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H 1. Histologic subtypes of triple negative and non triple negative breast

cancer
Histologic subtype TNBC(n=308) non TNBC(n=1380)

IDC 260(84.4%) 1241(89.9%) P=0.005
Medullary carcinoma 25(8.1%) 12(0.9%) P<0.001
ILC 6(1.9%) 40(2.9%) P=0.354
Metaplastic carcinoma  6(1.9%) 1(0.1%) P<0.001
Mucinous carcinoma 4(1.3%) 51(3.7%) P=0.032
Tubular carcinoma 2(0.6%) 11(0.8%) P=0.789
Papillary carcinoma 0(0.0%) 16(1.2%) P=0.058
Other 5(1.6%) 8(0.6%)

TNBC=triple negative breast cancer; IDC=invasive ductal carcinoma;

ILC=invasive lobular carcinoma

AZFE o Gulero] MAIEL 1688W F 308WoE 18.2%% T}
P BE 2494 oge A HEAAAAB44%)0190



p<0.001)°]

3} 9H1.9%,

p<0.001)}

FH(8.1%,

171014

16887 %

-
R

ol A

T2
N

T
H

—_—

et

o}
H

14869 o]Q 3L o] F

-
1

O )

B

5

b e
0.006)
HAY. T

o’

20

354

Aow YEhtth (o

ZIEhA]
262
%

==
K3

o Aol 7h gt

}

s

o

12289 o] At}
=]

sl ot 354 wRE fhApol A

27.2%(927
=z

1

-

Fol

X
16.1%(1306% < 210%)EH ¢ =

y7le] Qlo] F

WA ES

oH
Cn

o

Fel A7}

=

o

Ao® YERH(p<0.001)

2 UERh

ol
LSS

)

7} EolAe

o7}

3)

hyA

ar

(& E5F p<0.001)(

A= AT (p=0.031)(F 4)

o



H 2. Clinicopathologic features of triple negative and non triple negative

invasive ductal carcinoma

TNIDC non TNIDC
(n=258) (n=1228)
Age at diagnosis (mean) 4863 + 11.096 4877 + 10.091 P=0.852
Median follow up (month)  53.5(0-114) 56.0(0-115)
T stage P=0.259
T1 128(49.6%) 666(54.2%)
T2 125(48.4%) 535(43.6%)
T3 3(1.2%) 23(1.9%)
T4 2(0.8%) 4(0.3%)
N stage P=0.006
NO 172(66.7%) 696(56.7%)
N1 59(22.9%) 329(26.8%)
N2 21(8.1%) 119(9.7%)
N3 6(2.3%) 84(6.8%)
TNM stage P=0.043
I 100(38.8%) 464(37.8%)
II 129(50.0%) 550(44.8%)
I 29(11.2%) 214(17.4%)
Histologic grade P<0.001
1 14(6.0%) 273(23.7%)
2 92(39.3%) 659(57.2%)
3 128(54.7%) 220(19.1%)
unknown 24 76
Operation P=0.040
Mastectomy 87(33.7%) 336(27.4%)
Partial mastectomy 171(66.3%) 892(72.6%)
Chemotherapy P=0.509
Done 206(80.5%) 956(78.6%)
Not done 50(19.5%) 260(21.4%)
unknown 2 12
Endocrine therapy P<0.001
Done 32(12.5%) 1011(82.9%)
Not done 224(87.5%) 209(17.1%)
unknown 2 8

TNIDC=triple negative invasive ductal carcinoma

10



H 3. Correlation between tumor size and axillary lymph node metastasis

T stage Lymph node status
TNIDC(n=242) non TNIDC(n=1155)
LN(+), n(%) LN(+), n(%)
<lcm 3(9.7%) 27(14.9%)
lcm< <2cm 20(24.1%) 157(37.7%)
2cm< <5cm 55(44.0%) 308(57.5%)
>5cm 2(66.7%) 21(91.3%)
P<0.001 P<0.001

TNIDC=triple negative invasive ductal carcinoma; LN=lymph node

H 4. Site of first distant recurrence

TNIDC non TNIDC

(n=28) (n=131)
Bone* 9(32.1%) 73(55.7%) P=0.023
Viscerat 26(92.9%) 97(74.0%) P=0.031
Bone and viscera 7(25.0%) 39(29.8%) P=0.613

TNIDC=-triple negative invasive ductal carcinoma,

* and t include cases of bone and viscera,

11
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Abstract

Clinicopathologic charcteristics and prognosis of triple
negative invasive ductal carcinoma

Ho Hur

Department of Medicine
The Graduate School, Yonser University

(Directed by Professor Byeong Woo Park)

Introduction: Recently, the concern for triple negative breast
cancer has been increasing; the difference of incidence
among races has been reported. In this study, I aimed to
compare clinicopathologic characteristics and prognosis
between triple negative invasive ductal carcinoma and non
triple negative invasive ductal carcinoma. Method:, Among
patients who underwent operation for breast cancer from Jan.
1999 to Dec. 2005, I compared 258 patients of triple negative
invasive ductal carcinoma with 1228 patients of non triple
negative invasive ductal carcinoma. Results: The incidence
of triple negative invasive ductal carcinoma was 17.4% and
higher in women younger than 35 years.(p=0.006) The
incidence of metastasis to axillary lymph node was lower in
triple negative invasive ductal carcinoma.(p=0.006) Also
triple negative invasive ductal carcinoma had higher
histologic grade.(p<0.001) In cases of triple negative
invasive ductal carcinoma as well as in other types of breast
cancers, the frequency of axillary lymph node metastasis
was getting higher as tumor size increased.(p<0.001)
Although triple negative invasive ductal carcinoma was less
likely to metastasize to bone(p=0.023), it was more likely to
metastasize to viscera.(p=0.031) Any statistically significant
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difference of relapse—free survival between the two groups
was not observed.(p=0.370) Overall survival of patients was
lower 1n triple negative invasive ductal carcinoma by up to 5
years, but there was no statistically significant difference of
overall survival between the two groups for the whole
follow—up duration.(p=0.124) Conclusion: Triple negative
invasive ductal carcinoma has a higher incidence rate in
younger patients. When compared with non triple negative
invasive ductal carcinoma, it seems to have relatively
aggressive characteristics and a different mode of
metastasis. Even though its stage at diagnosis is low,
aggressive management of triple negative invasive ductal
carcinoma would be necessary.

Key Words : triple negative, invasive ductal carcinoma,
prognosis
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