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GLOBAL CANCER TRENDS (IARC)

HUMAN DEVELOPMENT INDEX (2008-2030)

- e o <=
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=1 Low HDI (0-3-0-499)

[ Medium HDI (0-5-0-799)
1 High HDI (0-8-0-899)

[ Very high HDI (0-9-0-999)

- Highest HDI: Breast, lung, colorectum, prostate cancers (over 50%)
« Medium HDI: Add esophagus, stomach, liver; Low HDI: cervical cancer

Bray, et al, Lancet Oncol 13:790, 2012 www.bhgi.info
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GLOBAL CANCER TRENDS (IARC)
HUMAN DEVELOPMENT INDEX (2008-2030)

« 12.7 million cases in 2008 predicted to rise to 22.2 million by 2030

Men Women Scenario-based prediction for 2030*

Medium HighHDI Very high Medium High HDI Very high
HDI HDI HDI HDI

Stomach -27% -2-6% -2-8% -1-9% -2:5% -2:5% 2-5% annual decrease in all HDI areas per year

Cervix uteri - - - -1-8% -12% -2:6% 2% annual decrease in all HDI areas per year

Lung -1-5% -13% -1-6% -0-5% 0-5% 1-8% 1% annual decrease in high HDI and very high HDI areas (men)
1% annval increase in high HDI and very high HDI areas (women)

Liver 0-1% 0-2% 2:5% -0-4% 0-4% 2:1% Difficult to generalise, assume no change
Colorectum 1.5% 2-8% 0-6% 1.5% 1-8% 0-3% 1% annual increase in all HDI areas peryear
Breast - - - 2:1% 2:6% 1-6% 2% annual increase in all HDI areas peryear

Prostate 3-2% 7-0% 4-4% - - - 3% annual increase in all HDI areas peryear

« Reductions in infection-related cancers are offset by increases in
cancers associated with reproductive, dietary and hormonal factors

Bray, et al, Lancet Oncol 13:790, 2012 www.bhgi.info
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CANCER CONTROL STRATEGIES
BACKGROUND

Between one-third and one-half of cancers can be prevented
through avoidance of known risk factors.

For the remaining 50%, a substantial proportion of cause specific
mortality could be averted through early detection followed by
effective treatment.

Data from high-income countries (HICs) indicate that prevention
and early detection programs are cost-effective at reducing cancer
mortality.

Vineis and Wild. Lancet 383:549, 2014
Beaglehole et al. Public Health 125:821, 2011 www.bhgi.info
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CANCER CONTROL STRATEGIES

PRIMARY PREVENTION

Etiology Carcinogenicrisk factor Overall Risk reduction programs Key multisectoral partners Estimated

(associated PAF) PAF (%) cost-effectiveness
Infectious HPV (cervical cancer 18 Vaccinations Health care workers Very cost-effective
etiologies 90-100%)* Pharmaceutical companies

Hepatitis B and C (HCC Legislative bodies

77%)*

H. pylori (gastric cancer

75%)*
Behavioral Tobacco (30%)t 66 Tobacco cessation General population (health Very cost-effective
factors Obesity (20%)t Exercise programs literacy)

Diet (5%)t Public education and Legislative bodies

Alcohol (4%)t outreach Health care workers
Environmental Air pollution 4 Environmental regulations Legislative bodies Potentially cost-
factors Aflatoxins Business sector effective
Clinical Chemoprevention (such as N/A Insurance coverage for Health care workers Cost-effective
interventions tamoxifen, aspirin, correctly selected individuals  pharmaceutical companies

celecoxib, or finasteride) at elevated risk

Surgical procedures

(such as prophylactic
mastectomy or prophylactic
oophorectomy)

General population

lIbawi, Science Trans Med, 7:278cm1, 2015 www.bhgi.info
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U.S. CANCER INCIDENCE (ALL)
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U.S. CANCER MORTALITY (FEMALE

INCREASED DECREASED
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SOURCE: Seigel Ca Cancer J Clin 68:7, 2018 www.bhgi.info
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MORTALITY MODELING
SCREENING AND ADJUVANT THERAPY

m Early detection Is essential No screening or adjuvant
to ImprOV|ng Outcome Screening only

Adjuvant
grapy only

Screening and
adjuvant therapy

B Early detection works when
followed by appropriate
breast cancer treatment.
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m [o save lives, screening
programs must be linked to
t|me|y effective treatment_ 1975 1980 1985 1990 1995 2000

Year

Berry, et al. (CISNET), NEJM 353:1784, 2005 www.bhgi.info
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U.S. BREAST CA INCIDENCE 1973-1991

RATE PER 100,000
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TRENDS BY RACE / ETHNICITY
BREAST CANCER INCIDENCE AND MORTALITY

Incidence Mortality
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DeSantis et al. Ca Cancer J Clin 66:31, 2016 www.bhgi.info
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TRENDS BY RACE / ETHNICITY
EXCESS DEATH AMONG BLACK WOMEN AGE 18 — 64

Hormone Receptor Positive Hormone Receptor Negative

B Insurance differences
accounted for one-third
of the excess risk of
death in black women.
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B Improved access to
care could substantially
reduce ethnic/racial
disparities in overall , x
breast cancer mortality. T sl T sl

Added Matching Variables Added Matching Variables

Jemal et al. J Clin Oncol 36:14, 2018 www.bhgi.info
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GLOBAL HEALTH CARE FUNDING
Low AND MIDDLE INCOME COUNTRIES (LMICs)

THE CANCER FUNDING GAP

Global health funding for cancer in low- and middle-income countries is minimal
relative to mortality rates and compared to support of other life-threatening diseases.

DEATHS FUNDING

over | SR | <168 million

.....................................................................................................................................................................................................

HIV/AIDS 2.1 million |

.....................................................................................................................................................................................................

....................................................................................................................................................................................................

MALARIA 700,000 - - $1.3 billion

Sources: PRIl.org, WHO, UNAIDS, GLOBOCAN, IHME and CGO 2008
Graphic by Jim Woolace / Fred Hutch

www.bhgi.info
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CANCER CONTROL STRATEGIES

DISEASE-BASED APPROACH

EARLY
DETECTION
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CANCER CONTROL STRATEGIES
COMPREHENSIVE PERSPECTIVE

EARLY
DETECTION

DIAGNOSIS
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CANCER CONTROL STRATEGIES
BREAST CANCER PATHWAY

Patient Diagnostic Treatment
Interval Interval Interval

A A A
Y Y A

Presentation Cancer
Asymptomatic == Symptoms == to health care > Di . = Treatment
iagnosis
(lump, system
thickening,
skin changes)

SLIDE CREDIT: John Scheel www.bhgi.info
© 2019 BHGI. All rights reserved.
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BREAST CANCER EPIDEMIOLOGY

STAGE AT DIAGNOSIS: UNITED STATES VS. INDIA

STAGE

0

IV

ST 5 year DISTRIBUTION
SURVIVAL USA INDIA
Noninvasive ~ 100%  16%
rvsteee  100%  40% 1%
arlvsteee  g6%  34%  23%
dvnced 7% 6% 52%
MeRstatc  20% 4% 24%

USA:
90% DCIS or
early staged

invasive
disease at
diagnosis

INDIA:
/6% locally
advanced or
metastatic at
diagnosis

Sources: SEER Survival Monograph (NCI), 2007;
Chopra, Cancer Institute Chennai, 2001

www.bhgi.info
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LMC IMPLEMENTATION RESEARCH
LOWER-MIDDLE INCOME COUNTRY
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Ghana Situation Analysis 2004

Main hospital entrance
Komfo Anokye Teaching Hospital (KATH)
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Ghana Situation Analysis 2004

o Breast Health Clinic
Komfo Anokye Teaching Hospital (KATH)

-
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hana Situation Analysis 2004

Patient with breast cancer
(Note visible tethering of patient’s left nipple)
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Ghana Situation Analysis 2004

Peace and Love Hospﬁtal (Kumasi Private Hospital)
T4N1Mx — Stage 111B i/ locally advanced presentation
g
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Ghana Situation Analysis 2004

Peace and Love Hospital (Kumasi Private Hospital)
Recurrent breast cancer in axillary lymph node bed
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PUBLIC MISCONCEPTIONS

» Breast cancer invariably fatal

» Cancer caused by social misbehavior
— Oral / nipple contact
— Dirty clothing

— Wearing money in bra

» Mastectomy leads to death within few years

www.bhgi.info
© 2019 BHGI. All rights reserved.
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Ghana Sltuatlon AnaI5|s 2004

Street billboard advertising local herbal medicine clinic

in Kumasi claiming breast cancer treatment is provided
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Ghana Situation Analv5|s 2004 w
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Komfo Anokye Teaching Hospital (KATH)
Multispecialty breast cancer team
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OBSTACLES TO CARE

» Advanced cancer stage at diagnosis

» Mastectomy without adjuvant treatment
— No post-surgical radiation therapy

— Inadequate adjuvant systemic therapy
» One pathologist for a 1,000 bed hospital
» Pathology report took 4 — 6 months

www.bhgi.info
© 2019 BHGI. All rights reserved.
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BREAST CANCER TREATMENT
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ARE3662

Distr.: General

General Assembly 24 January 2012

Sixty-sixth session
Agenda item 117

Resolution adopted by the General Assembly

[without reference to a Main Committee (4/66/L.1)]

66/2. Political Declaration of the High-level Meeting of the
General Assembly on the Prevention and Control of

Non-communicable Diseases

The General Assembly

Adopts the Political Declaration of the High-level Meeting of the General
Assembly on the Prevention and Control of Non-communicable Diseases annexed to
the present resolution.

3rd plenary meeting
19 September 2011
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GLOBAL HEALTH CARE FUNDING

WORLD BANK CLASSIFICATION (ATLAS METHOD)

World Bank Low
Country Groups Income
(GNI per capita) (5995 or less)
Average female life
expectancy at birth 7.8 W
Average GNI per capita
(2009 US dollars) S403
Total national health S 29
expenditure per capita
Fraction of GDP spent 5 1%

. 0

on health care

Lower

Middle Income
($996 - $3,945)

69.3 yrs

$1,723

576

4.3%

Upper High
Middle Income Income
(53,946 - 512,195) (512,196 or more)

74.4 yrs 82.4 yrs
$6,314 $36,953

S458 S4,266

6.4% 11.2%

Health expenditure figures 2010 for calendar year 2007; GNI = gross national income
http://data.worldbank.org/data-catalog/health-nutrition-and-population-statistics.

www.bhei.info
© 2019 BHGI. All rights reserved.
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BHGI GUIDELINE DEVELOPMENT

> Comprehensive guidelines by selected expert panels

» Consensus opinions based on evidence review

» Publication of a) consensus and b) individual manuscripts

GUIDELINE DEVELOPMENT SUMMITS:
Global Summit 2002: Health Care Disparities
Global Summit 2005: Resource Stratification

GUIDELINE VALIDATION SUMMITS:

Global Summit 2007: Guideline Implementation
Global Summit 2010: Healthcare Delivery.
Global Summit 2012: Supportive Care and QOL

IMPLEMENTATION SUMMIT:
Global Summit 2018: Phased Implementation I

© 2019 BHGI. All rights reserved.
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GLOBAL SUMMIT 2005 — BETHESDA
RESOURCE STRATIFICATION

» Basic level: Core resources or fundamental services necessary
for any breast health care system to function.

» Limited level: Second-tier resources or services that produce
major improvements in outcome such as survival.

» Enhanced level: Third-tier resources or services that are
optional but important, because they increase the number

and quality of therapeutic options and patient choice.

» Maximal level: Highest-level resources or services used in
some high resource countries that have lower priority on the
basis of extreme cost and/or impracticality.

www.bhgi.info
© 2019 BHGI. All rights reserved.
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BHGI GUIDLINE TABLES

HEALTH CARE SYSTEMS

Level of

resources Patient and Family Education

General education regarding primary
prevention of cancer, early dstection and
seff examination
patient

Development of cutturally aday
and family education services

Human Resource Capacity Building
Primary care provider education re breast
‘cancer detection, diagnosis and treatment
Nursing education re cancer patient
management and emotional support
Pathology technician education re tissue
handing and specimen preparation

Trained community worker

Patient Navigation

Field nurse, midwife or healthcare provider
triages patients to central facity for diagnosis
and treatment

Cincal informaton systems

Cancer Care Faciity

et iac

Operatng facity

Rea sysiem wtac B
and

Certer” wih clriciar, 3ta¥

reast mageg

Group or one-on-one counseling involving
family and peer support
ucation regarding nutriion and
complementary therapies

Nursing education re breast cancer diagnosis.
freatment and pt management

Imaging technician education re imaging
technique and quality control

Volunteer recruitment corp to support care

ator (staff member
or nurse) facitates patient triage through
diagnosis and treatment

magrg tacky
Intermal patrology laboratory

Fadaten haracy

Cortraized reterai
cane center(s)

Education regarding survivorship
Lymphedema education

Organization of nafional voluntaer network
Specialized nursing oncology training
Home care nursing

& ther

Patient navigation team from each discipline
supporis patient “handoff” during key
transitions from specialistto specialst to
ion of therapy

Education

On-site cytopathologist

Fadaton herasy low energy

trachyPeray. treament
parnng syzem

Organization of nafional medical breast
health groups

STAGE |

Local-Regional Treatment
Surgery

Modified radical
mastectomy

Systemic Treatment (Adjuvant)

Radiation Therapy  Chemolherapy _ Endocrine Therapy _ Blologlcal Therapy

Qophorectomy in

Local-Regional Treatment
Radiation Theragy _ Chomotherapy _ Endocrine Theragy _ Biological Therapy

Level of
resources surgry

Modified radical
mastectomy

STAGE Il

Classical CMFt
AC. EC, or FACH

Systemic Treatment (Adjuvant)

Qophorectomyin
premenopausal
women

Tamoxifent

Breast

Breast
consenving
surgeryt
Sentinel lymph
node (SLN)
biopsy with
blue dyet

Classical CMF§
AC.EC, or FACH

Seninel ymph
node (SLN)
biopsy with

blue dyel

consening
surgery§

Postmastectomy
irradiation of
chest wall and
regional nodes
for high-risk
cases”

Aromatase
inhibitors

LH-RH agonists

Breast-

Trastuzumab for

treating HER-2/

neu positive
diseasel

consenving
whole-breast
iradiation as.
partof breast-
conserving

Aromatase
inhibitors

LH-RH aganists

Cancer: 113 (8 suppl), 2008

EARLY DETECTION

Public Education and Awareness

Development of cuturally sensitive,

n lly appropriate local education
target populations to te

n, breast cancer risk factors
and breast heath awareness
(education + seff-examination)

ue

Detection Methods

Ciinical history and CBE

Cuiturally and linguistically appropriate
targeted outreach/education encouraging CBE
for age groups at higher risk administered
at distictiprovincial level using healthcare
providers in the field

Diagnostic breast US +- diagnostic

mammography in women with positive CBE

Mammographic screening of target group"

Regional awareness programs regarding
breast health linked to general health and

Mammographic screening every 2 years in
women ages 50-60°

nsider i i
12-18 months in women ages 40-48"

Consider annual mammograghic screening in

Other imaging technologies as appropriate for
Eene

LOCALLY ADVANCED

Local-Regional Treatment
Surgery Radiation Therapy

Modified radical
mastectomy

Systemic Treatment (Adjuvant or Neoadjuvant)
Chemotherspy  Endocrine Therapy  Blological Therapy

o
premenopausal

Freoperatve
N women

Tamoxifent

Level of

resources Ciinical

Hstory
Physical examination
Cinicalbreast examination (CBE)

DIAGNOSIS

Imaging and Lab Tests

Pathclogy diagnesis obtained for
every breast lesion by any avaiable
samping pro

Diagns
US-guied FNAB of sonographically
suspicious axlary nodes
Sentne! lymph node (SLN) biopsy
Wi bive dyet

reast uirasound (US)

Plain chest and skeletal radiography
iver US

Biood cheristy profle” e

Complete biood count (CBC)"

Determination of ER status by IHCt
Determination of margn satus, D
content, presznce of
SLN analysis
§

Image guided

overexpression or gene ampification§

‘mammo andior US guidance

Bone scan, CT scan

Determination of PR status by IHC

SLNbiopsy

Local-Regional Treatment
Surgery

surgery’

PET scan, MIB! scan beast MR,

KC staining of sentinel nodes for
cytokeratin to detect

Mammogaghic doutie reading

Gene profing ests

Systemic Treatment (Palliative)

Radiation Therapy  Chemotherapy _Endocrine Therapy _ Supportive Therapy

Nenopioid and
opioid anaigesics
and symptom
management

Oophorectomy in
premenopausal
women

Tamoxifent

Postmastectomy
irradiation of
chest wall and
regional nodes®

Pallative
radiation therapy

Classical CMF%

Anthracycii
monotherapy or
in combinationt

Breast-
conserving
whole-breast
imadiation as
part of breast-

Aromatase
inhibitors

LH-RH agonists

www.bhgi.info

© 2019 BHGI. All rights reserved.
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W
_ LIMITED . ENHANCED

Public « Development of culturally « Culturally and « Regional awareness
Education sensitive, linguistically linguistically appropriate programs regarding
and : appropriate local education : targeted outreach/ . breast health linked
Awareness programs for target populations education encouraging to general health
i to teach value of early . CBE for age groups at ¢ and women’s health

detection, breast cancer risk higher risk administered programs

factors and breast health . at district/provincial

awareness (education + self- level using healthcare f?

examlnatlon) providers in the field :

Detection { e Clinical hlstory and CBE - Diagnostic breast US +/  Mammographic
Methods diagnostic mammography screening every 2 years
| in women with positive | in women ages 50-69*
: CBE » Consider mammographid
| « Mammographic screening | screening every 12-18
A of target group? months in women ages
A\ 40-49!

e 45805488845 04585 88458 4 588 88 RS ARS8 RS S RS AR SR 11 e e st s s s s e e ...
Evaluation : e Breast health awareness : « Downsizing of : « Downsizing and/ 6
Goal regarding value of early symptomatic disease or downstaging of

:  detection in improving breast asymptomatic disease in
cancer outcome . women in highest yield
: :  target groups

=
O
-
Y
L
-
L
Qo
-
o
<L
L
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TREATMENT — LOCALLY ADVANCED

Laverot Local-Regional Treatment Systemic Treatment (Adjuvant or Neoadjuvant)

resources Surgery Radiation Therapy Chemotherapy Endocrine Therapy Biological Therapy

Preoperative Qophorectomy in

chemotherapy with AC, premenopausal women
EC, FAC or CMF1

Modified radical
mastectomy
Tamoxifen®

Postmastectomy irradiation
Limited of chest wall and regional
nodes*

Breast-conserving surgery | graast-conserving whole- Aromatase inhibitors Trastuzumab for treating
Enhanced Breast reconstruction breast irradiation as part of Taxanes HER-2/neu positive
surgery breast-conserving therapy LH-RH agonists disease®

Growth factors
Dose-dense chemotherapy

Maximal

A L araaapaavs A wo ey
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Vietnam Situation Analysis - 2011 ‘i

“K Hospital” -
Hanoi, Vietnam
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A QVietnam Situation Analysis - 2011
“K Hospital”

|

Hanoi, Vietnam
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ehensive
NCCN | Cancer

NCCN Framework for Resource
Stratification of NCCN
Guidelines
(NCCN Framework™)



Comprehensive

CN | Cancer

NCCN Framework™:
Visual Display of Framework

The NCCN Framework™ is represented as follows:

Black Text: Included recommendation
Gray Text: Withheld recommendation

Italicized Blue Text: Modified recommendation based on resource level
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PREOPERATIVE SYSTEMIC THERAPY FORINOPERABLE ORLOCALLY ADVANCED BREAST CANCER (NON-INFLAMMATORY): WORKUP

CLINICAL STAGE

Stage IlIA
TO, N2, MO
T1, N2, MO
T2, N2, MO
T3, N2, MO

Stage IlIA patients
with T3. N1, MO

disease, see BINV-1

Stage |lIB
T4, NO, MO
T4, N1, MO

T4,N2, MO [—

Stage llIC
Any T, N3, M0

for all invasive and noninvasive carcinomas of the breast. http://www.cap.org.
bSee Principles of HER2 Testing (BINV-A).

WORKUP

* History and physical exam

* Diagnostic bilateral mammogram; ultrasound as necessary

» Pathology review?

+ Determination of tumor ER/PR status and HER2 statusP

* Genetic counseling if patient is high risk for hereditary breast cancer®

« Breast MRIY (optional), with special consideration for mammographically occult tumors
« Fertility counseling if premenopausal®

+ Assess for distressf

Additional studies consider:

*«CBC

* Comprehensive metabolic panel, including liver function tests and alkaline phosphatase
* Chest diagnostic CT with contrast

* Abdominal * pelvic diagnostic CT with contrast or MIR| with contrast

+ Bone scan or sodium fluoride PET/CTP (category 2B)

« FDG PET/CT! (optional)

See Preoperative
Systemic Therapy
For Inoperable or
Locally Advanced
Breast Cancer
(Non-Inflammatory)

(BINV-15)

Nif FDG PET/CT is performed and clearly indicates bone metastasis, on both the PET
and CT component, bone scan or sodium fluoride PET/CT may not be needed.

IFDG PET/CT can be performed at the same time as diagnostic CT. The use of

2The panel endorses the College of American Pathologists Protocol for pathology reporting PET or PET/CT is not indicated in the staging of clinical stage |, Il, or operable

€See NCCN Guidelines for Genetic/Familial High-Risk Assessment: Breast and Ovarian. advanced or metastatic disease.

@See Principles of Dedicated Breast MRI Testing (BINV-B).

€See Fertility and Birth Control (BINV-C).

fSee NCCN Guidelines for Distress Management.

Note: This is the NCCN Framework for Resource Stratification of NCCN Guidelines. For definitions of the NCCN Framework™, see page FR-1.
All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.
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lll breast cancer. FDG PET/CT is most helpful in situations where standard
staging studies are equivocal or suspicious, especially in the setting of locally

JFDG PET/CT may also be helpful in identifying unsuspected regional nodal

disease and/or distant metastases in locally advanced breast cancer when
used in addition to standard staging studies.

produced in any form without the express written permission of NCCN®. BINV-14



National

Comprehensive NCCN Guidelines Version 2.2017 NCCN Guidelines Index
INOOM Cancer Invasive Breast Cancer Table of Contents
Network® NCCN Framework™:{Core Resources (Preliminary)_ Discussion

PREOPERATIVE SYSTEMIC THERAPY FORINOPERABLE ORLOCALLY ADVANCED BREAST CANCER (NON-INFLAMMATORY): WORKUP
CLINICAL STAGE WORKUP

Stage IIIA * History and physical exam
T0, N2, MO *» Diagnostic bilateral mammogram; ultrasound as necessary
T1, N2, MO * Pathology review?
T2, N2, MO « Determination of tumor ER/PR status and HER2 status®
T3. N2. MO * Genetic counseling if patient is high risk for hereditary breast cancer® See P ti
T » Breast MRIY (optional), with special consideration for mammographically occult tumors ee Freoperative
Stage IIIA patinmde ati» » Fertility counseling if premenopausal® Systemic Therapy
with T3, N1, MO « Assess for distressf For Inoperable or
disease, see M — [ Locally Advanced
Additional studies consider: Breast Cancer
«CBC (Non-Inflammatory)
Stage IIIB * Comprehensive metabolic panel, including liver function tests and alkaline phosphatase (BINV-15)
T4, NO, MO * Chest diagnostic CT with contrast
T4, N1, MO * Abdominal * pelvic diagnostic CT with contrast or MRI with contrast
T4, N2, MO « Bone scan or sodium fluoride PET/CT" (category 2B)
« FDG PET/CT! (optional)
Stage llIC » Chest x-ray
Any T,N3, M » Abdominal ultrasound
» Plain radiograph of symptomatic bony sites

hif FDG PET/CT is performed and clearly indicates bone metastasis, on both the PET
and CT component, bone scan or sodium fluoride PET/CT may not be needed.
'FDG PET/CT can be performed at the same time as diagnostic CT. The use of
2The panel endorses the College of American Pathologists Protocol for pathology reporting PET or PET/CT is not indicated in the staging of clinical stage |, Il, or operable

for all invasive and noninvasive carcinomas of the breast. http://www.cap.org. lll breast cancer. FDG PET/CT is most helpful in situations where standard
bSee Principles of HER2 Testing (BINV-A). staging studies are equivocal or suspicious, especially in the setting of locally
¢See NCCN Guidelines for Genetic/Familial High-Risk Assessment: Breast and Ovarian advanced or metastatic disease.
dSee Principles of Dedicated Breast MRI Testing (BINV-B). JFDG PET/CT may also be helpful in identifying unsuspected regional nodal
€See Fertility and Birth Control (BINV-C). disease and/or distant metastases in locally advanced breast cancer when
fSee NCCN Guidelines for Distress Management. used in addition to standard staging studies.

Note: This is the NCCN Framework for Resource Stratification of NCCN Guidelines. For definitions of the NCCN Framework™, see page FR-1.
All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

produced in any form without the express written permission of NCCN®. BINV-14
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PREOPERATIVE SYSTEMIC THERAPY FOR INOPERABLE ORLOCALLYADVANCED BREAST CANCER (NON-INFLAMMATORY): WORKUP
CLINICAL STAGE WORKUP

Stage IlIIA * History and physical exam
TO, N2, MO * Diagnostic bilateral mammogram; ultrasound as necessary
T1, N2, MO * Pathology review?
T2, N2, MO « Determination of tumor ER/PR status and HER2 status”
» Genetic counseling if patient is high risk for hereditary breast cancer® .
T3, N2, M0 « Breast MRIY (optional), with special consideration for mammographically occult tumors See Pre.operatlve
Stage IlIA patiesiasg . Fertility counseling if premenopausal® Systemic Therapy
with T3, N1, MO * Assess for distress’ For Inoperable or
disease, see M — | Locally Advanced
Additional studies consider: Breast Cancer
«CBC (Non-Inflammatory)

T4, N1, MO » Abdominal * pelvic diagnostic CT with contrast or MRI with contrast
T4, N2, MO + Bone scan or sodium fluoride PET/CTP (category 2B)

+ FDG PET/CT!i (optional)

» Chest x-ray

» Abdominal ultrasound

» Plain Radiograph of symptomatic bony sites

See Locoregional
treatment (BINV-15)

Stage llIC
Any T,N3, M

Stage lIIB $ » Comprehensive metabolic panel, including liver function tests and alkaline phosphatase BINV-16
T4, NO, MO * Chest diagnostic CT with contrast
_—

hif FDG PET/CT is performed and clearly indicates bone metastasis, on both the PET

~and CT component, bone scan or sodium fluoride PET/CT may not be needed.

'FDG PET/CT can be performed at the same time as diagnostic CT. The use of
2The panel endorses the College of American Pathologists Protocol for pathology reporting PET or PET/CT is not indicated in the staging of clinical stage |, |I, or operable

for all invasive and noninvasive carcinomas of the breast. http://www.cap.org. Il breast cancer. FDG PET/CT is most helpful in situations where standard
bSee Principles of HER2 Testing (BINV-A). staging studies are equivocal or suspicious, especially in the setting of locally
CSee NCCN Guidelines for Genetic/Familial High-Risk Assessment: Breast and Ovarian. advanced or metastatic disease.
dSee Principles of Dedicated Breast MRI Testing (BINV-B). JFDG PET/CT may also be helpful in identifying unsuspected regional nodal
€See Fertility and Birth Control (BINV-C). disease and/or distant metastases in locally advanced breast cancer when
fSee NCCN Guidelines for Distress Management. used in addition to standard staging studies.

Note: This is the NCCN Framework for Resource Stratification of NCCN Guidelines. For definitions of the NCCN Framework™, see page FR-1.
All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.
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LOCALLY ADVANCED BREAST CANCER (NON-INFLAMMATORY): WORKUP
CLINICAL STAGE WORKUP

Stage IlIIA * History and physical exam

TO, N2, MO * Diagnostic bilateral mammogram; ultrasound as necessary

T1: N2, MO * Pathology review?

T2, N2, MO » Determination of tumor ER/PR status

T3, N2, MO ) See Preoperative
Stage IlIA patients Systemic Therapy
with T3. N1, M0 For Inoperable or
disease, see BINV-1 — | Locally Advanced

Additional studies consider: Breast Cancer

+«CBC (Non-Inflammatory)
Stage 1IIB BINV-15
T4, NO, MO
T4, N1, MO

See Locoregional

T4,N2, MO [—> treatment (BINV-15)

Stage IlIC » Chest x-ray
Any T, N3, MO » Abdominal ultrasound
» Plain Radiograph of symptomatic bony sites

Nif FDG PET/CT is performed and clearly indicates bone metastasis, on both the PET
and CT component, bone scan or sodium fluoride PET/CT may not be needed.
'FDG PET/CT can be performed at the same time as diagnostic CT. The use of
2The panel endorses the College of American Pathologists Protocol for pathology reporting PET or PET/CT is not indicated in the staging of clinical stage |, |I, or operable

for all invasive and noninvasive carcinomas of the breast. http://www.cap.org. Il breast cancer. FDG PET/CT is most helpful in situations where standard
DSee Principles of HER2 Testing (BINV-A) staging studies are equivocal or suspicious, especially in the setting of locally
CSee NCCN Guidelines for Genetic/Familial High-Risk Assessment: Breast and Ovarian. advanced or metastatic disease.
@See Principles of Dedicated Breast MRI Testing (BINV-B). JFDG PET/CT may also be helpful in identifying unsuspected regional nodal
€See Fertility and Birth Control (BINV-C). disease and/or distant metastases in locally advanced breast cancer when
fSee NCCN Guidelines for Distress Management. used in addition to standard staging studies.

Note: This is the NCCN Framework for Resource Stratification of NCCN Guidelines. For definitions of the NCCN Framework™, see page FR-1.
All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

Version 2.2017, 08/27/2017 Nati Comp ive Cancer Inc. 2017, All nights reserved. The NCCN Fi rk™, NCCN Guidelines®, and this ill may not be reproduced in any form without the express written permission of NCCN®. BlNV-14
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Network? Invasive Breast Cancer Discussion

PREOPERATIVE SYSTEMIC THERAPY FORINOPERABLE ORLOCALLYADVANCED BREAST CANCER (NON-INFLAMMATORY): WORKUP
CLINICAL STAGE WORKUP

Stage IIIA * History and physical exam
T0, N2, MO * Diagnostic bilateral mammogram; ultrasound as necessary
T1,N2, M0 [—> |+ Chest x-ray and ultrasound
T2, N2, MO » Pathology review?
T3, N2, MO + Determination of tumor ER/PR status and HER2 status?
. « Genetic counseling if patient is high risk for hereditary breast cancer®:
Stage llA patients *B t MRI9 (optional), with special consideration for mammographically occult See Preoperative
with T3, N1, MO turrzaosrs o . ’ o ! SystemicpTheragy
-
disease, see BINV-1 « Fertility counseling if premenopausal® For Inoperable or
+ Assess for distress’ ———» | Locally Advanced
Breast Cancer
Stage 1liB Additional studies consider:9 (Non-Inflammatory)
T4, NO, MO +CBC (BINV-15)
T4, N1, MO * Comprehensive metabolic panel, including liver function tests and alkaline
T4, N2, MO — phosphatase
* Chest diagnostic CT with contrast
Stage IlIC * Abdominal * pelvic diagnostic CT with contrast or MRI with contrast
Any T, N3, MO » Bone scan or sodium fluoride PET/CTP (category 2B)
« FDG PET/CTH (optional)
* If HER2 status unknown, follow the negative path. hif FDG PET/CT is performed and clearly indicates bone metastasis, on both the PET
**At a basic level, have a discussion with patient and family members. and CT component, bone scan or sodium fluoride PET/CT may not be needed.

'FDG PET/CT can be performed at the same time as diagnostic CT. The use of
2The panel endorses the College of American Pathologists Protocol for pathology reporting PET or PET/CT is not indicated in the staging of clinical stage |, |l, or operable

for all invasive and noninvasive carcinomas of the breast. htip://www.cap.org. Il breast cancer. FDG PET/CT is most helpful in situations where standard
OSee Principles of HER2 Testing (BINV-A) staging studies are equivocal or suspicious, especially in the setting of locally
€See NCCN Guidelines for Genetic/Familial High-Risk Assessment: Breast and Ovarian. advanced or metastatic disease
USee Principles of Dedicated Breast MRI Testing (BINV-B). JFDG PET/CT may also be helpful in identifying unsuspected regional nodal
€See Fertility and Birth Control (BINV-C). disease and/or distant metastases in locally advanced breast cancer when
fSee NCCN Guidelines for Distress Management. used in addition to standard staging studies.

Note: This is the NCCN Harmonized Guidelines™ for Sub-Saharan Africa. For definitions, see page DEF-1.
Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.
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» Adult Cancer Pain

» Bladder Cancer

» Breast Cancer

» Cervical Cancer

» Colon Cancer NEW
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» Gastric Cancer
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Kidney Cancer

Non-Small Cell Lung Cancer
Palliative Care
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Prostate Cancer
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2 World Health
,ﬁ/ Organization

SEVENTIETH WORLD HEALTH ASSEMBLY A70/AICONF./9
Agenda item 15.6 25 May 2017

Cancer prevention and control in the context
of an integrated approach

The Seventieth World Health Assembly,

OP2 REQUESTS the Director-General:

(1) to develop or adapt stepwise and resource-stratified guidance and tool kits in order to
establish and implement comprehensive cancer prevention and control programmes, including for
childhood and adolescence cancer management, leveraging the work of other organizations;

© 2019 BHGI. All rights reserved.
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GUIDELINES FOR NIGERIA — OVERVIEW
SUMMARY

» Cancer Is increasingly affecting countries at all

economic levels while health investment is failing to
match the challenge.

» To Improve breast cancer outcomes, patients
presenting with early stage disease receive prompt
accurate diagnosis followed by effective and timely
multidisciplinary treatment.

> Resource-stratified guidelines provide a framework for
prioritizing sustainable health care strategies.

www.bhgi.info
© 2019 BHGI. All rights reserved.
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Making breast health a global priority
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