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INTRODUCTION 

reast cancer is the most common cancer among females 

worldwide, and the second most common cause of cancer 

related death after lung cancer, which makes its global burden 

substantial. However, the burden is not evenly distributed 

worldwide: with large variations between different countries, 

regions, and within specific regions (Hortobagyi et al., 2005). 

BC patients with the same stage of disease can have 

markedly different treatment responses and overall outcome. 

The strongest predictors for prognosis (for example, lymph 

node status and histological grade) fail to classify accurately 

breast tumours according to their clinical behaviour, 

Chemotherapy or hormonal therapy reduces the risk of distant 

metastases by approximately one-third; however, 70–80% of 

patients receiving this treatment would have survived without it 

(Laura et al., 2002). 

Adjuvant systemic therapy substantially improves 

disease free survival (DFS) and overall survival (OS) in both 

premenopausal and postmenopausal women up to the age of 70 

years with lymph-node–negative or lymph-node–positive BC 

(Marc et al., 2002). 

The causes of this observed survival difference are likely 

multifactorial and include socioeconomic factors, differences in 

access to screening and treatment, as well as potential 

B 
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biological differences among the cancers themselves. 

Biological differences among BC may reflect genetic 

influences, differences in lifestyle, or nutritional or 

environmental exposures (Lisa et al., 2006). 

Appropriate systemic therapy of BC generally requires 

knowledge of Estrogenic Receptor (ER), Progesterone Receptor 

(PR), and Human epidermal growth factor receptor 2(HER 2 

neu). Endocrine sensitivity, assessed by the expression of ER 

and/or PR has long been recognized as a predictive factor for 

response to hormonal treatment. Similarly, HER2 

overexpression is useful for selecting targeted anti-HER2 

therapy. Until recently, most studies reported BC as endocrine 

responsive (ER and/or PR positive) and separately reported the 

status of HER2 (Carol et al., 2009).  

The choice of treatment strategy must be extensively 

discussed with the patient and take into account the patient's 

preferences, It should be based on the tumour burden/location 

(size and location of primary tumour, number of lesions and 

extent of lymph node involvement) and biology (pathology, 

including biomarkers and gene expression), as well as the age 

and general health status of the patient (Senkus et al., 2015). 

Prognostic factors that are considered to be independent 

variables include lymph node status, tumor size, grade, 

presence of lymph-vascular invasion, age and tumor 

proliferation markers. Certain biologic factors, including ER, 
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PR and HER2 neu, are both prognostic and predictive factors 

(Cianfrocca et al., 2004). 

Long-term survival rates after diagnosis of BC are 

steadily rising. This is good news, but clinicians should also 

recognize that this brings new challenges to the medical 

community. As BC becomes a chronic condition rather than a 

life-threatening illness owing to advances in early diagnosis 

and more effective treatments (Perm et al., 2015).  

Despite the predictive power of intrinsic BC phenotypes, 

such as luminal, basal, and HER2, extent of disease also offers 

predictive synergy. The anatomic TN M classification provides 

a common language for communicating disease burden 

(Giuliano et al., 2017). 
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AIM OF THE WORK 

ssessment of disease free survival and oval all survival of 

BC patients in relation to treatment which was received 

in each group of the population at department of oncology 

faculty of medicine Ain Shams University. 
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Review of Literature 

Chapter 1:  

EPIDEMIOLOGY AND RISK FACTORS 

Incidence and Mortality: 

lobal cancer statistics show that BC is the most frequently 

diagnosed cancer and the second leading cause of cancer 

death among females, accounting for 23% of total cancer cases 

and 14% of cancer deaths (Smith et al., 2017).  

The chance that a woman will die from BC is about 1 in 

38 (about 2.6%), death rates from female BC dropped 39% 

from 1989 to 2015. Since 2007; BC death rates have been 

steady in women younger than 50, but have continued to 

decrease in older women, these decreases are believed to be the 

result of finding BC earlier through screening and increased 

awareness, as well as better treatments (Smith et al., 2017).  

Incidence of BC varies greatly between different 

countries in the world. The incidence is higher in developed 

countries and lower in developing countries. Yet, immigrants to 

high developed countries gain the same high risk and higher 

incidence of BC exactly like habitants of high developed 

countries, not like their original countries (Hoel et al., 2006). 

In Egypt, according to data of the National Population-

Based Cancer Registry Program, BC is the most common 

female cancer; it comprises about 32% of malignancies in 

females (Ibrahim et al., 2014). 

G 
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Risk factors 

1- Female gender: 

BC occurs 100 times more frequently in women than in 

men. In the United States, over 200,000 women are diagnosed 

with invasive BC each year, compared to approximately 2000 

cases that occur annually in men (DeSantis et al., 2013).  

2- Age: 

According to data from the Surveillance, Epidemiology, 

and End Results (SEER) database, the risk of BC increases with 

older age and peaks in the sixth decade (Jemal et al., 2011). 

3- Menarche and the menstrual cycle: 

Younger age at menarche and/or later age at menopause 

are associated with a higher risk of BC (Colditz and Rosner, 

2000). 

The risk is reduced by about 5% for each 1 year later in 

starting menstruation and the association between age of 

menarche and risk of BC is more evident at premenopausal 

females of younger age (Huang et al., 1997). 
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4- Childbearing and Nulliparity: 

BC risk is elevated immediately after delivery and this 

risk is lowered in the years following that, up to the point that 

there is a protective effect of giving birth against BC (Beral et 

al., 2004). 

This protective effect is evident among women who have 

at least one full term pregnancy, these women have a reduction 

in BC risk by about 25% compared to nulliparous women; The 

more the full term pregnancies, the more the protective effect is 

evident, women who have at least five full term pregnancies 

have a 50% lower risk of BC versus nulliparous women (Layde 

et al., 1989).  

The age at first full term pregnancy influences the risk of 

BC independently of the total number of pregnancies; 

protection is higher related to the younger the age at first birth 

(Kelsey et al., 1993). 

Women who had first birth when being younger than 20 

years had a 30% reduction in the risk of BC compared to those 

with a first birth after the age of 35 (Ewertz et al., 1990).  

Evidence about incomplete pregnancies, is less clear, but 

suggests that there is no large effect on BC risk (Kelsey et al., 

1993).  

Factors that increase the number of menstrual cycles also 

increase the risk of BC, probably due to increased endogenous 


