb.11. Relativesurvival of womendiagnosedwith ER negative metastatic breast canogho receivel

chemotherapy by Charlson Comorbidity Index (C@iye at diagnosis
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Recommendatiors

V Breast care teams in NH&janisationshoulduse the NABCOP fitnefsilty assessment for all newly
diagnosed women 70 and over, agavhere relevant; upload with the routine data returns (such as COSD fi

England. (Rec 8).

V The NABCOWiIll disseminate findings on relatiwrvival through publications and communicatioRec #0).

V Breast cancer oncology teams should review chemotherapy associated morbidity inrthgiwith the aim of

reducingunplannedchemotherapyrelated admission rates(Rec #)

V Breast cancer surgical teams shoalaminetheir reoperation rates after breast conservation surgery to
determine if optimal practice is being implemented and¢duce their reoperation rate. (Re8y

36| Page



































































