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Background: CRF is highly prevalent in early BC. PA and psychosocial interventions
were proven to be effective in several meta-analyses and are recommended man-
agement strategies for CRF. Some randomized trials support the use of acupuncture,
while there are no data showing benefits of homeopathy for CRF.We aimed to assess
use of PA and SC among pts with early BC.

Methods: Pts with stage I-III BC were prospectively included from the CANTO cohort
(NCT01993498). Baseline CRF was evaluated shortly after treatment using EORTC-C30
for global CRF and EORTC-FA12 for its physical, emotional and cognitive domains. A
score of 40 or higher defined CRF as severe (Abrahams HJ, Ann Oncol 2016). Data on
adherence to PA recommendations (10 MET-hours/week or more) and SC consulta-
tions with a psychologist, acupuncturist or homeopath were collected in CANTO and
therefore served as outcomes. Multivariable logistic regression examined associations
between baseline CRF status (severe v not) and use of PA or SC consultations over the
12 months after baseline CRF assessment. Covariates included socio-demographics
and psychological distress.

Results: Among 9691 pts included in CANTO, 6282 had available data on PA and 7598 on
SC consultations. At baseline, 36% pts reported severe global CRF, and 36%, 23% and
14% pts reported severe physical, emotional and cognitive CRF, respectively. Overall,
64% pts were adherent to PA recommendations and only 10% pts saw a psychologist,
whereas 8% saw an acupuncturist and 7% a homeopath. Pts reporting severe global CRF
(v not severe) were less likely to adhere to PA recommendations (60% v 67%; adjusted
odds ratio [aOR] 0.82, 95%CI 0.72-0.94), butmore likely to see a psychologist (14% v 7%;
aOR 1.31, 1.07-1.59), acupuncturist (10% v 6%; aOR 1.51, 1.22-1.86) or homeopath
(10% v 6%; aOR 1.55, 1.25-1.92). There were differences in use of PA and SC consul-
tations by CRF domain: pts reporting severe physical CRF showed lower adherence to
PA (59% v 67%; aOR 0.73, 0.63-0.85), whereas ptswith severe emotional CRFweremore
prone to psychology consultations (17% v 8%; aOR 1.41, 1.10-1.82).

Conclusions: This large study calls for the need to optimize and personalize the uptake
of recommendations to manage CRF among pts with early BC.
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Background: Breast cancer (BC) may recur many years after primary diagnosis. We
investigated the incidence of late breast cancer recurrence (BCR) (>¼ 10 years after
primary surgery) and identified potential associations between clinico-pathological
factors at baseline and late BCR.
Volume 31 - Issue S2 - 2020
Methods: Using the Danish Breast Cancer Group’s (DBCG) database we identified all
women with incident stage I-III operable BC diagnosed during 1987-2002, who were
alive and without a recurrence or new primary cancer 10 years after diagnosis. We
derived an algorithm to identify late BCR using Danish population-based registries.
Follow-up began 10 years after primary surgery date and continued until late BCR,
death, emigration, second cancer or 31/12/2013. Crude incidence rates (IRs) per
1,000 person-years (PY) and cumulative incidence proportions (CIPs) for late BCR
were calculated by patient- and tumor characteristics at baseline. Cox regression
models were used to calculate hazard ratios (HRs), accounting for competing risks.
The HRs were adjusted for tumor- and patient characteristics.

Results: 18,117 women of 31,528 (57%) reached year 10 without BC recurrence, a
contralateral breast cancer or other primary cancer, and were followed for a total of
106,602 PY with a median follow-up of 4.9 years (IQR; 2.4-8.7). Of these 10-year
survivors, 1,763 developed late BCR corresponding to an IR of 16.5 (95% CI, 15.8-17.3)
per 1,000 PY and a CIP of 15% maximum 27 years after primary diagnosis. The CIP was
higher among patients with estrogen receptor (ER)+ tumors, stage III disease and high
nodal status. We found an adjusted HR of 3.0 (95% CI, 2.47-3.55) for patients with 4
or more positive lymph nodes versus patients with no lymph node involvement, an
adjusted HR of 1.85 (95% CI, 1.59-2.15) for patients with stage III disease versus stage
I disease and an adjusted HR of 0.57 (95% CI, 0.45-0.72) for patients with an
ER- tumor versus patients with an ER+ tumor.

Conclusions: Our findings suggest that women with breast cancer can remain disease-
free for at least ten years, but recurrences continue to occur from 10 to 27 years after
primary diagnosis. Baseline tumor characteristics such as lymph node status, stage,
and ER receptor status seems to be associated with late breast cancer recurrence.
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Background: Chemotherapy-induced peripheral neuropathy (CIPN) is an adverse ef-
fect of many commonly used chemotherapeutic agents, especially taxane-based
regimen (Paclitaxel, nab-Paclitaxel, Docetaxel). CIPN reduces patients health-related
quality of life for years and often results in dose delay, dose reduction or treatment
discontinuation. The prophylactic use of controlled thermotherapy (Hilotherapy�)
prevents CIPN.

Methods: 168 breast cancer patients used a new method of physical thermo-
therapy, a device equiped with hand and foot cuffs to allow a constant cooling.
Cooling medium is demineralized water. Continous cooling of hands and feet was
performed 30 minutes before to 60 minutes after completing drug infusion with a
temperature of 10-12�C. CIPN symptoms were evaluated after each cytotoxic cycle
using common terminology criteria for adverse events (CTCAE). Sustainability of
the impact was assessed by long-term datas (every 3 months). 130 patients used
the prophylactic Hilotherapy� for each cytotoxic treatment (Group 1: primary
Prophylactic Hilotherapy� - pPHT). 38 patients used reactive secondary Hilotherapy
(Group 2: rSHT). Hands and feet were cooled after onset of symptoms of CIPN
(grade 1-3).

Results: Group pPHT: Out of 130 patients who used pPHT, 121 patients (93%)
developed none or mild symptoms of CIPN (grade 0-1). 8 patients (6,1%) reported
grade 2, 1 patient grade 3 (0,8%) toxicity. The symptoms of CIPN were reversible.
4 months after chemotherapy, 98% of the patients had no CIPN > grade 1. 2 pa-
tients (2%) suffered intermittent toxicity grade 2. Follow Up datas confirmed the
results. Group rSHT: Without using pPHT 50% of the patients developed grade 3
and 2 CIPN. Using rSHT progression was stopped and reduction of toxicities was
reached: at last chemotherapy treatment grade 2 & 3 toxicities were reduced from
50% to 25%.

Conclusions: Prophylactic Hilotherapy prevented symptoms > grade 1 in 93% of
patients. 4 months after chemotherapy treatment, 98% of the patients were without
limiting symptoms > grade 1. No dose modifications or treatment interruptions had
been necessary. Without pPHT, 50 % of the patients developed CIPN grade 2-3. rSHT
stopped progression of CIPN and reduced first symptoms of CIPN.
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Background: There are limited data on symptom burden in patients dying with breast
cancer. This study aimed to assess the burden of symptoms near end-of-life in a real-
world cohort of patients with breast cancer using patient-reported outcomes (PROs).

Methods: Patients with breast cancer who completed the revised version of
Edmonton Symptom Assessment System (ESASr) questionnaire within 6 months of
death in a large Canadian province from 2016 to 2019 were eligible for the study.
The symptoms within physical and psychological categories were categorized as mild
(0-3), moderate (4-6), and severe (7-10). We further compared the severity of
symptoms with time-to-death (TTD), categorized as 0-90 days and 91-180 days from
completing the ESASr questionnaire.

Results: We identified 188 patients with breast cancer for the current analysis, with
median age of 63 (interquartile range: 32-89) years. The physical, and psychological
symptoms were severe in 18%, and 14%, respectively. While severe tiredness and
drowsiness were the most common physical symptoms, severe anxiety was reported
more frequently than depression. There was no association of age of the patients with
severity of symptoms. Although psychological symptoms were not related with TTD,
total and physical symptoms scores were more likely to be severe in patients within
90 days of death (21% vs 8%, P¼0.007; 26% vs 8%, P¼0.003, respectively), as
compared to those who were 91-180 days from death. This was contributed pre-
dominantly by tiredness (P¼0.02) and shortness of breath (P¼0.001). The proportion
of patients who rated overall wellbeing as severe was twice (41% vs 20%, P¼0.01) as
common during the final 90 days of life, when compared with those who were 91-180
days from death.

Table 187P

Symptom TTD: 0-90 days TTD: 91-180 days P-value
S
84
(n[136)
 (n[52)
Physical
 35 (26%)
 4 (8%)
 0.003

Pain
 39 (29%)
 13 (25%)
 0.19

Tiredness
 73 (54%)
 16 (31%)
 0.02

Drowsiness
 52 (39%)
 12 (23%)
 0.08

Nausea
 23 (17%)
 4 (8%)
 0.2

Lack of appetite
 48 (35%)
 10 (19%)
 0.08

Shortness of breath
 38 (28%)
 3 (6%)
 0.001

Psychological
 21 (15%)
 9 (17%)
 0.84

Depression
 20 (15%)
 9 (17%)
 0.88

Anxiety
 26 (19%)
 8 (16%)
 0.84

Others wellbeing
 51 (41%)
 10 (20%)
 0.01

Total score
 28 (21%)
 4 (8%)
 0.007
Conclusions: There is significant deterioration of unique symptoms when patients
with breast cancer approach end-of-life, as reported in PROs, using ESASr. Symptom
targeted palliative measures are likely to alleviate burden of symptoms near end-of-
life and thereby improving the ’quality of death’.
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Background: The number of HIV+ women diagnosed with BC is increasing. Yet, data
are conflicting regarding their stage at diagnosis, distribution of BC subtypes and
prognosis. We aimed to assess differences in baseline characteristics and overall
survival (OS) between HIV+ vs HIV-uninfected (HIV-) BC pts.

Methods: Systematic review using MEDLINE, Scielo and conference abstracts (hand
search of studies presented in major meetings) up to 1 Jan 2020 with no language
restrictions was performed. Cross-sectional or cohort studies comparing baseline
characteristics (mean age, stage or BC subtypes) or OS of HIV+ vs HIV- BC pts were
included. Main endpoints were age, late stage at diagnosis, proportion of subtypes
and OS. Subgroup analyses were performed according to world region. Other end-
points were detailed stage and estrogen receptor (ER) status. Summary estimates
(pooled mean age ratios [MR], odds ratios [OR] and hazard ratios [HR]) were calcu-
lated using random effects models.

Results: 20 publications (5 from North America, 15 from Sub-Saharan Africa [SSA])
were included, with 3,174 HIV+ and 2,394,598 HIV- pts. Mean age was 18% lower
among HIV+ pts vs HIV- pts (MR 0.82, 95% CI 0.76-0.89) and HIV+ pts had a 53%
increased risk of presenting with late stage BC (OR 1.53, 95% CI 1.37-1.71). HIV+ pts
had smaller odds of having ER+/HER2- BC, but there were no differences regarding
other subtypes (Table). HIV+ pts had a 90% increased risk of dying compared to
HIV- pts (adjusted HR 1.90, 95% CI 1.21-2.99), with similar results in North America
and SSA.

Table 188P
HIV+ pts
 HIV- pts
Volume
Pooled
estimate (95% CI)
31 - Issue S2 -
P

Age
 All
 144
 316
 MR 0.82 (0.76-0.89)
 <.001

Late stage
(III/IV)
All
 3014
 2331751
 OR 1.53 (1.37-1.71)
 <.001

SSA
 1374
 6107
 OR 1.38 (1.22-1.57)
 <.001

North
America
1640
 2325643
 OR 1.76 (1.58-1.95)
 <.001
ER+/HER2-
 All
 498
 1925
 OR 0.81 (0.66-0.99)
 .043

HER2+
 All
 519
 1969
 OR 1.10 (0.80-1.52)
 .553

TNBC
 All
 610
 3147
 OR 1.14 (0.90-1.43)
 .269

Luminal A
 All
 326
 1957
 OR 0.65 (0.42-1.02)
 .059

Luminal B
 All
 326
 1957
 OR 1.03 (0.79-1.35)
 .800

HER2-enriched
 All
 326
 1957
 OR 1.08 (0.49-2.38)
 .842

OS (adjusted)
 All
 1741
 1561217
 HR 1.90 (1.21-2.99)
 .005
SSA
 291
 890
 HR 1.58 (1.25-1.98)
 <.001

North
America
1426
 1560131
 HR 2.45 (1.11-5.41)
 .026
OS (unadjusted)
 All
 291
 890
 HR 1.43 (1.06-1.92)
 .019
Conclusions: HIV+ pts are diagnosed with BC at a younger age and at a later stage.
Even after adjusting for prognostic factors, HIV+ pts have a worse OS as compared to
HIV- pts, both in SSA and North America. Further studies are needed to decipher the
reasons behind these disparities that can be related to HIV infection, distinct BC
biology and anti-cancer immune response and/or to a lower access to timely diag-
nosis and effective treatment.
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