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Editorial 161

Risk Stratification of Breast Cancer.

Ever since the firgt reference was made in The Edwin Smith Surgica
Papyrus dating back to 1600 BC, number of developments has taken
place in understanding and management of breast cancer. Until recently,
the primary message of Breast hedth awareness programs has been that
early detection is awoman's best protection againg breest cancer. B,
with the availability of additiona screening and prevention options for
womenat differentlevelsof risk, breast cancer risk dratificationinbecoming
increasingly popular.

Therisk factors associated with breast cancer are grouped into different
categories like familia/hereditary (family history, known or suspected
BRCAL/2, TP53, PTEN or other known gene mutations associated with
breast cancer risk); factorsrel ated todemographics (e.g. age, race/ethnicity);
reproductivehistory (agea menarche, parity, agea first livehirthand age
a menopause); environmental factors (prior) history of irradiation before
the age of 30, hormone therapy and dcohol consumption); and other
factors (numbers of biopsies, atypica hyperplasia or lobular carcinoma
in gtu, breast dendity, body mass index). Basad on these risk factors
number of risk prediction modes exigts but none of them is perfect and
each hasits own limitation. Mitchell Gail developed one of the earliest
modelsin 1989". Though, thismode is most commonly used, there are
certain major limitations of this model-i) predicted risk increases
substantidly with the number of previous breast biopsies upto two-
irrepective of pathology and ii) it only accounts for first degree relive
with breest cancer and doesnot makeany adjusment for ageat diagnosis.
Therefore, to overcome the limitations of gail modd and to incorporate
theother breast cancer related risk factorsinduding BRCA 1/2 mutations-
Claug?, IBIS by Tyrer and Cuzick®, and other models were introduced.
BRCAPRO and BOADICEA are currently used to estimate the risk
based on BRCA mutations*® and more recently breast density is
recognized asatool to assess cancer risk®. Asnone of these modd stakes
into congderation al known risk factors, no sngle modd is appropriate
in dl circumstances. Some of these models may underestimate while
others may overestimate the risk. To provide patient with best estimete
of risk may thereforerequireuseof morethan onemode andresulting risk
needsto beevd uated kegpinginmind theknown limitation of eechmodd.
Breast cancer risk estimates are currently being used to determine which
patientsmay benefit from screening with breast MRI, use of tamoxifen as
chemoprevention on surgicd risk reduction strategies like bilateral
sd pingoopherectomy or prophylactic mastectomy and genetic counsding/
testing. The role MRI in addition to routine mammography in detecting
early lesonsin high-risk womenisnow well established. It was outcome
of the firg large scae chemoprevention trid conducted in the United
States, the NSABP P-1, that necessitates the need to evaluate bresst
cancer risk as standard of acre. Thistrid showed that tamoxifen lowered
the breast cancer risk by 49%’. Further trals are underway to evauate
other medicationsthat may decreasetherisk of breest cancer. Dataisdso
availableregarding theefficacy of surgicd strategiestoreducebreast cancer

risk. However, women who are being conddered for interventions to
reduce risk of breast cancer must be counsded about the demondrated
benefits with potentid morbidities of the interventions, as surgicd risk
reduction strategiesmay have psychosocia consequencesand drugslike
tamoxifenisassodiated with certain adverseeffectslikeendometria cancer.
The risk threshold required for a woman to consider the use of risk
reduction thergpy therefore must depend on an evduation of efficacy,
morbidity and expense of proposed intervention. Determining the net
risk/benefit ratio in turn depends on the ability to quantify accurately a
woman'slikelihood of deve oping breast cancer.

Although, breast cancer risk eimation is now apart of dandard carein
west but, developing countrieslike Indiatill hasto cover along way in
thisdirection. Lack of awarenesshecauseof illiteracy, poverty and access
to hedth care programsismgjor hindrance. It hasbeen four decadessince
mammography wasintroduced asascreening tool to detect non-papable
lesions, but ill studies suggest that majority of patients present with
advanced sage of thedisease. Limited dataontherolevariousrisk factors
for breast cancer in Indian women, is another reason. No single risk
assessment modd existswhich isbased on risk profile of Indian women.
Also, the cogt of testing and limited knowledge of prevaence of gene
mutations responsible for breest cancer in Indian women limits the
detection of familial/hereditary breast cancer.

To conclude, it isimportant to incorporate preventive messures of breest
cancer as incidence of affected individuas is rigng. Options for breest
cancer risk assessment continue to evolve, and risk reduction srategies
will expand as well. But for these to be redlly effective, in optimizing
breast cancer screening and prevention, adequate awareness of the
population is very essentid.
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JIMSA isnow IndMED indexed

The present issue marks the 25" year of publication of the Journal International Medical Sciences Academy. It is a matter of pride for all fellows/members that Journal
Selection Committee (constituted by ICMR), in its meeting held on August 3, 2011, has approved the indexing of JIMSA in IndMED, the best known Indian Medical Database
http://indmed.nic.in. The Journal will host full text of the articles at MedIND http://medind.nic.in and the readers will have access to the full text of articles from January-
March 2003 onwards. These articles will be linked for IndMED to JIMSA website.

| wish to express my gratitude for the help and guidance received from the Members of Board of Trustees and the Central Executive Committee members, of International
Medical Sciences Academy, World Headquarters, New Delhi. | am also grateful for the valuable cooperation extended by the members of JIMSA Editorial and Advisory
Boards; and also the peer reviewers, for their consistent and continuous effort and support to maintain a high standard of quality of the articles published in the journal.
Friends, this is an important milestone in the history of our journal; this will broaden accessibility to all published articles. The journal should now attract original articles
of even better quality. e should enforce rigorous peer review of the submitted articles and also on time publication of the issue, every quarter.

N

Dr. P. D. Gulati, Editor, JIMSA )




