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The National Audit of Breast Cancer in Older Patients
(NABCOP) is commissioned by the Healthcare Quality
Improvement Partnership (HQIP) on behalf of NHS
England andhe Welsh Government

We are grateful to the National Audit of Breast Cancer
in Older Patients (NABCOP) data collection partners
including theNational Cancer Registration and
Analysis Service (NCRAS), which is part of the National
Disease Registration Stge (NDRS), NHS Digéabl

the Wales Cancer NetwofMVCN) Public Health
Wales(PHW)for supporting data submissions from
trusts and local health boards and for supplying data
for this report. We particularly appreciate the efforts

of the cancer intellignce analysts and cancer
information specialists ahe NCRAS and th&CN

who supplied data during 2021.

We would like toacknowledge

1 Karen Clement$NABCOP Project Manager,
NCRAS), Eleanor Fitzgerald (Cancer Intelligence
Analyst), Chloe Bright (Princig@hncer Analyst),
Laura Webster (Senior Cancer Intelligence
Analyst), Carolynn Gildea (Principal Cancer
Analyst), Wouter Versaete (Cancer Intelligence
Analyst), James Thomas (Cancer Analysis and
Data Linkage Programme Manager), and the data
liaison and egistration teams from the National
Disease Registration Service (NDRS), NHS Digital

1 Marianne Dillon (Breast Cancer Audit Lead for
Wales) Gareth Popham (Network Assistant
Manager) Julie CowlingGancefdnformation
Specialistand Anne LanéCancelnformation
Specialistfrom the Wales Cancer Network
(WCN) as well aBerry PuyKLead Specialist
(Analysis)Information ServicedDigital Health &
Care Wale¢$DHCW).

1 LucyDavies Association Managgifrom the
Association of Breast Surgery, for hplblicising
the existence othe NABCOP and its publications.

We wouldlike tocommend the efforts made by many
individuals at NHS organisatiosigbmitting data, and
engaging in improving routine data submissiptos
cancer registration services in Englaand Wales,
throughout the life of this audit

1 https://www.nature.com/articles/s4141822-017603

We would also like to extend our thanks to the
members of the Project Board and the Clinical
SteeringGroup for their advice and contributions to
the audit (seeAppendix J). Theg groups have
members from patient associationisteast cancer
charities,medical associations, multidisciplinary
experts in the area of breast cancer and medical care
of the older person, and policy makers.

We would like to thank Stanley Ralph fos
contribution to the Clinical Steering Group on behalf
of Age Anaesthesia.

This work uses patient data that has been provided by,
or derived from, patients and collected by the NHS as
part of their care and support. The data are collated,
maintained and qualit assured byhe NCRASwhich

is part of NHS Digital. Access to the data was
facilitated by the NDRS at NHS Digitadta from the
Cancer Network Information System Cym@alNISIC

and Patient Episode Database for Wales are used with
permissionfrom the WCNand DHCW.

We would like to extend our gratitude to the patients
whose data are used in NABCOP reports.

We would like to take this opportunity to remember
Maggie Wilcox, whpassed away in December 2621
Shewasthe founder of Independent Cancer Patients’
Voice (ICP\gs well as &oundingmember ofduse MY
date¢ 0 @agemydata.org)Maggiewasa highly
effective patient advocate anserved as a membenf
it KS | Ripfedt Bo@rd and the Clinical Steering
Groupfor the first three years of the NABCCRom
20162019) Shewas passionate about ensuring that
older patients with breast cancer receive equitable
care compared to younger patientd/e are grateful
that shebrought her experience and insight ¢ar
projectand we greatly valued her input. She voii
hugely missed
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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 theational Audit of
Breast Cancer in Older PatiefiidABCORRNd | am very
pleased to welcome the 2022 report and commend it to
you.

Approximately one third of patients diagnosed with
breast cance(BC)are over 70, and as the population
ages this is a gming 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 patientaged70+ yearswith BC As
with previous reports the recommendations are
supported by a wealth of data detailing natioqakctice
and outcomes, which is linked to the individual
performance in every breast unit in England and Wales.

As a clinician or commissionéhne greatestcompliment
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 thopatients aged

70+ yearsn your unt. Do access thBata Viewer and
local action plan template for helpful guidance.

Looking through tls 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 tre@Cin the older patient

the ageing process is unigue to each individual, and while

comorbidities, frailty, and geriatric conditions become
more common with advancing age, their prevalence will
vary widely between older patiest 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 tre&C
without knowingthe ER andHER status, we should not
treat BCin thoseaged70+ yearswithout a formal
assessment of frailty. Use the NABQiDess
assessmerntiorm for all patientsaged70+ years This
should be assessed prior toultidisciplinary teamNIDT)

discussion so it can be used to guide treatment decisions.

Do make sure your MDT coordinator is recording these
results and the@e part of COSD dateeturnsin England

Triple DiagnosticAssessment in a single visthis is best
practice, valued by pats and recommended by NICE,
but achievedor only 69%of patients and not at all in
some unitsThere is currently an enormous pressure on
new referrals to the breast clinic, and with radiological

shortages an@COVIBEL9 absencesachieving this is
perhgs 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 positivearly invasive breast cancer
(EIBG: surgical excision in conration with systemic
endocrine therapyET)is superior in preventig
recurrence and improving survival, compared with
primaryETalone It is gratifying to see a small increase
(from 62%t0 69%) in rates of surgery for thoseiged80+
yearsduring the lifetime of the audit. Howevgior 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 oftenibg made on the basis
of age not an objective assessment of fithdss. fit
women with ER positiveER+EIBCthe excision rate is
68%compared to 92%or ER negativéER) EIBCit is
only 51% in milénoderately fraiwomen with ER+ EIBC
vs85%for ER EIBCOnce agairthere is even larger
variation in individual units.

Reoperation rates following initiabreastconserving
surgery(BCS)1 in7 patients undergo further operation
following initialBCSyising to 1 ind for those with DCIS.
There havédeensmallimprovements during the lifetime
of the audit, but intraoperative margin assessment
remains a considerable challenge.

TheCOVIB19 pandemic:this audit presents data for the
period of diagnosis and treatment during the first phase
of the COVIEL9 pandemic There was reduction in
numbers of cancers diagnosed, particularly those
diagnosed through théereastscreening programme as
this waspaused (locally in England; nationally in Wales)

For manythe pandemic has been the most difficult
period of their professional life, with profound effects on
every aspect of lifeBut in the midst ofthis there were
examples of how clinicians worked together rapidly and
effectively to appropriately modify patient care to
maximise good care and minimise haffime rapid
introduction ofhypofractonated radiotherapy(given

over one week)s 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 lihe data in the report.

The Futurethis is the final NABCOP report as this audit
transitionsto two newly commissionedudits of primary
and metastatic breast cancer respectivelyould like to
take the opportunity to wish the teams awarded the
contracst for these new audits all the very best and hope
that both of these will build on the fantastic work done
by the NABCO®am.

i|Page



Foreword fromJan Rose, Sophia Turnand Carla
Whitbread

NABCOP Patient Representatives
LYRSLISYRSyl
Forca- strength against cancer

Forthe last 6 years, NABCOP has existed to assess the

processes of breast cancer care and outcomes for
women aged 70 yeai@nd overin England and Wales
and worksto achieve fair and unbiased treatment for
all, regardless of age.

We have worked alongside the various stakeholders
2y b! ./ ht
ensure that the voice and experience of the patient is
well representedThe late Maggie Wilcox was the first
Patient Representativin serve on NABCOP and is
remembered fondly by all for her invaluable
contributions.

Age alone should not influence the treatment a
patient receivesHowever, the audit highlighted that
there was a discrepancy in the treatment older
women received comparckto 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 breasticlics.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 patienfThe assessment
enables patients to be treated as individuals and not
just according to their agénence 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 uskiendly,
concise manner is important for patients. We have
worked with the NABCOP team to ensuhat clear
language is used and that theport contents are
relevant for patients.

In 2020, the NABCOP team developed eide to
the Breast Cancer Pathway for Older Worfiena way

to guide patients to ask important questions along the

breast cancecare pathwayThis guide emerged from
an idea put forward by the patient representatives
who were involved in the design and content of this
guide.lt can provide the basis for discussion of key
St SySyida 2F | 62YlyQa
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to takeplace between the older patient and the
health professionals as to appropriate treatment.

I+ y OE&PNRnd | G A Sy (i Wehaveplayéd& role in disseminating the NABCOP

reports to our patient networks lirikg with patients,
health professionals and charitiddespite 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 womemaged70years and ovecompared
to younger womenHowever, more work needs to be

Wales, regardless of age or where treatment is
received, gets the best care possible tailored to them
to guarantee the best outcome possible.

Going forwardwe acknowledge thaauditing data for
primary and metastatic breast cancer should be given
attention.¢ KS ljdzSadAz2y 2F Wl 3§
forgotten.
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Background

The National Audit of Breast Cancer in Older Patients
(NABCORJyas established in 2016 to evaluate
process of care and outcomés olderwomen (aged
70+ yearsjliagnosed with breast cancer in NHS
hospitals vithin England and Walesompared with
women aged 5669 years.

The NABCORP 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 wittle

National Cancer Registration and Analysis Service
(NCRASNHS Digitadnd the Wales Cancer Network
(WCN) and uses the routine data cetited by these
national bodies.

The NABCOP aims to support patients, clinicians,
healthcare providers, and commissioners in order to
improve breast cancer cerlt publishescomparative
information on outcomes and care processes from
English NHS trusts and Welsh local health boards,
referred to ad\NHS organisatiorthiroughout this
report.

Final NABCOP Annual Report

NHS Englandnd theWelsh Governmendre
commissioimg anew National Cancer Audit
Collaborating Centrevhich will undertake a variety of
new national cancer audé This initiative wilinclude
audits of both primary breast cancer and metastatic
breast cancer in women and men of all ages

Commissionerand theNABCOP teamvill work

together during 2022 to enable an effective transition
from the NABCOP to the future national breast cancer
audit programme.

Thisfinal NABCORNnnual Report presents results for
women, aged 50 years and over, diagnosed with
breast caicer 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 recommendatiaas
written for patients and tle wider public.

Supplementary material from the repofincluding
tables containing individual NHS organisation regults
isavailable on the NABCOP website
(www.nabcop.org.uk

Data collection and analysis

The NABCOP uses patient dedatinely collected by
NCRA® England and thg/CNin Wales

For this annual reporthe NCRAS providaegncer
registrationdataon women (aged 50+ years)
diagnosed between 1 January 20dnd 31December
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 onwomen (aged 50+ yeard)agnosed in Welsh
local health boards between 1 January 2@hd 31
December2020 were provided by the WCN using the
Cancer Network Information System Cymru (CaNISC)
patient record system.

Key findings from the 2022 report

WOMEN DIAGNOSED WIBREAST CANCERENGLAND AND
WALES FROR014¢2019

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 2€AG19
remains variable, buthere have been improvements
in data on clinical nurse specialist (CNS) con{@5s%o
in 2014 to 76% in 2019) aMiHO performance status
(34% in 2014 to 65% in 2019)

Diagnosis and supportive care

Among women diagnosed in 2019 with early invasive
breast caicer (EIBC) not detected at screening, 69%
received triple diagnostic assessment (TDA) in a single
visit. Variation remains by NHS organisatievith 37%

of breastunits havingess than 70% of patientgving
TDA in a single visit

Where data were availde, recorded contact with a
breast CNS for women diagnosed in 2019 wary
high in England (96%) and Wales (99%).
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Treatment for women with DCIS

Surgery:Amongwomen diagnosed with DCIS between
2014 and 2019, use of surgery

1  Decreased with age at diagne4% for 5Q69
years; 91% for ¥ 9 years; 60% for 80+ years

1 Increased over 20k2019 for women aged 80+
years who were fit ohad mild-moderate frailty
(from 62% in 2014 to 72% in 2019)

1  Varied across\HS organisationgarticularly
among women aged(@* yearsthis variation did
not appear to be related to the volume of
patients treated in an individud#lHS
organisation

Radiotherapy 60%of women aged 5669 years
received radiotherapy afteoreastconserving surgery
(BC$comparedwith 50%aged70¢79years and 2%
aged80+ yearsThere was considerable variation in
use by NHS organisation regardless of age.

Treatment for women with early invasive breast
cancer (EIBC)

Surgery:Amongwomen diagnosed with EIBC between
2014 and 2019, use of surgery:

1  Decreased with age at diagnosis (97% far&&0
years,91% for 7@79 yearsb5% for 80+ years)

1 Increased oveR014;2019among women 80+
years who were relatively fit or had mild
moderatefrailty (62% in 2014 to 69% in 2019)
particularly with ER positiveIBC.

1  Decreased more markedly with age at diagnosis
among ER positive EIBC compared with ER
negative EIBC, regardless of overall fithess.

Radiotherapy:

1  For women with lowisk EIBC where omission of
radiotherapy can be considergdates of
radiotherapyreduced over timgfrom 89% in
2014 to 70% in 2019)

1  Use of posimastectomy radiotherapy among
women withhighrisk EIBC variely NHS
organisation, regardless of age.

Chemotherapy:

1  Use of adjuvant chemotherapy among women
aged50¢69 yearswith ER negatie EIBGhas
increased from 61% in 2014 to 81% in 2019 (29%
to 46% among women age®dq79 years.

1 Inthe cohort of women with ER negative, HER2
negative,node-positiveEIBC, use of
chemotherapy decreased with agé4@s for 5@

69 years, 47% for @9 years5% for80+ years).

1  70% of women aged 589 years with HER2
positiveEIBGeceived adjuvant chemotherapy
plus trastuzumalzompared with 49% for #I9
years;10% for 80+ yeard here was considerable
variation by NHS organisation.

Women with adiagnosis of netastatic breast cancer
(MBC)at initial presentation

w Amongwomendiagnosed with invasive breast
cancerbetween 2014 and 201%he percentage
with MBCincreased with age: 3% for §69
years; 6% for 7€/9 years; 8% for 80+ years.

W  25% received chemotherapyithin six months of
diagnosisuse decreased with agd1% for 5@
69 years21% for 7@79 years6% for 80+ yea)s

Outcomes following a diagnosis of breast cancer

Reoperation rates following initial BCS:

T  Among women diagnosed with DCIS or EIBC in
England and Wales from 2042019, who had
BCS as their initial surgery, 15% had at least one
subsequent breast reoperation (either BCS or
mastectomy) within three months.

1 Reoperatiorrateswere higher among women
with DCIS versus EIBC (25% vs J&3dhave
fallenover time for both groupgmost notably
for DCIS from 27% in 201428% in 2019from
14%in 2014to 12%in 2019for EIB(.

Shortterm morbidity following adjuvant

chemotherapy for EIBC (England only):

1  Amongwomendiagnosed from 20122019who
started adjuvant chemotherapy fd&IBC28%
had at least one treatmentelated overnight
hospital admission within 30 days afya
chemotherapy cycle.

1 Rates have fallen from 30@014) to 24%(2019).

Shortterm mortality following (adjuvant)

chemotherapy for invasive breast cancer (England

only), amongwomen diagnosed from 20122019

1  30-day mortality followinganyadjuvant
chemotherapycyclefor EIBGvasaround1%or
less

1  For women with MBC, 38ay mortality fdlowing
palliative chemotherapy was arourid%.

Recording of recurrence:

1  Only4% of women diagnosed in England and
Wales from 20142019 hal a recordng of any
breast cancer recurrence.

1  Reported recurrenceateswere low even among
women recorded as hauvindied from their breast
cancer(22%)

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

1  Among women receiving surgefgyr EIBGn
England and Wales, they®ar relative survival
for patients aged 7§79 yearsand 80+ yearsas
similar to patients aged 5®9 years. Patients
with severe frailty hadnore than 20% excess
mortality from around 3b yealrs after surgery
regardless of age.

Patient experience

Patientlevel data from the Cancer Patient Experience
Surveys (CPES) 151 2019werelinkedto data on
women aged 50+ yearsho werediagnosed and
treated in England from 2012019 Theyshowed:

1 Improvements over time in relation to patients
feelingsupported andnformed about their
cancer and treatment options

1  Only 33%f women aged 80+ years in 2019 said
they hadall of the information they needed
about their chemotherapy treatment
beforehand.

PRIMARY CARE PRESTRIRS

Chapter 4presents findings from analysis détafrom
the Primary Care fi@scription Database (PCRDhe
PCPLzaptures therapieprescribed within primary

care and dispensed in community pharmacies within
EnglandThe 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.

PCPRQiataon endocrine therapy (ET)
bisphosphonates, anticoagulantedication and
dementiarelated medicationdispensed between
April 2015 and March 202%erelinked todata on
women aged 50+ years and owdiagnosedn England
from 2014¢2019 Wefoundthat, compared with
secondary care data sourcaebe PCPD identifie

I  An additional45% of women with ER positive
EIBC an@5% of women with ER positive MBC
who had an ET prescription;

1  Anadditional20% ofwomen with invasive breast
cancer who haa bisphosphonate prescription
in addition to the9% recored within the
Systemic AntCancer Therapy (SACT) dataset

1  An additional 1.2% of women with an
anticoagulant prescriptioin the 2 years prior to
diagnosig; in addition to 4.8% of women with
conditions routinely requiring anticoagulant

therapyrecordedwithin the Hospital Episode
Statistics (HESataset

1  An additional 0.6% of women with a dementia
related prescriptionin the 2 years prior to
diagnosig; in addition to 1.8% of womea with
dementiadiagnosigecorded inHES

WOMEN DIAGNOSED WIBREAST CANCEREMGLAND AND
WALES 1RR020(AND UP T/IAY2021- ENGLAND ONDY

Chapter5 reports on women aged 50+ years
diagnosed with breast cancar 2020 (and up tday
2021 in EnglandFigures from 2019 were used as a
reference to understad the impact of COVHD9.

GComparing AprigDecember 2020 with the same

months in 2019:

1  There wasa 30% reduction in the number of
women aged 50+ years diagnosed with breast
cancer 61% reduction in numbers diagnosed via
screening7% reductionn numbersdiagnosed
vianon-screering pathways}

1  79% receivedurgery within six months of
diagnosiscompared with 86% (2019);

1 72% of patientsvho hadradiotherapy for non
invasive or EIBC had the hypofractionated
26Gy/5F regimen0@ in Aprit December 2019).

HTNESS ASSESSMENT FOBE® WOMEN IN BREARTNICS

Chapter 6describeshe NABCOP fitness assessment
form, developed to capture elements of frailty and
cognitive impairment present at the point of a breast
cancer diagnosis. It fer 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 fithess assessment form were incorporated

into COS¥ersion 9.0(released in 2020and arenow
required for submission by English NHS truStsrrent
levels of data completeness across all six fitness items
are low (<2%)which may have been influenced by the
pressures onrustsduring the COVIRR9 pandemic.

NABCORCHIEVEMENTS

Chapter 7reflectsonb ! . / ht Qa
context of thislast year of NABCOP reportiagd the
transition tonewly commissioneduditsof both
primary and metastatic breast candarwomen and
men of all ages

3 We note that the AgeXtrial stoppedin May 2020,which mayhavepartially contributed to the reducednumberof patientsdiagnosedwith breast
cancerviascreeningDetails of theAgeX trailcan be found abttp://www.agex.uk/
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The aim of the NABCOP is to evaluate process of care and outcomes for women, aged 70 years and
over, diagnosed with breast cancer in England & Wales, compared with women aged 50-69 years.

The audit received information about

224,049

women aged 50+years diagnosed with breast cancer across
England and Wales in 2014-2019.

61% 50-69 years

/ 2% @ 7079 years
@ B0+ years

Processes of care in 2019
TDA in a single visit = 69%

ncreased from 58% in 2014t

.
ﬂ!!!lll

CNS contact = 96%

(Where data existed)

enin England

(Resull

Treatment allocation by type of breast cancer diagnosed between 2014 and 2019

Early invasive breast cancer (EIBC) 165,118 women

Surgery: use increased
over time for women aged
80+ years who were fit or
with mild/moderate frailty.

62% ’ 69% '

2014 2019

Surgery: use decreased as age at diagnosis

increased. This was most marked among

women aged 75+ years with ER positive

EIBC, with considerable regional variation.
over time among women

89% 70%
at low risk of recurrence (in

line with NICE guidelines). 2014 2019

Radiotherapy: use reduced

Ductal carcinoma in situ (DCIS) 23,901 women

Surgery: use increased
over time for women aged
80+ years who were fit or
with mild/moderate frailty.

72%

in 2019

62% ,

in 2014

Outcomes following treatment

Among women aged 50+ diagnosed in 2019:

Reoperation rates after breast- conservmg surgery:

pais=23% (UL

Decreased from 27%in 2014
EIBC=12% U ( ' '
Decreased from 14%in 2014
Overnight hospital admission rates to hospital (within 30
days of a chemotherapy cycle):

EIBC =24% oye :

Decreased from 30%in 2014
Glossary:
CNS = clinical nurse specialist; COSD = Cancer Outcomes and Services Dataset;
CPES — Cancer Patient Experience Survey; ER - estrogen receptor; HER2 - human
epidermal growth factor receptor 2; NICE - National Institute for Health and Care
Excellence; TDA - triple diagnostic assessment

Chemotherapy’: use increased over time.

£|]| For women

ElseE 50-69 years 70+ years

WIIER 1% 81%  29%  46%
negative
EIBC:
28 .~
2014 2019 2014 2019
§ For women  53% 62%
s with HER2
positive v .
EIBC: Ak 4T

2014 2019

“chemotherapy + trastuzumab for HER2+ EIBC

Metastatic breast cancer (ot initial presentation) 9,642 women

25% had chemotherapy within 6 months of diagnosis.
2 [ )
=EEE

Trends in breast cancer care in 2020*

Among women aged 50+ diagnosed with non-invasive or
invasive breast cancer between April-December 2020:

79% had surgery yfyf/lé’f

(compared with 86% for the same months in 2019)
*2019 is used as a reference to understand the impact of COVID-19

Recording of routine data items

Among women aged 50+ diagnosed from 2014-2019,
recorded rates of recurrence remain low at 4%.

<2% of women aged 70+, diagnosed in England from October
2020 to September 2021, had data from the NABCOP Fitness
Assessment Form recorded in COSD Version 9.0.
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Where in Primary audience

Finding/ basis Recommendation . : .
g this report  to action recommendation

Equitable care for older patients with breast cancer

Breast care teams in NH<
organisations
Professional bodies such ¢
Chapter 3 the Association of Breast
Surgery(AB$ and theUK
Breast Cancer Group
(UKBCG)

Amongolder women responding to CPElse
percentage whesaid they®@ompletelythadall of the
information they needed about their chemotherapy
treatment beforehanchas reduced over time from
81%in 2014to 75%in 2019

1. Ensure older patients have sufficient information about their care
and treatment(s) and are engaged in a shared decigsiaking
processy encouragingg A RS F R2LJGA2Yy 2F dza €
guide to the breast cancer pathway for older W& y*§¢

2. Ensure key cancer care information continues to be collected and
made available for the older patient, tmderstand andhddress
persistent unexplained variation in the managemehbeeast Chapter 3
cancer among older patiest; including the promotion, 4,5&6
maintenanceand updatingof ¢ ¢ RIABCOP guide to the breast
cancer pathway for older womer?

Fitness assessment for older patients with breast cancer

Relative survival of fit older womdii0g79 years &
80+ year¥receiving surgery was comparable to the
of younger womer(50¢69 year3. Nevertheless,

Audit of primaryand
metastatic (secondary)
breast cancer

The NABCOP Annual Reports have highlighted
variation in thecare of older women diagnosed witt
breast cancer across England and Wales.

Audit of primaryand

. X : i j metastatic (secondar

women wihsevers aly o recasungenhad > E1PA08 P 1o MASCORessssearentr et e o
more than 20% excess mortaliftiym around3.5 X . 9 . P Chapter 3 .

aged 70 and over atteridg the first diagnostic clinic, angwhere Breastcare teams in NHS
years after surgery . . &6 -

. relevantq upload with the routine data returns (such as COSD for organisations

Records from CancerStats for English NHS trusts . :

England). Professional bodies such ¢

showed that less than 2% of patients agédi years
had at least one data item from the NABCOP Fitnt
Assessment Form completed in COSD V9.0.

the ABSand theUKBCG

| 2yGAydzZSR 2y ySEI

44 ¢ RISBCORuideto the breastcancerpathwayfor older g 2 Y SaAribe downloadedvia: hitps://www.nabcop.org.uk/resources/theabcopguideto-the-breastcancerpathwayfor-older-women/
5 NHSorgarisationsrefer to both Englishtrustsand Welshlocalhealth boards
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Outcomes for patients with breast cancer

15% of women having initiddreastconserving

4. Breastcancersurgical teams should examine their reoperation rate:

after breast conservation surgery tdentify areas where

Breast care teams in NHS
organisations

?:ggiz:};tﬁggeviﬁnﬁiisﬁlg subsequent reoperation rates can be reduced, whilst supporting safe breast Chapter 3 Professional bodies such ¢
P ' conservation the ABSand theUKBCG
28% of women having adjuvant chemotherapy for 5. Breastcancer oncology teams should review chemotherapy .
. . = L . . . Breast care teams in NHS
EIBGn England had 1+ unplanned overnight associated morbidity in their units, with the aim of reducing Chapter 3 S .
. o o organisations irEngland
chemotherapyrelated hospital admissidg). unplanned chemotherapyelated admission rates.
Recording of routine data items
Data completeness of ER and HER2 statusibas 6. Ensure a clinician is !dent|f|ed to take rgspons@ﬂﬂy for reviewing
. : . data returnsand feeding back to staff within their breast units.
improved for women diagnosed in more recent . : . S .

: This review should cover key cancer care information, includithg .
years in both England antfales. Completeness of o . . Chapter 3&  Breast care teams in NHS
S . . . o tumour characterisatio, ER and HER2 status (for patients with o
individual data items on patient fithess within ; : 6 organisations

invasive breast cancer), WHO performance statdsther or not a
COSD V9.0 was foutabe low among all NHS : o
. TDA was completedhe NABCOP fithess assessment indicators (fo
trusts in England. .
patients aged 70+ years).
7. Investigate consistency betwedh) discussion of patients with
recurrence at MDTSs ibreastunits, (2) recording of recurrence by
Breast Units an@3)the low percentages of recurrence found in Breast care teams in NHS
national datasets, by reviewing the process of capturing these dat: organisations
within a breast unit, and ensuring these data are uploaded to
cancer registration.
Levels of data completeness for recurrence are 5 : : 5 X . .
low. 8. In order to improve recurrence informatiamn patients with breast Chapter 3 Audit of primary and
cancerin cancer registration datasets metastatic (secondary)
a) Continue to monitor and report on patterns bfeast cancer breast cancer
recurrence at anational level and by NHS organisation. National Cancer
b) Share knowledge on successful ways to upload recurrence Registration and Analysis
information with NHS organisations, such as identifying exemplar: Service (NCRAS), and Wa
of good practice. Cancer Network (WCN)
Comparison oNCRAS data sources linked to the 9. Ensure information otthe initiation ofendocrine therapy

Primary Care Prescription Database highlighted
low rates of data completeness on the use of
endocrine therapyand bisphosphonate treatment
in the NCRAS secondary care data sources.

treatment, and use of bisphosphonates for disease modification,
secondary care is recordedthin routine data submissions to
NCRAS (COSBAC)and WCN databases.

Breast care teams in NHS

Chapter 4 L
organisations
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1.1. Introduction

TheNational Audit of Breast Cancer in Older Patients
(NABCOPWas established in April 2016 to evaluate
the process of care and outcomes for women aged
70+ yearsdiagnosed with breast cancer and treated
in NHS hospitals within England and Wdilgsmen
aged 5@69 years were included for comparison)

Breast cancer ihe most common female cancer in
the UK with over 35,000new diagnoss eachyear.
About onethird of such cancers are in women aged
70+ yeargCancer Research UK 2021

The audit was commissionéd address theevidence
of unexplainedlifferencesin the management of
breast cancer among women aged 70+ years
compared with women aged under 70 ye@Bateset
al 2014 Lavelleet al2014 Richardset al2016].More
recently, concerns have been raisadout the
ongoing impact of the COI® pandemic on the
delivery of breast cancer care.

The approach adopted b¢ auditto investigate
quality of carewasto examinewhether the treatment
received by older womediagnosedwith breast
cancerwasconsisent with nationalrecommendations
as described by (among others) the NICE guideline
NG101UNICE20187]. The audit coverthe care
pathwayfrom initial diagnosis to the end of primary
therapy, and contrasts how these patterns of care
differ for women aged0 years and over, compared
with women aged 5669 yearsThe assessment of the
patterns of care since the arrival of COMI®in early
2020 hagequireda different approachandis based
on comparing patterns of care observed after the start
of the firstwave of the COVHD9 pandemic, with the
patterns observed before the(in patients diagnosed
and receiving treatment in 2019)

The NABCORP is a collaboration between the
Association of Breast Surgery and the Clinical
Effectiveness Unit of the Royal Collegesurgeons of
England (RCS). It is commissioned by the Healthcare
Quality Improvement PartnershiiHQIPgs part of the
National Clinical Audand Patient Outcomes
ProgrammegNCAPORWhich is funded by NHS
England and the Welsh Government. The audit is
overseen by a Project Board and supported by a
Clinical Steering Grol©€SG)whose role includes

advising on the prioritiesf the audit and helping with
the interpretation ofthe results. TheCSGas
members from patient associations, medical
associatios, multidisciplinary experts in the area of
breast cancer and medical care of the older person,
and policy makersseeAppendix1). More information
about the audit can béund on theNABCOMebsite:
www.nabcop.org.uk

1.2. Overview of the 2@2 Annual Report

Thissixth, final, NABCOP Annual Repeordntains
informationon:

w Characteristics, treatment patterns and
outcomes following treatmentor womenaged
50+ yearsiewly diagnosedwith breast cancer
over the six years from January 2014 to
December 2019.

w Patient experience acro2915to 2019 for
womendiagnosedwith breast cancer in England
from 2014;2019

w Prescriing patterns for endocrine therapy (ET),
bisphosphonateherapy, anticoagulant
medication and dementigelated medication,
recordedwithin primary care and dispensed in
community pharmaciesor womendiagnosed
with breast cancer in England from 2@2919

w Thediagnosis and treatment patterns for women
diagno®d in 2020 in England and Walgp to
31 May 2021 in England).

w The use ofifness assessment for older women in
breastclinics

w A reflection on key achievements of the NABCOP,
since its inception in 2016.

The report iswritten for individualswho provide,
receive, commissionr 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 interestén knowing
how breast cancer services are delivered within the
NHS. A separate report for patients and the public,
aimed specifically at older patients receiving breast
cancer care, their families and caregiverpublished
on the NABCOP website.
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1.3. Other information produced by the audit

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

The NABCOP website also contains:
1 AnnualReports from previous years
1 Patient versions of the AnnuReports
T [Ayla G2 NBaz2dz2NOSa
quality improvement initiatives

aKI G

M Links toother sources of information about
breast @ancer such as Cancer Research UK

1 Links to peereviewed publications and
presentations given by members of the NABCOP
Project Team

In addition, the CancerStats website producedhry
National Cancer Registration and Analysis Service
(NCRAS)ontains infomation for English NHS breast
units on the completeness of the@ancer Outcomes
and Services DataseEQSIpsubmissions, and
performance indicators similar to those published in
the NABCOP Annual Rep¢seeAppendix?2 for the
NABCOP core indicatots)t based on realime 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 (CQibtelligence team to create
aslide setto support the CQC hospital inspections

1.4. Changes to breast cancer services during
the COVIBEL9 pandemic

NHS health services in England and Wales were greatly
affected bythe COVIEL9 pandemichat arrived in
early2020 and work continues to help NHS cancer
services recover [NHS Englabecember2020].0One
consequence of the COVID® pandemic was feer
womenwere diagnosedhrough screenin§ pathways,
following the UKwide lockdown (se€hapter5) and

YR AR SPrIcEI P pehA ey fgve
across England [NHS Englé&etember2020] and
nationally across Wales [Public Health Wales 2020].
Breast screeningesumed in July 2020 in England and
Wales Public Health Agen@020] and arrent

estimates suggesicreening services might achieve
pre-COVIBL9 levels of activity in 2022

6 Breastscreenings offered to womenbetween50 and<71years(up to their 71stbirthday)
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For full details of thelata andmethods used within
this report, please see thmost recent version of the
NABCOP Annual Report Methodolapcument,
available onlineyww.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
Servicg NDRS)which is part of NHS Digit@HSD)

for patients in England anithe Wales Cancer Network
(WCN)or patients in Wales

Details of the data used and associated patient
cohortsare included within each of the subsequent
chapters.

2.2. Patient cohort

Within the report, we distinguish betweethree
groups of women with breast cancer:

1 Non-invasivefuctal carcinoma in situ (DCIS;
stage 0)

9 Early invasive breast canceElBCstages £3A)
1 Metastatic breast canceMBC;stage 4).

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

Age groups

The effect of geis typically displayed usirtgree
mainsubgroups of ages0¢69 years; 7§79 years; 80+
yeas. The older age groups are combined and
reported as 70+ yeansherethe number of patients
within the 80+ yearsubgroupisinsufficient to draw
valid conclusionsr where the findings were similar in
the two older age groups

2.3. Measurement of patientfitness

The datasets available for this annual report contain a
limited number ofdata items on patient fitness
notably, the World Health Organization (WHO)
performance status instrument, which measures the
functional status of patients on a scale fronio04.
Unfortunately, this data itemnremainspoorly
completed for breast cancer patients in the cancer
datasetsthough return rates have increased over
time (Table 3.3.). The report therefore uses two
other approaches toneasure patient fitness. These
are

1 the RCS Charlson Comorbiditgex [Armitagest
al 2010]

1 the Secondary Care Administrative Records
Frailty (SCARF) Index [Jauledial 2020].

The comorbicconditionscovered by the Charlson

Index and the frailtyleficitsused by the SCARF Index
are identified using the International Statistical
Classification of Diseases and Related Health Problems
(ICD10) codeghat arecaptured within the diagnosis
fields of the hospital admissions data
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This chapteincludesinformationon women aged 50
years and over who were diagnosetith breast
cancer in England and Wales, during $iteyears
between 1 January 2014 and 31 December®2dhe
data were primarily collected as part of the national
cancer registration process in England and Wales.

3.1. Methods

Data sources

For English patigr, the NCRASrovided 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 theWCNusing the Cancer Network Information
System CymruJanisc) electronic patient record
system.

The NCRAS and théCNextracted details of women
aged 50 years and over who were diagnosed with
breast cancer in England and Wales overdtxeyear
period between 1 January 2014 and 31 December
2019. Full detailon the release of data to the
NABCOP fannualreports, along with relevant
timelines, can be found online at:
https://www.nabcop.org.uk/resourcesiome/.

Participating NHS organisations across Emgl and
Wales

Information from117 English NHS trusts astkWelsh
local health boardsvere included in thichapter.

NHS trusts at which fewer than 180 patients were
diagnosed over the sixearperiod (i.e. 30
patients/year),or where fewe 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 figuresshowingfindings by NHS organisation
percentages are ngtresentedfor thoseNHS
organisations with less that0 patientswithin the
patient group of interestover the sixyearperiod.

3.2. Overview ofdata completeness

Thetype of treatment offered to patiens with breast
cancer is influenced by the characteristics ofithe
cancer(molecular markers, grade and stage at
diagnosis)patient characteristics (general health and
fitness)andpatient preference. The recording of this
information innational routinecancer datasets is
therefore vital to understand patterns of care across
NHSorganisations.

Figure 32.1 showsthe availability of a selection of
core data itemsfor women diagnose@ach year from
2014to 2019 by ageat diagnosisand country of
diagnosisLargely, data hzetended to be more
complete for younger womefaged50¢69 yearspver
thistime period.Data were available for women
diagnosed in Wales in 2020 aatk included within
Figure 32.1 anddemonstrate continued
improvementsfo | £ SaQ RI GF
areas.

O2vYLX Si

Completeness of the following data items has
improved over the audit period:

1 CNSontact(overall 65% in 2014 to 76% in
2019).

1 WHO performance statu@verall 34% in 2014 to
65% in 2019)

Further work is needetb improve the completeness
of key data items within NCRAS and Carasd this
will enable future breast cancer audits more
accurately report on patterns of care.

The NABCOP website provides a selection of resources
for NHS organisations across England and Wales
use to review their levels of data completeness
(https://www.nabcop.org.uk/resourcésincluding:
1 The NHS organisation data viewer, which
contains a full lisbf the NHSrganisations with
data providedfor analysiand NHS organisation
levelcompleteness of key NABCOP data items.

1 Aguide to improvinglatacompleteness, which
contains information on how trusts in England
can access CancerStats to interrogateittCOSD
returns in real time, as well as information on the
national processewithin Wales to aid local
health boards to improve their data returns.
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Figure 3.2.1Availability of core data item@ver the audit period in England and Wales, by age at diagnosis
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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 repom&dvistage components within the data provided.
N stage completeness b on reported N stage, augmented with details from reported number of malignant nodes and determined to be NO wherageostil s
missing but the reported diagnosiscode isDid&a  aul 3S | NBO2NRAY3 2F Wa- Q gAUKAY UKS RFEUI NBO
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 cohortpresented in this chaptencludeswomen
diagnosed with breast cancer in England and Wales
between January 2014 and December 2048d
captures the care received by patiemewly
diagnosed witha single primary breast cangewvith or
without distant metastatic diseasdetails ohowthe
cohort of patientswere prepared for analysisan be
found in Appendix3.

An overview of the patient and tumour characteristics
of womennewly diagnosedwith breast canceacross
the sixyear period is provided imable 33.1,
subdividedby age type of tumour and disease stage
In total, there were224,049women diagnosed with
breast canceof all stagedbetween 2014 and 20

1 61% were aged 5®9 years;

1 39% were aged 70+ years (the sum of 22%¥90
years and 17980+ years).

The cohort was predominantly of white ethnicity,
where this information waseported (England only;
data on ethnicity available for 94% of patient¥he
percentage of white ethnicityoseas ageat diagnosis
increased.

Among all breast cancer groufiefined by stage),
where information was recordeds age at diagnosis
increasel women were mordikelyto have poorer
levels of fithess (measured by WHO performance
status, Charlson Comorbidity Index and SCHRaHty]
index)

DCIS

Among women aged 569 years14% were

diagnosed with DCIS. This decreased to 8% in women
aged 7@79years and 3%among women aged 80
yearsand over Differences in DCIS tumour
characteristics, by age at diagnosis, inclutteder
reportedtumour grade andargerreported tumour

size as agicreasedTable 33.1). Aroundl in 5

women diagnosed with DCIS were reported to have
had surgery tmssessheir lymph nodestatus.

Invasive Breast Cancer

For women aged 5§79 yearswith invasive breast
cancer age did notaffectthe proportional distribution
of manykeytumour features (able 33.1):

1 Nodal status;

I  Tumour grade:umours tended to be
predominantly grade 2

1 Similar percentages of women had ER positive
tumours, where reported

1 Similar percentages of women h&tER negdive
tumours, where reported.

The percentage of women aged&® years with T1
tumours, where reported, tended to decrease with
increased age at diagnosis

Route to diagnosis

Table 33.1 shows the route to diagnosis feromen
aged50 years and ovetiagnosedn England and
Walesbetween 2014 and 20, by breast cancer
group (defined by stage) and age at diagnd3sute

to diagnosis was strongly influenced by age and was
related to diseasstage at diagnosis

Among women diagnosedith DCIShoseaged 5@69
years were more likely to be diagnosed via the NHS
screening programmé87%) whilst women age@0+
years were more likely to be diagnosed via referral
from their GR(72%) Among women aged %79 year,
28% were diagnoseda screening67% via GP
referral). Rates of energency presentatiowere low

for all age group$<1%o)

Among women diagnosed with early invasive breast
cancersimilar patterns of referral were seen as
described above for women diagnosed with DCIS

Amongwomen 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
specialites(19¢26%)or after emergency presentation
(6¢12%) As would be expected, very few women aged
70¢79 yearqd4%) were diagnosed following referral
from the screening programmén contrast to 34%
among women EIB@nd 0% of women aged 80+ years
were diagnosd via this route.
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Table 33.1. Patient and tumour characteristicand treatment receivedfor women aged 50 years and over
newly diagnosed with breast cancer between January 2014 and Decembe®,2€dlit by breast cancer gup and
age at diagnosis

DCIS Early invasive Metastatic
(n = 23,901) (n = 165,118) (n = 9,642)
70¢79 80+ 50¢69  70¢79 80+ 50¢69  70c79 80+
Characteristic at diagnosis years years years years years years years years

18693 | 3910 | 1298 | 102511| 37347 | 25260 | 3991 | 2791 | 2860
(78%) | (16%) | (5%) | (62%) | (23%) | (15%) | (41%) | (29%) | (30%)

Number of women

15689 | 2512 193 59662 | 12160 | 1089 501 95 9

0,
% screen detected ¢ance gjony | (64%) | (15%) | (58%) | (33%) | (4%) @ (13%) | (3%) | (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 diagnosig 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 diagnosi¢Core Indtator #1)

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

GP presentation 11% 28% 2% 37% 60% 85% 59% 62% 59%

NHS screening programm  87% 67% 17% 60% 34% 5% 14% 4% 0%
Referral from other specialtie] 2% 4% 10% 3% 5% 8% 19% 23% 26%
After emergency presentatiof 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%
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Table331.XO02y GAydzSR FTNRBY LINBQGA2dza LI 3$

DCIS Early invasive Metastatic

(n = 23,901) (n = 165,118) (n = 9,642)

50¢69 70¢79 80+ 50¢69 70¢79 80+ 50¢69 70¢79 80+
years  years years = years years Yyears years years years

WHO performance status

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

0| 93% 80% 48% 90% 2% 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 (CCl)

% with CCl calculate] 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 calculai 97% 98% 96% 98% 98% 95% 97% 97% 96%

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

Mildgmoderate frailty |  14% 26% 38% 13% 24% 32% 26% 38% 41%

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

Grade of disease 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 reporte( 20% 19% 14% 87% 86% 73% 34% 34% 31%

>0.1to2| 53% 52% 41% 65% 55% 40% 20% 15% 16%

>2to5 34% 36% 42% 31% 40% 55% 55% 62% 60%

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

Lymph node examination

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

Number of malignant lymph nodes (éxamined)

% with malignant nodes reporte{  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%

1¢3 malignant nodes  N/A N/A N/A 21% 21% 25% 48% 49% 50%

4¢9 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:
aWHO performance status reported within two months of diagnosis and prior to primary treatment starting.
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Table331.XO02y GAydzSR FTNRBY LINBQGA2dza LI 3S

DCIS Early invasive Metastatic

(n = 23,901) (n = 165,118) (n = 9,642)

50¢69 70¢79 80+ 50¢69 70¢79 80+ 50¢69 70¢79 80+
years  years Yyears years years years years  years years

ER statugCore Indcator #3)

% with ER status reporte] 29% 33% 45% 92% 91% 88% 79% 7% 70%

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

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

HER?2 statu¢Core Indtator #3)

% with HER2 status reportg 4% 5% 8% 89% 87% 75% 75% 2% 57%

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

Negative| 58% 72% 78% 79% 81% 80% 67% 2% 74%

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

CNS contacfCore Indtator #5)

% withCNS contaaeported | 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 overho were calculated to have
received triple diagnostic assessment (TDA) in a single
visit. This is defineds 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 CED Version 9. 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 recallefbr assessment witlfurther
imaging and biopsies. Such women are therefore not
included within this assessment of performance.

What is the evidence base for this process?

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

What does the guidance say?

Since 2002, it has been regarded as best practice
for patients with suspected breast cancer to

dzy RSNH2 | WINRLIX S RALI 3
first clinic visit. This comprises the following three
elements, as required:

w Clinical assessmena full historyis takenand a
physical examinatioperformed

w Imagingg imaging assessment may consist of
mammographyand/or ultrasound depending
on certain patient characteristics and symptor|
at presentation.The axilla may also be imaged

w Histopathology assessmeqtissue biopsies are
obtained from areas in the breast (z axilla) thé
are suspicious of cancer.

Wiving people with spected 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 assessmanfN{CE 206]

Numerator Women receiving triple diagnostic

assessment in a single visit

(Core Ind #2)

. Women with nonscreen detected
Denominator . .
early invasive breast cancer

Country England & Wales

Timeframe Women diagnosed in 201

What do we seewithin this audit group?

Amongwomenaged 50 years and ovdiagnosed
with non-screen detected EIBG 2019,69%were
calculated to haveeceived triple diagnostic
assessmenfTDA) in a single visithere was little
difference by age at diagnosis:

1 68%amongwomen agedb0¢69 years;
1  70%amongwomen aged/0+ years;
0 69% for women aged ©J9 years;
0  71% for women aged 80+ years.

There washo differencein the estimatesaccording
to country of diagnosis:

1  68%for womendiagnosedn Wales;
1 6%for womendiagnosedn England.

Looking at the change in percentage of women
estimated as receivingDA in a single visilverthe
audit period (20142019) there has been an
improvement over time for Wales (from 58% in
2014), whilst for England performance has
remained at around 69% since 20{5gure 3.4.).

There wasnarkedvariation by NHS organisation
with 37% of NHS organisations haviegs than
70% of patients estimated as receiving TDA in a
single visit based on our criter{gigure 3.4.3.

For8% of women a mammogram and/or biopsy
date were missing; inIB6 of such cases the biops)
datewas missing.
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Figure 34.1.Receipt of triple diagnostic assessmen

t irsegle visit among women with noiscreen detected

early invasive breast cancén England and Walesy age atdiagnosis and/ear ofdiagnosis
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The provision of timely tripldiagnosticassessment is
a basic tenet omodernbreast 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 9abd 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. Estimatececeipt of triple diagnostic assessment in a single visit among women with+3oreen

detected early invasive breast cancdragnosed in 2019by diagnosing NHS organisation and age at diagnosis
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Note: Within each age group, NHS organisations with <10 patieittsnon-screen detected early invasive breast cancer diagnosed ina2@ 8t shown.

Welsh local health boards are shown on the-kefhd side of the figure.
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3.5. Involvement of a breast clinical nurse
specialist or key worker

For womendiagnosed with breast cancelICE
guidance (NG1OXtates

WAl 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, treatmerand followupCINICE
200%, NICE20187).

Numerator  Women seen by a breast clinical

nurse specialist/named key worke|

(Core Ind #5)

Denominator | All women
Country England & Wales

Timeframe Women diagnosed in 201

What do we see within this audigroup?

w Amongwomen aged 50 years and over
diagnosed in 209, data on clinical nurse
specialist (CNS®pntactwere available foi76%.

w Data completeness, among women diagnose!
in 2019, differed by country of diagnosis:

1 71% of women diagnosed in Wales;
1 76% of women diagnosed in England.

Completeness increased with agmang women
diagnosed in Wales (88,;73% and7/8% for age
groups 5@69; 70;79 and 80+ years respectively).

Among women aged 50 years and over diagnose
in 2019, for whom data existd, 96% hd contact
with a CNSRates of ontactwere similar by age
and by country of diagnosis:

1  99% of women diagnosed in Wales;
1 96%of women diagnosed in England

Among womeraged 50 years and ovdiagnosed
in 2019,where data existedthere was variation
acrossa proportion ofNHS organisations in the
percentage of women witlCNS contaatecorded
& aFid@s5.).

The percentage of women recorded as having
contact with a CNS has improved over the iaud
period (20142019) among women diagnosed in
England (from 78% in 2014), whilst for Wales
contact with a CNS has been consistently high al
nearly 100% since 2014.

Figure 3.5.1. Percentage afomen diagnosed in 2019 ikontact with a breast clinical nurse specialidty

diagnosing NHS organisation and age at diagn@sisere data existed)

100% 7 11449

2 R ad *4 * * *
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30%

Percentage of women (%)

20%
10%
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3 *
¢ PP /1 ee P
o4

NHS organisation

Note: Within each age group, NHS organisations with <10 patigiaignosed in 2019 angith data on CNS contaate not shown.

Welsh local health boards are shown on the-fefhd 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 womeaged 50 years
and overdiagnosed wittductal carcinoma in situ
(DCIS). These womarcount for approximatel0%

of the patients included within the NABCOP cohort.

DCIS is typically diagnosed among women aged
between 50 and71 years as a consequence of their
participation in populatiodevel breast screening
programmes and the use of digital mammography
[Kerlikowske 2010]. The Agéxal in England aims to
evaluatethe benefit of extending the screening age
beyond 70 years ancdompleted recruitmenin May
2020 thefirst resultsare expected in 2026

Surgical resection is the most important treatment for
women withDCIS. Women may have either a
mastectomy olbreastconservingsurgery depending
on the disease extent and patient preference

Surgical treatment for DCIS

Women who had mastectomy or
breastconservingsurgerywithin
12m of diagnosis

Numerator

(Core Ind #7)

Denominator | Womendiagnosed with DCIS
England & Wales
Women diagnosed frord014¢19

Country

Timeframe

What do we see within this audit group?

Among womeraged 50 years and ovdiagnosed
with DCIS from 2012019, 92% received surgery
within 12 months of diagnosis. Tipercentage
decreasedaccordingto age at diagnosis

1 94%amongwomen agedb0¢69 years;
1 83%amongwomen aged/0+ years;
0 91% for women aged &9 years;
o 60% for women aged 80+ years.

Rates of surgergliffered by country of diagnosis:
95%among patients diagnosed in Wa]&2%
amongpatients diagnosed ikngland.

There wassimilarity in surgical rates among wome
aged 5@69 yearsput increasingvariation between
NHS organisations in the rate of surgas/age
increasedFigure 3.6.). Therate of surgey was

not associated with the number of women
diagnosed with DCIS in each NHS organisation (
volume).

Figure 3.6.1Riskadjusted rates of surgery for

DCIS across NHS organisations, by age at diagn
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for influential patient and tumour characteristics.
Within each age group, NHS organisations with <10 patiéiagnosed
with DCI&re not shown.

In consideringhe percentage of women receiving
surgery for DClI8verthe audit period (20142019),
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 28010 72% in 2019
This pattern was observed for both England and
Wales Rates were high among women aged;69

and 7@79 years, diagnosed across 2Q2819, at 96%
and 93% respectively.
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Radiotherapy treatment for DCIS

For womerwho have surgery, NICE guidance (NG101)
states

WY/ 2yaARSNI | R2dz@F y i
following breastconserving surgery with clear
margins, and discuss with them the possible benefits
FYR NRA] A&

Recommendations on thmanagemenbf older

patients withDCISssued by the International Society
of Geriatric Oncology and European Society of Breast
Cancer Specialists support this statemeatd note

that there is a lack of strongjinicaltrial-based

evidence to support DCIS treatment decisions in older
women [Biganzokt al 2021].

Numerator Women whoreceived adjuvant

radiotherapy

(Core Ind #11)

Womenwho hadbreastconserving
surgery for DCIS

England & Wales
Womendiagnosed from 20119

Denominator

Country

Timeframe

NI} RA2 (K

2 NICR2088, 2 0 KSNJ LR o

What do we see within this audit group?

Amongwomenaged 50 years and over diagnosec
_with DCIS from 2012019 and who received
Sobehstdbnsefvitdtrg€rf BCSH8% Riehbnto S
receive radiotherapyThe percentage decreased
with age at diagnosis:

2 1
1

60%amongwomen aged 5669 years;
46%amongwomen aged 70+ years;

o0 50% of women aged &J9 years;
0  27% of women aged 80+ years.

Use of radiotherapy was greatamong women
with high-grade DClSat 78%but asimilarpattern
by age at diagnosis was seen:

1  80%amongwomen aged 5669 years;

1 68%amongwomen aged 70+ years;
0  72% of women aged 79 years;
0  43% of women aged 80+ years.

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

There was no change in the percentage of wome|
receiving radiotherapy following BCS for DCIS ov
the audit period (20142019), regardless of age at

diagnosis.

Figure 3.6.20bserved percentage of women with DCIS receiving radiotherapy dfteastconservingsurgery,

by diagnosing NHS organisation and age at diagnosis
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Note: Within each age group, NHS organisations with <10 patieawsng breastonserving surgery f@ClSre not shown.

Welsh local health boards are shown on the-fefhd side of the figure.
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37 Treatment fO”OW|ng a new dlagnOSIS Of Women who had mastectomy or

early invasive breast cancer breastconservingsurgerywithin
(Core Ind #7) . .
12m of diagnosis

Numerator

This section focuses on women aged 50 years and - -
Womendiagnosed with early

over diagnoseavith early invasive breast cancer Denominator | . )

(EIBC), defined as stage3h, and theiruse of primary invasive breast cancer
surgery, adjuvant radiotherapy and chemotherapy. Country England & Wales

Women withEIBGorm three-quarters of the NABCOP Timeframe Women diagnosed frora014¢19

patient cohort.

Surgical treatment for early invasive breast What do we seewithin this audit group?
cancer Among women aged 50 years and over diagnose
_ with EIBC from 2012019, 89% received surgery
What does the guidance say? within 12 months of diagnosidhe percentage
Surgical resection is a central treatment BIBC decreased with age at diagnosis:
with NICE guidance (NG101) recommending: 1 97%amongwomen aged 5069 years;
WeNBFG LIFGASYyda oAlGK f  77%amongwomen aged 70+ years;
cancer, irrespective of age, with surgery and 0 91% for women aged U9 years;
appropriate systemic therapy, rather than 0  55% for women aged 80+ years.

endbcrine therapy alone, unless significant Rates of surgergiiffered by county of diagnosis:

O2Y2NDbARAUE LINKED20ER S a 93%among patients diagnosed in Waj@9%
Guidelines on the management of older patients among patients diagnosed England.
with breast cancer issued by the International
Society of Geriatric Oncology and European Soc
of Breast Cancer Specialists advise 4t dzNH S
remainsthe choice of primary treatment in the
majority of ORSNJ LI GA Sy da oAdGH
[Biganzolet al 2021]. Looking at the percentage &t or mild-moderatdy
frail women receiving surgery f@BCover the
audit period (20142019there has been an
increase in the rate of surgeemong womeraged
80+ yearsfrom 62% in 2014 t69% in 2019. This

The decrease in rates of surgery wiitlcreasingage
at diagnosisvas observed to benore marked for
women with ER positive breast cancer aged 75
years and overHigure 3.7.).

What is the evidence base for treatment

decisions? was primarily among women with ER positive EIE
Surgical excision, along with adjuvant therapies, (Figure 3.7.2.

standard of care fomostwomen diagnosed with

EIBCAIlthough women with ER positivedast The receipt of primary surgery among women varied
cancer are suitable for primary endocrine therapy, with different levels of fitness and ER stafiisble

surgical excision in combination with systemic
endocrine therapy is superior the prevention of
recurrence and improvingurvival, compared with
primary endocrine therapy alone [Wagd al2018].

3.7.1& Figure 3.7.3. As age at diagnosis increased
those with ER negativieIBGvere morelikely to

receive surgery compared with those with ER positive
cancer, regardless of fitness. However:

1 Rates of surgery diminisid as levels of fithess
decreased;

1 Overall, hereduction in therate of surgery was
much larger for older women with ER posi
breast cancer.

There was variation across NHS organisations in the
percentage of older women who received surgery for
EIBCaccording to ER statusigure 3.7.%.

15| Page



Figure 3.7.1. Observegkceipt of surgeryfor women with early invasive breast cancer, i8R statusage at

diagnosis(5-year age bands) and type of surgery
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Figure 37.2.Receipt ofsurgery for EIBC over time, among fit or milthoderately frail women by ER status and
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Figure 3.7.3Impact of patient fitness on the likelihood of receiving surgery for early invasive breast cancer, a

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

measured by three differentnetrics, by ER status andge at diagnosis

ER positive ER negative
50¢69 years 70¢79 years 80+ years 50¢69 years 70¢79 years 80+ years
Total Total Total Total Total Total
Measure of no.of | % | no.of | % | no.of | % | no.of | % | no.of | % | no.of | %
fitness women | surg | women | surg | women | surg | women | surg | women | surg | women | surg

Allwomen | 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%
Mild¢gmoderate
frailty

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

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

Figure 3.7.4Riskadjustedpercentage of women receiving primary surgical treatment for early invasive breas

cancer, by diagnosing NHS organisati@ye at diagnosiand ER status
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a level.
Within each age and ER statgoup, NHS organisations with <10 patieutisgnosed withearly invasive breast cancare not shown.
Welsh local health boards are shown on the-kefhd 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
breastconserving surgery, whilst pestastectomy
radiothergy 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 breastonserving surgery alone,
the combination obreastconservingurgeryand
postoperativeradiotherapyhas 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
CNRAFEAEGGAaQ /2tfF02NF GA

What does the guidance say?
NICE guidanceNG101ktates

W/ 2yaARSNI I R2dz@F yi GK
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 thErognostic and

predictive factors, and the possible risks and
benefits of the treatment. Make decisions with
GKS LISNA2Y I FGiSNI RAaO
[NICE 2018

Guidelines recommend thatostoperativeexternal
beam radiotherapy should be considereat &ll
patients undergoing breastonserving surgery for
early invasive breast cancetlinical tials have
demonstratedthat omission of radiotherapy after
breastconservingsurgery in low risk (e.gNO,T0O-3,
ER+HERZ2 G1/2) patients ged65+ years is
reasonableand does not impact 10 year overall
survival[Kunkleret al2015]. This is reflected in the
Royal College of Radiolog@RCRLonsensus
Statements on Breast Radiotheraagd in NICE
guidance (NG10JRCRNovember2016, NICE
2018).

The use of radiotherapy after mastectomy is
recommended for patients with invasive breast
cancer who are considered to have a moderate 0
high risk of recurrence (N+ or @8NO) [NICE
2018&].

Women receiving radiotherapy to

the:
Numerator

(Core Ind #11)

1. breast afteibreastconserving
surgery
2. chest wall after mastectomy

Women diagnosed with EIBC whg

Denominator
had surgery

Country England & Wales

Timeframe Women diagnosed from 2049

What do we see within this audit group?

Among womeraged 50 years and over diagnosec
with EIBC from 2012019who hadbreast
conservingsurgery, 8%were recordedo have
received postoperative radiotherap¥he
percentage decreased with age

1  90% among women aged §69 years;

1  81% among women aged 70+ years;
0  84% for women aged &T9 years;
0  71% for women aged 80+ years.

Among womeraged 50 years and over diagnosec
with highrisk (N+ or T3 N@®IBGeceiving
mastectomy, 6% received postastectomy
radiotherapy.The percentage decreased with age

1 69% among woran aged 5Q69 years;

1 61% among women aged 70+ years;
0 65% for women aged &T9 years;
0 54% for women aged 80+ years.

Over the audit period (2012R019), there has been
a reduction inthe use ofpostoperative
radiotherapyamong women with low risk EIBC
from 89% in 2014 to 70% 2019(Figure 3.7.).
Thismay have been influenced lilge publication

of the PRIME 1l trigin 2015)and NICE guidance or
omission of radiotherapin patients at low risk of
recurrencelKunkleret al2015, NICE 2018a

There was variation by NHS organisatiomnise of
radiotherapyregardless of agé-igure 3.7.§. This
was most marked for women whose primary
surgery was mastectomy. Additionally, rates of
radiotherapy afterBCS were high for women agec
50¢69 years, whereas there was large variation
across NHS organisations for older women.
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Figure 37.5. Observed percentage of women with early invasive breast cancer receiving radiotheoapy time,

by age at diagnosis
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a! tf  greliésypdsmastectomy radiotherapy in women wittodepositiveEIBC or nodaegative T3 EIBC and women havingastconservingsurgery.
Low risk group definebased on PRIME trial inclusion critebeeastconservingurgery, age at diagnosis >= 650 n YYZ y2 y2RI{ Ay @21
negative, Grade 1 or. Receipt oéndocrine therapyvas not accounted for

Figure 37.6. Observed percentagefavomen with early invasive breast cancer receiving radiotherapy after

breastconservingsurgery or mastectomyhigh-risk only), by diagnosing NHS organisation and age at diagnosi:

— 50-69 years + 70+ years
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Within each age group and type of surgery, NHS organisations with <10 pdt#irtg) surgery for early invasive breast caraxer not shown.
Welsh local health boards are shown on the-kefhd side of the figure.
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Chemotherapy treatment for early invasive
breast cancer

Adjuvant chemotherapy is a wedktablished

treatment for early breast cancer, with evidence of its
effectiveness from multiple randomised trials and
metal yI f @dSa w9l NIe& . NBIai
Collaborative Group 2012This section examines the
use ofadjuvant chemotherapyCT)or women with

early invasive breast cancamong:

1. all women

2. women with EmRegative, HER2egative breast
cancer and malignant lymph nodes (Na)p

3. women with HERPositive breast cancer for
whom guidelines recommend use ddjavant
chemotherapy plus trastuzumab.

Adjuvant chemotherapy improves diseafsee

survival and overall survival in patients wihBCIt is
effective regardless of ER stafimit the absolute
benefit may be less among patients with ER positive
breast carcer who also receive endocrine therapy.
Among older patientsjecision making foadjuvant
chemotherapyshould not be based on chronological
age alone. In addition, chemotheragsfikely to be
most beneficial for patients with ER negative, and/or
HER?2 pdsive, and/ornode-positivediseasgBiganzoli
et al2021].

What does the guidance say?

Adjuvant chemotherapy decisions should be bas¢
on an understanding of the balance between the
risks and benefits particularly patientswith
comorbidities [NICE 20a8 European Society for
Medical Oncology guidelines recommend treating
all patients with HERRositive cancer with
chemotherapy and alMHER?2 treatment such as
trastuzumab [Cardoset al2019].

NICE guidance recommends that ER and HER2
status be obtainedor all patients with invasive
breast cancer [NICE 2(4]8

Numerator

(Core Ind #12)

Denominator | Women diagnosed with EIBC who
had surgery (no neoadjuvant CT)
Country England & Wales

(England only HERDositive
analysis)

Women who receive adjuvant CT

Timeframe Women diagnosed frord014¢19

What do we see within this audit group?

(1) Amongwomenaged 50 years and over
diagnosedwith EIBC from 2012019 who
received primary surgerypverallrates ofrecorded
adjuvant chemotherapy were consideralbligher
RYOBLY RUNAEWRMED With ERingoatitBC
(51%)compared with ER positiielBG17%) For
women agedb0¢69 yearswith ER negative EIBC
rates have increased from 61% among women
diagnosed in 2014 to 81% in 2019 (29% to 46%
among women aged0¢79 yeas, Figure 3.7.Y.

(2) Amond@2,242womenaged 50 years and over
diagnosedvith ER negative, HER2 negative, N+
EIBC from 20Xk2019,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 treatmer
varied by age, with lower reported usé
chemotherapyas age increased:
1  74% among women aged &89 years
1 31% among women aged 70+ years
0  47%for women aged 7§79 years;
o 5%for women aged 80+ years.

Figure 3.7.70bserved percentage of women with
early invasive breast cancer receiving adjuvant

chemotherapyover time, by ER status and age at
diagnosis
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Among10,363womenaged 50 years and over Recorded rates were observed to have increased over

diagnoseduith HER2 positiv&IBGn Englandrom the sixyear audit periodfrom 53% in 2014 to 62% in
2014¢2019 who received primary surgewyithout 201_9)' T_h's tren_d was seeagardless of age and
preceding neoadjuvant chemotherapy9% were patient fitness Figure 3.7.3.

identified as having received adjuvant chemotherapy

lus trast bTh t d d with : .
plus trastuzumabhe pecentage decreased with age regardless of age~(gure 3.7.9. The rasorsfor this
1  70% among women aged §69 years

1 37% amongvomen aged 70+ years variationmayinvolve a combination of factors
0 49% for women aged X9 years: including patient and clinician preferences.
0 10%for women aged 80+ years.

Variation by NHS organisation was observed

Note: Data completeness d(1ER2 status was lower
among women age80+ years, compared with
women aged 5§79 years fFigure 32.1 & Table 33.1).

Figure 3.7.80bserved percentage of women with HER@stive early invasive breast cancén Englandreceiving

adjuvant chemotherapy plus trastuzumabver time, by Chalson Comorbidity Index anége at diagnosis
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Note: CCI = Charlson Comorbidity Index.

Figure 3.7.9Riskadjusted percentage of women with HER®sitive early invasive breast cancar England

receiving adjuvant chemotherapy plus trastuzumab, Hiagnosing NHS organisation and age at diagnosis
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Note: Riskadjusted percentages are from random effects logistic regression model, adjusted for influential patient and tumouN&Sorsganisation included as
a level.

Within each age group, NHS organisations with <10 patieating surgery for HER2 positive early invasive breast care@ot shown.
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3.8. Women with adiagnosis of metastatic
breast canceat initial presentation

This sectiorfocuses on women aged 50 years and

over, diagnosed with ratastaticbreast cancer (MBC),

defined as stage disease

DespiteMBCbeing incurablesurvival has improved
substantiallyover time assystemidreatment options
have expanded and therapies havedome more
effective. The incidenceof initial presentation with
metastatic breast cancer increases with dgancer
Research UR021].

Numerator Women with metastatic breast

(Core Ind #4) cancer at initial presentation

Women diagnosed with invasive

Denominator
breast cancer

Country England & Wales
Timeframe Women diagnosed frora014¢19

What does the guidance say?

NICE guideline (CG81) recommendations on
systemic disease modifying therapy include [NIC
20090

WmdodmPd hFFSNI SylRe ONR
treatment for the majority of patients with ER
positive advanced breast cancer.

1.3.2. Offer chemotherapy as fifste
treatment for patients with EfRositive
advanced breast cancer whose disease is
imminently lifethreatening 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 Epbsitive advanced
breast cancer who have beemated with
chemotherapy as their firdine treatment,

offer endocrine therapy following the
O2YLX SliAz2y 2F OKSY2G(K

Thelnternational Society of Geriatric Oncologyd
the European Society of Breast Cancer Specialist
also specifically recommerahemotherapy should
0S 02y ansitdbNBIder pitients with
hormone receptomegative disease, hormone
receptor-positive disease resistant to endocrine
therapy or with rapidly progressive disease, or
extensive visceral involvement, and based on
geriath O | aaSaavYSyd FyR LJ
[Biganzolet al2021].

What do we see within this audit group?

Among women aged 50 years and over diagnose
with invasive breast cancer from 2042019, 5%
had metastatic breast cancer. This percentage
increased with age

1 3%amongwomen aged 5669 years
1  7%amongwomen aged 70+ years;
0 6% for women aged &T9 years;
0 8% for women aged 80+ years.

The increase in percentage by age was largely di
to the impact of screening in younger women.
Among women with notscreen detected invage
breast cancer, there was little difference by age (|
50¢69 years 8% 70+ years).

Among women aged 50 years and over newly
diagnosed with metastatic breast cancer from
2014¢2019,25% receivedchemotherapywithin six
months of diagnosis. The percentagecdeased
with age at diagnosis

1 41%amongwomen aged 5669 years
1 13%amongwomen aged 70+ years;
0 21% for women aged &T9 years;
0 6% for women aged 80+ years.

This pattern was observed irrespective of ER stai
and patient fitness

Consideringhe percentage of women receiving

chemotherapyover the audit period (20122019),
there has beetiittle changein the recorded use,

from 22% among women diagnosed in 2012%
in 2019

Rates othemotherapyuse tended to be higher
among patients diagnosedd Wales (53%),
compared to Englan®8%), regardless of age.

There was variation by NHS organisation regardl
of age Figure 3.81)
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3.9. Outcomes following a diagnosis of breast
cancer

This section presents short at@hgterm outcomes
for women with breast cancer diagnosed over the
sixyear audit period from @14to 2019.

Reoperation rates following initiabreastconserving
surgery

The use obreastconservingsurgery (BCS) is common
among women with DCIS or opetalinvasive breast
cancer, accounting for 3 out of 4 initial surgical
procedures in women aged 50 years and with newly
diagnosed DCIS &IBC

What does the guidance say?

NICE guidance (NG101) recommetiag further
surgery is offered

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

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
haspreviously been shown to vary by NHS
organisation [Jeevaet al2012]. It is also reported
that BCS followed by rexcision is associated with
poorer cosmetic outcomes, whilst adding to the
treatment burden and has a negative impact on
quality of life [Hd et al2012].

Reoperation following primarigreastconserving
surgery (BCS) may result in delays to adjuvant
treatment, with someevidence of increased rates of
local and distant recurrence as a result. Previous
research has shown reoperation rates to be lower
among older women.

Womenwho had a subsequent BC

Numerator or mastectomy reoperation within
3 months
. WomenreceivingBCS for DCIS or
Denominator EIBC

Country England & Wales

Timeframe Women diagnosed from 20¢,49

What do we see within this audit group?

Among women aged 50 years and over diagnose
with DCIS or EIBC from 2@2919, who hadreast
conservingsurgery as their initial surgery, 15%
(n=18,725had at least one subsequent breast
reoperation (either BCS or mastectojwithin

three months. This percentage decreased with
age

1 15%amongwomen aged 5669 years
1 13%amongwomen aged 70+ years;
o0 14% forwomen aged 7§79 years;
0o 11% for women aged 80+ years.

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

Reoperation rates were slightly lower among
womenaged 80+ years. Overall, 11% of women t
a reoperation in this age group; withkomen with
DCIS more likelyhan women with EIB® have at
least one reoperationl(7% vs 0%,P<0.001).

Reoperation rates tended to be lower among
patients diagnosed in Walég%), compared to
England (15%), regardless of age or disease stag

Of those women with DCIS having a reoperation,
84% had just one reoperation, compared with 88!
of women with EIBC. Among these womeith just
one reoperationthe type of subsequent opation
(BCS or mastectomy) was similar according to th
invasive status of the primary tumour, with the
majority having another breast conservation
procedure (83%). This percentage differed by ag:
with a higher percentage of older women having i
mastectomyas a subsequent operation. For DCIS
and EIBC respectively these were:

1 18% & 186 among women aged &89 years;
1 20% & 1% among women aged 0 years;
1 31% & 268bamong women aged 80+ years.

Among women who had two or more reoperation
33% of women with DCI&d a mastectomy as the
second reoperation compared with 38% of wome
with EIBC. Again, this was more likely among old
women.

7 Operationswithin one weekof the initial BCSvere excluded basedon the assumptiorthesewere mostlikelyto be for postoperative
complications Data on surgicaloperationwere derivedfrom the HospitalEpisodesStatisticsAdmitted PatientCaredatafor Englandandthe

PatientEpisodeDatabaseor Wales.
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Looking at the rates of reoperation over the audit There was geographical variation in reoperation rates
period (20142019), among women having surgdor (F'@_’“r_e 3.9.3. For women aged 70+ years this

DCIS there is a downward trend with rates having variation was not beyond what would be expected
decreased over time from 27% in 2014 to 23% in 2019 9'V€N the ngmpers having an initial BCS witfaole
(Figure 3.9.). Among women having surgery for EIBC NHS organisation.

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

Figure 3.9.1. Observed percentage of women havimgastconservingsurgery and a subsequent breast

reoperation over time, by breast cancer group and age at diagnosis
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Note: DCIS = ductal carcinoma in situ; EIBC = early inlasiast cancer.
Denomindors for percentages shown aveomen havingreastconservingsurgery.

Figure 3.9.2. Observed percentage of women havimgastconservingsurgery, for DCIS or early invasive breas

cancer, and a subsequent breast reoperation within three months, by diagnosing NHS organisation
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Shortterm morbidity following adjuvant
chemotherapy for early invasive breast cancer
(England only)

Chemotherapy in early invasive betaancer, as

adjuvant or neeadjuvant therapy aims to reduce the

risk of recurrence and improve survival.

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

W/ 2yaARSNI I R2dz@F yi GK
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
GKS LISNaA2Y FFUSNI RAaO
[NICE 2018

Chemotherapyrelated toxicity canmpact onquality

of life, as well as compromising delivery of treatrhen

and increasing healthcare resource use. Toxicity
related symptoms can range from mil 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 chemotherapselated adverse events

is important to understand the impact of treatment
among such women receiving chemotherapg well
asconsideringvariation across NHS breast units.

Repoting on the occurrence of treatmenelated

adverse events among different patient populations
can inform local policy, and enable informed decision
making about treatment options. Previous research

suggests rates of adverse evenfteachemotherapy
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 thee women
diagnosed and treated in Wales.

Womenwith atreatment-related

Numerator overnight hospital admission

Womenreceivingadjuvant

Denominator chemotherapy folEIBC

Country England

Timeframe Women diagnosed from 204,49

Atreatment-related overnight hospital admission was
defined as a hospital admission with an overnight stay
within 30 days of a chemotherapy cytleecorded

with at least one of the following diagnostic codes
associated with the admission:

Neutropenia

Fever

Infection

Gastrointestinal toxicity

1 Other related to systemic treatment

= =4 =4 A

Details of the ICR0 codes used to identify such
treatment-related visits can be founanlinein the
NABCOP Annual Report Methodolapcument

What do we see within this audit group?

Among25444womenaged 50 years and over
diagnosed with EIB@ Englandrom 2014¢2019,
who started adjuvant chemotherap8 had at
least onetreatment-related overnighthospital
admissiorwithin 30 days of a chemotherapy cycle
The most commoimdividualtoxicitiesrecorded
wereinfection 2%)andneutropenia (5%).Rates
of infection were slightly higher amomngomen
undergoing taxarndnased chemotherapybeing
23% compared with @%.

As overall fitness worsenetteatment-related
hospital admissions appearé¢d increase {able
3.9.1). Rates of admission tended to be lower
among women aged 75 years and over.

There was some geographical variation in the rat
of overnightadmission figure 3.9.3 Gven the
number of patients treated within each NHS
organisationthis variationwas largely within
expected limitsdata not showr).

There was a downward trend the rates of
overnightadmissiornover the audit period, with
ratesdecreasng from 30%among women
diagnosedn 2014 to24% in 2019.

8 Dataon hospitaladmissionsvere derivedfrom diagnosicodesfor an admissiorrecordedin the HospitalEpisodesStatisticsAdmitted PatientCare
data, whilstdate of chemotherapycycleswere derivedfrom the SystemidAnti-CancefTherapydata.
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Table 3.9.1Impact of patient fithess on the bserved percentage of women with a treatment relatealernight

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

50¢59 years 60¢69 years 70¢74 years 75+ years
Total no. | % chemo| Totalno. | % chemo| Total no. | % chemo | Total no. | % chemo
of related of related of related of related
women hospital women hospital women hospital women hospital
receiving | admissio | receiving | admissio | receiving | admissio | receiving | admissio
chemo n chemo n chemo n chemo n
All women 11783 27.8% 9478 28.7% 2853 27.7% 1330 254%
SCARF IndexFit | 10537 26.9% 7989 27.2% 2247 272% 1014 238%
CCl=0 10990 27.2% 8568 278% 2510 275% 1134 239%
WHO PS = 5517 26.9% 4145 27.8% 1167 25.1% 510 25.3%
SCARF IndexMildcMod 1193 35.2% 1409 36.2% 574 28.9% 293 304%
CCl4a 653 36.8% 696 34.6% 267 27.3% 146 329%
WHO PS 1 358 344% 435 31.0% 277 28.5% 165 26.7%
SCARF IndexSevere 46 52.2% 73 54.8% 31 38.7M%6 23 39.1%
CCl 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: SCARMdex= Secondary Care Administrative Records Frailty ifci®rgories: Fit, MildModerate frailty, Severe frailtyMod = Moderate.
CCI €harlson Comorbidity IndewWHO PS = World Health Organization Performance Status.
Percentages are presented to one decimal pthegeto the narrow range of values.

Figure 3.93. Observed percentage of women with a treatment related overnight hospital admissidthin 30

days ofadjuvant chemotherapy for early invasive breast canaiagnosed and treated in England (overall, for
infection, for neutropenia), by trust of diagnosis

100%

Treatment related overnight hospital admission
90% - + Overnight admission for infection

. Overnight admission for neutropenia

80%
70%
60%
50%
40%

30%

Percentage of women (%)

20%

10%

0% -

NHS

o

rganisation

Note: Denominators for percentages shown are all women receiving adjuvant chemotherapy for early invasive breast cancer.
Some patients may have more thane toxicity recorded.
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Shortterm mortality following (adjuvant)
chemotherapy for invasive breast canc@england

only)

The use of chemotherapy in early invasive breast
cancer, as adjuvant or neadjuvant 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 fithess 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 notavailable for those women
diagnosed and treated in Wales.

30-day mortality following chemotherapy is
considered a useful indicataf avoidable harm and
treatment futility. Monitoring this outcome provides
valuable information taliniciansmaking treatment
decisions and can contribute to efforts to improve
patient outcomesPrevious research has reported-30
day mortality rates following anttancer treatment
with curative intentto be less than 1%/ % where
treatment intent was palliativepamong patients aged
24 years and over [Wallingtaost al2016].

Womenwho died within30 daysof

Numerator their lastreportedcycle of

chemotherapy

Womenreceivingchemotherapy

Denominator . .
for invasive breast cancer

Country England

Timeframe Womendiagnosed from 20119

What do we see within this audit group?

Among26,237women aged 50 years and over
diagnosed with EIBC in Engldnoim 2014;2019,
30-day mortality following adjuvanthemotherapy
was observed to baround 1% or lesg-igure
3.9.4). Including subgroups of those women
definedr & WFAGQ o0& GKNBS F

Among2,729women aged 50 years and over
diagnosed with metastatic breast cancer in Engla
from 2014;2019,30-day mortality rates, following
palliative chemotherapy, were arouriB%, with
little difference by age. 3day mortality rates were
observed to decrease over time for this group of
women(Figure 3.9.). Rates among womedefined
Fa WFAGQ 6SNB O2YLI NI O
fitness.

Figure 3.94. 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) chemotherapyer time, by stage of breast

cancer and age at diagnosis
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Note: EIBC = early invasive breast cancer. MBC = metastatic breast cancer.

Denominators for percentages shown are all women receiving adjuvant chemotherap\BfofMBC as appropriate
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Recorded rates of recurrencef breast cancer

Building on work reported within the NABCOP 2020
Annual Report we repoidn 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 2612019

Data relating to any breast cancer recurrence, for
women diagnosed and treated England, is collected
within the Cancer Outcomes and Services Dataset
(COSD) and forms part of the datasets that the
NABCOP receives. Specifically, there are fieldscdrat
provide us with detail of the date and type of

recurrence. Similar data fieldseacollected within the

data for those women diagnosed and treated in

Wales. In Englandhe COSD field indicating care plan
F2NJ NBOdzNNBy OS Fff2ga F2NJI
NBOdZNNBYy OS¢ T O2YLX SliAazy 27
determine the level of completion armeturn for data

items on recurrence.

Accurate data onacurrencewould enable
benchmarking of outcomes at breast unit leagid
assist irefforts to improve patient care.

Womenwith a reported breast

Numerator
cancer recurrence

All women
England & Wales

Denominator
Country

Timeframe Women diagnosed from 20849

Percentage of women (%)

What do we see within this audit group?

Among224,049women aged 50 years and over
diagnosed in England and Wales from 262019,
4% had aecord of any recurrence reported. This
percentagevaried by disease group and slightly b
age at diagnosisi@ble 3.9.). Rates of recorded
recurrence were lower among women diagnosed
Wales, at less than 1%.

By year of diagnosis-(gure 39.5), rates of
reported recurrence ar&% among women
diagnosedmore recentlyin 2019 to6% among
women diagnosed in 2014.

Among women recorded as having died frémeir
breast cancer22% had grior recurrence
recorded We would expect the majority dhese

vym {tg ha)ée}had a f?k rrenc;té'ge\fecorded
urfr e y tQ be coosgiel:{ablt\{
Iower than rates of recurrence fh prac ICe.
Additionally,recorded rates were low across all
geographical regics) suggestinghat most NHS

organisations are gor at recording this
information.

P>

Figure 39.5. Percentage of women with any reported recurrence, byuntry and year of diagnosis

[ No record
No recurrence
| Yes - recurrence

DN &

England

_ \o"o'bo“o\o"o‘bo“o\o“&o{o\eq&%b“@&%o\ﬂo’bd’ o“o“o’bqjo’b"o'h%“o\o%@o“o\o’b”’o“o\}“&o“o“o“&o“
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Wales

Note: No recurrence =&e plan for recurrencield completedas "not for recurrence'[CR0450COREDIAGNOSTHINON PRIMARY CANCER PATHWAY DETAI
(RECURRENQEANCER RECURRENCE CARE PLAN INICK@i@Rtion of whether a diagnosis of recurrence has been recorded for which a new Cancer C
Pan is required. A new record should be completed for a recurrantéo COSD V9.0]
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Table3.9.2. Percentage of women with any reported recurrence, by breast cargeup and age at diagnosis, for

all patients diagnosed from 2012019

50¢59 years 60¢69 years 70¢79 years 80+ years
0, 1 0, 1 0, 1 0, I
Total no. W Total no. L Total no. o Total no. VLT
reported reported reported reported
of women of women of women of women
recurrence recurrence recurrence 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 MO 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. MO = nanetastatic.
Percentages are presented to one decimal ptheeto the narrow range of values.

Relative sirvival The NABCOP advocates the usstahdardtreatment

Relative survival, as described by the National Cancer for those older women. consic.jered suitably fit. We

Ly 4 A & day Sftompading the survival of people therefore present relaﬂvesyr_wval rates, by age,

6K2 KF@S | ALSOATAO RAaSI adnopoepgwopedsegesingssprgery oulIBG and 5 g4
' OSNIFAYy LISNR2R 27F {4 vSsxL themoweragy for eiastatig Rgast gagcers x gz R a v 3

percentage of patients with the disease who are still
alive at the end of the period of time by the Numerator  Womenrecorded as having died

percentageof people in the general population of the (1) Women receiving surgery for
same sex and age who are alive at the end of the same EIBC

time period. The relative survival rate shows whether Denominator | (2) Women receiving

the disease shortens life¢ chemotherapy for newly

diagnosed metastatic BC
Here, we compare the survival of those women

diagnosed with breast cancer, with survival in the
general population, matcheldy ageand year of
treatment, to give a direct estimate of excess
mortality due to breast cancewithout requiring What do we see within this audit group?
cause of deathnformation. Estimates of relative
survival use population mortality data frothe Office
for National Statisticto provide the baseline survival.

Country England & Wales

Timeframe Women diagnosed from 20¢49

Among women aged 50 years and over diagnos
with EIBC from 2022019 and receiving surgery,
relative survival is comparabte that of the
general population within the X5 months
F2tt26Ay3 AdzNASNEBI NB:Z
(Figure 3.9.%.

Graphical plots of relative survival following treatment
amongdiseasesubgroups are presenteth order to
show the impact of breast cancer on subsequent
survival Plots of relative survival by patient fithess
show the additional impact of fithess level on
subsequent survivalp to six years from treatment, by
grouped age at diagnosis, for the following patients

Looking at the additional influence of patient
fithess, among women receiving surgery who ar¢
O2yaARSNBR (2 0S5 -mbderatéd &
frailty, as defined by the SCARF indetative
survival is higlfFigure 3.9.%. Among women with

T women receiving surgery for early invasive breast severe frailty, who receive surgettyere wasmore
cancer;and than 20% excess mortality from around 3.5 year

1 women receiving chemotherapy for metastatic after surgery. These patterns were seen regardle
breast cancer of age.
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Figure 3.9. Relativesurvival of womendiagnosedwith EIBGvho receivel surgery, by age at diagnos{&eft) and

by SCARF index (right)

100% 1 e e e T T T T b L L ettt
90% -
80% -
70%
g
2 60%-|
2
o 50%-
=
ﬁ 40%
30%
20% 4 — 50-59yrs
o — = B0-69yrs
10% 7 — 70-79yrs
0% "7 BO+yrs
0 1 2 3 4 5 6

Time from surgery (Years)

100% |~
%y T—0 T
80% -
70%
g
s 60%
2
@ 50%
=
ﬁ 40% A
30%
20% 7
. — Fit
10%7 ~ - Mild-moderately frail
Y Severely frail
T T T T . : ;
0 1 2 3 N s ¢
Time from surgery (Years)

For those women witheR positive or unknown ER
status, receiving surgery, relatigervival was high
andcomparable to that in the general populatiom
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 higheglative survival
among women with ER positive/unknown disease
compared to that among women with ER negative
disease.

Amongwomen withER negative early invasive breast
cancer, receiving surgery, relative survival is similar
among those who are consideréal be fit or having

low levels of frailty regardless of agé-igure 3.9.).
Relative survival was poor among women with severe
frailty, regardless of age at diagnadisnlike women

with ER positive disease, treatment withdocrine
therapy was not an option.

Figure 3.97 Relativesurvival of womendiagnosedwith ER negative early invasive breast canedro received

surgery, bySCARF index and age at diagnosis
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What do we see for metastatic breast cancer?

Among women newly diagnosed with ER negativ
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(gure 3.9.%.

Figure 3.98. Relativesurvival of womendiagnosedwith ER negative metastatic breast canagho receivel

chemotherapy by Charlson Comorbidity Index (CCI) age at diagnosis

50-69 yrs 70-79 yrs B0+ yrs.
100% 4 100% 100% 4
80% 90% 80%
80% 80% 80%
T0% A T0% T0% A
g g g
£ 60% $ 60%| £ 60%
] @ ]
o 90%- o 90% o 90%-
= = =
T 40% T 40% T 40%
& & &
30% 30% | 30%
20% 20% 20%
—CCl=0 —CCl=0 —CCl=0
10% --- ¢ccl=1 10%q -~ ¢ccl=1 10% --- ¢ccl=1
ged —CCI=2+ g —CCl=2+ gl —CCI=2+
T T T T T T T T T T T T T T T T T T T T T
0 1 2 3 4 5 6 0 1 2 3 4 5 6 0 1 2 3 4 5 6
Time from chemotherapy (Years) Time from chemotherapy (Years) Time from chemotherapy (Years)

33| Page



2019. Full details of the CPES and analysis methods

can be found online in the most recent version of the
The EnglisiNational Cancer Patient Experience Survey ~ NABCOP Annual Report Methodolapcument.
(CPES) is @nnual questionnaire aimed at providing

3.10. Patient Experienc€England only)

insight into the care experienced by cancer patients Among women aged 50 years and over diagnosed with

across England\l adult patients (aged 16 and over), breast cancer in England from 2@2019, 18% had

with a primary diagnosis of cancer, who have been taken part in at least one of the CPES annual surveys.

admitted to hospital as inpatients for cancer related Participation decreased with age: 21% among women

treatment, or who were seen as day case patients for aged 5@69 years; 17% for 09 years; 6%or 80+

cancer related treatment, and have been discharged years.

between April and June each year amgited to

respond tothe survey. Responses to selected questions describing patient
experience on their involvement in treatment

For thisannualreport, CPES data on 40,416 surveys decisions, information received and provision of

completedbetween2015and 2019were linked to the support were analysed by age at diagnosis and year of

NABCOP cohort of women aged 50 years and over diagnosis to look at patient experiengethis

diagnosed with breast cancer in England from 2@il4 population over time.

Figure 310.1. Percentage of CPES respondents Who RIne\EIntclasialaRiE el g fe Wi o ]a SN (O3 v: Lo R))]
said they were definitelyinvolved in decisions about

1 87% of respondents said their treatment options wert
Wompletelyexplained to them before their cancer
treatment started(Q14).
Q18

100%- 1 76% of respondents saithe possible side effects of
treatment(s) weredefinitelyCexplained in a way they

their care and treatmentover time, by age at
diagnosis

;\; )

%’ 80% 12 could understandQ15).

§ 60%- 1 97% of respondents said they eith@efinitelyCor t

E some extenfwere offered practical advice and suppo
g 40%] in dealing with the side effects dfie treatment(s)

S 500 1 When asked about being involved in decisions about
&

their care and treatment82%saidYes definitelyQ
0%2'0\14 s e 207 aoie aote (Q18). This had improved over time, frat#%among
Year of diagnosis women diagnosedh 2014 t085%in 2019; this was
similarby age (Figure 3.10.9).

—~<>-50-69yrs < 70-79yrs —— 80+ yrs

Q18:Wereyouinvolvedasmuchasyouwantedto bein decisions
aboutyourcareandtreatment?

Figure 310.2 Percentage of CPES respondents who BV sJslelsd (O rawikc i 4]
said hospital staff discussed or gave them informatiofgy

\ ' 92%of respondents sait/eQthey were given
about the impact cancer could have on their da&y-

information about support or séhelp groups for
people with cancerby hospital staff (Q22). This had
Q23 improved over time fron87% in 2014 t®4%in 2019.

1 87% of respondents salitbspital staff discussl or
gave them information about the impact cancer could
have ontheir day-to-day acivities (Q23) Thishad
improved over timgrom 84%among women

40% diagnosedn 2014 to 90% in 2019~igure 3.10.p

0% 1 97% of respondents satdospital stafftold themwho
to contact ifthey were worried aboutheir condition or
treatment afterleaving hospital (Q41).

day activitiesover time, by age at diagnosis

100% 1

80% 1

80% 1

Percentage of women (%)

0% —<>—50-69yrs —<—70-79yrs ——80+ yrs

2014 2015 2016 2017 2018 2019
Year of diagnosis

Q23 Didhospitalstaff discusswith you or giveyouinformation about
the impactcancercouldhaveonyourdayto dayactivities?
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Figure 310.3. Percentage of CPES respondents who Bigi{eJinEllelal=lelolViRi=Eligg (sl A (ORI Ap7te))

said they had completely had all of the information 1 Among respondents that had had radiotherapy as ar

outpatient or day casé the 12 montls prior to
responding 88% said theyompletelythad all of the

they needed about their chemotherapy treatment
beforehandover time, by age at diagnosis

100%7049 information they needed about their radiotherapy
_ treatment beforehand (Q46)rhis had not changed
§ oy F—% <"§\§/ e over time.
§ 50% 1 Among respondents that had had chemotherapy as ¢
< outpatient or daycase in the 12 monthprior to
% 40% responding 83% said theyompletel\thadall of the
5 information they needed about thethemotherapy
8 20%1 treatment beforehand (Q49). This had changed little
0% - 50-69yrs < 70-T9yrs  —E-80+ yrs over time and had reduced among womaged 80+
2014 2015 2016 2017 2018 2019 years(81%in 2014 to75%in 2019. (Figure 3.10.}

Year of diagnosis

Q49:Beforehanddid youhaveall of the informationyouneeded
aboutyourchemotherapytreatment?

Figure 310.4. Percentage of CPES respondents ratin@glolnl:ale NVl U K- (CI(O IR KRR
their overall care as 10 oveime, by age at diagnosis q

Oncetheir cancer treatmentvasfinished,43% of
Overall Score respondents said thewere given enough care and
support from health or social servic353). This had
80%- changed little over time.

100%

1 When respondents were asked to rate their overall
care (Q61) on a scale from 0 to 10 (where 10 is very
good),42% ratedheir overall care as 10rhishas
increased over timérom 35% among women
diagnosed in 2014 to7% in 2019 Thisincrease over

60% 1

40% |~

20% 1

Percentage of women (%)

0%- - 50-69yrs < 70-79yrs —- 80+ yrs time was seen for all three age grou@sgure 3.10.%
2014 2015 2016 2017 2018 2019 1 50c69 years35%in 2014 t046%in 2019
Year of diagnosis
1 70¢79 years34%in 2014 to47%in 2019
%=0Overallcareratedas10 80+ years42%in 2014 t051%in 2019
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This chapter describes the usedvugtherapies

provided to women aged 50 years and over diagnosed
with breast cancer in England. Specifically, it looks at
the informationcapturedwithin routinely collected

data on primary care dispensed prescriptions in
England.

Data from the Emary Care Prescription Database
(PCPDyvere 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 covafage
drugtherapiesprescribedwithin primary care and
dispensed in community pharmacies within England
[Hensonet al2018 Emanuekt al2019]. The NABCOP
received data on endocrine therapy, bisphosphonates,
anticoagulantand dementiarelated prescriptions
dispensed from April 2015 tiglarch 2021, linked to

the cohort of women aged 50 years and over
diagnosedwith breast cancebetween 1 January 2014
and 31 December 2019, as describedlmpter 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 recoiided
the PCPD was presented in the NABCOP 2021 Annual
Report. Rates of B¥rescribingamong 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
prescribingthat was consistent with national

guidelines and that was comparable for women of all
ages (50 years and ovethe 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.

Analy®s carried out for this NABCOP 2022 Annual
Reportextendthese findings. With data made

available on ET prescriptions dispensed between April
2015 and March 2021, it wamssible to consider the
use of ET in this NABCOP population in greater depth.

Women with an ET prescription

Numerator

dispensedrom 20152021

Womendiagnosed with ER positive

Denominator | . )
invasive breast cancer

Country England

Timeframe Women diagnosed frora014¢19

What do we see within this audit group?

Among123,043womenaged 50 years and over
diagnosed with ER positive EIBC in England from
20142019, 95% had an ET prescriptiecorded in
the PCPD adispensed between April 201%d
March 2021. This was similar regardless of year (
diagnosisKigure 4.1.) and age.

Among women with ER positive EIBC% had a
record of ET in COSIhefe was 54% concordance
between thePCPD and COSI3% of patients with
ET in COSD also had ElhéPCPD, whilst on§3%
of patients with ETnh the PCPD also had ET in CO
The PCPD identified an ex#&8% of womerhaving
ETfor EIBC

Among5,251womenaged 50 years and over
diagnosed wittER positivenetastatic breast cance
(MBC) from 20142019, 84% had an ET prescripti
recorded in the PCPD dspensed between April
2015 and March 2021. This wsisnilaracross the
age groups but decreased with year of diagnosis
(Figue 4.1.9), from 93%among womerdiagnosed
in 2014 to 79%among women diagnoseith 2019.

Among women with ER positiBC, 65% had a
record of ET in COSIhere was7/0% concordance
betweenCOSD anthe PCPD91% of patients with
ET in COSD also had ElePCPD, whilst0% of
patients with ET ithe PCPalsohad ET in COSD.
The PCPD identified an ex28% of womerhaving
ETfor MBC

COSD records the intent to give ET, whereas PC
records ET that was dispensed.
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Figure4.1.1.Use ofETidentified within PCPD dispensed prescriptionempared with recording imoutine

secondary care sources, lygar of diagnosis and breast cancer groupmongwomen with ERpositive BC

Note: ER = estrogen receptor; EIBC = eaugsive breast cancer; MBC = metastatic breast cancer
PCPD = Primary Care Prescription Database (ie ET use recorded in PCPD dispensed pfesorfyidi2015 ¢ March 202)
Registry = ET recorded as delivered in Cancer Registry treatment data
COSIE> 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 SystemiCakieer Therapy data

Duration of ET prescribed in primary care

ANICE 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 cancefrom AprikDecember 2015 and who
were alive at 01 April 2021, so could have received 5
years of ET, median duration of ET prescrilmed
primary care was 5 years. There was little difference
by stage or age at diagnosisdure 4.1.).

Type of ET and geographical variation

Tamoxifenisa selectiveERmodulatorwhichis
effective regardless of the menopausdatus ofthe
patient. Aromatase inhibitorsare widelyusedas the
anti-oestrogen of choicén postmenopausal wometo
reduce the norovarian production of estrogen and
the stimulation of ERpositive breast cancer.

Amongwomenwith ER positivénvasive breast cancer
diagnosed from April 2015 onwards and with ET
recorded in the PCPD, aromatase inhibitors (Als) were

the most commonly prescribed ET, with 87% having a
record of an Al prescribed. This is consistent with Al
being the recommended chaoof ET for
postmenopausal women, who make the largest

part of the NABCOP cohort.

Looking at the type ahitial ET prescribed, among
those women receiving Efhe first prescription was
tamoxifen for 17%; use decreased with age, from 55%
among women agd 50;54 years to 8% of women

aged 85+ yearshEre 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 variatiaegardless of
age. Prescribing of tamoxifen has decreased over time
for all age groups whilst prescribing of Als has
increased, although only rates of letrozole prescribing
have increasegdhe percentage of women piscribed
anastrozolg27%) or exemestane (0.4%) has largely
remained constant.

Only 3% of those initially otamoxifenwere switched
to an aronatase inhibitor at some point; more than
half of these patients were aged less than 55 years
(55%).
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