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BREAST SCREENING

The following excerpt is taken from the final NHS BSP QA report (April 2009):

1. Introduction and Summary

This 15 an outstanding Breast Screening Unit, serving a population of around 55,000, that
meets or exceeds all significant performance metrics requred by the NHS Breast
Screening Programme. All major recommendations from the previous QA visit have been

addressed.

Uptake 15 high at just under 78% (KCG62 07/08) and the screening round length (SRL)
data demonstrate that the percentage of women offered an appointment within 36 months
of their previous screen has consistently exceeded the NHSBSP target of =90%; in the
last quarter was almost 98%. The proportion of women receiving a normal result within
two weeks of attendance 1s 98% and the service has radically improved performance
against the target of =90% within 3 weeks for screen to assessment in the first three
gquarters of 2008/2009, although they are still not quite meeting the target. However,
review of the figures for date of screen to date of first offered appointment for assessment
shows performance that exceeds 90%. These results are a reflection of the dedication and
hard work of the entire breast screening team.

All disciplines are highly motivated although there remains sigmificant understaffing 1
the both the radiography and administration & clerical teams. The combined activity with
the very busy symptomatic service creates significant pressures on the team and, based
upon the screeming population, the office should have a further 2.5 whole time equivalent
members of staff and the radiography team a further 1.9 wte. It is entirely due to the
mndustry and diligence of the existing staff that they are managing to support this service
but the current situation 1s not sustainable, even in the medium term. The understaffing
needs to be addressed within the next three months as it significantly jeopardizes the
contmmed efficient functioning of the service.

The large radiclogy team function exceptionally well and the cancer detection rates are
excellent, particularly the prevalent round rate which is twice the national target. The
benign biopsy rates are slightly above target levels which 15 a reflection the umit’s use of
vacuwm assisted biopsy and the policy for managing B3 lesions. The practices have been
the subject of detailed audat.

The surgical team are to be congratulated on providing an excellent surgical service to the
breast screening unit and women benefit from high standards of care and excellent
outcomes.

The radiology and surgical teams are supported extremely well by the cohesive team of
breast care nurses who deliver a high standard of care to screening patients attending for
assessment and beyond diagnosis.

Consideration needs to be given to the available space at the breast unit which will not be
sufficient with the increased actrvity that will result from the extended screeming age
range.

In line with the previous QA recommendations, the pathology team has reduced in
number from 8 to 5. They offer an excellent service with only a munor recommendation
to label nipple margins for cases of DCIS.

Jem Rashbass

Jo Slater



PEER REVIEW
The CBU experienced the first internal validation as part of the Peer review process.

Overall the unit performed extremely well, complying with 31 of the 35 standards
(88.6%) as follows:
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In particular the unit was praised for:

1. Clinical and research excellence

2. An integrated service and research agenda

3. Excellent 10-year breast cancer survival rate (80.3%) — best in East of England
4. Outstanding Breast Screening QA report (April 2009).

5. High quality nursing support

6. High patient satisfaction (100% satisfied or very satisfied) with clinical service.

There were no immediate risks or serious concerns relating to functioning of the unit.
A lack of access to psychological support and advanced communication skills courses
were noted to be Trust-wide issues.

This process will be repeated in 2010.



OVERALL BREAST CANCER SURVIVAL

The following survival analyses are based on 2156 patients diagnosed with invasive
breast cancer in the Cambridge Breast Unit between September 1998 and December
2007, adjusted for age at diagnosis.

Distribution of cases by
prognostic group

Number of

NPI group cases Percentage
Excellent 227 10.5%
Good 465 21.6%
Moderate 1 561 26.0%
Moderate 2 475 22.0%
Poor 275 12.8%
Very Poor 153 7.1%
www.ecric.nhs.uk ecric

Overall survival analysis (Figures 1&2) was by Cox proportional hazards regression,
which gives estimates of relative hazard of dying from breast cancer, and confidence
intervals on these.

Figure 1 Overall survival (n=2156): 10 year survival 80.3%

Cox survival function for breast cancer (ICD10:C50, excluding Paget's disease and
sarcomas) diagnosed at the Cambridge Breast Unit September 1998 - December
2007, adjusted for age at diagnosis and Nottingham Prognostic Index

100 ———
—
h‘-‘_\-‘-i-"‘_h\—\—_

?
/

/

e
1

bt
m
|

10 year all-cause survival probability 80.3% (77.1%, 83.3%)
at mean age at diagnosis of 59.1 years and mean NPI of 4.22
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Figure 2 Overall survival for each prognostic group according to
Nottingham Prognostic Index (NPI).
Cox survival function for breast cancer (ICD10:C50, excluding Paget's disease

and sarcomas) diagnosed at the Cambridge Breast Unit September 1998 -
December 2007, adjusted for age at diagnosis
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Figure 3 Overall survival for ER positive women over 50 by NPI group

Cox survival function for breast cancer (ICD10:C50, excluding Paget's disease
and sarcomas) ER+ cases aged over 50 at diagnhosis at the Cambridge Breast
Unit September 1998 - December 2007, adjusted for age at diagnosis
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BREAST CANCER SURVIVAL IN EAST OF ENGLAND

A recent review of breast cancer survival in ten units in the east of England has
recently been published online in the Annals of Oncology.

Annals of Onoology
bl 10, 10 annona modpdin

original article

Treatment and survival in breast cancer in the Eastern
Region of England

G. C. Wishart', D. C. Greenberg®, P. Chou®, C. H. Brown?, S. Duffy® & A. D. Purushotham®*
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This shows that the Cambridge Breast Unit has the best survival in the east of
England. The CBU is hospital 1 in the following table:

Table 2 Results of univariate and multivariate Cox regression analysis

for haspital, node status and detection mode in patients aged <70

Maode status Megative 1.0 (=) L0y (=)
1-3 positive 236 (199-279) 118 (1.B4-2.58)
44 pasitive 622 (537-732) 555 (4.70-6.56)
Mot examined .50 (204-306) 231 (1.88-2.84)

Detection mode  Symptomatic 100 (=) LKy (-}
Screening 043 (036-051) 056 (0.47-0.66)

Haospital 1 1060 () 106N ()
2 144 (1.01-2.04) 112 ((.79-1.61)
3 121 (092-158) 126 (0.96-1.65)
4 1.26 (1.00-158) 121 (0.96-1.53)
5 1.24 (0.93-167) L15 (0.86-1.54)
& L.11 ((84-1.48) L10 (0L83-1.46)
5 136 (106-176) 137 (L.061.77)
8 1.40 (106-186) 138 (1.04-1.82)
9 1.77 (131-238) 159 (1.18-2.15)
)] 1.29 (0.97-1.70) 1A% [ 1.09-1.91)

Significance P =0.03 P =0.07

of hospital

ditferences

CI, confidence interval.

In this study overall 5-year survival was good at 78% but worse survival was noted to
be associated with failure to document nodal status or ER status in women under 70.
Worse survival in the over 70 group was associated with hospitals who used less
surgery in the elderly.



LOCAL RECURRENCE RATES (CBU)

1. Local Recurrence following breast conserving surgery for invasive breast
cancer.

CBU 5-year LR =1.13% (abstract 1)

ABS at BASO (2008) guidelines: 5-year LR guideline < 5%; target <3%.

2. Local recurrence following breast conserving surgery for DCIS

CBU 44-month LR = 3.8% (abstract 2)

ABS at BASO (2008) guidelines: 5-year LR guideline <20%; target <10%.

3. Local Recurrence following mastectomy for invasive breast cancer

CBU 5-year LR = 1.4% (abstract 3)

ABS at BASO (2008) guidelines: 5-year LR guideline <5%.



ABSTRACT 1

Local recurrence following breast conservation surgery with 5-mm target
margin and 40-Gray breast radiotherapy for invasive breast cancer

S-S Liau, M Cariati, D Noble, C Wilson, GC Wishart
EJC 2008; 6 (suppl): 204.

Background: The risk of ipsilateral breast tumour recurrence (IBTR) following
breast conservation surgery (BCS) is dependent on treatment- and tumour-related
variables. Treatment-related variables include surgical margin status and
postoperative radiotherapy. Tumour-related factors include size of tumour,
histological grade and tumour biology. In our unit, we have performed BCS with a
target radial margin of 5-mm for invasive breast cancer (IBC) combined with
fractionated 40-Gy breast radiotherapy postoperatively since 1999. The aim of the
current study is to identify risk factors that are predictive of local recurrence in a
cohort of patients who underwent our treatment regime for IBC.

Methods and results: Between 1999 and 2004, 563 patients who underwent BCS for
IBC were identified. Women received adjuvant chemotherapy or hormonal therapy as
clinically indicated. After a median follow-up of 58 months, 5 of the 563 (0.9%)
patients developed IBTR. The 5-year actuarial IBTR rate was 1.1%. In terms of
distant disease recurrence (DDR), 29 of the 563 (5.20%) had DDR during follow-up,
giving a 5-year actuarial DDR rate of 5.4%. Multivariate analyses identified
Nottingham prognostic index (NPI) as the only significant independent prognostic
factor for IBTR (p=0.018).

Conclusion: The 5-year IBTR rate after BCS with 5-mm target margin and
fractionated 40-Gy breast radiotherapy is low at 1.1%. NPl may be useful in
stratifying patients who are at greater risk of IBTR.



ABSTRACT 2 (1% prize, best paper, East Anglia Surgical Club, June 2007)

Breast-conserving surgery for ductal carcinoma in situ: the impact of a 5mm target
margin with selective radiotherapy on local recurrence.

Johal S, Liau S-S, Vaqas B, Wilson C, Wishart GC.

Introduction: There is continuing debate about what constitutes an adequate radial margin
(RM) following breast-conserving surgery (BCS) for localised ductal carcinoma in situ
(DCIS). The Cambridge Breast Unit (CBU) has a policy of attempting to achieve a 5mm
target RM in all patients treated since 1999, with patients treated by adjuvant radiotherapy
(RT) based on the modified Van Nuys Prognostic Index (VNPI). The aim of this study was to
determine the local recurrence rate (LR) following BCS +/- RT for localised DCIS.

Method: 261 cases of DCIS were diagnosed and reviewed from January 1999 to December
2004.

Results: 130 patients were treated by BCS +/- RT for DCIS. Mean age was 59 (range 38-86).
Mean follow-up was 44 months (range 10-88). DCIS was graded as high (n=76, 58%),
intermediate (n=31, 24%) or low cytonuclear grade (n=22, 17%). A minimum 5mm RM was
achieved in 107 (80.8%) with 31 patients (23.8%) requiring further excision for close
margins. Only 77 (59.2%) patients received adjuvant breast RT. There were 5 (3.8%) LR
cases; 1 invasive and 4 DCIS cases. These all occurred in cases of high grade DCIS with 4
cases subsequently treated by mastectomy and 1 case treated by further BCS + RT. Two of
the 5 recurrences had RT following initial BCS.

Conclusion: Although the mean follow up is relatively short, the LR rate using a 5mm target
RM is low at 3.8%, with an invasive recurrence rate of 0.8%. This recurrence rate has been
achieved by selective use of RT in 59.2% of these patients.



ABSTRACT 2

The identification of patients for postmastectomy radiotherapy using the
Cambridge Index: Audit of a prospective series

Haba Y, Wishart G C, Wilson C
Breast Cancer Research and Treatment 2007; 106 (suppl 1): S198

Background and aim: Postmastectomy chest wall radiotherapy (PMRT) reduces local
recurrence and has been associated with a survival benefit. Its routine use is currently
recommended for high risk patients (T3/T4 and/or >4 lymph node positive-LN+). It is
not routinely advocated in intermediate (1-3 LN+) or low risk groups (lymph node
negative).

In 1999 an index was designed in the Cambridge Breast unit (CBU) to help identify
patients in both intermediate and low risk groups who might be at higher risk of local
recurrence (LR) and may therefore benefit from PMRT. The index was formulated
using know prognostic factors (nodal status, tumour size, grade, lympho-vascular
invasion, pectoral muscle involvement) with each given an arbitrary weighting (see
below). Patients who scored 3 or more using the index were offered radiotherapy. An
audit of this prospective series has been carried out.

SCORE 3 2 1
Nodes > 4 Nodes 1-3 Lympho-vascular
invasion
Tumour size >50mm/T4 Tumour size 30-50mm | Tumour size 20-29mm

pectoral muscle involvement
or deep margin<imm

Grade IlI

Material and methods: Between January 2000 & December 2003 a total of 433
patients were treated by mastectomy at the CBU. 357 invasive tumours (High risk-H
n=120; Intermediate-1 n=89; Low risk-L n= 148) were assessed for PMRT according
to the index. PMRT was given to 201 (56%) patients in the H(112), 1(70) and L(19)
groups. The median follow up is 51 months.

Results: The 5 year actuarial LR rates were 9%, 4% and 4% for the H, I and L risk
groups respectively with a corresponding 5 yr actuarial overall survival of 49%, 70%
and 89%. Only 5 (1.4%) patients have had isolated local recurrences, 4 of whom were
in the low risk group, and none received PMRT .

Conclusion: The Cambridge index appears to be a useful tool for the selection of
PMRT. 79% of intermediate risk patients received PMRT resulting in a low incidence
of local recurrence in this group despite a biologically more aggressive disease.
Isolated local recurrences were only seen in non irradiated patients in this series and
predominently in the low risk group.
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