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CƻǊŜǿƻǊŘǎ 

Foreword from Chris Holcombe 

President, Association of Breast Surgery 

It is difficult to overstate the importance and quality of 

the body of work that makes up the National Audit of 

Breast Cancer in Older Patients (NABCOP), and I am very 

pleased to welcome the 2022 report and commend it to 

you.  

Approximately one third of patients diagnosed with 

breast cancer (BC) are over 70, and as the population 

ages this is a growing portion of those being diagnosed 

with BC. The NABCOP team are to be congratulated on 

once again producing a report that is clinically relevant, 

and accessible; giving very practical advice on how to 

improve the care for patients aged 70+ years with BC. As 

with previous reports the recommendations are 

supported by a wealth of data detailing national practice 

and outcomes, which is linked to the individual 

performance in every breast unit in England and Wales. 

As a clinician or commissioner, the greatest compliment 

you can pay to the NABCOP team is to read the report, 

but then, importantly, to find out the data for your own 

unit, and then, even more importantly, to put in place an 

action plan to improve the care of those patients aged 

70+ years in your unit. Do access the Data Viewer and 

local action plan template for helpful guidance. 

Looking through this 2022 report, it is gratifying to see 

modest improvements in treatment and data collection 

over the life of the audit, but there is more to be done.  

There is no single way to treat BC in the older patient; 

the ageing process is unique to each individual, and while 

comorbidities, frailty, and geriatric conditions become 

more common with advancing age, their prevalence will 

vary widely between older patients. Therefore, it is 

important that treatment decisions are based on an 

objective assessment of overall health rather than on 

chronological age alone.  

Frailty: in the same way that we would not treat BC 

without knowing the ER and HER2 status, we should not 

treat BC in those aged 70+ years without a formal 

assessment of frailty. Use the NABCOP fitness 

assessment form for all patients aged 70+ years. This 

should be assessed prior to multidisciplinary team (MDT) 

discussion so it can be used to guide treatment decisions. 

Do make sure your MDT coordinator is recording these 

results and theyΩre part of COSD data returns in England. 

Triple Diagnostic Assessment in a single visit: this is best 

practice, valued by patients and recommended by NICE, 

but achieved for only 69% of patients, and not at all in 

some units. There is currently an enormous pressure on 

new referrals to the breast clinic, and with radiological 

shortages and COVID-19 absences, achieving this is 

perhaps more difficult than ever; but it is valued, it is 

recommended and in this era of radiological shortages it 

is important to remember that this is also cost effective.  

Surgery for ER positive early invasive breast cancer 

(EIBC): surgical excision in combination with systemic 

endocrine therapy (ET) is superior in preventing 

recurrence and improving survival, compared with 

primary ET alone. It is gratifying to see a small increase 

(from 62% to 69%) in rates of surgery for those aged 80+ 

years during the lifetime of the audit. However, for those 

over 80 (when average life expectancy is still 8 years, and 

within the time frame when the patient might get a 

recurrence or metastatic spread) it would appear that 

surgical decisions are still often being made on the basis 

of age not an objective assessment of fitness. For fit 

women with ER positive (ER+) EIBC, the excision rate is 

68% compared to 92% for ER negative (ER-) EIBC; it is 

only 51% in mild-moderately frail women with ER+ EIBC 

vs 85% for ER- EIBC. Once again, there is even larger 

variation in individual units. 

Reoperation rates following initial breast-conserving 

surgery (BCS): 1 in 7 patients undergo further operation 

following initial BCS, rising to 1 in 4 for those with DCIS. 

There have been small improvements during the lifetime 

of the audit, but intra-operative margin assessment 

remains a considerable challenge.  

The COVID-19 pandemic: this audit presents data for the 

period of diagnosis and treatment during the first phase 

of the COVID-19 pandemic. There was a reduction in 

numbers of cancers diagnosed, particularly those 

diagnosed through the breast screening programme as 

this was paused (locally in England; nationally in Wales).  

For many, the pandemic has been the most difficult 

period of their professional life, with profound effects on 

every aspect of life. But in the midst of this there were 

examples of how clinicians worked together rapidly and 

effectively to appropriately modify patient care to 

maximise good care and minimise harm. The rapid 

introduction of hypofractionated radiotherapy (given 

over one week) is one such extraordinary example; 

following publication of the data a change from 15 to 5 

fractions was adopted almost universally in the space of 

a month, as demonstrated by the data in the report. 

The Future: this is the final NABCOP report as this audit 

transitions to two newly commissioned audits of primary 

and metastatic breast cancer respectively. I would like to 

take the opportunity to wish the teams awarded the 

contracts for these new audits all the very best and hope 

that both of these will build on the fantastic work done 

by the NABCOP team. 
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Foreword from Jan Rose, Sophia Turner and Carla 

Whitbread 

NABCOP Patient Representatives,  

LƴŘŜǇŜƴŘŜƴǘ /ŀƴŎŜǊ tŀǘƛŜƴǘǎΩ ±ƻƛŎŜ (ICPV) and  

Força - strength against cancer 

For the last 6 years, NABCOP has existed to assess the 

processes of breast cancer care and outcomes for 

women aged 70 years and over in England and Wales 

and works to achieve fair and unbiased treatment for 

all, regardless of age.  

We have worked alongside the various stakeholders 

ƻƴ b!./ht ǎƛƴŎŜ ǘƘŜ ŀǳŘƛǘΩǎ ƛƴŎŜǇǘƛƻƴ ǿƛǘƘ ǘƘŜ ŀƛƳ ǘƻ 

ensure that the voice and experience of the patient is 

well represented. The late Maggie Wilcox was the first 

Patient Representative to serve on NABCOP and is 

remembered fondly by all for her invaluable 

contributions. 

Age alone should not influence the treatment a 

patient receives. However, the audit highlighted that 

there was a discrepancy in the treatment older 

women received compared to their younger 

counterparts and this in turn affected the outcome of 

their treatment. With these findings in mind, the 

Fitness Assessment Form was created as a tool to 

standardise how frailty and cognition are measured 

for an older patient in breast clinics. We consider this 

a key achievement for NABCOP as it paves the way for 

the medical team to discuss the best and most 

appropriate treatment for a patient. The assessment 

enables patients to be treated as individuals and not 

just according to their age, hence treating the older 

and younger women equally and fairly.  

Having a Public and Patients version of the NABCOP 

report that explains the findings in a user-friendly, 

concise manner is important for patients. We have 

worked with the NABCOP team to ensure that clear 

language is used and that the report contents are 

relevant for patients.  

In 2020, the NABCOP team developed the ΨGuide to 

the Breast Cancer Pathway for Older WomenΩ as a way 

to guide patients to ask important questions along the 

breast cancer care pathway. This guide emerged from 

an idea put forward by the patient representatives 

who were involved in the design and content of this 

guide. It can provide the basis for discussion of key 

ŜƭŜƳŜƴǘǎ ƻŦ ŀ ǿƻƳŀƴΩǎ ǘǊŜŀǘƳŜƴǘ ŜƴŀōƭƛƴƎ ŘŜŎƛǎƛƻƴǎ 

to take place between the older patient and the 

health professionals as to appropriate treatment.  

We have played a role in disseminating the NABCOP 

reports to our patient networks linking with patients, 

health professionals and charities. Despite our efforts, 

we feel this needs more attention. 

By highlighting discrepancies, NABCOP has made 

headway in closing the gap in the treatment and care 

received by women aged 70 years and over compared 

to younger women. However, more work needs to be 

done to ensure that every woman in England and 

Wales, regardless of age or where treatment is 

received, gets the best care possible tailored to them 

to guarantee the best outcome possible.  

Going forward, we acknowledge that auditing data for 

primary and metastatic breast cancer should be given 

attention. ¢ƘŜ ǉǳŜǎǘƛƻƴ ƻŦ ΨŀƎŜ ōƛŀǎΩ ǎƘƻǳƭŘ ƴƻǘ ōŜ 

forgotten. 
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9ȄŜŎǳǘƛǾŜ {ǳƳƳŀǊȅ 

Background 

The National Audit of Breast Cancer in Older Patients 

(NABCOP) was established in 2016 to evaluate the 

process of care and outcomes for older women (aged 

70+ years) diagnosed with breast cancer in NHS 

hospitals within England and Wales, compared with 

women aged 50ς69 years. 

The NABCOP is a collaboration between the Clinical 

Effectiveness Unit at the Royal College of Surgeons of 

England (RCS) and the Association of Breast Surgery 

(ABS). The audit works in partnership with the 

National Cancer Registration and Analysis Service 

(NCRAS), NHS Digital and the Wales Cancer Network 

(WCN), and uses the routine data collected by these 

national bodies. 

The NABCOP aims to support patients, clinicians, 

healthcare providers, and commissioners in order to 

improve breast cancer care. It publishes comparative 

information on outcomes and care processes from 

English NHS trusts and Welsh local health boards, 

referred to as NHS organisations throughout this 

report.  

Final NABCOP Annual Report 

NHS England and the Welsh Government are 

commissioning a new National Cancer Audit 

Collaborating Centre which will undertake a variety of 

new national cancer audits. This initiative will include 

audits of both primary breast cancer and metastatic 

breast cancer in women and men of all ages.  

Commissioners and the NABCOP team will work 

together during 2022 to enable an effective transition 

from the NABCOP to the future national breast cancer 

audit programme. 

This final NABCOP Annual Report presents results for 

women, aged 50 years and over, diagnosed with 

breast cancer in England and Wales since January 

2014. It is written primarily for health care 

professionals, clinical commissioners and breast 

cancer service providers. A separate version 

containing key findings and recommendations is 

written for patients and the wider public.  

 

Supplementary material from the report (including 

tables containing individual NHS organisation results) 

is available on the NABCOP website 

(www.nabcop.org.uk) 

Data collection and analysis 

The NABCOP uses patient data routinely collected by 

NCRAS in England and the WCN in Wales. 

For this annual report, the NCRAS provided cancer 

registration data on women (aged 50+ years) 

diagnosed between 1 January 2014 and 31 December 

2019, along with data on women (aged 50+ years) 

diagnosed between 1 January 2019 and 31 May 2021 

from the Rapid Cancer Registration Dataset (RCRD).  

Data on women (aged 50+ years) diagnosed in Welsh 

local health boards between 1 January 2014 and 31 

December 2020 were provided by the WCN using the 

Cancer Network Information System Cymru (CaNISC) 

patient record system.  

Key findings from the 2022 report 

WOMEN DIAGNOSED WITH BREAST CANCER IN ENGLAND AND 

WALES FROM 2014ς2019 

Chapter 3 reports on data completeness, diagnosis 

and treatment patterns for women diagnosed in 

England and Wales between January 2014 and 

December 2019. 

Data completeness 

The availability of core data items across 2014ς2019 

remains variable, but there have been improvements 

in data on clinical nurse specialist (CNS) contact (65% 

in 2014 to 76% in 2019) and WHO performance status 

(34% in 2014 to 65% in 2019).  

Diagnosis and supportive care 

Among women diagnosed in 2019 with early invasive 

breast cancer (EIBC) not detected at screening, 69% 

received triple diagnostic assessment (TDA) in a single 

visit. Variation remains by NHS organisation, with 37% 

of breast units having less than 70% of patients having 

TDA in a single visit.  

Where data were available, recorded contact with a 

breast CNS for women diagnosed in 2019 was very 

high in England (96%) and Wales (99%). 

http://www.nabcop.org.uk/
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Treatment for women with DCIS 

Surgery: Among women diagnosed with DCIS between 

2014 and 2019, use of surgery: 

¶ Decreased with age at diagnosis (94% for 50ς69 

years; 91% for 70ς79 years; 60% for 80+ years). 

¶ Increased over 2014ς2019 for women aged 80+ 

years who were fit or had mild-moderate frailty 

(from 62% in 2014 to 72% in 2019). 

¶ Varied across NHS organisations, particularly 

among women aged 70+ years; this variation did 

not appear to be related to the volume of 

patients treated in an individual NHS 

organisation.  

Radiotherapy: 60% of women aged 50ς69 years 

received radiotherapy after breast-conserving surgery 

(BCS) compared with 50% aged 70ς79 years and 27% 

aged 80+ years. There was considerable variation in 

use by NHS organisation regardless of age. 

Treatment for women with early invasive breast 

cancer (EIBC) 

Surgery: Among women diagnosed with EIBC between 

2014 and 2019, use of surgery: 

¶ Decreased with age at diagnosis (97% for 50ς69 

years, 91% for 70ς79 years, 55% for 80+ years). 

¶ Increased over 2014ς2019 among women 80+ 

years who were relatively fit or had mild-

moderate frailty (62% in 2014 to 69% in 2019); 

particularly with ER positive EIBC.  

¶ Decreased more markedly with age at diagnosis 

among ER positive EIBC compared with ER 

negative EIBC, regardless of overall fitness. 

Radiotherapy:  

¶ For women with low risk EIBC where omission of 

radiotherapy can be considered2, rates of 

radiotherapy reduced over time (from 89% in 

2014 to 70% in 2019).  

¶ Use of post-mastectomy radiotherapy among 

women with high-risk EIBC varied by NHS 

organisation, regardless of age. 

Chemotherapy:  

¶ Use of adjuvant chemotherapy among women 

aged 50ς69 years with ER negative EIBC has 

increased from 61% in 2014 to 81% in 2019 (29% 

to 46% among women aged 70ς79 years).  

¶ In the cohort of women with ER negative, HER2 

negative, node-positive EIBC, use of 

chemotherapy decreased with age (74% for 50ς

69 years, 47% for 70ς79 years, 5% for 80+ years). 

                                                                 
2 Details of the cohort defined as low risk can be found via: https://www.nice.org.uk/guidance/ng101/chapter/Recommendations#radiotherapy  

¶ 70% of women aged 50ς69 years with HER2 

positive EIBC received adjuvant chemotherapy 

plus trastuzumab compared with 49% for 70ς79 

years; 10% for 80+ years. There was considerable 

variation by NHS organisation. 

Women with a diagnosis of metastatic breast cancer 

(MBC) at initial presentation 

ω Among women diagnosed with invasive breast 

cancer between 2014 and 2019, the percentage 

with MBC increased with age: 3% for 50ς69 

years; 6% for 70ς79 years; 8% for 80+ years. 

ω 25% received chemotherapy within six months of 

diagnosis; use decreased with age (41% for 50ς

69 years; 21% for 70ς79 years; 6% for 80+ years). 

Outcomes following a diagnosis of breast cancer 

Reoperation rates following initial BCS:  

¶ Among women diagnosed with DCIS or EIBC in 

England and Wales from 2014ς2019, who had 

BCS as their initial surgery, 15% had at least one 

subsequent breast reoperation (either BCS or 

mastectomy) within three months.  

¶ Reoperation rates were higher among women 

with DCIS versus EIBC (25% vs 13%), and have 

fallen over time for both groups (most notably 

for DCIS from 27% in 2014 to 23% in 2019; from 

14% in 2014 to 12% in 2019 for EIBC). 

Short-term morbidity following adjuvant 

chemotherapy for EIBC (England only): 

¶ Among women diagnosed from 2014ς2019 who 

started adjuvant chemotherapy for EIBC, 28% 

had at least one treatment-related overnight 

hospital admission within 30 days of any 

chemotherapy cycle.  

¶ Rates have fallen from 30% (2014) to 24% (2019). 

Short-term mortality following (adjuvant) 

chemotherapy for invasive breast cancer (England 

only), among women diagnosed from 2014ς2019: 

¶ 30-day mortality following any adjuvant 

chemotherapy cycle for EIBC was around 1% or 

less.  

¶ For women with MBC, 30-day mortality following 

palliative chemotherapy was around 13%.  

Recording of recurrence: 

¶ Only 4% of women diagnosed in England and 

Wales from 2014ς2019 had a recording of any 

breast cancer recurrence.  

¶ Reported recurrence rates were low even among 

women recorded as having died from their breast 

cancer (22%). 

https://www.nice.org.uk/guidance/ng101/chapter/Recommendations#radiotherapy
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Relative survival: 

¶ Among women receiving surgery for EIBC in 

England and Wales, the 5-year relative survival 

for patients aged 70ς79 years and 80+ years was 

similar to patients aged 50ς69 years. Patients 

with severe frailty had more than 20% excess 

mortality from around 3.5 years after surgery, 

regardless of age. 

Patient experience 

Patient-level data from the Cancer Patient Experience 

Surveys (CPES) for 2015τ2019 were linked to data on 

women aged 50+ years who were diagnosed and 

treated in England from 2014ς2019. They showed:  

¶ Improvements over time in relation to patients 

feeling supported and informed about their 

cancer and treatment options.  

¶ Only 33% of women aged 80+ years in 2019 said 

they had all of the information they needed 

about their chemotherapy treatment 

beforehand. 

PRIMARY CARE PRESCRIPTIONS 

Chapter 4 presents findings from analysis of data from 

the Primary Care Prescription Database (PCPD). The 

PCPD captures therapies prescribed within primary 

care and dispensed in community pharmacies within 

England. The PCPD presents a potential valuable data 

source for information on cancer treatment 

prescribed in primary care and identification of 

comorbidity where this is pharmacologically managed. 

PCPD data on endocrine therapy (ET), 

bisphosphonates, anticoagulant medication and 

dementia-related medication, dispensed between 

April 2015 and March 2021, were linked to data on 

women aged 50+ years and over diagnosed in England 

from 2014ς2019. We found that, compared with 

secondary care data sources, the PCPD identified:  

¶ An additional 45% of women with ER positive 

EIBC and 25% of women with ER positive MBC 

who had an ET prescription;  

¶ An additional 20% of women with invasive breast 

cancer who had a bisphosphonate prescription - 

in addition to the 9% recorded within the 

Systemic Anti-Cancer Therapy (SACT) dataset; 

¶ An additional 1.2% of women with an 

anticoagulant prescription in the 2 years prior to 

diagnosis ς in addition to 4.8% of women with 

conditions routinely requiring anticoagulant 

                                                                 
3 We note that the AgeX trial stopped in May 2020, which may have partially contributed to the reduced number of patients diagnosed with breast 
cancer via screening. Details of the AgeX trail, can be found at http://www.agex.uk/ 

therapy recorded within the Hospital Episode 

Statistics (HES) dataset; 

¶ An additional 0.6% of women with a dementia-

related prescription in the 2 years prior to 

diagnosis ς in addition to 1.8% of women a with 

dementia diagnosis recorded in HES.  

WOMEN DIAGNOSED WITH BREAST CANCER IN ENGLAND AND 

WALES IN 2020 (AND UP TO MAY 2021 - ENGLAND ONLY) 

Chapter 5 reports on women aged 50+ years 

diagnosed with breast cancer in 2020 (and up to May 

2021 in England). Figures from 2019 were used as a 

reference to understand the impact of COVID-19. 

Comparing AprilςDecember 2020 with the same 

months in 2019: 

¶ There was a 30% reduction in the number of 

women aged 50+ years diagnosed with breast 

cancer (61% reduction in numbers diagnosed via 

screening; 7% reduction in numbers diagnosed 

via non-screening pathways)3; 

¶ 79% received surgery within six months of 

diagnosis, compared with 86% (2019); 

¶ 72% of patients who had radiotherapy for non-

invasive or EIBC had the hypofractionated 

26Gy/5F regimen (0% in AprilτDecember 2019).  

FITNESS ASSESSMENT FOR OLDER WOMEN IN BREAST CLINICS 

Chapter 6 describes the NABCOP fitness assessment 

form, developed to capture elements of frailty and 

cognitive impairment present at the point of a breast 

cancer diagnosis. It is for use in breast clinics when 

patients aged 70+ years are referred for suspected 

breast cancer.  

To understand how frailty influences treatment 

decisions among women with breast cancer, the items 

on the fitness assessment form were incorporated 

into COSD Version 9.0 (released in 2020) and are now 

required for submission by English NHS trusts. Current 

levels of data completeness across all six fitness items 

are low (<2%) which may have been influenced by the 

pressures on trusts during the COVID-19 pandemic. 

NABCOP ACHIEVEMENTS 

Chapter 7 reflects on b!./htΩǎ ŀŎƘƛŜǾŜƳŜƴǘs in the 

context of this last year of NABCOP reporting and the 

transition to newly commissioned audits of both 

primary and metastatic breast cancer in women and 

men of all ages. 

http://www.agex.uk/
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wŜŎƻƳƳŜƴŘŀǘƛƻƴǎ нлнн 

 

Finding / basis Recommendation 
Where in 

this report 

Primary audience 

to action recommendation 

Equitable care for older patients with breast cancer 

Among older women responding to CPES, the 
percentage who said they ΨcompletelyΩ had all of the 
information they needed about their chemotherapy 
treatment beforehand has reduced over time from 
81% in 2014 to 75% in 2019.  

1. Ensure older patients have sufficient information about their care 
and treatment(s) and are engaged in a shared decision-making 
process by encouraging ǿƛŘŜ ŀŘƻǇǘƛƻƴ ƻŦ ǳǎŜ ƻŦ ά¢ƘŜ b!./ht 
guide to the breast cancer pathway for older woƳŜƴέ.4 

Chapter 3 

Breast care teams in NHS 
organisations5. 

Professional bodies such as 
the Association of Breast 
Surgery (ABS) and the UK 

Breast Cancer Group 
(UKBCG). 

The NABCOP Annual Reports have highlighted 
variation in the care of older women diagnosed with 
breast cancer across England and Wales. 

2. Ensure key cancer care information continues to be collected and 
made available for the older patient, to understand and address 
persistent unexplained variation in the management of breast 
cancer among older patients ς including the promotion, 
maintenance and updating of έ¢ƘŜ NABCOP guide to the breast 
cancer pathway for older womenέ.3 

Chapter 3, 
4, 5 & 6 

Audit of primary and 
metastatic (secondary) 

breast cancer. 

Fitness assessment for older patients with breast cancer 

Relative survival of fit older women (70ς79 years & 
80+ years) receiving surgery was comparable to that 
of younger women (50ς69 years). Nevertheless, 
women with severe frailty who received surgery had 
more than 20% excess mortality from around 3.5 
years after surgery.  

Records from CancerStats for English NHS trusts 
showed that less than 2% of patients aged 70+ years 
had at least one data item from the NABCOP Fitness 
Assessment Form completed in COSD V9.0. 

3. Encourage adoption of ά¢he NABCOP Fitness Assessment For Older 
PŀǘƛŜƴǘǎέ form into routine use among breast units, for all patients 
aged 70 and over attending the first diagnostic clinic, and ς where 
relevant ς upload with the routine data returns (such as COSD for 
England). 

Chapter 3 
& 6 

Audit of primary and 
metastatic (secondary) 

breast cancer. 

Breast care teams in NHS 
organisations. 

Professional bodies such as 
the ABS and the UKBCG. 

/ƻƴǘƛƴǳŜŘ ƻƴ ƴŜȄǘ ǇŀƎŜΧ 

 

 

 

                                                                 
4 ά¢ƘŜ NABCOP guide to the breast cancer pathway for older ǿƻƳŜƴέ can be downloaded via: https://www.nabcop.org.uk/resources/the-nabcop-guide-to-the-breast-cancer-pathway-for-older-women/ 
5 NHS organisations refer to both English trusts and Welsh local health boards. 



ix | P a g e 

ΧŎƻƴǘƛƴǳŜŘ ŦǊƻƳ ǇǊŜǾƛƻǳǎ ǇŀƎŜ 

Outcomes for patients with breast cancer 

15% of women having initial breast-conserving 
surgery for DCIS or EIBC had a subsequent 
reoperation within 3 months. 

4. Breast cancer surgical teams should examine their reoperation rates 
after breast conservation surgery to identify areas where 
reoperation rates can be reduced, whilst supporting safe breast 
conservation. 

Chapter 3 

Breast care teams in NHS 
organisations. 

Professional bodies such as 
the ABS and the UKBCG. 

28% of women having adjuvant chemotherapy for 
EIBC in England had 1+ unplanned overnight 
chemotherapy-related hospital admission(s). 

5. Breast cancer oncology teams should review chemotherapy 
associated morbidity in their units, with the aim of reducing 
unplanned chemotherapy-related admission rates. 

Chapter 3 
Breast care teams in NHS 
organisations in England. 

Recording of routine data items 

Data completeness of ER and HER2 status has not 
improved for women diagnosed in more recent 
years in both England and Wales. Completeness of 
individual data items on patient fitness within 
COSD V9.0 was found to be low among all NHS 
trusts in England. 

6. Ensure a clinician is identified to take responsibility for reviewing 
data returns and feeding back to staff within their breast units. 
This review should cover key cancer care information, including full 
tumour characterisation, ER and HER2 status (for patients with 
invasive breast cancer), WHO performance status, whether or not a 
TDA was completed, the NABCOP fitness assessment indicators (for 
patients aged 70+ years). 

Chapter 3 & 
6 

Breast care teams in NHS 
organisations. 

Levels of data completeness for recurrence are 
low. 

7. Investigate consistency between (1) discussion of patients with 
recurrence at MDTs in breast units, (2) recording of recurrence by 
Breast Units and (3) the low percentages of recurrence found in 
national datasets, by reviewing the process of capturing these data 
within a breast unit, and ensuring these data are uploaded to 
cancer registration. 

Chapter 3 

Breast care teams in NHS 
organisations. 

8. In order to improve recurrence information on patients with breast 
cancer in cancer registration datasets: 

a) Continue to monitor and report on patterns of breast cancer 
recurrence at a national level and by NHS organisation. 

b) Share knowledge on successful ways to upload recurrence 
information with NHS organisations, such as identifying exemplars 
of good practice. 

Audit of primary and 
metastatic (secondary) 

breast cancer.  

National Cancer 
Registration and Analysis 

Service (NCRAS), and Wales 
Cancer Network (WCN). 

Comparison of NCRAS data sources linked to the 
Primary Care Prescription Database highlighted 
low rates of data completeness on the use of 
endocrine therapy and bisphosphonate treatment 
in the NCRAS secondary care data sources.  

9. Ensure information on the initiation of endocrine therapy 
treatment, and use of bisphosphonates for disease modification, in 
secondary care is recorded within routine data submissions to 
NCRAS (COSD, SACT) and WCN databases. 

Chapter 4 
Breast care teams in NHS 

organisations. 
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1. ¢ƘŜ bŀǘƛƻƴŀƭ !ǳŘƛǘ ƻŦ .ǊŜŀǎǘ /ŀƴŎŜǊ ƛƴ hƭŘŜǊ tŀǘƛŜƴǘǎ 

1.1. Introduction 

The National Audit of Breast Cancer in Older Patients 

(NABCOP) was established in April 2016 to evaluate 

the process of care and outcomes for women aged 

70+ years, diagnosed with breast cancer and treated 

in NHS hospitals within England and Wales (women 

aged 50ς69 years were included for comparison). 

Breast cancer is the most common female cancer in 

the UK, with over 55,000 new diagnoses each year. 

About one-third of such cancers are in women aged 

70+ years [Cancer Research UK 2021]. 

The audit was commissioned to address the evidence 

of unexplained differences in the management of 

breast cancer among women aged 70+ years, 

compared with women aged under 70 years [Bates et 

al 2014, Lavelle et al 2014, Richards et al 2016]. More 

recently, concerns have been raised about the 

ongoing impact of the COVID-19 pandemic on the 

delivery of breast cancer care.  

The approach adopted by the audit to investigate 

quality of care was to examine whether the treatment 

received by older women diagnosed with breast 

cancer was consistent with national recommendations 

as described by (among others) the NICE guideline 

NG101 [NICE 2018a]. The audit covers the care 

pathway from 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 50ς69 years. The assessment of the 

patterns of care since the arrival of COVID-19 in early 

2020 has required a different approach, and is based 

on comparing patterns of care observed after the start 

of the first wave of the COVID-19 pandemic, with the 

patterns observed before then (in patients diagnosed 

and receiving treatment in 2019).  

The NABCOP is a collaboration between the 

Association of Breast Surgery and the Clinical 

Effectiveness Unit of the Royal College of Surgeons of 

England (RCS). It is commissioned by the Healthcare 

Quality Improvement Partnership (HQIP) as part of the 

National Clinical Audit and Patient Outcomes 

Programme (NCAPOP), which is funded by NHS 

England and the Welsh Government. The audit is 

overseen by a Project Board and supported by a 

Clinical Steering Group (CSG), whose role includes 

advising on the priorities of the audit and helping with 

the interpretation of the results. The CSG has 

members from patient associations, medical 

associations, multidisciplinary experts in the area of 

breast cancer and medical care of the older person, 

and policy makers (see Appendix 1). More information 

about the audit can be found on the NABCOP website: 

www.nabcop.org.uk. 

1.2. Overview of the 2022 Annual Report 

This sixth, final, NABCOP Annual Report contains 

information on: 

ω Characteristics, treatment patterns and 

outcomes following treatment for women aged 

50+ years newly diagnosed with breast cancer 

over the six years from January 2014 to 

December 2019. 

ω Patient experience across 2015 to 2019, for 

women diagnosed with breast cancer in England 

from 2014ς2019. 

ω Prescribing patterns for endocrine therapy (ET), 

bisphosphonate therapy, anticoagulant 

medication and dementia-related medication, 

recorded within primary care and dispensed in 

community pharmacies, for women diagnosed 

with breast cancer in England from 2014ς2019.  

ω The diagnosis and treatment patterns for women 

diagnosed in 2020 in England and Wales (up to 

31 May 2021 in England).  

ω The use of fitness assessment for older women in 

breast clinics. 

ω A reflection on key achievements of the NABCOP, 

since its inception in 2016.  

The report is written for individuals who provide, 

receive, commission or 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 interested 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 caregivers is published 

on the NABCOP website. 

  

http://www.nabcop.org.uk/
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1.3. Other information produced by the audit 

Supplementary materials for the report, including 

tables containing individual NHS organisation results, 

and further information about the audit, can be found 

on the website: www.nabcop.org.uk. 

The NABCOP website also contains: 

¶ Annual Reports from previous years 

¶ Patient versions of the Annual Reports 

¶ [ƛƴƪǎ ǘƻ ǊŜǎƻǳǊŎŜǎ ǘƘŀǘ ǎǳǇǇƻǊǘ ƭƻŎŀƭ ǎŜǊǾƛŎŜǎΩ 

quality improvement initiatives 

¶ Links to other sources of information about 

breast cancer such as Cancer Research UK 

¶ Links to peer-reviewed publications and 

presentations given by members of the NABCOP 

Project Team 

In addition, the CancerStats website produced by the 

National Cancer Registration and Analysis Service 

(NCRAS) contains information for English NHS breast 

units on the completeness of their Cancer Outcomes 

and Services Dataset (COSD) submissions, and 

performance indicators similar to those published in 

the NABCOP Annual Report (see Appendix 2 for the 

NABCOP core indicators) but based on real-time data 

submissions. 

The results from the audit are also used by various 

other national health care organisations. In particular, 

the NABCOP team has worked with HQIP and the Care 

Quality Commission (CQC) intelligence team to create 

a slide set to support the CQC hospital inspections. 

                                                                 
6 Breast screening is offered to women between 50 and <71 years (up to their 71st birthday) 

1.4. Changes to breast cancer services during 

the COVID-19 pandemic 

NHS health services in England and Wales were greatly 

affected by the COVID-19 pandemic that arrived in 

early 2020, and work continues to help NHS cancer 

services recover [NHS England December 2020]. One 

consequence of the COVID-19 pandemic was fewer 

women were diagnosed through screening6 pathways, 

following the UK-wide lockdown (see Chapter 5) and 

breast screening services being paused at a local level 

across England [NHS England December 2020] and 

nationally across Wales [Public Health Wales 2020]. 

Breast screening resumed in July 2020 in England and 

Wales [Public Health Agency 2020], and current 

estimates suggest screening services might achieve 

pre-COVID-19 levels of activity in 2022. 

http://www.nabcop.org.uk/
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2. !ǳŘƛǘ ƳŜǘƘƻŘǎ 

For full details of the data and methods used within 

this report, please see the most recent version of the 

NABCOP Annual Report Methodology document, 

available online (www.nabcop.org.uk). 

2.1. Data sources  

This work uses data that has been provided by 

patients and collected by the NHS as part of their care 

and support. This report can therefore only describe 

patient and tumour characteristics, along with 

patterns of care, based on the information that is 

available. The data are collated, maintained and 

quality assured by the National Disease Registration 

Service (NDRS), which is part of NHS Digital (NHSD), 

for patients in England and the Wales Cancer Network 

(WCN) for patients in Wales.  

Details of the data used and associated patient 

cohorts are included within each of the subsequent 

chapters. 

2.2. Patient cohort 

Within the report, we distinguish between three 

groups of women with breast cancer: 

¶ Non-invasive/ductal carcinoma in situ (DCIS; 

stage 0) 

¶ Early invasive breast cancer (EIBC; stages 1ς3A) 

¶ Metastatic breast cancer (MBC; stage 4). 

The patients and timeframes covered in each chapter 

are indicated in the appropriate section.  

Age groups 

The effect of age is typically displayed using three 

main subgroups of age: 50ς69 years; 70ς79 years; 80+ 

years. The older age groups are combined and 

reported as 70+ years where the number of patients 

within the 80+ years subgroup is insufficient to draw 

valid conclusions or where the findings were similar in 

the two older age groups. 

 

 

 

 

2.3. Measurement of patient fitness 

The datasets available for this annual report contain a 

limited number of data items on patient fitness, 

notably, the World Health Organization (WHO) 

performance status instrument, which measures the 

functional status of patients on a scale from 0 to 4. 

Unfortunately, this data item remains poorly 

completed for breast cancer patients in the cancer 

datasets, though return rates have increased over 

time (Table 3.3.1). The report therefore uses two 

other approaches to measure patient fitness. These 

are: 

¶ the RCS Charlson Comorbidity Index [Armitage et 

al 2010] 

¶ the Secondary Care Administrative Records 

Frailty (SCARF) Index [Jauhari et al 2020]. 

The comorbid conditions covered by the Charlson 

Index and the frailty deficits used by the SCARF Index 

are identified using the International Statistical 

Classification of Diseases and Related Health Problems 

(ICD-10) codes that are captured within the diagnosis 

fields of the hospital admissions data.  

http://www.nabcop.org.uk/
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3. /ƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ŀƴŘ ŎŀǊŜ ŀƳƻƴƎ ǿƻƳŜƴ ƴŜǿƭȅ ŘƛŀƎƴƻǎŜŘ 
ǿƛǘƘ ōǊŜŀǎǘ ŎŀƴŎŜǊ ŦǊƻƳ нлмпςнлмф

This chapter includes information on women aged 50 

years and over who were diagnosed with breast 

cancer in England and Wales, during the six years 

between 1 January 2014 and 31 December 2019. The 

data were primarily collected as part of the national 

cancer registration process in England and Wales.  

3.1. Methods 

Data sources 

For English patients, the NCRAS provided data from its 

cancer analysis system, which collates patient data 

from a range of national data feeds across all NHS 

acute hospitals. Data on Welsh patients were provided 

by the WCN using the Cancer Network Information 

System Cymru (Canisc) electronic patient record 

system. 

The NCRAS and the WCN extracted details of women 

aged 50 years and over who were diagnosed with 

breast cancer in England and Wales over the six-year 

period between 1 January 2014 and 31 December 

2019. Full details on the release of data to the 

NABCOP for annual reports, along with relevant 

timelines, can be found online at: 

https://www.nabcop.org.uk/resources-home/. 

Participating NHS organisations across England and 

Wales 

Information from 117 English NHS trusts and six Welsh 

local health boards were included in this chapter.  

NHS trusts at which fewer than 180 patients were 

diagnosed over the six-year period (i.e. 30 

patients/year), or where fewer than 30 patients were 

diagnosed in the most recent year this chapter 

presents data on (i.e. 2019) are not included.  

Presentation of small numbers by NHS organisation 

Within figures showing findings by NHS organisation, 

percentages are not presented for those NHS 

organisations with less than 10 patients within the 

patient group of interest, over the six-year period.  

 

3.2. Overview of data completeness 

The type of treatment offered to patients with breast 

cancer is influenced by the characteristics of their 

cancer (molecular markers, grade and stage at 

diagnosis), patient characteristics (general health and 

fitness) and patient preference. The recording of this 

information in national routine cancer datasets is 

therefore vital to understand patterns of care across 

NHS organisations.  

Figure 3.2.1 shows the availability of a selection of 

core data items, for women diagnosed each year from 

2014 to 2019, by age at diagnosis and country of 

diagnosis. Largely, data have tended to be more 

complete for younger women (aged 50ς69 years) over 

this time period. Data were available for women 

diagnosed in Wales in 2020 and are included within 

Figure 3.2.1 and demonstrate continued 

improvements for ²ŀƭŜǎΩ Řŀǘŀ ŎƻƳǇƭŜǘŜƴŜǎǎ ƛƴ Ƴŀƴȅ 

areas.  

Completeness of the following data items has 

improved over the audit period: 

¶ CNS contact (overall 65% in 2014 to 76% in 

2019). 

¶ WHO performance status (overall 34% in 2014 to 

65% in 2019). 

Further work is needed to improve the completeness 

of key data items within NCRAS and Canisc, and this 

will enable future breast cancer audits to more 

accurately report on patterns of care.  

The NABCOP website provides a selection of resources 

for NHS organisations across England and Wales to 

use to review their levels of data completeness 

(https://www.nabcop.org.uk/resources), including: 

¶ The NHS organisation data viewer, which 

contains a full list of the NHS organisations with 

data provided for analysis and NHS organisation-

level completeness of key NABCOP data items. 

¶ A guide to improving data completeness, which 

contains information on how trusts in England 

can access CancerStats to interrogate their COSD 

returns in real time, as well as information on the 

national processes within Wales to aid local 

health boards to improve their data returns. 

 

https://www.nabcop.org.uk/resources-home/
https://www.nabcop.org.uk/resources
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Figure 3.2.1. Availability of core data items over the audit period in England and Wales, by age at diagnosis 

England (2014ς2019) Wales (2014ς2020) 

All tumours 

    
Non-invasive tumours (DCIS only) 

    

    
Invasive tumours 

    

    

    

    

 
Notes: Cancer Registration data were available for women diagnosed in Wales in 2020 and are included, ŀƴŘ ŘŜƳƻƴǎǘǊŀǘŜ ŎƻƴǘƛƴǳŜŘ ƛƳǇǊƻǾŜƳŜƴǘǎ ŦƻǊ ²ŀƭŜǎΩ Řŀǘŀ 
completeness in many areas. Cancer Registration data were not available for women diagnosed in England in 2020. 

WHO performance status reported within two months of diagnosis and prior to primary treatment starting. 

For patients diagnosed in Wales overall stage is determined from the reported T, N, M stage components within the data provided.  

N stage completeness based on reported N stage, augmented with details from reported number of malignant nodes and determined to be N0 where nodal stage still 
missing but the reported diagnosis code is DCIS. For a ǎǘŀƎŜ ŀ ǊŜŎƻǊŘƛƴƎ ƻŦ Ψa·Ω ǿƛǘƘƛƴ ǘƘŜ Řŀǘŀ ǊŜŎŜƛǾŜŘ ƛǎ ƛƴǘŜǊǇǊŜǘŜŘ ŀǎ ƛƴǘŜƴǘƛƻƴŀƭƭȅ ǳƴƳŜŀǎǳǊŜŘ ŀƴŘ ƴƻǘ ŎƻǳƴǘŜŘ 
as missing.  

Data completeness for invasive grade is not shown as this is nearly 100% across the audit period for England and Wales. 
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3.3. The NABCOP population 

The cohort presented in this chapter includes women 

diagnosed with breast cancer in England and Wales 

between January 2014 and December 2019, and 

captures the care received by patients newly 

diagnosed with a single primary breast cancer, with or 

without distant metastatic disease. Details of how the 

cohort of patients were prepared for analysis can be 

found in Appendix 3. 

An overview of the patient and tumour characteristics 

of women newly diagnosed with breast cancer across 

the six-year period is provided in Table 3.3.1, 

subdivided by age, type of tumour and disease stage. 

In total, there were 224,049 women diagnosed with 

breast cancer of all stages between 2014 and 2019:  

¶ 61% were aged 50ς69 years; 

¶ 39% were aged 70+ years (the sum of 22% 70ς79 

years and 17% 80+ years). 

The cohort was predominantly of white ethnicity, 

where this information was reported (England only; 

data on ethnicity available for 94% of patients). The 

percentage of white ethnicity rose as age at diagnosis 

increased. 

Among all breast cancer groups (defined by stage), 

where information was recorded, as age at diagnosis 

increased women were more likely to have poorer 

levels of fitness (measured by WHO performance 

status, Charlson Comorbidity Index and SCARF [frailty] 

index). 

DCIS 

Among women aged 50ς69 years, 14% were 

diagnosed with DCIS. This decreased to 8% in women 

aged 70ς79 years and 3% among women aged 80 

years and over. Differences in DCIS tumour 

characteristics, by age at diagnosis, included lower 

reported tumour grade and larger reported tumour 

size as age increased (Table 3.3.1). Around 1 in 5 

women diagnosed with DCIS were reported to have 

had surgery to assess their lymph node status.  

 

 

 

 

Invasive Breast Cancer 

For women aged 50ς79 years with invasive breast 

cancer, age did not affect the proportional distribution 

of many key tumour features (Table 3.3.1): 

¶ Nodal status; 

¶ Tumour grade: tumours tended to be 

predominantly grade 2; 

¶ Similar percentages of women had ER positive 

tumours, where reported;  

¶ Similar percentages of women had HER2 negative 

tumours, where reported. 

The percentage of women aged 50ς79 years with T1 

tumours, where reported, tended to decrease with 

increased age at diagnosis. 

Route to diagnosis 

Table 3.3.1 shows the route to diagnosis for women 

aged 50 years and over diagnosed in England and 

Wales between 2014 and 2019, by breast cancer 

group (defined by stage) and age at diagnosis. Route 

to diagnosis was strongly influenced by age and was 

related to disease stage at diagnosis.  

Among women diagnosed with DCIS those aged 50ς69 

years were more likely to be diagnosed via the NHS 

screening programme (87%), whilst women aged 80+ 

years were more likely to be diagnosed via referral 

from their GP (72%). Among women aged 70ς79 year, 

28% were diagnosed via screening (67% via GP 

referral). Rates of emergency presentation were low 

for all age groups (<1%). 

Among women diagnosed with early invasive breast 

cancer similar patterns of referral were seen as 

described above for women diagnosed with DCIS. 

Among women newly diagnosed with metastatic 

breast cancer the percentages diagnosed following GP 

presentation were similar across the age groups. As 

age at diagnosis increased women were more likely to 

have been diagnosed following referral from other 

specialities (19ς26%) or after emergency presentation 

(6ς12%). As would be expected, very few women aged 

70ς79 years (4%) were diagnosed following referral 

from the screening programme, in contrast to 34% 

among women EIBC, and 0% of women aged 80+ years 

were diagnosed via this route. 
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Table 3.3.1. Patient and tumour characteristics, and treatment received, for women aged 50 years and over 
newly diagnosed with breast cancer between January 2014 and December 2019, split by breast cancer group and 
age at diagnosis 

Characteristic at diagnosis 

DCIS 

(n = 23,901) 

Early invasive 

(n = 165,118) 

Metastatic 

(n = 9,642) 

50ς69 

years 

70ς79 

years 

80+ 

years 

50ς69 

years 

70ς79 

years 

80+ 

years 

50ς69 

years 

70ς79 

years 

80+ 

years 

Number of women 
18693 
(78%) 

3910 
(16%) 

1298 
(5%) 

102511 
(62%) 

37347 
(23%) 

25260 
(15%) 

3991 
(41%) 

2791 
(29%) 

2860 
(30%) 

% screen detected cancer 
15689 

(84%) 
2512 
(64%) 

193 
(15%) 

59662 
(58%) 

12160 
(33%) 

1089 
(4%) 

501 
(13%) 

95  
(3%) 

9  
(0%) 

Country of diagnosis 

England 17385 3636 1210 97106 35289 24150 3867 2704 2765 

Wales 1308 274 88 5405 2058 1110 124 87 95 

Year of diagnosis ς number of women diagnosed 

2014 3022 540 198 16527 5814 4108 645 473 497 

2015 2896 576 217 17106 5870 4246 704 466 490 

2016 3109 545 172 17449 5835 4143 674 444 499 

2017 3065 617 210 17278 6194 4200 674 486 523 

2018 3169 852 256 17174 7269 4433 686 468 456 

2019 3432 780 245 16977 6365 4130 608 454 395 

Route to diagnosis (Core Indicator #1) 

% with route reported 97% 96% 90% 97% 96% 94% 89% 87% 80% 

GP presentation 11% 28% 72% 37% 60% 85% 59% 62% 59% 

NHS screening programme 87% 67% 17% 60% 34% 5% 14% 4% 0% 

Referral from other specialties 2% 4% 10% 3% 5% 8% 19% 23% 26% 

After emergency presentation 0% 0% 1% 0% 0% 1% 6% 8% 12% 

Other 0% 0% 1% 0% 1% 1% 2% 3% 2% 

Ethnicity 

% with ethnicity reported 84% 87% 89% 89% 90% 92% 91% 90% 90% 

White 89% 93% 95% 92% 95% 96% 89% 95% 96% 

Mixed 1% 0% 0% 1% 0% 0% 1% 0% 0% 

Asian 5% 4% 3% 4% 2% 2% 5% 3% 1% 

Black 3% 2% 2% 2% 1% 1% 3% 2% 1% 

Other 2% 1% 0% 2% 1% 1% 2% 1% 1% 

Index of multiple deprivation 

1 Most deprived 15% 12% 15% 15% 14% 15% 19% 17% 16% 

2 17% 17% 17% 18% 17% 18% 20% 21% 19% 

3 21% 20% 20% 21% 21% 21% 20% 21% 21% 

4 23% 23% 22% 23% 23% 22% 20% 21% 21% 

5 Least deprived 25% 27% 25% 23% 25% 24% 21% 20% 23% 



 

8 | P a g e 

 

Table 3.3.1. ΧŎƻƴǘƛƴǳŜŘ ŦǊƻƳ ǇǊŜǾƛƻǳǎ ǇŀƎŜ 

 

DCIS 

(n = 23,901) 

Early invasive 

(n = 165,118) 

Metastatic 

(n = 9,642) 

50ς69 

years 

70ς79 

years 

80+ 

years 

50ς69 

years 

70ς79 

years 

80+ 

years 

50ς69 

years 

70ς79 

years 

80+ 

years 

WHO performance statusa 

% with WHO PS reported 32% 32% 28% 47% 46% 43% 50% 41% 31% 

0 93% 80% 48% 90% 72% 40% 65% 40% 25% 

1 6% 15% 27% 8% 20% 29% 20% 31% 26% 

2+ 1% 5% 25% 2% 8% 31% 16% 29% 50% 

Charlson Comorbidity Index (CCI) 

% with CCI calculated 97% 98% 96% 98% 98% 95% 97% 97% 96% 

0 90% 80% 64% 91% 81% 65% 82% 65% 53% 

1 8% 14% 22% 7% 12% 18% 13% 20% 23% 

2+ 2% 6% 14% 2% 7% 17% 6% 15% 24% 

Secondary Care Administrative Records Frailty (SCARF) Index 

% with SCARF index calculated 97% 98% 96% 98% 98% 95% 97% 97% 96% 

Fit 85% 70% 48% 86% 71% 52% 71% 51% 34% 

Mildςmoderate frailty 14% 26% 38% 13% 24% 32% 26% 38% 41% 

Severe frailty  1% 4% 14% 1% 4% 16% 3% 11% 24% 

Grade of disease ς DCIS | Invasive 

% with grade reported 96% 94% 83% 100% 100% 100% 100% 99% 100% 

Low | 1 10% 11% 17% 19% 15% 13% 4% 5% 5% 

Intermediate | 2 30% 35% 40% 54% 57% 59% 46% 47% 46% 

High | 3 60% 54% 43% 27% 27% 24% 39% 34% 27% 

Not assessable 0% 0% 0% 1% 1% 4% 12% 15% 23% 

Tumour size (cm) 

% with tumour size reported 20% 19% 14% 87% 86% 73% 34% 34% 31% 

> 0.1 to 2 53% 52% 41% 65% 55% 40% 20% 15% 16% 

> 2 to 5 34% 36% 42% 31% 40% 55% 55% 62% 60% 

> 5 12% 12% 16% 4% 4% 5% 25% 23% 24% 

Lymph node examination 

% with nodes examined 21% 23% 20% 83% 79% 44% 18% 13% 7% 

Number of malignant lymph nodes (if examined) 

% with malignant nodes reported N/A N/A N/A 100% 100% 100% 98% 96% 97% 

0 malignant nodes N/A N/A N/A 76% 74% 68% 15% 11% 13% 

1ς3 malignant nodes N/A N/A N/A 21% 21% 25% 48% 49% 50% 

4ς9 malignant nodes N/A N/A N/A 4% 5% 7% 21% 21% 18% 

10+ malignant nodes N/A N/A N/A 0% 0% 0% 16% 19% 19% 

Note:  
a WHO performance status reported within two months of diagnosis and prior to primary treatment starting. 
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Table 3.3.1. ΧŎƻƴǘƛƴǳŜŘ ŦǊƻƳ ǇǊŜǾƛƻǳǎ ǇŀƎŜ 

 

DCIS 

(n = 23,901) 

Early invasive 

(n = 165,118) 

Metastatic 

(n = 9,642) 

50ς69 

years 

70ς79 

years 

80+ 

years 

50ς69 

years 

70ς79 

years 

80+ 

years 

50ς69 

years 

70ς79 

years 

80+ 

years 

ER status (Core Indicator #3) 

% with ER status reported 29% 33% 45% 92% 91% 88% 79% 77% 70% 

Positive 81% 82% 85% 87% 87% 87% 78% 78% 80% 

Negative 19% 18% 15% 13% 13% 13% 22% 22% 20% 

HER2 status (Core Indicator #3) 

% with HER2 status reported 4% 5% 8% 89% 87% 75% 75% 72% 57% 

Positive 33% 18% 15% 12% 10% 9% 24% 18% 15% 

Negative 58% 72% 78% 79% 81% 80% 67% 72% 74% 

Borderline 9% 10% 8% 9% 9% 11% 9% 10% 11% 

CNS contact (Core Indicator #5) 

% with CNS contact reported 58% 57% 51% 74% 75% 72% 63% 62% 53% 

Yes 91% 92% 91% 92% 92% 90% 86% 84% 81% 

No 1% 1% 1% 1% 1% 2% 2% 3% 5% 

Unknown 8% 7% 8% 7% 7% 8% 12% 13% 14% 
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3.4. Triple diagnostic assessment in a single visit 

This indicator describes the percentage of patients 

aged 50 years and over who were calculated to have 

received triple diagnostic assessment (TDA) in a single 

visit. This is defined as when the mammogram imaging 

date (or date first seen) and the biopsy or cytology 

date were reported and were the same. No single data 

item recording TDA in a single visit was available for 

this group of women (diagnosed prior to the 

implementation of COSD Version 9.0 in 2020). 

Women diagnosed at screening had the imaging and 

biopsy components of the triple diagnostic 

assessment performed according to screening 

protocols, where those with initial mammographic 

abnormalities are recalled for assessment with further 

imaging and biopsies. Such women are therefore not 

included within this assessment of performance. 

What is the evidence base for this process? 

Triple diagnostic assessment in a single visit is 
associated with higher diagnostic accuracy and high 
levels of patient satisfaction, as well as being cost 
effective [NICE 2002]. 

 

What does the guidance say? 

Since 2002, it has been regarded as best practice 
for patients with suspected breast cancer to 
ǳƴŘŜǊƎƻ ŀ ΨǘǊƛǇƭŜ ŘƛŀƎƴƻǎǘƛŎ ŀǎǎŜǎǎƳŜƴǘΩ ŀǘ ǘƘŜƛǊ 
first clinic visit. This comprises the following three 
elements, as required: 

ω Clinical assessment ςa full history is taken and a 
physical examination performed. 

ω Imaging ς imaging assessment may consist of 
mammography and/or ultrasound, depending 
on certain patient characteristics and symptoms 
at presentation. The axilla may also be imaged. 

ω Histopathology assessment ς tissue biopsies are 
obtained from areas in the breast (± axilla) that 
are suspicious of cancer. 

ΨGiving people with suspected breast cancer 
the triple diagnostic assessment at a single 
hospital visit will help to ensure rapid 
diagnosis. It will also help to reduce the 
anxiety and stress associated with multiple 
visits for different parts of the triple 
diagnostic assessmenǘΦΩ [NICE 2016] 

 

Numerator 
(Core Ind #2) 

Women receiving triple diagnostic 
assessment in a single visit 

Denominator 
Women with non-screen detected 

early invasive breast cancer 

Country England & Wales 

Timeframe Women diagnosed in 2019 

 

What do we see within this audit group? 

Among women aged 50 years and over diagnosed 
with non-screen detected EIBC in 2019, 69% were 
calculated to have received triple diagnostic 
assessment (TDA) in a single visit. There was little 
difference by age at diagnosis: 

¶ 68% among women aged 50ς69 years;  

¶ 70% among women aged 70+ years; 
o 69% for women aged 70ς79 years;  
o 71% for women aged 80+ years. 

There was no difference in the estimates according 
to country of diagnosis: 

¶ 68% for women diagnosed in Wales; 

¶ 69% for women diagnosed in England. 

Looking at the change in percentage of women 
estimated as receiving TDA in a single visit over the 
audit period (2014ς2019) there has been an 
improvement over time for Wales (from 58% in 
2014), whilst for England performance has 
remained at around 69% since 2015 (Figure 3.4.1). 

There was marked variation by NHS organisation 
with 37% of NHS organisations having less than 
70% of patients estimated as receiving TDA in a 
single visit based on our criteria (Figure 3.4.2).  

For 8% of women a mammogram and/or biopsy 
date were missing; in 71% of such cases the biopsy 
date was missing. 
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Figure 3.4.1. Receipt of triple diagnostic assessment in a single visit among women with non-screen detected 
early invasive breast cancer in England and Wales, by age at diagnosis and year of diagnosis 

 

 

The provision of timely triple diagnostic assessment is 

a basic tenet of modern breast cancer care and 

compliance should be accurately recorded. 

Confirmation as to whether triple diagnostic 

assessment happened in a single visit was therefore 

added to COSD Version 9.0, and collected from 

September 2020 for women diagnosed in an NHS 

organisation in England. This data item should be 

available for women diagnosed with breast cancer 

from 2020 onwards and will be available for analysis 

within future breast cancer audits. 

 

Figure 3.4.2. Estimated receipt of triple diagnostic assessment in a single visit among women with non-screen 
detected early invasive breast cancer diagnosed in 2019, by diagnosing NHS organisation and age at diagnosis 

 
Note: Within each age group, NHS organisations with <10 patients with non-screen detected early invasive breast cancer diagnosed in 2019 are not shown. 

Welsh local health boards are shown on the left-hand side of the figure. 
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3.5. Involvement of a breast clinical nurse 

specialist or key worker 

For women diagnosed with breast cancer, NICE 

guidance (NG101) states:  

ΨAll people with breast cancer should have a named 

clinical nurse specialist or other specialist key worker 

with equivalent skills, who will support them 

throughout diagnosis, treatment and follow-upΩ [NICE 

2009a, NICE 2018a]. 

Numerator 

(Core Ind #5) 

Women seen by a breast clinical 
nurse specialist/named key worker 

Denominator All women 

Country England & Wales 

Timeframe Women diagnosed in 2019 

 

 

 

 

 

 

 

What do we see within this audit group? 

ω Among women aged 50 years and over 
diagnosed in 2019, data on clinical nurse 
specialist (CNS) contact were available for 76%.  

ω Data completeness, among women diagnosed 
in 2019, differed by country of diagnosis: 

¶ 71% of women diagnosed in Wales;  

¶ 76% of women diagnosed in England. 

Completeness increased with age among women 
diagnosed in Wales (68%; 73% and 78% for age 
groups 50ς69; 70ς79 and 80+ years respectively). 

Among women aged 50 years and over diagnosed 
in 2019, for whom data existed, 96% had contact 
with a CNS. Rates of contact were similar by age 
and by country of diagnosis: 

¶ 99% of women diagnosed in Wales;  

¶ 96% of women diagnosed in England. 

Among women aged 50 years and over diagnosed 
in 2019, where data existed, there was variation 
across a proportion of NHS organisations in the 
percentage of women with CNS contact recorded 
ŀǎ ά¸Ŝǎέ (Figure 3.5.1). 

The percentage of women recorded as having 
contact with a CNS has improved over the audit 
period (2014ς2019) among women diagnosed in 
England (from 78% in 2014), whilst for Wales 
contact with a CNS has been consistently high at 
nearly 100% since 2014. 

 

Figure 3.5.1. Percentage of women diagnosed in 2019 in contact with a breast clinical nurse specialist, by 
diagnosing NHS organisation and age at diagnosis (where data existed) 

 
Note: Within each age group, NHS organisations with <10 patients diagnosed in 2019 and with data on CNS contact are not shown. 

Welsh local health boards are shown on the left-hand side of the figure. 
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3.6. Treatment following a new diagnosis of 

ductal carcinoma in situ 

This section describes the use of primary surgery and 

adjuvant radiotherapy for those women aged 50 years 

and over diagnosed with ductal carcinoma in situ 

(DCIS). These women account for approximately 10% 

of the patients included within the NABCOP cohort. 

DCIS is typically diagnosed among women aged 

between 50 and <71 years as a consequence of their 

participation in population-level breast screening 

programmes and the use of digital mammography 

[Kerlikowske 2010]. The AgeX trial in England aims to 

evaluate the benefit of extending the screening age 

beyond 70 years and completed recruitment in May 

2020; the first results are expected in 2026.  

Surgical resection is the most important treatment for 

women with DCIS. Women may have either a 

mastectomy or breast-conserving surgery, depending 

on the disease extent and patient preference. 

Surgical treatment for DCIS 

Numerator 

(Core Ind #7) 

Women who had mastectomy or 
breast-conserving surgery within 
12m of diagnosis 

Denominator Women diagnosed with DCIS 

Country England & Wales 

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

Among women aged 50 years and over diagnosed 
with DCIS from 2014ς2019, 92% received surgery 
within 12 months of diagnosis. The percentage 
decreased according to age at diagnosis:  

¶ 94% among women aged 50ς69 years;  

¶ 83% among women aged 70+ years; 
o 91% for women aged 70ς79 years;  
o 60% for women aged 80+ years. 

Rates of surgery differed by country of diagnosis: 
95% among patients diagnosed in Wales; 92% 
among patients diagnosed in England. 

There was similarity in surgical rates among women 
aged 50ς69 years, but increasing variation between 
NHS organisations in the rate of surgery as age 
increased (Figure 3.6.1). The rate of surgery was 
not associated with the number of women 
diagnosed with DCIS in each NHS organisation (unit 
volume). 

 

Figure 3.6.1. Risk-adjusted rates of surgery for 
DCIS across NHS organisations, by age at diagnosis 

 

 

 

 
Note: DCIS = ductal carcinoma in situ. Yrs = years. 

Risk-adjusted percentages are from logistic regression models, adjusted 
for influential patient and tumour characteristics. 

Within each age group, NHS organisations with <10 patients diagnosed 

with DCIS are not shown. 

In considering the percentage of women receiving 

surgery for DCIS over the audit period (2014ς2019), 

among older women (80+ years) who were fit or had 

mild-moderate frailty, there has been an increase in 

the rate of surgery from 62% in 2014 to 72% in 2019. 

This pattern was observed for both England and 

Wales. Rates were high among women aged 50ς69 

and 70ς79 years, diagnosed across 2014ς2019, at 96% 

and 93% respectively. 
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Radiotherapy treatment for DCIS 

For women who have surgery, NICE guidance (NG101) 

states: 

Ψ/ƻƴǎƛŘŜǊ ŀŘƧǳǾŀƴǘ ǊŀŘƛƻǘƘŜǊŀǇȅ ŦƻǊ ǿƻƳŜƴ ǿƛǘƘ 5/L{ 

following breast-conserving surgery with clear 

margins, and discuss with them the possible benefits 

ŀƴŘ Ǌƛǎƪǎ ƻŦ ǊŀŘƛƻǘƘŜǊŀǇȅΦΩ [NICE 2018a] 

Recommendations on the management of older 

patients with DCIS issued by the International Society 

of Geriatric Oncology and European Society of Breast 

Cancer Specialists support this statement, and note 

that there is a lack of strong clinical trial-based 

evidence to support DCIS treatment decisions in older 

women [Biganzoli et al 2021]. 

Numerator 

(Core Ind #11) 

Women who received adjuvant 
radiotherapy 

Denominator 
Women who had breast-conserving 

surgery for DCIS 

Country England & Wales 

Timeframe Women diagnosed from 2014ς19 

 

 

 

What do we see within this audit group? 

Among women aged 50 years and over diagnosed 

with DCIS from 2014ς2019 and who received 

breast-conserving surgery (BCS) 58% went on to 

receive radiotherapy. The percentage decreased 

with age at diagnosis: 

¶ 60% among women aged 50ς69 years; 

¶ 46% among women aged 70+ years; 
o 50% of women aged 70ς79 years;  
o 27% of women aged 80+ years. 

Use of radiotherapy was greater among women 
with high-grade DCIS, at 78%, but a similar pattern 
by age at diagnosis was seen:  

¶ 80% among women aged 50ς69 years; 

¶ 68% among women aged 70+ years; 
o 72% of women aged 70ς79 years;  
o 43% of women aged 80+ years. 

There was marked practice variation between NHS 
organisations in the use of radiotherapy following 
BCS for DCIS, as seen in Figure 3.6.2. This may 
reflect the uncertainty concerning which patient 
subgroups derive the most benefit from 
radiotherapy and differing perceptions of the value 
of this treatment. 

There was no change in the percentage of women 
receiving radiotherapy following BCS for DCIS over 
the audit period (2014ς2019), regardless of age at 
diagnosis. 

 

Figure 3.6.2. Observed percentage of women with DCIS receiving radiotherapy after breast-conserving surgery, 
by diagnosing NHS organisation and age at diagnosis 

 
Note: Within each age group, NHS organisations with <10 patients having breast-conserving surgery for DCIS are not shown. 

Welsh local health boards are shown on the left-hand side of the figure. 
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3.7. Treatment following a new diagnosis of 

early invasive breast cancer  

This section focuses on women aged 50 years and 

over diagnosed with early invasive breast cancer 

(EIBC), defined as stage 1ς3A, and their use of primary 

surgery, adjuvant radiotherapy and chemotherapy. 

Women with EIBC form three-quarters of the NABCOP 

patient cohort. 

Surgical treatment for early invasive breast 

cancer 

What does the guidance say? 

Surgical resection is a central treatment for EIBC, 
with NICE guidance (NG101) recommending: 

Ψ¢ǊŜŀǘ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ŜŀǊƭȅ ƛƴǾŀǎƛǾŜ ōǊŜŀǎǘ 
cancer, irrespective of age, with surgery and 
appropriate systemic therapy, rather than 
endocrine therapy alone, unless significant 
ŎƻƳƻǊōƛŘƛǘȅ ǇǊŜŎƭǳŘŜǎ ǎǳǊƎŜǊȅΦΩ [NICE 2018a] 

Guidelines on the management of older patients 
with breast cancer issued by the International 
Society of Geriatric Oncology and European Society 
of Breast Cancer Specialists advise that Ω{ǳǊƎŜǊȅ 
remains the choice of primary treatment in the 
majority of olŘŜǊ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ŜŀǊƭȅ ōǊŜŀǎǘ ŎŀƴŎŜǊΦΩ 
[Biganzoli et al 2021]. 

 

What is the evidence base for treatment 
decisions? 

Surgical excision, along with adjuvant therapies, is 
standard of care for most women diagnosed with 
EIBC. Although women with ER positive breast 
cancer are suitable for primary endocrine therapy, 
surgical excision in combination with systemic 
endocrine therapy is superior in the prevention of 
recurrence and improving survival, compared with 
primary endocrine therapy alone [Ward et al 2018]. 

 

 

 

 

 

 

Numerator 

(Core Ind #7) 

Women who had mastectomy or 
breast-conserving surgery within 
12m of diagnosis 

Denominator 
Women diagnosed with early 

invasive breast cancer 

Country England & Wales 

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

Among women aged 50 years and over diagnosed 
with EIBC from 2014ς2019, 89% received surgery 
within 12 months of diagnosis. The percentage 
decreased with age at diagnosis: 

¶ 97% among women aged 50ς69 years; 

¶ 77% among women aged 70+ years;  
o 91% for women aged 70ς79 years;  
o 55% for women aged 80+ years. 

Rates of surgery differed by county of diagnosis: 
93% among patients diagnosed in Wales; 89% 
among patients diagnosed in England. 

The decrease in rates of surgery with increasing age 
at diagnosis was observed to be more marked for 
women with ER positive breast cancer aged 75 
years and over (Figure 3.7.1). 

Looking at the percentage of fit or mild-moderately 
frail women receiving surgery for EIBC over the 
audit period (2014ς2019 there has been an 
increase in the rate of surgery among women aged 
80+ years, from 62% in 2014 to 69% in 2019. This 
was primarily among women with ER positive EIBC 
(Figure 3.7.2).  

The receipt of primary surgery among women varied 

with different levels of fitness and ER status (Table 

3.7.1 & Figure 3.7.3). As age at diagnosis increased, 

those with ER negative EIBC were more likely to 

receive surgery compared with those with ER positive 

cancer, regardless of fitness. However: 

¶ Rates of surgery diminished as levels of fitness 

decreased;  

¶ Overall, the reduction in the rate of surgery was 

much larger for older women with ER positive 

breast cancer. 

There was variation across NHS organisations in the 

percentage of older women who received surgery for 

EIBC, according to ER status (Figure 3.7.4). 
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Figure 3.7.1. Observed receipt of surgery for women with early invasive breast cancer, by ER status, age at 
diagnosis (5-year age bands) and type of surgery  

 

 

Figure 3.7.2. Receipt of surgery for EIBC over time, among fit or mildςmoderately frail women, by ER status and 
age at diagnosis  
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Figure 3.7.3. Impact of patient fitness on the likelihood of receiving surgery for early invasive breast cancer, as 
measured by three different metrics, by age at diagnosis and ER status 

Charlson Comorbidity Index 

 

WHO performance status 

 

SCARF Index 
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Table 3.7.1. Impact of patient fitness on the likelihood of receiving surgery for early invasive breast cancer, as 
measured by three different metrics, by ER status and age at diagnosis  

Measure of 

fitness 

ER positive ER negative 

50ς69 years 70ς79 years 80+ years 50ς69 years 70ς79 years 80+ years 

Total 

no. of 

women 

% 

surg 

Total 

no. of 

women 

% 

surg 

Total 

no. of 

women 

% 

surg 

Total 

no. of 

women 

% 

surg 

Total 

no. of 

women 

% 

surg 

Total 

no. of 

women 

% 

surg 

All women 81649 97% 29501 91% 19338 53% 12395 96% 4560 96% 2846 84% 

Charlson Comorbidity Index 

0 72863 98% 23644 95% 12142 66% 11047 97% 3606 97% 1865 90% 

1 5441 96% 3438 87% 3242 44% 851 96% 571 93% 474 83% 

2+ 1802 90% 1963 67% 3010 25% 346 95% 338 91% 451 70% 

Unknown 1543 69% 456 44% 944 4% 151 66% 45 69% 56 20% 

WHO performance status 

0 34059 98% 9868 96% 3444 74% 5855 97% 1568 97% 517 92% 

1 2911 95% 2681 89% 2469 58% 652 95% 497 96% 394 91% 

2+ 722 81% 1014 58% 2545 23% 134 91% 197 85% 393 69% 

Unknown 43957 97% 15938 91% 10880 52% 5754 96% 2298 96% 1542 84% 

SCARF Index 

Fit 69025 98% 20853 95% 9663 68% 10420 97% 3210 97% 1485 92% 

Mildςmoderate 

frailty 
10264 96% 6982 89% 5914 51% 1674 96% 1094 95% 876 85% 

Severe frailty 817 83% 1210 57% 2817 20% 150 93% 211 86% 429 67% 

Unknown 1543 69% 456 44% 944 4% 151 66% 45 69% 56 20% 

Note: This table does not include the 14,608 women with no recorded/unknown ER status. 

% surg = percentage of women receiving surgery 

 

Figure 3.7.4. Risk-adjusted percentage of women receiving primary surgical treatment for early invasive breast 
cancer, by diagnosing NHS organisation, age at diagnosis and ER status 

 
Note: ER = estrogen receptor;  

Risk-adjusted percentages are from random effects logistic regression model, adjusted for influential patient and tumour characteristics; NHS organisation included as 
a level.  

Within each age and ER status group, NHS organisations with <10 patients diagnosed with early invasive breast cancer are not shown.  

Welsh local health boards are shown on the left-hand side of the figure. 
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Radiotherapy treatment for early invasive breast 

cancer 

The use of radiotherapy after surgery depends on the 

type of operation performed. Postoperative 

radiotherapy is recommended for the majority of 

women with early invasive breast cancer who receive 

breast-conserving surgery, whilst post-mastectomy 

radiotherapy is only recommended for women 

considered to be at moderate or high risk of 

recurrence. 

What is the evidence base for treatment 
decisions? 

Compared with breast-conserving surgery alone, 
the combination of breast-conserving surgery and 
postoperative radiotherapy has been shown to 
significantly reduce the risk of cancer recurrence 
within the affected breast and also decrease the 
risk of breast cancer death [Early Breast Cancer 
¢ǊƛŀƭƛǎǘǎΩ /ƻƭƭŀōƻǊŀǘƛǾŜ DǊƻǳǇ нлммϐΦ 

 

What does the guidance say? 

NICE guidance (NG101) states: 

Ψ/ƻƴǎƛŘŜǊ ŀŘƧǳǾŀƴǘ ǘƘŜǊŀǇȅ ŀŦǘŜǊ ǎǳǊƎŜǊȅ ŦƻǊ 
people with invasive breast cancer, and ensure 
that recommendations 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 
ǘƘŜ ǇŜǊǎƻƴ ŀŦǘŜǊ ŘƛǎŎǳǎǎƛƴƎ ǘƘŜǎŜ ŦŀŎǘƻǊǎΦΩ 
[NICE 2018a] 

Guidelines recommend that postoperative external 
beam radiotherapy should be considered for all 
patients undergoing breast-conserving surgery for 
early invasive breast cancer. Clinical trials have 
demonstrated that omission of radiotherapy after 
breast-conserving surgery in low risk (e.g. N0, T0-3, 
ER+, HER2-, G1/2) patients aged 65+ years is 
reasonable and does not impact 10 year overall 
survival [Kunkler et al 2015]. This is reflected in the 
Royal College of RadiologistsΩ (RCR) Consensus 
Statements on Breast Radiotherapy and in NICE 
guidance (NG101) [RCR November 2016, NICE 
2018a]. 

The use of radiotherapy after mastectomy is 
recommended for patients with invasive breast 
cancer who are considered to have a moderate or 
high risk of recurrence (N+ or T3ς4 N0) [NICE 
2018a]. 

Numerator 

(Core Ind #11) 

Women receiving radiotherapy to 
the: 

1. breast after breast-conserving 
surgery 

2. chest wall after mastectomy 

Denominator 
Women diagnosed with EIBC who 

had surgery 

Country England & Wales 

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

Among women aged 50 years and over diagnosed 
with EIBC from 2014ς2019 who had breast-
conserving surgery, 87% were recorded to have 
received postoperative radiotherapy. The 
percentage decreased with age: 

¶ 90% among women aged 50ς69 years; 

¶ 81% among women aged 70+ years; 
o 84% for women aged 70ς79 years;  
o 71% for women aged 80+ years. 

Among women aged 50 years and over diagnosed 
with high-risk (N+ or T3 N0) EIBC receiving 
mastectomy, 66% received post-mastectomy 
radiotherapy. The percentage decreased with age: 

¶ 69% among women aged 50ς69 years; 

¶ 61% among women aged 70+ years;  
o 65% for women aged 70ς79 years;  
o 54% for women aged 80+ years. 

Over the audit period (2014ς2019), there has been 
a reduction in the use of postoperative 
radiotherapy among women with low risk EIBC, 
from 89% in 2014 to 70% in 2019 (Figure 3.7.5). 
This may have been influenced by the publication 
of the PRIME II trial (in 2015) and NICE guidance on 
omission of radiotherapy in patients at low risk of 
recurrence [Kunkler et al 2015, NICE 2018a]. 

There was variation by NHS organisation in use of 
radiotherapy regardless of age (Figure 3.7.6). This 
was most marked for women whose primary 
surgery was mastectomy. Additionally, rates of 
radiotherapy after BCS were high for women aged 
50ς69 years, whereas there was large variation 
across NHS organisations for older women. 
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Figure 3.7.5. Observed percentage of women with early invasive breast cancer receiving radiotherapy over time, 
by age at diagnosis  

 
Note: RT = radiotherapy. 

ά!ƭƭ ǿƻƳŜƴέ includes post-mastectomy radiotherapy in women with node-positive EIBC or node-negative T3 EIBC and women having breast-conserving surgery. 

Low risk group defined based on PRIME trial inclusion criteria: breast-conserving surgery, age at diagnosis >= 65yrs, ¢ҖолƳƳΣ ƴƻ ƴƻŘŀƭ ƛƴǾƻƭǾŜƳŜƴǘΣ 9w ǇƻǎƛǘƛǾŜΣ I9wн 

negative, Grade 1 or 2. Receipt of endocrine therapy was not accounted for. 

 

Figure 3.7.6. Observed percentage of women with early invasive breast cancer receiving radiotherapy after 
breast-conserving surgery or mastectomy (high-risk only), by diagnosing NHS organisation and age at diagnosis 

 
Note: BCS = Breast-conserving surgery. 

Post-mastectomy radiotherapy in women with node-positive early invasive breast cancer or node-negative T3 early invasive breast cancer. 

Within each age group and type of surgery, NHS organisations with <10 patients having surgery for early invasive breast cancer are not shown.  

Welsh local health boards are shown on the left-hand side of the figure. 

 

 

 

 

 



 

21 | P a g e 

 

Chemotherapy treatment for early invasive 

breast cancer 

Adjuvant chemotherapy is a well-established 

treatment for early breast cancer, with evidence of its 

effectiveness from multiple randomised trials and 

meta-ŀƴŀƭȅǎŜǎ ώ9ŀǊƭȅ .ǊŜŀǎǘ /ŀƴŎŜǊ ¢ǊƛŀƭƛǎǘǎΩ 

Collaborative Group 2012]. This section examines the 

use of adjuvant chemotherapy (CT) for women with 

early invasive breast cancer among:  

1. all women;  

2. women with ER negative, HER2 negative breast 

cancer and malignant lymph nodes (N+); and 

3. women with HER2 positive breast cancer for 

whom guidelines recommend use of adjuvant 

chemotherapy plus trastuzumab. 

Adjuvant chemotherapy improves disease-free 

survival and overall survival in patients with EIBC. It is 

effective regardless of ER status, but the absolute 

benefit may be less among patients with ER positive 

breast cancer who also receive endocrine therapy. 

Among older patients, decision making for adjuvant 

chemotherapy should not be based on chronological 

age alone. In addition, chemotherapy is likely to be 

most beneficial for patients with ER negative, and/or 

HER2 positive, and/or node-positive disease [Biganzoli 

et al 2021]. 

What does the guidance say? 

Adjuvant chemotherapy decisions should be based 
on an understanding of the balance between the 
risks and benefits particularly in patients with 
comorbidities [NICE 2018a]. European Society for 
Medical Oncology guidelines recommend treating 
all patients with HER2 positive cancer with 
chemotherapy and anti-HER2 treatment such as 
trastuzumab [Cardoso et al 2019].  

NICE guidance recommends that ER and HER2 
status be obtained for all patients with invasive 
breast cancer [NICE 2018a]. 

 

Numerator 

(Core Ind #12) 
Women who receive adjuvant CT 

Denominator Women diagnosed with EIBC who 

had surgery (no neoadjuvant CT) 

Country England & Wales 

(England only - HER2 positive 

analysis) 

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

(1) Among women aged 50 years and over 
diagnosed with EIBC from 2014ς2019, who 
received primary surgery, overall rates of recorded 
adjuvant chemotherapy were considerably higher 
among younger women with ER negative EIBC 
(51%) compared with ER positive EIBC (17%). For 
women aged 50ς69 years with ER negative EIBC 
rates have increased from 61% among women 
diagnosed in 2014 to 81% in 2019 (29% to 46% 
among women aged 70ς79 years; Figure 3.7.7). 

(2) Among 2,242 women aged 50 years and over 
diagnosed with ER negative, HER2 negative, N+ 
EIBC from 2014ς2019, who received primary 
surgery, 53% were identified as having received 
adjuvant chemotherapy. 

Numbers were too low to look at variation by NHS 
organisation, but we do see that rates of treatment 
varied by age, with lower reported use of 
chemotherapy as age increased: 

¶ 74% among women aged 50ς69 years 

¶ 31% among women aged 70+ years 
o 47% for women aged 70ς79 years;  
o 5% for women aged 80+ years. 

 

Figure 3.7.7. Observed percentage of women with 
early invasive breast cancer receiving adjuvant 
chemotherapy over time, by ER status and age at 
diagnosis 
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Among 10,363 women aged 50 years and over 

diagnosed with HER2 positive EIBC in England from 

2014ς2019, who received primary surgery without 

preceding neoadjuvant chemotherapy, 59% were 

identified as having received adjuvant chemotherapy 

plus trastuzumab. The percentage decreased with age: 

¶ 70% among women aged 50ς69 years 

¶ 37% among women aged 70+ years 
o 49% for women aged 70ς79 years;  
o 10% for women aged 80+ years. 

 

Recorded rates were observed to have increased over 

the six-year audit period (from 53% in 2014 to 62% in 

2019). This trend was seen regardless of age and 

patient fitness (Figure 3.7.8).  

Variation by NHS organisation was observed 

regardless of age (Figure 3.7.9). The reasons for this 

variation may involve a combination of factors 

including patient and clinician preferences. 

Note: Data completeness of HER2 status was lower 

among women aged 80+ years, compared with 

women aged 50ς79 years (Figure 3.2.1 & Table 3.3.1). 

Figure 3.7.8. Observed percentage of women with HER2 positive early invasive breast cancer in England receiving 
adjuvant chemotherapy plus trastuzumab over time, by Charlson Comorbidity Index and age at diagnosis 

 
Note: CCI = Charlson Comorbidity Index. 

 

Figure 3.7.9. Risk-adjusted percentage of women with HER2 positive early invasive breast cancer in England 
receiving adjuvant chemotherapy plus trastuzumab, by diagnosing NHS organisation and age at diagnosis 

 
Note: Risk-adjusted percentages are from random effects logistic regression model, adjusted for influential patient and tumour factors; NHS organisation included as 
a level.  

Within each age group, NHS organisations with <10 patients having surgery for HER2 positive early invasive breast cancer are not shown. 
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3.8. Women with a diagnosis of metastatic 

breast cancer at initial presentation 

This section focuses on women aged 50 years and 

over, diagnosed with metastatic breast cancer (MBC), 

defined as stage 4 disease.  

Despite MBC being incurable, survival has improved 

substantially over time as systemic treatment options 

have expanded and therapies have become more 

effective. The incidence of initial presentation with 

metastatic breast cancer increases with age [Cancer 

Research UK 2021]. 

What does the guidance say? 

NICE guideline (CG81) recommendations on 
systemic disease modifying therapy include [NICE 
2009b]: 

ΨмΦоΦмΦ hŦŦŜǊ ŜƴŘƻŎǊƛƴŜ ǘƘŜǊŀǇȅ ŀǎ ŦƛǊǎǘ-line 
treatment for the majority of patients with ER-
positive advanced breast cancer. 

1.3.2. Offer chemotherapy as first-line 
treatment for patients with ER-positive 
advanced breast cancer whose disease is 
imminently life-threatening or requires early 
relief of symptoms because of significant 
visceral organ involvement, providing they 
understand and are prepared to accept the 
toxicity. 

1.3.3. For patients with ER-positive advanced 
breast cancer who have been treated with 
chemotherapy as their first-line treatment, 
offer endocrine therapy following the 
ŎƻƳǇƭŜǘƛƻƴ ƻŦ ŎƘŜƳƻǘƘŜǊŀǇȅΦΩ 

The International Society of Geriatric Oncology and 
the European Society of Breast Cancer Specialists 
also specifically recommend chemotherapy should 
ōŜ ŎƻƴǎƛŘŜǊŜŘ Ψin suitable older patients with 
hormone receptor-negative disease, hormone 
receptor-positive disease resistant to endocrine 
therapy or with rapidly progressive disease, or 
extensive visceral involvement, and based on 
geriatrƛŎ ŀǎǎŜǎǎƳŜƴǘ ŀƴŘ ǇŀǘƛŜƴǘ ǇǊŜŦŜǊŜƴŎŜǎΦΩ 
[Biganzoli et al 2021]. 

 

 

 

 

Numerator 

(Core Ind #4) 

Women with metastatic breast 
cancer at initial presentation 

Denominator 
Women diagnosed with invasive 

breast cancer 

Country England & Wales 

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

Among women aged 50 years and over diagnosed 
with invasive breast cancer from 2014ς2019, 5% 
had metastatic breast cancer. This percentage 
increased with age: 

¶ 3% among women aged 50ς69 years  

¶ 7% among women aged 70+ years;  
o 6% for women aged 70ς79 years;  
o 8% for women aged 80+ years. 

The increase in percentage by age was largely due 
to the impact of screening in younger women. 
Among women with non-screen detected invasive 
breast cancer, there was little difference by age (7% 
50ς69 years; 8% 70+ years). 

Among women aged 50 years and over newly 
diagnosed with metastatic breast cancer from 
2014ς2019, 25% received chemotherapy within six 
months of diagnosis. The percentage decreased 
with age at diagnosis: 

¶ 41% among women aged 50ς69 years  

¶ 13% among women aged 70+ years;  
o 21% for women aged 70ς79 years;  
o 6% for women aged 80+ years. 

This pattern was observed irrespective of ER status 
and patient fitness.  

Considering the percentage of women receiving 
chemotherapy over the audit period (2014ς2019), 
there has been little change in the recorded use, 
from 22% among women diagnosed in 2014 to 2% 
in 2019.  

Rates of chemotherapy use tended to be higher 
among patients diagnosed in Wales (53%), 
compared to England (24%), regardless of age. 

There was variation by NHS organisation regardless 
of age (Figure 3.8.1) 
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Figure 3.8.1. Risk-adjusted percentage of women with newly diagnosed metastatic breast cancer receiving 
chemotherapy, by age at diagnosis 

 
Note: Risk-adjusted percentages are from random effects logistic regression model, adjusted for influential patient and tumour characteristics; NHS organisation 
included as a level.  

Within each age group, NHS organisations with <10 patients diagnosed with metastatic breast cancer at initial presentation are not shown. 

Welsh local health boards are shown on the left-hand side of the figure. 
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3.9. Outcomes following a diagnosis of breast 

cancer 

This section presents short and long-term outcomes 

for women with breast cancer diagnosed over the 

six-year audit period from 2014 to 2019.  

Reoperation rates following initial breast-conserving 

surgery  

The use of breast-conserving surgery (BCS) is common 

among women with DCIS or operable invasive breast 

cancer, accounting for 3 out of 4 initial surgical 

procedures in women aged 50 years and with newly 

diagnosed DCIS or EIBC.  

What does the guidance say? 

NICE guidance (NG101) recommends that further 
surgery is offered: 

Ψwhere invasive cancer and/or DCIS is present 
at the radial margins ('tumour on ink'; 0 mm)ΦΩ 
[NICE 2018a] 

Around 1 in 5 patients who have BCS will require at 

least one reoperation, due to inadequate resection 

margins shown on histological examination, and this 

has previously been shown to vary by NHS 

organisation [Jeevan et al 2012]. It is also reported 

that BCS followed by re-excision is associated with 

poorer cosmetic outcomes, whilst adding to the 

treatment burden and has a negative impact on 

quality of life [Heil et al 2012]. 

Reoperation following primary breast-conserving 

surgery (BCS) may result in delays to adjuvant 

treatment, with some evidence of increased rates of 

local and distant recurrence as a result. Previous 

research has shown reoperation rates to be lower 

among older women. 

Numerator 
Women who had a subsequent BCS 
or mastectomy reoperation within 
3 months7 

Denominator 
Women receiving BCS for DCIS or 

EIBC 

Country England & Wales 

Timeframe Women diagnosed from 2014ς19 
 

 

                                                                 
7 Operations within one week of the initial BCS were excluded, based on the assumption these were most likely to be for postoperative 
complications. Data on surgical operation were derived from the Hospital Episodes Statistics Admitted Patient Care data for England, and the 
Patient Episode Database for Wales.  

 

What do we see within this audit group? 

Among women aged 50 years and over diagnosed 
with DCIS or EIBC from 2014ς2019, who had breast-
conserving surgery as their initial surgery, 15% 
(n=18,725) had at least one subsequent breast 
reoperation (either BCS or mastectomy) within 
three months1. This percentage decreased with 
age: 

¶ 15% among women aged 50ς69 years  

¶ 13% among women aged 70+ years;  
o 14% for women aged 70ς79 years;  
o 11% for women aged 80+ years. 

Reoperation rates varied between women with 
DCIS versus EIBC with women with DCIS more likely 
to have at least one reoperation (25% vs 13%, 
P<0.001). 

Reoperation rates were slightly lower among 

women aged 80+ years. Overall, 11% of women had 

a reoperation in this age group; with women with 

DCIS more likely than women with EIBC to have at 

least one reoperation (17% vs 10%, P<0.001).  

Reoperation rates tended to be lower among 

patients diagnosed in Wales (7%), compared to 

England (15%), regardless of age or disease stage. 

Of those women with DCIS having a reoperation, 

84% had just one reoperation, compared with 88% 

of women with EIBC. Among these women with just 

one reoperation the type of subsequent operation 

(BCS or mastectomy) was similar according to the 

invasive status of the primary tumour, with the 

majority having another breast conservation 

procedure (83%). This percentage differed by age 

with a higher percentage of older women having a 

mastectomy as a subsequent operation. For DCIS 

and EIBC respectively these were: 

¶ 18% & 16% among women aged 50ς69 years; 

¶ 20% & 19% among women aged 70ς79 years; 

¶ 31% & 26% among women aged 80+ years. 

Among women who had two or more reoperations, 

33% of women with DCIS had a mastectomy as the 

second reoperation compared with 38% of women 

with EIBC. Again, this was more likely among older 

women. 

 



 

26 | P a g e 

 

Looking at the rates of reoperation over the audit 

period (2014ς2019), among women having surgery for 

DCIS there is a downward trend with rates having 

decreased over time from 27% in 2014 to 23% in 2019 

(Figure 3.9.1). Among women having surgery for EIBC 

rates showed little change, from 14% to 12%.  

There was geographical variation in reoperation rates 

(Figure 3.9.2). For women aged 70+ years this 

variation was not beyond what would be expected 

given the numbers having an initial BCS within each 

NHS organisation.

Figure 3.9.1. Observed percentage of women having breast-conserving surgery and a subsequent breast 
reoperation over time, by breast cancer group and age at diagnosis 

 
Note: DCIS = ductal carcinoma in situ; EIBC = early invasive breast cancer. 
Denominators for percentages shown are women having breast-conserving surgery. 

 

Figure 3.9.2. Observed percentage of women having breast-conserving surgery, for DCIS or early invasive breast 
cancer, and a subsequent breast reoperation within three months, by diagnosing NHS organisation 

 
Note: BCS = breast-conserving surgery. DCIS = ductal carcinoma in situ; EIBC = early invasive breast cancer. Reoperation (NHS org <10pts/yr) = Organisations with <10 
pts receiving BCS for DCIS each year. 
Denominators for percentages shown are: surgery = all women; BCS = women having surgery; Reoperation = women having BCS. 

Welsh local health boards are shown on the left-hand side of the figure. All but 6 NHS organisations include screening units.  
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Short-term morbidity following adjuvant 

chemotherapy for early invasive breast cancer 

(England only) 

Chemotherapy in early invasive breast cancer, as 

adjuvant or neo-adjuvant therapy aims to reduce the 

risk of recurrence and improve survival.  

What does the guidance say? 

NICE guidance (NG101) recommends: 

Ψ/ƻƴǎƛŘŜǊ ŀŘƧǳǾŀƴǘ ǘƘŜǊŀǇȅ ŀŦǘŜǊ ǎǳǊƎŜǊȅ ŦƻǊ 
people with invasive breast cancer, and ensure 
that recommendations 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 
ǘƘŜ ǇŜǊǎƻƴ ŀŦǘŜǊ ŘƛǎŎǳǎǎƛƴƎ ǘƘŜǎŜ ŦŀŎǘƻǊǎΦΩ 
[NICE 2018a] 

Chemotherapy-related toxicity can impact on quality 

of life, as well as compromising delivery of treatment 

and increasing healthcare resource use. Toxicity 

related symptoms can range from mild to severe side 

effects (such as infection requiring hospitalisation). 

The NABCOP has found lower use of adjuvant 

chemotherapy among older women, and it tends to be 

reserved for those with high levels of fitness. 

Investigation of chemotherapy-related adverse events 

is important to understand the impact of treatment 

among such women receiving chemotherapy, as well 

as considering variation across NHS breast units. 

Reporting on the occurrence of treatment-related 

adverse events among different patient populations 

can inform local policy, and enable informed decision-

making about treatment options. Previous research 

suggests rates of adverse events after chemotherapy 

in the general population may be higher than the 

figures reported in clinical trials. 

For this section, only those women diagnosed and 

treated within England are included as dates of 

chemotherapy cycle were required, and this 

information is not available for those women 

diagnosed and treated in Wales. 

                                                                 
8 Data on hospital admissions were derived from diagnosis codes for an admission recorded in the Hospital Episodes Statistics Admitted Patient Care 
data, whilst date of chemotherapy cycles were derived from the Systemic Anti-Cancer Therapy data. 

Numerator 
Women with a treatment-related 
overnight hospital admission 

Denominator 
Women receiving adjuvant 

chemotherapy for EIBC 

Country England 

Timeframe Women diagnosed from 2014ς19 

A treatment-related overnight hospital admission was 

defined as a hospital admission with an overnight stay 

within 30 days of a chemotherapy cycle8, recorded 

with at least one of the following diagnostic codes 

associated with the admission: 

¶ Neutropenia 

¶ Fever 

¶ Infection 

¶ Gastrointestinal toxicity 

¶ Other related to systemic treatment  

Details of the ICD-10 codes used to identify such 

treatment-related visits can be found online in the 

NABCOP Annual Report Methodology document. 
 

What do we see within this audit group? 

Among 25,444 women aged 50 years and over 

diagnosed with EIBC in England from 2014ς2019, 

who started adjuvant chemotherapy, 28% had at 

least one treatment-related overnight hospital 

admission within 30 days of a chemotherapy cycle. 

The most common individual toxicities recorded 

were infection (22%) and neutropenia (16%). Rates 

of infection were slightly higher among women 

undergoing taxane-based chemotherapy, being 

23% compared with 20%. 

As overall fitness worsened, treatment-related 

hospital admissions appeared to increase (Table 

3.9.1). Rates of admission tended to be lower 

among women aged 75 years and over. 

There was some geographical variation in the rates 

of overnight admission (Figure 3.9.3). Given the 

number of patients treated within each NHS 

organisation, this variation was largely within 

expected limits (data not shown).  

There was a downward trend in the rates of 

overnight admission over the audit period, with 

rates decreasing from 30% among women 

diagnosed in 2014 to 24% in 2019. 
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Table 3.9.1. Impact of patient fitness on the observed percentage of women with a treatment related overnight 
hospital admission within 30 days of adjuvant chemotherapy for early invasive breast cancer diagnosed and 
treated in England, by age at diagnosis  

 

50ς59 years 60ς69 years 70ς74 years 75+ years 

Total no. 

of 

women 

receiving 

chemo 

% chemo 

related 

hospital 

admissio

n 

Total no. 

of 

women 

receiving 

chemo 

% chemo 

related 

hospital 

admissio

n 

Total no. 

of 

women 

receiving 

chemo 

% chemo 

related 

hospital 

admissio

n 

Total no. 

of 

women 

receiving 

chemo 

% chemo 

related 

hospital 

admissio

n 

All women 11783 27.8% 9478 28.7% 2853 27.7% 1330 25.4% 

 

SCARF Index = Fit 10537 26.9% 7989 27.2% 2247 27.2% 1014 23.8% 

CCI = 0 10990 27.2% 8568 27.8% 2510 27.5% 1134 23.9% 

WHO PS = 0 5517 26.9% 4145 27.8% 1167 25.1% 510 25.3% 

 

SCARF Index = MildςMod 1193 35.2% 1409 36.2% 574 28.9% 293 30.4% 

CCI = 1 653 36.8% 696 34.6% 267 27.3% 146 32.9% 

WHO PS 1 358 34.4% 435 31.0% 277 28.5% 165 26.7% 

 

SCARF Index = Severe 46 52.2% 73 54.8% 31 38.7% 23 39.1% 

CCI = 2+ 133 39.8% 207 48.8% 75 36.0% 50 40.0% 

WHO PS = 2+ 46 32.6% 63 31.7% 25 24.0% 28 28.6% 
Note: SCARF Index = Secondary Care Administrative Records Frailty index (categories: Fit, Mild-Moderate frailty, Severe frailty). Mod = Moderate. 

CCI = Charlson Comorbidity Index; WHO PS = World Health Organization Performance Status. 

Percentages are presented to one decimal place due to the narrow range of values. 

 

Figure 3.9.3. Observed percentage of women with a treatment related overnight hospital admission within 30 
days of adjuvant chemotherapy for early invasive breast cancer diagnosed and treated in England (overall, for 
infection, for neutropenia), by trust of diagnosis 

 
Note: Denominators for percentages shown are all women receiving adjuvant chemotherapy for early invasive breast cancer.  

Some patients may have more than one toxicity recorded. 
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Short-term mortality following (adjuvant) 

chemotherapy for invasive breast cancer (England 

only) 

The use of chemotherapy in early invasive breast 

cancer, as adjuvant or neo-adjuvant therapy to 

improve survival, or as palliative treatment for 

advanced metastatic breast cancer, has increased in 

recent decades. The use of chemotherapy in older 

women tends to be reserved for those with higher 

levels of fitness and those with higher risk cancers.  

For this section, only those women diagnosed and 

treated within England are included as date of last 

chemotherapy cycle was required, and this 

information is not available for those women 

diagnosed and treated in Wales. 

30-day mortality following chemotherapy is 

considered a useful indicator of avoidable harm and 

treatment futility. Monitoring this outcome provides 

valuable information to clinicians making treatment 

decisions and can contribute to efforts to improve 

patient outcomes. Previous research has reported 30-

day mortality rates following anti-cancer treatment 

with curative intent to be less than 1% (7% where 

treatment intent was palliative) among patients aged 

24 years and over [Wallington et al 2016]. 

 

Numerator 
Women who died within 30 days of 
their last reported cycle of 
chemotherapy 

Denominator 
Women receiving chemotherapy 

for invasive breast cancer 

Country England 

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

Among 26,237 women aged 50 years and over 

diagnosed with EIBC in England from 2014ς2019, 

30-day mortality following adjuvant chemotherapy 

was observed to be around 1% or less (Figure 

3.9.4). Including subgroups of those women 

defined ŀǎ ΨŦƛǘΩ ōȅ ǘƘǊŜŜ ŘƛŦŦŜǊŜƴǘ ƳŜŀǎǳǊŜǎΦ  

Among 2,729 women aged 50 years and over 

diagnosed with metastatic breast cancer in England 

from 2014ς2019, 30-day mortality rates, following 

palliative chemotherapy, were around 13%, with 

little difference by age. 30-day mortality rates were 

observed to decrease over time for this group of 

women (Figure 3.9.4). Rates among women defined 

ŀǎ ΨŦƛǘΩ ǿŜǊŜ ŎƻƳǇŀǊŀōƭŜ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ƳŜŀǎǳǊŜ ƻŦ 

fitness. 

 

Figure 3.9.4. Percentage of women with invasive breast cancer diagnosed and treated in England, who died 
within 30 days of their last recorded cycle of (adjuvant/palliative) chemotherapy, over time, by stage of breast 
cancer and age at diagnosis 

 
Note: EIBC = early invasive breast cancer. MBC = metastatic breast cancer. 

Denominators for percentages shown are all women receiving adjuvant chemotherapy for EIBC/MBC as appropriate.  
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Recorded rates of recurrence of breast cancer 

Building on work reported within the NABCOP 2020 

Annual Report we report on the availability of data on 

recurrence within the datasets that the NABCOP 

receives for patients aged 50 years and over 

diagnosed in England and Wales from 2014 to 2019.  

Data relating to any breast cancer recurrence, for 

women diagnosed and treated in England, is collected 

within the Cancer Outcomes and Services Dataset 

(COSD) and forms part of the datasets that the 

NABCOP receives. Specifically, there are fields that can 

provide us with detail of the date and type of 

recurrence. Similar data fields are collected within the 

data for those women diagnosed and treated in 

Wales. In England, the COSD field indicating care plan 

ŦƻǊ ǊŜŎǳǊǊŜƴŎŜ ŀƭƭƻǿǎ ŦƻǊ ŜƴǘǊȅ ƻŦ άƴƻǘ ŦƻǊ 

ǊŜŎǳǊǊŜƴŎŜέΤ ŎƻƳǇƭŜǘƛƻƴ ƻŦ ǘƘƛǎ ŦƛŜƭŘ ǿŀǎ ǳǎŜŘ ǘƻ 

determine the level of completion and return for data 

items on recurrence. 

Accurate data on recurrence would enable 

benchmarking of outcomes at breast unit level and 

assist in efforts to improve patient care. 

Numerator 
Women with a reported breast 
cancer recurrence 

Denominator All women 

Country England & Wales 

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

Among 224,049 women aged 50 years and over 

diagnosed in England and Wales from 2014ς2019, 

4% had a record of any recurrence reported. This 

percentage varied by disease group and slightly by 

age at diagnosis (Table 3.9.2). Rates of recorded 

recurrence were lower among women diagnosed in 

Wales, at less than 1%. 

By year of diagnosis (Figure 3.9.5), rates of 

reported recurrence are 1% among women 

diagnosed more recently in 2019 to 6% among 

women diagnosed in 2014.  

Among women recorded as having died from their 

breast cancer, 22% had a prior recurrence 

recorded. We would expect the majority of these 

women to have had a recurrence. The recorded 

rates of recurrence are likely to be considerably 

lower than rates of recurrence in practice. 

Additionally, recorded rates were low across all 

geographical regions, suggesting that most NHS 

organisations are poor at recording this 

information. 

 

 

 

 

Figure 3.9.5. Percentage of women with any reported recurrence, by country and year of diagnosis 

 
Note: No recurrence = Care plan for recurrence field completed as "not for recurrence". [CR0450; CORE - DIAGNOSTIC - NON PRIMARY CANCER PATHWAY DETAILS 
(RECURRENCE); CANCER RECURRENCE CARE PLAN INDICATOR; An indication of whether a diagnosis of recurrence has been recorded for which a new Cancer Care 
Plan is required. A new record should be completed for a recurrence.- up to COSD V9.0]   
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Table 3.9.2. Percentage of women with any reported recurrence, by breast cancer group and age at diagnosis, for 
all patients diagnosed from 2014ς2019 

 

50ς59 years 60ς69 years 70ς79 years 80+ years 

Total no. 

of women  

% with 

reported 

recurrence 

Total no. 

of women  

% with 

reported 

recurrence 

Total no. 

of women  

% with 

reported 

recurrence 

Total no. 

of women  

% with 

reported 

recurrence 

All women 66253 3.9% 69419 3.4% 49509 4.8% 38868 4.6% 

DCIS 9758 0.8% 8935 0.8% 3910 0.6% 1298 1.2% 

Early Invasive 49232 3.0% 53279 2.4% 37347 2.8% 25260 2.9% 

Advanced M0 1718 12.5% 1713 11.6% 2018 10.9% 2754 6.1% 

Unknown Stage 3697 3.3% 3349 3.0% 3443 3.9% 6696 2.3% 

Note: DCIS = ductal carcinoma in situ. M0 = non-metastatic. 

Percentages are presented to one decimal place due to the narrow range of values. 

 

Relative survival 

Relative survival, as described by the National Cancer 

LƴǎǘƛǘǳǘŜΣ ƛǎ άa way of comparing the survival of people 

ǿƘƻ ƘŀǾŜ ŀ ǎǇŜŎƛŦƛŎ ŘƛǎŜŀǎŜ ǿƛǘƘ ǘƘƻǎŜ ǿƘƻ ŘƻƴΩǘΣ ƻǾŜǊ 

ŀ ŎŜǊǘŀƛƴ ǇŜǊƛƻŘ ƻŦ ǘƛƳŜΧLǘ ƛǎ ŎŀƭŎǳƭŀǘŜŘ ōȅ ŘƛǾƛŘƛƴƎ ǘƘŜ 

percentage of patients with the disease who are still 

alive at the end of the period of time by the 

percentage of people in the general population of the 

same sex and age who are alive at the end of the same 

time period. The relative survival rate shows whether 

the disease shortens lifeΦέ  

Here, we compare the survival of those women 

diagnosed with breast cancer, with survival in the 

general population, matched by age and year of 

treatment, to give a direct estimate of excess 

mortality due to breast cancer, without requiring 

cause of death information. Estimates of relative 

survival use population mortality data from the Office 

for National Statistics to provide the baseline survival. 

Graphical plots of relative survival following treatment 

among disease subgroups are presented, in order to 

show the impact of breast cancer on subsequent 

survival. Plots of relative survival by patient fitness 

show the additional impact of fitness level on 

subsequent survival up to six years from treatment, by 

grouped age at diagnosis, for the following patients: 

¶ women receiving surgery for early invasive breast 

cancer; and 

¶ women receiving chemotherapy for metastatic 

breast cancer.  

 

 

 

 

The NABCOP advocates the use of standard treatment 

for those older women considered suitably fit. We 

therefore present relative survival rates, by age, 

among those women receiving surgery for EIBC and 

chemotherapy for metastatic breast cancer. 

Numerator Women recorded as having died 

Denominator 

(1) Women receiving surgery for 

EIBC 

(2) Women receiving 

chemotherapy for newly 

diagnosed metastatic BC 

Country England & Wales 

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

Among women aged 50 years and over diagnosed 

with EIBC from 2014ς2019 and receiving surgery, 

relative survival is comparable to that of the 

general population within the 12ς15 months 

ŦƻƭƭƻǿƛƴƎ ǎǳǊƎŜǊȅΣ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ŀ ǿƻƳŀƴΩǎ ŀƎŜ 

(Figure 3.9.6).  

Looking at the additional influence of patient 

fitness, among women receiving surgery who are 

ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ άŦƛǘέ ƻǊ ƘŀǾŜ ƻƴƭȅ ƳƛƭŘ-moderate 

frailty, as defined by the SCARF index, relative 

survival is high (Figure 3.9.6). Among women with 

severe frailty, who receive surgery there was more 

than 20% excess mortality from around 3.5 years 

after surgery. These patterns were seen regardless 

of age.  
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Figure 3.9.6. Relative survival of women diagnosed with EIBC who received surgery, by age at diagnosis (left) and 
by SCARF index (right)  

  

 

For those women with ER positive or unknown ER 

status, receiving surgery, relative survival was high 

and comparable to that in the general population. In 

addition to surgery, the majority of these women 

received endocrine therapy which is not a treatment 

option for those with ER negative disease and goes 

some way to explaining the higher relative survival 

among women with ER positive/unknown disease 

compared to that among women with ER negative 

disease. 

Among women with ER negative early invasive breast 

cancer, receiving surgery, relative survival is similar 

among those who are considered to be fit or having 

low levels of frailty, regardless of age (Figure 3.9.7). 

Relative survival was poor among women with severe 

frailty, regardless of age at diagnosis. Unlike women 

with ER positive disease, treatment with endocrine 

therapy was not an option. 

 

Figure 3.9.7 Relative survival of women diagnosed with ER negative early invasive breast cancer who received 
surgery, by SCARF index and age at diagnosis 
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What do we see for metastatic breast cancer? 

Among women newly diagnosed with ER negative 

metastatic breast cancer and receiving 

chemotherapy, relative survival was poor. 

Considering the additional impact of comorbidity, 

women with no comorbidity burden or only one 

comorbidity had better outcomes than those with 

two or more comorbid conditions (Figure 3.9.8). 

 

 

 

 

 

Figure 3.9.8. Relative survival of women diagnosed with ER negative metastatic breast cancer who received 
chemotherapy, by Charlson Comorbidity Index (CCI) age at diagnosis 

   

 



 

34 | P a g e 

 

3.10. Patient Experience (England only)  

The English National Cancer Patient Experience Survey 

(CPES) is an annual questionnaire aimed at providing 

insight into the care experienced by cancer patients 

across England. All adult patients (aged 16 and over), 

with a primary diagnosis of cancer, who have been 

admitted to hospital as inpatients for cancer related 

treatment, or who were seen as day case patients for 

cancer related treatment, and have been discharged 

between April and June each year are invited to 

respond to the survey.  

For this annual report, CPES data on 40,416 surveys 

completed between 2015 and 2019 were linked to the 

NABCOP cohort of women aged 50 years and over 

diagnosed with breast cancer in England from 2014 to 

2019. Full details of the CPES and analysis methods 

can be found online in the most recent version of the 

NABCOP Annual Report Methodology document. 

Among women aged 50 years and over diagnosed with 

breast cancer in England from 2014ς2019, 18% had 

taken part in at least one of the CPES annual surveys. 

Participation decreased with age: 21% among women 

aged 50ς69 years; 17% for 70ς79 years; 6% for 80+ 

years.  

Responses to selected questions describing patient 

experience on their involvement in treatment 

decisions, information received and provision of 

support were analysed by age at diagnosis and year of 

diagnosis to look at patient experience in this 

population over time. 

Figure 3.10.1. Percentage of CPES respondents who 
said they were definitely involved in decisions about 
their care and treatment over time, by age at 
diagnosis  

Involvement in treatment decisions (Qs 14ς16, 18) 

¶ 87% of respondents said their treatment options were 

ΨcompletelyΩ explained to them before their cancer 

treatment started (Q14). 

¶ 76% of respondents said the possible side effects of 

treatment(s) were ΨdefinitelyΩ explained in a way they 

could understand (Q15). 

¶ 97% of respondents said they either ΨdefinitelyΩ or Ψto 

some extentΩ were offered practical advice and support 

in dealing with the side effects of the treatment(s).  

¶ When asked about being involved in decisions about 

their care and treatment, 82% said Ψyes, definitelyΩ 

(Q18). This had improved over time, from 79% among 

women diagnosed in 2014 to 85% in 2019; this was 

similar by age. (Figure 3.10.1).  

Q18: Were you involved as much as you wanted to be in decisions 
about your care and treatment? 

 

Figure 3.10.2. Percentage of CPES respondents who 
said hospital staff discussed or gave them information 
about the impact cancer could have on their day-to-
day activities over time, by age at diagnosis  

Support (Qs 22, 23, 41) 

¶ 92% of respondents said ΨyesΩ, they were given 

information about support or self-help groups for 

people with cancer, by hospital staff (Q22). This had 

improved over time from 87% in 2014 to 94% in 2019. 

¶ 87% of respondents said hospital staff discussed or 

gave them information about the impact cancer could 

have on their day-to-day activities (Q23). This had 

improved over time from 84% among women 

diagnosed in 2014 to 90% in 2019. (Figure 3.10.2) 

¶ 97% of respondents said hospital staff told them who 

to contact if they were worried about their condition or 

treatment after leaving hospital (Q41).  

 

Q23: Did hospital staff discuss with you or give you information about 
the impact cancer could have on your day to day activities? 
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Figure 3.10.3. Percentage of CPES respondents who 
said they had completely had all of the information 
they needed about their chemotherapy treatment 
beforehand over time, by age at diagnosis  

Information about treatment (Qs 46, 49) 

¶ Among respondents that had had radiotherapy as an 

outpatient or day case in the 12 months prior to 

responding, 88% said they ΨcompletelyΩ had all of the 

information they needed about their radiotherapy 

treatment beforehand (Q46). This had not changed 

over time. 

¶ Among respondents that had had chemotherapy as an 

outpatient or day case in the 12 months prior to 

responding, 83% said they ΨcompletelyΩ had all of the 

information they needed about their chemotherapy 

treatment beforehand (Q49). This had changed little 

over time and had reduced among women aged 80+ 

years (81% in 2014 to 75% in 2019). (Figure 3.10.3)  

 

Q49: Beforehand, did you have all of the information you needed 
about your chemotherapy treatment? 

 

Figure 3.10.4. Percentage of CPES respondents rating 
their overall care as 10 over time, by age at diagnosis  

Home and overall care (Qs 53 & 61) 

¶ Once their cancer treatment was finished, 43% of 

respondents said they were given enough care and 

support from health or social services (Q53). This had 

changed little over time.  

¶ When respondents were asked to rate their overall 

care (Q61) on a scale from 0 to 10 (where 10 is very 

good), 42% rated their overall care as 10. This has 

increased over time from 35% among women 

diagnosed in 2014 to 47% in 2019. This increase over 

time was seen for all three age groups (Figure 3.10.4): 

¶  50ς69 years: 35% in 2014 to 46% in 2019;  

¶ 70ς79 years: 34% in 2014 to 47% in 2019;  

¶ 80+ years: 42% in 2014 to 51% in 2019.  

 

% = Overall care rated as 10 

 



 

36 | P a g e 

4. tǊƛƳŀǊȅ ŎŀǊŜ ǇǊŜǎŎǊƛǇǘƛƻƴǎ ŀƳƻƴƎ ǿƻƳŜƴ ŘƛŀƎƴƻǎŜŘ ǿƛǘƘ 
ōǊŜŀǎǘ ŎŀƴŎŜǊ ƛƴ 9ƴƎƭŀƴŘ ŦǊƻƳ нлмпςнлмф 

This chapter describes the use of drug therapies 

provided to women aged 50 years and over diagnosed 

with breast cancer in England. Specifically, it looks at 

the information captured within routinely collected 

data on primary care dispensed prescriptions in 

England. 

Data from the Primary Care Prescription Database 

(PCPD) were made available to the NABCOP in 

December 2021 to carry out further work as part of a 

collaborative (feasibility) study between the NABCOP 

and the NCRAS. The PCPD has population coverage of 

drug therapies prescribed within primary care and 

dispensed in community pharmacies within England 

[Henson et al 2018, Emanuel et al 2019]. The NABCOP 

received data on endocrine therapy, bisphosphonates, 

anticoagulants and dementia-related prescriptions 

dispensed from April 2015 to March 2021, linked to 

the cohort of women aged 50 years and over 

diagnosed with breast cancer between 1 January 2014 

and 31 December 2019, as described in Chapter 3. 

4.1. Endocrine therapy prescriptions 

Endocrine therapy (ET) is one of the most important 

treatments for women with estrogen receptor (ER) 

positive invasive breast cancer. Preliminary work 

looking at linkage of the NABCOP cohort to a snapshot 

of ET prescriptions dispensed in 2018 and recorded in 

the PCPD was presented in the NABCOP 2021 Annual 

Report. Rates of ET prescribing among women 

diagnosed with ER positive invasive breast cancer 

between 2014 and 2017 were found to be high, at 

90% overall. This work demonstrated a level of ET 

prescribing that was consistent with national 

guidelines and that was comparable for women of all 

ages (50 years and over). The level of information on 

ET in the PCPD was substantially better than seen in 

secondary care derived datasets. This exploratory 

project provided confidence that the PCPD would be a 

valuable data asset for NABCOP analyses. 

Analyses carried out for this NABCOP 2022 Annual 

Report extend these findings. With data made 

available on ET prescriptions dispensed between April 

2015 and March 2021, it was possible to consider the 

use of ET in this NABCOP population in greater depth. 

Numerator 
Women with an ET prescription 
dispensed from 2015ς2021 

Denominator 
Women diagnosed with ER positive 
invasive breast cancer 

Country England  

Timeframe Women diagnosed from 2014ς19 

 

What do we see within this audit group? 

Among 123,043 women aged 50 years and over 
diagnosed with ER positive EIBC in England from 
2014ς2019, 95% had an ET prescription recorded in 
the PCPD as dispensed between April 2015 and 
March 2021. This was similar regardless of year of 
diagnosis (Figure 4.1.1) and age.  

Among women with ER positive EIBC, 51% had a 
record of ET in COSD. There was 54% concordance 
between the PCPD and COSD. 98% of patients with 
ET in COSD also had ET in the PCPD, whilst only 53% 
of patients with ET in the PCPD also had ET in COSD. 
The PCPD identified an extra 45% of women having 
ET for EIBC. 

Among 5,251 women aged 50 years and over 
diagnosed with ER positive metastatic breast cancer 
(MBC) from 2014ς2019, 84% had an ET prescription 
recorded in the PCPD as dispensed between April 
2015 and March 2021. This was similar across the 
age groups but decreased with year of diagnosis 
(Figure 4.1.1), from 93% among women diagnosed 
in 2014 to 79% among women diagnosed in 2019. 

Among women with ER positive MBC, 65% had a 
record of ET in COSD. There was 70% concordance 
between COSD and the PCPD. 91% of patients with 
ET in COSD also had ET in the PCPD, whilst 70% of 
patients with ET in the PCPD also had ET in COSD. 
The PCPD identified an extra 25% of women having 
ET for MBC. 

COSD records the intent to give ET, whereas PCPD 
records ET that was dispensed. 
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Figure 4.1.1. Use of ET identified within PCPD dispensed prescriptions compared with recording in routine 
secondary care sources, by year of diagnosis and breast cancer group - among women with ER positive BC 

 
Note:  ER = estrogen receptor; EIBC = early invasive breast cancer; MBC = metastatic breast cancer 
 PCPD = Primary Care Prescription Database (ie ET use recorded in PCPD dispensed prescriptions from April 2015 ς March 2021) 
 Registry = ET recorded as delivered in Cancer Registry treatment data 
 COSD = 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 Systemic Anti-Cancer Therapy data 

Duration of ET prescribed in primary care 

A NICE Evidence Review states that use of adjuvant 

endocrine therapy for five years in women newly 

diagnosed with ER positive early stage invasive breast 

cancer reduces recurrence rates by approximately half 

and breast cancer mortality by approximately a third 

[NICE 2018b]. 

Among women diagnosed with ER positive invasive 

breast cancer from AprilςDecember 2015 and who 

were alive at 01 April 2021, so could have received 5 

years of ET, median duration of ET prescribed in 

primary care was 5 years. There was little difference 

by stage or age at diagnosis (Figure 4.1.2).  

Type of ET and geographical variation 

Tamoxifen is a selective ER modulator which is 

effective regardless of the menopausal status of the 

patient. Aromatase inhibitors are widely used as the 

anti-oestrogen of choice in postmenopausal women to 

reduce the non-ovarian production of estrogen and 

the stimulation of ER positive breast cancer. 

Among women with ER positive invasive breast cancer 

diagnosed from April 2015 onwards and with ET 

recorded in the PCPD, aromatase inhibitors (AIs) were 

the most commonly prescribed ET, with 87% having a 

record of an AI prescribed. This is consistent with AI 

being the recommended choice of ET for 

postmenopausal women, who make up the largest 

part of the NABCOP cohort. 

Looking at the type of initial ET prescribed, among 

those women receiving ET, the first prescription was 

tamoxifen for 17%; use decreased with age, from 55% 

among women aged 50ς54 years to 8% of women 

aged 85+ years. There was variation in the use of 

tamoxifen (Figure 4.1.3). Variation between 

geographical regions (identified here by Government 

Office Region) was small compared individual NHS 

trusts, where there was marked variation regardless of 

age. Prescribing of tamoxifen has decreased over time 

for all age groups whilst prescribing of AIs has 

increased, although only rates of letrozole prescribing 

have increased; the percentage of women prescribed 

anastrozole (27%) or exemestane (0.4%) has largely 

remained constant. 

Only 5% of those initially on tamoxifen were switched 

to an aromatase inhibitor at some point; more than 

half of these patients were aged less than 55 years 

(55%). 

 






















































































