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Purpose: Breast cancer (BC) and lung cancer are the most two common cancers with highest morbidity and mortality for women. With prolonged survival, there comes the possibility that BC patients will develop second primary cancers. We evaluate the characteristics, incidence and survival of second primary non-small cell lung cancer (BC-NSCLC) and small cell lung cancer (BC-SCLC) after breast cancer.

Patients and methods: Second primary lung cancer risks using standardized incidence ratios (SIRs) [95% confidence intervals (95% CIs)] were calculated among breast cancer patients in SEER-18 (2000–2014). Survival outcomes were also analyzed for both BC-NSCLC and BC-SCLC.

Results: A total of 6,269 second lung cancer patients after a localized or regional BC were identified. The incidence rate was modestly higher compared to the general population (SIR = 1.03; 95%CI: 1.00–1.06). For ER-, PR- and HER2- groups, SIRs were 1.26, 1.16, 1.13, respectively (all p < 0.05). Triple negative breast cancer (TNBC) patients have an even higher incidence rate of lung cancer (SIR = 1.59, 95%CI: 1.29–1.94). Elevated SIRs were also observed among the following groups: within 1 year after BC diagnosed, a young age at BC diagnosed, black people, poorly or undifferentiated histological grade of breast cancer. Median survival (MST) after localized, regional and distant BC-NSCLC was 68.0, 26.0, and 6.0m. Five-year survival rates for BC-NSCLC were 53.9, 29.8 and 5.7% in each stage, which were significantly higher compared to first primary NSCLC (all p < 0.001). ER-/PR- or TNBC were unfavorable prognostic factors for BC-NSCLC. The survival rates of BC-SCLC were no significant different compared to first primary SCLC.

Conclusion: BC patients, especially for TNBC, are at a high risk of developing second primary lung cancers. BC history may be a favorable prognostic factor for NSCLC (but not SCLC) patients. Clinicians should closely follow up BC patients with high-risk factors.
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INTRODUCTION

Breast cancer is the most frequently diagnosed malignancy in women worldwide. During the last three decades, advances in early detection and treatment have resulted in significantly improved survival benefit among BC patients (1–3). The long life expectancy of these patients exposes them to the possibility of developing second primary cancers (4). By 10 years after BC diagnosis, approximately 10% of survivors have developed a subsequent malignancy, in which lung cancer accounts for one of the largest numbers (5). A population-based study from Taiwan demonstrated that second primary cancers indeed have a negative impact on survival in breast cancer patients (6).

Lung cancer is the most common cause of cancer death. Thus, understanding the risk of BC patients developing second primary lung cancer becomes very important. Among women diagnosed with BC before age of 50 years, the incidence rate of lung cancer is significantly elevated (7). Also, postmastectomy radiotherapy for BC patients could sharply increase the risk of second primary lung cancer, especially in ipsilateral lung, among ever-smokers (8). However, no large population study was carried out. The extent to which previous BC confers an increased risk of lung cancer remains unclear. Even few studies focused on the subsequent survival. One study of outcomes in BC survivors with second lung cancer included 35 patients, and another included 26 patients (9, 10). Only one large population-based study compared survival outcomes of BC-NSCLC to those with first primary NSCLC (11). BC history does not appear to adversely affect overall survival (OS). Moreover, no study carried out the survival analysis of second primary SCLC after BC.

Identification the risk factors of developing second lung cancer for BC patients and which factors impact their outcomes are important for identifying those who would benefit from enhanced screening and optimizing treatment. In this study, we conducted a population-based study using data from the Surveillance Epidemiology, and End Results (SEER) Program to evaluate the characteristics, risk and survival of second primary lung cancer after BC.

MATERIALS AND METHODS

Ethical Statement

This study was approved by the institutional review board of Nanjing Medical University. The data released from SEER database did not require informed patient consent because cancer is a reportable disease in the US.

Study Population

The SEER 18 Program (2000–2014, based on November 2016 data submission) database was used to identify the cohort of women for this study. Largest geographic coverage is available in the SEER 18 database, which capture ~27.8% of the US population. We selected patients ages 20 years and older with a histologically confirmed first primary breast cancer and a subsequent lung cancer between January 2000 and December 2014, excluding those who were diagnosed by autopsy or death certificate only. A minimum latency of 2 months was required, as used in SEER to exclude synchronous primary cancers (12). In order to minimize the possibility of misdiagnosed metastases, we excluded BC cases that were not diagnosed at local or regional stage. This staging is described in detail in historic SEER coding manuals. Male patients were excluded because only 55 cases met the criteria. Information on age at diagnosis, race, and details about BC and lung cancer, as well as latency between diagnoses was obtained from SEER. Because SEER began collecting human epidermal growth factor receptor 2 (HER2) status since 2010, the analyses about HER2 and Breast cancer subtype did not include BC cases diagnosed before 2010. Breast cancer histology was categorized into 2 groups by ICD-O-3 histology codes: invasive ductal carcinoma (IDC, 8500/3, and 8521/3) and others. Lung cancer histology was categorized into 4 groups by ICD-O-3 histology codes: adenocarcinoma (8410, 8250-8253, 8255, 8260, 8323, 8480-8481, 8550, 8560, 8570, 8574), squamous cell (8070-8073, 8083), other NSCLC, and small cell (8041-8045).

Statistical Analysis

The incidence of second primary lung cancer was compared to the expected incidence in the general population by calculating standardized incidence ratio (SIR) and 95% confidence interval (CI). SIRs were calculated overall and stratified by clinical parameters. Frequency distributions of variables were compared using chi-square test. Overall survival (OS) and the association with variables were estimated using Kaplan-Meier methods and log-rank test. Survival times were measured from date of lung cancer diagnosis until date of all-cause death or last follow-up. T test was used to compare the survival rates between second and first primary lung cancers. SIRs and survival for first primary NSCLC and SCLC (NSCLC-1 and SCLC-1) were calculated using the SEER*Stat software version 8.3.4 and all other analyses were done using SPSS statistical software, version 23 (IBM Corp, Armonk, NY). All p values were two-sided, with p < 0.05 defined as statistically significant.

RESULTS

A total of 620,429 female patients were diagnosed with a localized or regional BC in the SEER 18 database between 2000 and 2014. The characteristics of these patients are described in Table 1. One percent or 6269 patients developed a second primary lung cancer and were observed with 3,631,452 person-years of follow-up. The median latency period between breast cancer diagnosis and second lung cancer was 49.0 months.


Table 1. SIRs for second primary lung cancer in breast cancer patients diagnosed between 2000 and 2014 with follow-up through 2016, SEER-18.
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SIRs were used to evaluate the incidence of second primary lung cancer in the cohort of patients with BC in relation to the expected incidence of lung cancer in the general population (Table 1). For the entire period, higher rates of second primary lung cancers occurred among BC survivors than in the general female population in SEER (SIR = 1.03; 95%CI: 1.00–1.06). SIRs were also high in black people and other people, and those who are unmarried. Lung cancer incidence rates were higher in more recent calendar years (SIRs for BC diagnosed in 2005–2009 and 2010–2014 were 1.05 and 1.13, respectively, and both p < 0.05). The SIR for lung cancer was significantly elevated within 1 year after BC diagnosed (SIR = 1.31; 95%CI: 1.23–1.39). SIR values decreased as the age at BC diagnosed rising, with the uppermost SIR reported for the youngest (age 20–39 years) cohort (SIR = 2.40; 95%CI: 1.75–3.23). Significant SIRs were also observed among infiltrating ductal carcinoma, the most common histological type, and poorly or undifferentiated histological grade. Hormone receptor and HER2 status are the most concerned aspects for breast cancer. Notably, we detected significant elevated SIRs among ER-, PR- and HER2- groups (SIRs were 1.26, 1.16, 1.13, respectively, all p < 0.05). Moreover, in the breast cancer subtype used in SEER, only TNBC group has a high incidence rate of lung cancer (SIR = 1.59, 95%CI: 1.29–1.94). No significant SIR was observed in BC patients who received radiotherapy. For BC patients after surgery, the SIR was high in “modified radical mastectiomy” group (SIR = 1.08; 95%CI: 1.03–1.14), but not in the breast conserving surgery (BCS) group or total (simple) mastectomy group.

Table 2 outlines demographic and clinicopathologic characteristics at BC diagnosis, grouped by subsequent lung cancer stage (353 cases were unstaged and thus not included here). Among the lung cancer stage groups, the distributions of stage at breast cancer diagnosis, laterality, histology were similar. Women with shorter latency and BC diagnosed at a more recent year more likely had an earlier stage of second lung cancer. This observation may reflect the much closer follow-up after initial BC diagnosed and the more common use of radiologic imaging in later years. On the country, patients among the ER-/HER2-/TNBC groups were more likely to have distant lung cancers. TNBC has a more aggressive clinical course than other types of breast cancer. Compared with other breast cancer, TNBC often develops visceral metastases. Those with TNBC had an increased likelihood of distant recurrence (13, 14).


Table 2. Patient and tumor characteristics at the time of lung cancer diagnosis.
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Among the 6,269 breast cancer patients who had a subsequent primary lung cancer, 5,472 (87.3%) were NSCLC and 797 (12.7%) were SCLC. After a median follow-up of 52 months, 4,183 (66.7%) died. Figure 1 shows cause of death grouped by lung cancer histology. Mortality due to lung cancer accounted for most deaths (n = 2,654, 63.4%), and was observed to be greater among BC-SCLC (72.3%). Breast cancer is the second leading cause of death for both NSCLC and SCLC. Heart disease, chronic respiratory distress syndrome and cerebrovascular disease together accounted for a small number of deaths, comprising 8 and 5% of deaths for NSCLC and SCLC, respectively.
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FIGURE 1. Cause of deaths grouped by histology among lung cancer patients who had a history of breast cancer.



Table 3 shows the unadjusted OS of BC-NSCLC and BC-SCLC, along with survival of first primary NSCLC and SCLC, grouped by stage. OS was longer for BC-NSCLC vs. NSCLC-1 in each stage. Median survival (MST) after localized, regional and distant BC-NSCLC was 68.0, 26.0, and 6.0 m (47.0, 17.0, 5.0 m for NSCLC-1, respectively). Moreover, the survival rates were significantly higher for BC-NSCLC compared to NSCLC-1 in each stage. Five-year survival rates after localized, regional and distant BC-NSCLC were 53.9, 29.8, 5.7% and 44.4, 20.4, 3.0% for NSCLC-1 (all p < 0.001). MST for BC-SCLC (17.0, 15.0, and 5.0 m, in each stage respectively) was shorter versus BC-NSCLC. Compared to SCLC-1, the survival rates were no significant difference.


Table 3. Kaplan-Meier all-cause survival probabilities: women with lung cancer after breast cancer (BC-NSCLC and BC-SCLC) and first primary lung cancer (NSCLC-1 and SCLC-1).
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Then we conducted log-rank test to evaluate potential variables affecting OS (Table 4). For BC-NSCLC, hormone status of breast cancer variables significantly impacted OS. As shown in Figure 2, BC-NSCLC patients with ER- (15.0 m vs. 22.0 m) and PR- (17.0 m vs. 23.0 m) had a shorter OS. MST for TNBC patients was only 13.0 months, which is the shortest compared to other breast cancer types (p = 0.001). Prolonged OS was observed in groups within 1 year after BC diagnosed. Favorable prognostic lung cancer variables for OS also included younger age at diagnosis, adenocarcinoma, earlier stage and lower grade. As for BC-SCLC, breast cancer characteristics did not significantly influence OS. BC-SCLC diagnosed at an earlier age or stage had a better prognosis.


Table 4. Survival analysis of second primary lung cancer after breast cancer.
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FIGURE 2. Kaplan-Meier overall survivals for BC-NSCLC patients, grouped by ER (A), PR (B), breast cancer types (C) and latency (D) (all p < 0.05).



DISCUSSION

Over the past decades, survival after breast cancer diagnosis has improved throughout the world. With prolonged survival, there comes an increased likelihood that patients will receive a diagnosis of subsequent primary cancers as a result of underlying genetic or other risk factors related to breast cancer and treatment. In our large population-based study, we found that second primary lung cancer incident rates were modestly higher compared to general population. High-risk factors include: within 1 year after BC diagnosed, a young age at BC diagnosed, black people, poorly or undifferentiated histological grade of breast cancer, ER-/PR-/HER2- or TNBC. Second primary lung cancer is the predominant cause of death. NSCLC is the main histological type of secondary lung cancer. Survival rates for BC-NSCLC are much higher than first primary NSCLC in each stage. Compared to ER+/PR+ BC-NSCLC, ER-/PR- or TNBC correlate with a poorer prognosis. However, for BC-SCLC, the survival rates were no different to first primary SCLC. Breast cancer variables do not affect the survival of BC-SCLC patients.

Hormone receptor and HER2 status are very important for breast cancer. Notably, we found that they are correlated with incidence for second primary lung and survival of BC-NSCLC patients, especially for TNBCs. To date, no one has considered the risk of second primary lung cancer among TNBCs. Our study is the first to report that TNBCs have a much higher risk of secondary lung cancers. Epidermal growth factor receptor (EGFR) expression is reported in greater than 50% of TNBCs and correlates negatively with survival in these patients (15–17). Overexpression of EGFR in lung adenocarcinomas and TNBCs may provide one clue for common etiologic pathways (18, 19). Trails of EGFR inhibitors in breast cancer, however, have been disappointing. It remains to make a greater understanding of the molecular pathways (20).

The ER signaling pathway and lung cancer has been studied. Using the SEER database (1992-2008), Schonfeld et al. found that second lung cancer risks were significantly elevated among ER negative, but not ER positive breast cancer, which was consist with our results (21). As most of ER positive breast patients will receive antiestrogen therapy, a randomized trail studied the long-term effects on the incidence of secondary cancers of adjuvant tamoxifen. Patients received tamoxifen of 5 years had a significant lower incidence of second primary lung cancer compared to two-years of tamoxifen group (22). A study from Taiwan has followed up more than 6,000 breast cancer patients and 26 women developed second primary lung cancer. No difference of the relative risk of second lung cancer between those who have received anti-estrogens for breast cancer and those who have not was observed. However, second primary lung cancer patients who have received anti-estrogens had a significant longer survival time (10). An observational study from Switzerland got similar conclusion that compared with expected outcomes in the general population, breast cancer patients receiving anti-estrogen treatment had lower lung cancer mortality (23). Another retrospective population-based study from Canada suggests that antiestrogen use before and after the diagnosis of NSCLC is associated with decreased mortality (24). However, another large-scale clinical trial came to a different conclusion. In the post-intervention period of the Women's Health Initiative (WHI) trail, although estrogen plus progestin did not increase incidence of lung cancer in postmenopausal women, it increased the mortality of lung cancer, especially NSCLC (25). Nevertheless, the evidence above indicates that ER pathway plays an important role in lung cancer. The mechanism of ER signaling is through activation of EGFR/HER-1 and the IGF-1R pathways. An interaction between the ER and EGFR has been demonstrated in lung cancer cells (26–28). EGFR expression was down-regulated in response to estrogen and up-regulated in response to fulvestrant. Conversely, ERβ expression was down-regulated following treatment with EGF and up-regulated after treatment with gefitinib (27). The combination of anti-estrogen fulvestrant and an EGFR-TKI such as gefitinib or erlotinib can maximally inhibit lung cancer cell proliferation, induce apoptosis and reduce downstream signaling pathways both in vivo and in vitro (27, 29). A strong correlation between EGFR mutation and ER expression has been reported (30, 31). Therefore, these evidence provide a rational to use combined therapy (32, 33).

PR is an estrogen response gene. PR positive breast cancers are usually better differentiated tumors that respond to anti-estrogen therapy. PR positive was correlated with longer OS in NSCLC patients (34). Progesterone treatment inhibited the growth of lung tumor xenografts, and has also been shown to inhibitor invasion and migration of lung cancer cell lines.

In our study, lung cancer risks for ER+/PR+ BC patients are not significant compared to the general population. However, ER-/PR- BC patients have a higher incident rate of second lung cancer. Overall survival for ER+/PR+ BC-NSCLC patients were much longer compared to ER-/PR- BC-NSCLC patients. Moreover, we also found that the survival rates of BC-NSCLC were significant higher than first primary NSCLC patients. Although detailed information about individual endocrine therapy was absent, as most hormone receptor positive BC patients will receive endocrine therapy and the evidence listed above, our study implies some inhibitory effect of endocrine therapy on lung cancer carcinogenesis and progression.

HER2 deregulation has been described in lung cancer. The prognostic role of HER2 overexpression and HER2 amplification for lung cancer patients are controversial (35). HER2 mutations have been identified in ~1–6% NSCLC patients, Because of the low incidence, there's no enough data for defining whether HER2 mutation are prognostic in NSCLC (35). Tumor cells harboring HER2 mutations have been associated with response to EGFR-TKIs that target both EGFR and HER2 (e.g., afatinib, lapatinib) but not to those that target EGFR alone (36, 37). In HER2 amplified lung cancer xenograft models, combination of pertuzumab and ado-trastuzumab showed superior growth inhibitor to pertuzumab only (38). For HER2 positive NSCLC patients, enrollment of patients in clinical trials with novel agents targeting HER2 or downstream components of the MEK/ERK and PI3K/AKT/mTOR pathway is another option. As a relative small sample size of patients with known HER2 status in our study, the association between HER2 deregulation and second primary lung cancer after BC needs further study.

Radiotherapy plays an essential role in the treatment of early breast cancer, but is also reported to be associated with an increased risk of second malignancies after exposure. Postmastectomy radiotherapy for BC patients could sharply increase the risk of second primary lung cancer, especially in ipsilateral lung, among ever-smokers (8). After an analysis of the Longitudinal Health Insurance Database, Huang et al. found that the incidence of second primary lung cancer was higher in the radiotherapy group than in the non-radiotherapy group for BC patients (39). Another retrospective study from 12 U.S. population-based cancer registries also indicated an increased risk of second non-breast cancers (40). Grantzau et al. conducted a meta-analysis including 22 studies before August 1st 2013, which comprising 245,575 irradiated and 277,164 non-irradiated BC patients. For irradiated patients, the incidence of second cancers including lung cancer increased over time, peaking at 10–15 years after BC diagnosed (41). Subsequently, another study with meta-analysis of publications between 2010 and 2015 and population-based data also support the conclusion. Especially, for long-term smokers, the absolute risks of radiotherapy may outweigh the benefits (42). In our large population-based study using SEER data, no significantly high SIR was observed in the radiation group. However, nearly a half of BC patients are none/unknown status of radiotherapy, so this result may be biased and interpreted with caution. We also analyzed the risk of second primary lung cancer in BCS group, which is a surrogate marker for radiation. No significant SIR was detected. To further investigate the exact association between radiotherapy and second primary lung cancer, more detailed information of individual patients are needed to do stratified analysis or identify potential biomarkers.

There was a 31% increased risk of developing a second primary lung cancer within 1 year after breast cancer diagnosis, suggesting non-breast imaging studies are important during this period. Although all women with breast cancer experience an increased risk of second primary lung cancer, we found that younger women have a greater excess risk than the general population of the same age. Other studies also reported that the second cancer risk is substantially greater among patients with initial diagnosis of breast cancer at the age of < 50 years (6, 43, 44). Specially, we found that SIR values decreased as the age at BC diagnosed rising. BC patients diagnosed at 20–39 appear to have the highest SIR. So we compared the frequency distributions of ages at BC diagnosed according to ER/PR status using chi-square test (Supplementary Table S1). BC patients diagnosed at 20–39 are more likely to be ER-/PR- (both p < 0.001). Then we did stratified analysis according to ER/PR status. SIR values decreased as the age at BC diagnosed rising only in ER-/PR- groups, but not in ER+/PR+ groups (Supplementary Table S2). As mentioned above, this may be related to menstrual status and endocrine therapy. SIR of lung cancer increases in more recent years, likely reflecting the influence of advances in treatment and closer medical follow-up of BC survivors and also the improvement of screening methods. Black women with breast cancer tended to have greater risk of lung cancer. Racial differences in the risk of second malignancy after prostate cancer have been reported previously. It may reflect difference in genetic susceptibility or environmental exposures, treatment, or the combination of these factors.

From the aspect of breast cancer, second primary malignancies have a negative impact on survival (6). From the aspect of lung cancer, for the first time, our study indicated that a breast cancer history maybe a favorable prognostic factor for NSCLC (but not SCLC) patients. A previous study found that breast cancer history does not appear to adversely affect OS of NSCLC patients (11). Besides, our study is the first to evaluate the survival of second primary SCLC after breast cancer. BC histology does not influence the survival of SCLC patients. So, as mentioned above, the different effect of breast cancer histology to BC-NSCLC and BC-SCLC may contribute at least partly to the hormone receptor and HER2. Other common pathways between NSCLC and breast cancer deserve further study.

Large sample size is the great strength of our study, including 6,269 second primary lung cancers among 620,429 first breast cancers. Also, the SEER data were well collected and had extensive quality standards. The limitations include: (1) the lack of detailed individual information on treatment, such as endocrine therapy, targeted therapy. (2) absence of details of factors that could influence NSCLC survival, such as smoking, performance status, and sociodemographic status. (3) patients with lung metastases from breast cancer might have been misclassified as second primary lung cancers. In view of the improvements in histologically diagnostic procedures in the recent decades, and the rigorous criteria that SEER program requires to define multiple primary cancer (45), we estimate that any effects of residual misclassification are small.

In conclusion, the major finding of our study is that women diagnosed with breast cancer had an increased risk of developing a second primary lung cancer. Our study is the first to find that TNBCs, as well as ER-/PR- BC patients, have a significant high risk of secondary lung cancer. High-risk factors also include: short latency (within 1 year after BC diagnosed), younger age at BC diagnosed, black people, poorly or undifferentiated histological grade of BC. Although BC histology may be a favorable prognostic factor for BC-NSCLC patients, ER-, PR-, and TNBC are poor prognostic factors for them. ER, PR, and HER2 play an important role in the development and progression of BC-NSCLC. Therefore, we recommend closer medical follow-up of breast cancer patients with high-risk factors. For lung tumor after breast cancer diagnosis, biopsy may be very important to distinguish lung metastasis or second primary lung cancer, as the therapeutic regimens are largely different. Our findings should be replicated in other large, registry-based studies and prospective studies. Future researches are also need to address the clinical management and biologic mechanisms of lung cancer that develops after breast cancer.
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