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Edwin Smiths papyrus

O Edwin Smith (1822 - 1900) amerikansk egyptolog. 7

Kjopte papyrusdokumentet i 1862.

O Det er en kopi av en del av en egyptisk lerebok i
traumatologi og som daterer seg tilbake til 3000 ar {.Kx.

O Her tfinner man en beskrivelse av 8 tumores eller ulcera
i bryst. Disse ble forsgkt fjernet ved kauterisering ved
hjelp av et instrument man kalte en «ilddrill». Men selv
da var man innforstatt med at dette ikke var noen god
behandling. Men det var det man hadde.
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Brystkreftens historie

O Brystkreft beskrives i alle historiske epoker. Dette
skyldes sikkert at brystkreft - spesielt i de senere stadier
av sykdommen - presenterer seg som en synlig tumor
til forskjell tra maligne tilstander i viscera.

O Brystkreftsykdommen var tabubelagt og blir sjeldent
nevnt utenfor de medisinske lereboker. A snakke dpent
om sykdommen, er en serdeles nylig foreteelse.



La Fornarina Bathseba
Rafael 1520 AR Rembrandt 1654

Galleria Bafberlm O Louvre, Paris




Historien

O Galen mente at brystkreft ble forirsaket av for mye svart
galle. Han tok til orde for at enkelte svulster var mer
aggressive enn andre. P den tiden var brystkreft en
systemsykdom og kirurgi var ikke aktuelt.

O Galens lere kastet sine lange skygger over medisinen fram til

1600-tallet.

O 11680, utfordret den franske legen Francois de la Boé
Sylvius Galens teorier om for mye svart galle som arsak til
kreft. Han mente det var en kjemisk prosess
som omdannet lymfevaske fra § veere sur
til & vaere etsende/gjennomtrengende.




Historien

“Jeg mener at kreft utvikler seg nar nerve
og kjertelvev blander seg med lymfekar.

(1730 — arene)

Claude-Deshais Gendron
1663 - 1750



Historien

“ Min hypotese er at den hgye forekomst av
brystkreft hos nonner skyldes mangel

pa sex. Uten regulaer seksuell aktivitet vil de
reproduktive organer forfalle og kreft
utvikles.” (1713)
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Bernardino Ramazzini
1633 - 1714



Mammakirurgi anno 1679
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| 1757 foreslo den franske legen Henri
Francois Le Dran a behandle brystkreft ved
@ flerne tumor kirurgisk jsa lenge man ogsa
flernet infiserte lymfeknuter i armhulen.
Dette farte etter hvert til utviklingen av

radikal mastektomi og meget ekstensiv
flernelse av brystet.

Henri Francois Le Dran
(1685 - 1770)

Claude-Nicolas Le Cat delte dette synspunktet
og hevdet at kirurgi var den eneste maten
a behandle brystkreft pa.

Claude-Nicolas Le Cat
(1700 - 1768)



New Yorkeren William Stewart Halsted, (1852 — 1922)
gjorde radikal mastektomi til gullstandard.

| 1898 presenterte han 76 mastektomikasuistikker

for American Surgical Association.

Halsteds operasjons forble den vanligste
operasjonsmaten for brystkreft til siste tredel av det
20. arhundret. Foruten a fjerne hele brystet,

skar kirurgen bort hele pectoralismuskulaturen som
dekket brystveggen.

De mindre musklene ble ogsa fjernet for at kirurgen
skulle fa lettere tilgang til armhulen (aksillen)

og kunne ta ut lymfeknuter og omkringliggende fettvev.




Brystbevarende operasjoner

Bernhard Fisher utfordret "more is better” dogmet. Fisher startet
brystbevarende operasjoner i 1973 pg giennomfoerte randomiserte
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studier hvor han sammenlignet mastektomi med lumpektomi og
lumpektomi pluss strilebehandling og fant at lumpektomi pluss
straling var like bra som mastektomi. Men det tok tid & overbevise
kollegene om riktigheten og vikticheten av dette

Veronesi i [talia gjorde mye av det samme, men valgte
kvadrantektomi i stedet for lumpektomi. Ogsd han fant at
begrenset kirurgi med strilebehandling var like godt som
mastektomi.

B. Fisher U. Veronesi



ON THE TREATMENT OF INOPERABLE
CASES OF CARCINOMA OF THE MAMMA:
SUGGESTIONS FOR A NEW METHOD
OF TREATMENT, WITH ILLUSTRA-
TIVE CASES.

By GEORGE THOMAS BEATSON, M.D. EbpiIN,,

SURGEON TO THE GLASGOW CANCER HOSPITAL; ASSISTANT SURGERON,
GLASGOW WESTERN INFIRMARY; AND EXAMINER IN SURGERY

Brystkirurgi kurerer ikke pasienter med metastaser

I HAVE no doubt it has fallen to the lot of nearly every
medical man to have been consulted from time to time by
patients suffering from carcinoma so widely spread or so
sitnated that it has been quite apparent that nothing in the
way of operative measures could be recommended. Such
cases naturally excite our sympathy, but they also bring
home to us the fact that once a case of cancer has passed
beyond the reach of the surgeon’s knife our curative
measures are practically zil, and ‘‘that whether the case
advance with giant strides or with slow and measured steps
| the result is equally sure and fatal.” Of late, owing to my

Lancet 1896, 104 -107



Boyd, 1989: Av 54 pasienter hadde 19 (35.2%)

nytte av oophorectomi

Fes. 4, 1899.]

OOPHORECTOMY IN CANCER OF THE BREAST.
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] REMARKS
ON OOPHORECTOMY IN THE TREATMENT OF
CANCER OF THE BREAST.

By STANLEY BOYD, M.B., F.R.C.S.,
Suargeon to Charing Cross Hospital.

Ix a paper published in the Britisa MEpIcAL JOURNAL of
October 2nd, 1897, I gave notes of a cases of cancer of the
breast in which I had performed the operation of double
odphorectomy. The notes were brought down to August, 1897,
80 I am now able to add the results of more than a year's
farther observation.

In 2 (Nos. 3 and 4) of the 5 cases the ovaries were removed
alter the menopause ; noobvious effect was produced upon the
cancer, and one of these patients (No. 3) was dead before my
paper was written. The other (No. 4, l?ig. 1) had derived no

Fa

July that ‘‘the lump* (in pecwml; had “gone down very much,” so
that sometimes she could * scarcely feel it at all.” I could find no nodule
in the pectoral, but the muscle did not feel quite normal about its former
site, and the deep tpsrt.n were not quite so plainly felt through it on the
left as on the right. I think there is slight fulness of the left god.orul
region, but am not certain. The supraclavicular fulness is about the same
as in March. The degcreulon over the heart seems to be quite free from
fmw&h. and no subcutaneous or other secondary nodules can

un

0

I do not think that all gign of cancer has yet disappeared
in this case. I believe that the early continuous disa -
ance of cancer following upon the odphorectomy was due to
the removal of the ovaries, but I feel that there is room for
doubt as to the cause of the late variations of the pectoral

nodule.
CASE 11.—In thiscase (Fig. z) the most rapid and satisfactory disappearance
of cancer nodules and infiltrations occurred during the first six months.




Cancer mammae




Rates per 100 000 (Norwegian standard)
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Brystkreftinsidens 2013-2017 — antall fordelt pa stadium

O

Stadium




Antall nye brystkrefttilfeller per 5-ars
aldersgruppe 2009 — 13 ( median alder 62 ar)
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Aldersjustert insidens brystkreft per 100 000
per 5-ars aldersgruppe 2009 - 13
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Cumulative risk of developing cancer (%) by the age
of 75 for selected cancers, 2013—2017 (women)
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FEMALES

Breast

Lung, trachea

Colon

Melanoma of the skin
Corpus uteri

Central nervous system
Rectum, rectosigmoid
Ovary etc.

Leukaemia
Non-Hodgkin lymphoma
Urinary tract

Pancreas

Kidney (excl. renal pelvis)
Stomach

Liver



The most frequent types of cancer by age and sex, 2013—2017

O

FEMALES 75761 cases

Breast

Colon

Lung, trachea
Melanoma of the skin
Skin, non-melanoma
Corpus uteri

Rectum, rectosigmoid

Central nervous system

Leukaemia
Ovary etc.

Remaining sites



The most frequent types of cancer by age and sex, 2013—2017
25-49 years

O

FEMALES 9978 cases

Breast

Melanoma of the skin
Cervix uteri

Central nervous system
Thyroid gland

Colon

Ovary etc.

Corpus uteri
Leukaemia

Rectum, rectosigmoid

Remaining sites

Cancer in Norway 2017



The most frequent types of cancer by age and sex, 2013—2017
50-69 years

O

FEMALES 30008 cases

Breast

Lung, trachea

Colon

Melanoma of the skin
Corpus uteri

Ovary etc.

Central nervous system

Rectum, rectosigmoid
Skin, non-melanoma
Non-Hodgkin lymphoma

Remaining sites



The most frequent types of cancer by age and sex, 2013—2017
70+ years

O

FEMALES 34879 cases
Colon

Breast

Lung, trachea

Skin, non-melanoma
Melanoma of the skin

Corpus uteri

Rectum, rectosigmoid

Urinary tract
Leukaemia
Pancreas

Remaining sites



Age-standardised (Norwegian standard) mortality rates per
100 000 person-years for selected cancers, 2016
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FEMALES

Lung, trachea

Breast

Colon

Pancreas

Ovary etc.

Leukaemia

Central nervous system
Rectum, rectosigmoid

Melanoma of the skin
Non-Hodgkin lymphoma
Urinary tract

Stomach

Cervix uteri

Liver

Kidney (excl. renal pelvis)



5 ars relative overlevelse etter stadium og oppfelgingsperiode
(1976-2015)
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Figur 1.2 5-drs relativ overlevelse for brystkreft (ICD-10: C50) etter stadium og
oppfalgingsperiode (1976-2015). Kilde: Cancer in Norway 2015 (1)




Overlevelse — opp til 15 ar og ved forskjellig alder

Relative survival by sex and conditional 5-year relative survival by sex Relative survival by age

Relative survival (%)

Age at diagnosis
0-49
50-59
60-69
70-79

5 6 7 8 9 10 8o
7 8 9 10 11 12 13 14 15 6 7 8 9 10 11 12 13 14 15
Years since diagnosis (0-15) Years since diagnosis (0-15)
Dashed lines denote 5-year RS conditioned on surviving 1-10 years after diagnosis Estimates are plotted if 20 or more patients are alive at start of the follow-up year
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Arsaker til brystkreft
O




VIKTIGSTE RISIKOFAKTOR FOR A FA
BRYSTKREFT

— Alder

12.02.2020
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Hva er en kvinnes risiko for a utvikle brystkreft
etter hvert som hun blir eldre?

Estimated risk at birth up to and including;:
UK (2008)
Ved 30 1av 2,000
Ved 40 1av 215
Ved 50 1av 50
Ved 60 1av 22
Ved 70 1av 13
Livstidsrisiko 1in 8

Sasieni et al. Br J Cancer. 2011, 26;105(3):460-5




Faktorer som reduserer
risikoen for brystkreft
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» Ca. 4 % reduksjon per ar utsatt menarche

= Gjennomsnittlig alder for norske jenter er na 12.5 ar (Ca.
1850 var den 16 -17 ar)

= For eliteidrettsutgvere er alderen 13.1 ar

12.02.2020



= Tidlig graviditet (20 — 25 ar)
= Flere graviditeter fgr 30 ar (7% reduksjon per fadsel)
= Tvillingfadsler 15 % reduksjon sammenlignet med
enkeltfadsler
= Kvinner som har fgdt har 30 % lavere risiko enn
de som ikke har fgdt
« Amming (Ca. 4 % reduksjon per ar med amming)
= Spontane eller induserte aborter endrer ikke pa risiko
= Fjernelse av eggstokkene <35 ar

12.02.2020



25.000 kvinner - 20 - 54 ar - mgtte frem til

helseundersgkelse | Oppland, Sogn og Fjordane og
Finnmark 1 1977 og 1983.

| en oppfalgingsperiode pa gjennomsnittlig 14 ar etter
helseundersgkelsen fikk 351 av kvinnene brystkreft.

Ukentlig aktivitet pa 4 timer reduserte brystkreftrisikoen

med hele 40 prosent.
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Inger Thune et al. New England Journal of Medicine. 336(18):1269-75, 1997
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Estimated cumulative incidence of breast cancer in developed countries
iIf women had family sizes and breastfeeding patterns typical of
developing countries
7—

5 6-3 per 100: observed

s 6 incidence of breast cancer

2 in developed countries*
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Faktorer som gker risikoen for
brystkreft
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Faktorer som gker risikoen for brystkreft

-Genfeil og/eller opphopning av brystkreft | familien
-BRCA1/BRCA2 (2% av alle BrCa tilfeller, risiko 45-65% inne 70ar)
-enkelte andre genfeil
-Endokrine forhold:
-Tidlig farste menstruasjon (4.5 % per ar)
- Sen menopause (3 % per ar)
= Hormonbehandling av klimakterielle plager
- @strogen (en viss pavirkning)(2.3 % per ar)
- @strogen og progesteron (klar pavirkning)(5 — 20 % per ar)
=Tett brystvev
-Hgy alder ved farste svangerskap (>30 ar)
-Tidligere brystkreft

2-3 ganger sa hay risiko pa a fa kreft i det andre brystet eller
pa et annet sted | samme bryst



P-piller og den relative risiko for brystkreft
Bruk av p-piller Relativ risiko (konfidensintervall)
Aldri brukt 1,0
Bruker 1.24 (1.15-1.33)
1-4 ar etter a ha sluttet 1.16 (1.08-1.23)
5-9 ar etter a ha sluttet 1.07 (1.02-1.13)
10+ ar etter a ha sluttet 1.01 (0.96-1.05)




Body Mass Index

Relativ risiko (95%CI) for brystkreft etter
BMI-kategori og menopausal status

BMI Pre-menopausal Post-menopausal®
<22.5 0.96 (0.85 t0 1.08) 0.85 (0.80 t0 0.91)
22.5-24.9 (referansegruppe) 1.00 (0.90 t0 1.11) 1.00 (0.95 to 1.06)
25-27.4 0.93 (0.82 to0 1.05) 1.10 (1.04 t0 1.16)
27.5-29.5 0.99 (0.84 to 1.16) 1.21 (1.13 to 1.29)
> 30 0.79 (0.68 t0 0.92) 1.29 (1.22 t0 1.36)
* Aldri brukt HRT

it



Alkohol

7 - 12 % gkning per drink (10 g)/dag

6 % av brystkrefttilfellene i Storbritannia
skyldes alkohol

Parkin DM. Cancers attributable to consumption of alcohol in the UK in 2010. Br J Cancer 2011; 105 (S2):S14-S18.



Andre faktorer som pavirker
risikoen for brystkreft

Opphopning av brystkreft | familien
Bestraling av brystkjertelvev (Hodgkins lymfom)

12.02.2020
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Diet and breast cancer:

A review of the prospecti©observational studies

» Conclusions, Recommendations, and Future
Directions

Among the prospective epidemiologic studies
conducted on diet and breast cancer to date there is
no association that is consistent, strong, and
statistically significant, except for regular alcohol
consumption, overweight, and weight gain.

Karin B. Michels, ScD, PhD 12*, Anshu P.
Mohllajee, MPH 12, Edith Roset-Bahmanyar,
MD, MPH 1, Gregory P. Beehler, MA3, Kirsten
B. Moysich, PhD 3

Cancer: Volume 109,pp 2712-2749, 2007




FOOD, NUTRITION, PHYSICAL ACTIVITY AND

BREAST CANCER (PREMENOPAUSE) 2010

DECREASES RISK INCREASES RISK
Lactation Alcoholic drinks
Body fatness Adult attained height?

Greater birth weight

Physical activity?

Dietary fibre; vegetables and fruits; soya and soya
products; meat; fish; milk and dairy products; total

fat; folate; vitamin D; calcium; glycaemic index; dietary
patterns; adult weight gain; abdominal fatness

None identified
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1 Adult attained height is unlikely directly to modify the risk of cancer. It is a marker for genetic,
environmental, hormonal, and also nutritional factors affecting growth during the period from
preconception to completion of linear growth (see chapter 6.2.13 — Second Expert Report).

2 Physical activity of all types: occupational, household, transport and recreational.



FOOD, NUTRITION, PHYSICAL ACTIVITY AND

BREAST CANCER (POSTMENOPAUSE) 2010

DECREASES RISK INCREASES RISK

Lactation Alcoholic drinks
Body fatness
Adult attained height®

Physical activity? Abdominal fatness
Adult weight gain

Total fat

Dietary fibre; vegetables and fruits; soya and soya
products; meat; fish; milk and dairy products; folate;

vitamin D; calcium; selenium; glycaemic index; dietary
patterns; birth weight; energy intake

None identified

1 Adult attained height is unlikely directly to modify the risk of cancer. It is a marker for genetic,
environmental, hormonal, and also nutritional factors affecting growth during the period from
preconception to completion of linear growth (see chapter 6.2.13 — Second Expert Report).

2 Physical activity of all types: occupational, household, transport and recreational.

=
F
—
o0
@ E‘
DS
g =3
o4

— -

o
10} 3N}




Har en risiko pa ca.45 % (BRCA2) — 55 - 65 %
(BRCA1) til a utvikle brystkreft innen fylte 70 ar
Har en risiko pa 11 - 17 % (BRCA2) til 39 % (BRCA1)
til a utvikle ovarialcancer innen fylte 70 ar.

1 av 450 kvinner er baerer av en feil 1 ett av disse
genene (prevalens 0.11 — 0.12 %)

Er arsak til 2 % av alle brystkrefttilfeller

Er arsak til 20 % av tilfellene der hvor det foreligger
familieer risiko

RESEARCH
Sy UK

: i % CANCER
National Cancer Institute 4
at the National Institutes of Health . £,



Takk for meg og ...
O




