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Abstract 

Background:  We aimed to explore the potential of German claims data for describing initial and long-term treat-
ment patterns of breast cancer patients undergoing surgery.

Methods:  Using the German Pharmacoepidemiological Research Database (GePaRD, ~ 20% of the German popula-
tion) we included patients with invasive breast cancer diagnosed in 2008 undergoing breast surgery and followed 
them until 2017. We described initial and long-term treatment patterns and deaths. Analyses were stratified by 
stage (as far as available in claims data), age at diagnosis, and mode of detection (screen-detected vs. interval vs. 
unscreened cases).

Results:  The cohort comprised 10,802 patients. The proportion with neoadjuvant therapy was highest in 
patients < 50 years (19% vs. ≤ 8% at older ages). The proportion initiating adjuvant chemotherapy within four 
months after diagnosis decreased with age (< 50 years: 63%, 50–69: 46%, 70–79: 27%, 80 + : 4%). Among 
women < 69 years, ~ 30% had two breast surgeries in year one (70–79: 21%, 80 + : 14%). Treatment intensity was 
lower for screen-detected compared to interval or unscreened cases, both in year one (e.g., proportion with mastec-
tomy ~ 50% lower) and within 2–10 years after surgery (proportions with radiotherapy or chemotherapy about one 
third lower each).

Conclusions:  This study illustrates the potential of routine data to describe breast cancer treatment and provided 
important insights into differences in initial and long-term treatment by mode of detection and age.
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Background
Globally, breast cancer is the most common female can-
cer as well as the leading cause of cancer death among 
women [1]. In Germany, 68,950 women were newly diag-
nosed with breast cancer in 2016 (mean age 64  years), 

and 18,750 women died of breast cancer (mean age 
75 years). The absolute five-year survival was 79% [2].

While the short- and long-term survival of breast can-
cer patients is well described by cancer registry data, 
there is scarcity of data on the burden of treatment, par-
ticularly regarding information beyond initial treatment 
[3–6]. Information on initial and long-term treatment is 
important given its impact on the quality of life among 
cancer patients [7, 8]. Stratification of this information 
by screening status would also be of interest given that 
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screening is expected to reduce the intensity of treat-
ment—apart from its expected impact on breast cancer 
mortality. However, few studies have compared treat-
ment between screen-detected vs. not screen-detected 
breast cancer cases [9–12].

In Germany, long-term information on cancer treat-
ment is not available from cancer registries yet as clini-
cal cancer registration was established only recently [13]. 
One cancer registry has already been collecting treatment 
information on about 8,500 breast cancer patients fol-
lowed for an average of ten years but follow-up data was 
missing in about 18–44% of patients (depending on the 
type of treatment) [14]. To fill this gap, German claims 
data may be a valuable data source but they have not 
been used for this purpose so far. Claims data also con-
tain information that can be used to classify breast can-
cer patients into screen-detected vs. not screen-detected 
cases. In Germany, women aged 50–69 years are invited 
biennially to participate in the organized mammography 
screening program.

Our aim was therefore to explore the potential of Ger-
man claims data for describing the initial and long-term 
treatment of breast cancer patients who underwent 
breast surgery, stratified by baseline characteristics of the 
disease as far as available in claims data and the mode of 
detection (screen-detected vs. not screen-detected).

Methods
Data source
We used the German Pharmacoepidemiological Research 
Database (GePaRD) which is based on claims data from 
four statutory health insurance providers in Germany. 
GePaRD currently includes information on approxi-
mately 25 million persons who have been insured with 
one of the participating providers since 2004 or later. In 
addition to demographic data, GePaRD contains infor-
mation on drug dispensations as well as outpatient (i.e., 
from general practitioners and specialists) and inpatient 
services and diagnoses. Per data year, there is informa-
tion on approximately 20% of the general population and 
all geographical regions of Germany are represented. 
About 90% of the general population in Germany are 
covered by statutory health insurance. Core characteris-
tics of the German health insurance system are uniform 
access to all levels of care and free choice of providers. As 
detailed in Additional file 1, various measures are taken 
to ensure a high quality and to assess validity of the data 
in GePaRD.

Study design
Given our aim to provide information on initial treat-
ment (starting before or within one year after surgery as 
further explained below) and long-term treatment (years 

2–10 after breast surgery), we conducted a retrospective 
cohort study among female breast cancer patients diag-
nosed in 2008. We included women with a first diagnosis 
code for breast cancer (ICD-10-GM “C50”, inpatient or 
outpatient code) in 2008 and a second breast cancer code 
within four months to confirm the diagnosis. We fol-
lowed the cohort until death or the end of observation on 
December 31, 2017. Another inclusion criterion was con-
tinuous health insurance coverage for four years before 
the breast cancer diagnosis code in 2008. We excluded 
patients with a code for breast cancer during this pre-
observation period to focus the analysis on incident 
breast cancer cases. Furthermore, we excluded patients 
without breast surgery and patients who had no inpatient 
diagnosis code for “C50” but an inpatient diagnosis code 
for in  situ carcinoma of the breast (ICD-10-GM “D05”) 
in the quarter of surgery. Finally, we excluded patients 
who left the cohort due to a change of insurance provider, 
i.e. with incomplete follow-up. While we included breast 
cancer patients irrespective of age into the cohort, the 
analysis by mode of detection was restricted to those in 
the age range eligible for screening.

Classification of stage at diagnosis and mode of detection
Given that exact information on tumor stage is not avail-
able in claims data, we used a previously developed 
algorithm to roughly classify stage at diagnosis as far as 
possible in claims data [15]. This algorithm considers in- 
and outpatient diagnoses for secondary neoplasms (ICD-
10-GM “C77”, “C78”, “C79”) coded during the 120  days 
following the incident breast cancer diagnosis and clas-
sifies patients into three categories: no affected lymph 
nodes or distant metastases at diagnosis (group A), only 
affected lymph nodes at diagnosis (group B), and distant 
metastases at diagnosis (group C).

Regarding the mode of detection, we distin-
guished between “screen-detected”, “interval can-
cer”, “unscreened, but eligible” and “unscreened and 
ineligible”. These categories take into account that in 
Germany women are eligible to participate in mam-
mography screening from age 50 to 69 every two years. 
To define “screen-detected”, we considered codes 
for screening mammography and multidisciplinary 
case conference in relevant time periods as explained 
in Additional file  1. Multidisciplinary case confer-
ences are only supposed to be held for patients with 
a biopsy taken after suspicious findings at screening 
mammography, so they also indicate screen detection. 
The diagnosis was classified as “interval cancer” if the 
woman had a screening mammography in the regular 
screening interval (two years) before diagnosis, but 
the criteria for screen-detection were not fulfilled. If 
no mammography screening was coded in the regular 
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screening interval before diagnosis and the woman was 
eligible for screening (i.e., 50–69  years at diagnosis), 
the patient was classified as “unscreened but eligible”. 

The remaining patients were classified as “unscreened 
and ineligible”. A figure describing this classification is 
available in Additional file 1 (Figure A1).

Fig. 1  Description of initial treatment phase in included breast cancer patients without affected lymph nodes or distant metastases (A) or with 
affected lymph nodes only (B) at diagnosis. The time frames considered for treatment and death within treatment groups were: breast conserving 
surgery or mastectomy within one year after diagnosis, adjuvant systemic therapy initiated within four months after diagnosis, and radiotherapy 
initiated within ten months after diagnosis. Deaths after the initial treatment phase were assessed later than ten months after diagnosis
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Description of breast cancer treatment and deaths
We assessed breast cancer treatment using claims for in- 
and outpatient medication (systemic therapy, i.e. cyto-
static drugs, hormone therapy, monoclonal antibodies) 
and claims for in- and outpatient procedures (breast sur-
gery, radiotherapy). To describe initial therapy we used 
the following time frames and categories: proportion of 
patients with cancer medication initiated after diagno-
sis and before surgery (neoadjuvant systemic therapy), 
proportion of patients with cancer medication initiated 
within four months after breast surgery (adjuvant sys-
temic therapy), and proportion of patients with radio-
therapy initiated within ten months after breast surgery. 
We described initial therapy stratified by stage at diag-
nosis (groups A–C) and also determined the propor-
tion of deaths during initial treatment and afterwards. 
Furthermore, we described initial therapy stratified by 
age at diagnosis (< 50  years, 50–69  years, 70–79  years, 
80 + years) and stratified by mode of detection among 
women eligible for mammography screening, i.e. 
50–69-year-old women (screen-detected cancer, interval 
cancer, cancer in unscreened women). Regarding long-
term treatment, we described treatment as well as deaths 
in the years 2–10 after first breast surgery, determining 
for each year the proportion of patients with at least one 
code for radiotherapy, cytostatic drugs, or further breast 
surgery (i.e., breast conserving surgery/mastectomy; 
codes for breast reconstruction were not considered) in 
the respective year and the proportion of women who 
died in the respective year. In addition, we determined 
the proportion of patients with any code for radiotherapy, 
cytostatic drugs, or further breast surgery or death con-
sidering the years 2–10 together.

We conducted descriptive analyses, calculating propor-
tions of women who received the respective treatment or 
died, and means and standard deviations to describe age. 
All analyses were performed using SAS® software (SAS 
Institute, version 9.4, NC, USA).

Results
The initial cohort included 12,704 breast cancer patients 
diagnosed in 2008 who received breast surgery within 
one year after diagnosis. Of those, 1,902 were excluded 
because they only had an inpatient code for in situ carci-
noma of the breast in the quarter of surgery (n = 674) or 
had an incomplete follow-up due to a switch in insurance 
(n = 1228), leaving a final cohort of 10,802 women. The 
median duration of follow-up was ten years (interquartile 
range 9–10 years).

Initial treatment patterns
Figure  1 and Fig.  2 show the treatment patterns before 
and within ten months after surgery, stratified by the 

presence or absence of codes regarding affected lymph 
nodes or distant metastases at the time of diagnosis. 
Overall, group A, B, and C comprised 8,816, 1,454, and 
532 patients, respectively. The proportion of patients 
receiving systemic cancer therapy before surgery was 
8% in group A and B and 22% in group C. In group A, 
the proportion of patients with a mastectomy in the first 
year after breast cancer diagnosis was 27% (group B: 
41%; group C: 59%). The proportion of patients starting 
adjuvant systemic therapy within four months after sur-
gery was about 80% in group A, about 90% in group B, 
and between 83 and 88% in group C. In all three groups, 
but particularly in group A, the proportion of patients 
starting radiotherapy within ten months after surgery 
was higher in patients with breast conserving surgery 
(BCS) than in patients with a mastectomy. For exam-
ple, in patients of group A, 91% of patients who received 
BCS and adjuvant systemic therapy started radiotherapy 
within ten months after surgery, vs. 39% of patients with 
mastectomy and adjuvant systemic therapy. In patients of 
group B, these proportions were 89% vs. 69%.

Initial treatment by age at diagnosis
Table 1 describes patient characteristics and initial can-
cer treatment by age at diagnosis. The proportion of 
patients with BCS was highest in age group 50–69 (76%) 
and lowest in patients aged 80 or older (38%). Both the 
proportion of patients with a second breast surgery 
within one year after first surgery and with neoadjuvant 
treatment were highest in patients below age 50 (31% 
and 19%, respectively). The proportion of patients initiat-
ing treatment with cytostatic drugs within four months 
after surgery was 63% below age 50, 46% in age group 
50–69, 27% in age group 70–79, and 4% in patients aged 
80 or older. The initiation of hormone therapy within 
four months after surgery varied between 30% (< age 50), 
46% (ages 50–69), 59% (ages 70–79), and 65% (age 80 +). 
Radiotherapy was initiated in 74%–80% of patients within 
ten months after breast surgery, except for age group 80 
or older (34%).

Initial treatment by mode of detection
Table  2 describes patient characteristics and initial 
therapy stratified by mode of detection in screening-
eligible patients. Overall, 34% were classified as screen-
detected and 8% were classified as interval-detected. 
The proportion in stage group A (no codes for affected 
lymph nodes or metastases) was highest among screen-
detected patients (88%) and lowest among unscreened 
patients (80%). BCS was most common among screen-
detected patients (86% vs. 73% and 71% in the interval 
and unscreened group, respectively). In all three groups, 
24–31% had a second breast surgery within one year after 



Page 5 of 12Heinig et al. BMC Cancer          (2022) 22:130 	

first surgery. The proportion of patients with neoadjuvant 
systemic therapy was lowest in screen-detected patients 
(2% vs. 9–12%). The proportion of patients initiating 
treatment with cytostatic drugs within four months after 
surgery was also lowest in this group (38% vs. 50%). Hor-
mone therapy was most common among screen-detected 
patients (53% vs. 42–43%).

The initial treatment stratified by stage at diagnosis is 
available in Additional file 1 (Table A1).

Long‑term treatment patterns and deaths
Figure  3 shows the long-term treatment patterns and 
deaths in the years 2–10 after first breast surgery for 
patients below age 50 and patients aged 50–69. In 
patients aged 50–69, the proportion receiving chem-
otherapy and the proportion with another surgery 
declined from year two (chemotherapy: 13.5%, surgery: 
2.0%) to year five (chemotherapy: 4.8%, surgery: 1.0%) 
and showed little variation afterwards. In women below 
age 50, a similar pattern was observed but the propor-
tions were higher (year 2: 21.4% with chemotherapy, 3.9% 
with surgery; year 5: 6.6% with chemotherapy, 1.7% with 
surgery). The proportion of women who died was rather 
similar in both age groups by year four, while from year 
five onwards, it was 0.4–0.9 percentage points higher in 

women aged 50–69. Overall, the proportion of patients 
ever receiving chemotherapy in the years 2–10 was 
higher by about ten percentage points in patients below 
age 50 (further surgery: 5 percentage points higher). 
Ever treatment with a monoclonal antibody in the years 
2–10 was more common in patients below age 50 (12% 
vs. 8%) while ever treatment with hormone therapy was 
less common in this age group (72% vs. 80%) (data not 
shown). For women aged 70–79 and 80 years and older, 
the long-term treatment patterns and proportion of 
deaths are shown in Additional file 1 (Figure A2).

Figure 4 shows the long-term treatment patterns and 
deaths in the years 2–10 after first breast surgery by 
mode of detection among screening-eligible women 
(50–69 years). From year two to year nine the propor-
tions of women receiving treatment or who died were 
generally higher for interval cancers as compared to 
screen-detected cancers. From year two to year eight 
the proportions of women receiving cytostatic drugs 
were 29–60% higher among interval cancers. For 
radiotherapy, the differences were highest in years 
two, five and six. The proportions of patients receiv-
ing further surgery also tended to be higher among 
interval cancers in most years. Among unscreened 
women, the long-term treatment patterns were rather 

Fig. 2  Description of initial treatment phase in included breast cancer patients with distant metastases (C) at diagnosis. The time frames considered 
for treatment and death within treatment groups were: breast conserving surgery or mastectomy within one year after diagnosis, adjuvant systemic 
therapy initiated within four months after diagnosis, and radiotherapy initiated within ten months after diagnosis. Deaths after the initial treatment 
phase were assessed later than ten months after diagnosis



Page 6 of 12Heinig et al. BMC Cancer          (2022) 22:130 

similar to women with interval cancers. Overall, the 
proportion of patients ever receiving cytostatic drugs 
in the years 2–10 was higher by about ten percent-
age points among interval-detected patients as com-
pared to screen-detected cancers (25.4% vs. 15.5%). 
The proportion of patients receiving radiotherapy in 
the years 2–10 was 11–12% among screen-detected 
patients irrespective of the type of surgery in the first 
year. Among interval-detected patients this propor-
tion was higher than among screen-detected patients 
and further differed according to the type of surgery 
in the first year (mastectomy: 22%; BCS: vs. 16%). Ever 
treatment with a monoclonal antibody in the years 
2–10 was less common for screen-detected cancers as 
compared to interval cancers (5% vs. 8–9%) while ever 
treatment with hormone therapy was more common in 
this group (84% vs. 75–80%) (data not shown).

The long-term treatment patterns and deaths for the 
whole cohort and stratified by stage at diagnosis are 
available in Additional file 1 (Figures A3 and A4).

Discussion
To the best of our knowledge, this is the first study pro-
viding detailed and complete information on initial and 
long-term treatment patterns and deaths for a large 
group of breast cancer patients in Germany. Includ-
ing 10,802 patients diagnosed in 2008 who underwent 
breast surgery, we observed a markedly lower intensity 
of treatment for screen-detected breast cancer cases as 
compared to cases detected in the screening interval or 
among unscreened women eligible for screening, both 
in the first year (e.g., ~ 50% lower proportion of patients 
with mastectomy) and in the years 2–10 after diagnosis 
(proportions of patients with radiotherapy or chemo-
therapy about one third lower each). We also observed 
distinct differences in treatment by age at diagnosis. The 
proportion of patients initiating chemotherapy within 
four months after surgery, for example, declined from 
63% in patients below age 50 to 27% in patients aged 
70–79 and was only 4% in patients aged 80 or older. 
Among women aged 69 or younger, ~ 30% had a second 

Table 1  Characterization of included breast cancer patients and description of initial treatment phase by age at diagnosis

SD standard deviation, N/A not applicable
a Within one year after diagnosis. Mastectomy includes those with both types of surgery. “Two or more surgeries” refers to additional breast conserving surgery/
mastectomy in the first year after the first surgery
b This refers to adjuvant systemic therapy initiated within four months after breast surgery
c This refers to radiotherapy initiated within ten months after breast surgery

All Age at diagnosis

 < 50 years 50–69 years 70–79 years 80 + years

10,802 (100%) 1750 (16.2%) 5950 (55.1%) 2119 (19.6%) 983 (9.1%)

Mean age at diagnosis (SD) 62.8 (12.2) 43.9 (4.5) 61.0 (5.9) 73.6 (2.8) 84.1 (3.6)

Stage at diagnosis
  No affected lymph nodes/distant metastases 8816 (81.6%) 1419 (81.1%) 4910 (82.5%) 1702 (80.3%) 785 (79.9%)

  Affected lymph nodes only 1454 (13.5%) 266 (15.2%) 781 (13.1%) 284 (13.4%) 123 (12.5%)

  Distant metastases 532 (4.9%) 65 (3.7%) 259 (4.4%) 133 (6.3%) 75 (7.6%)

Breast surgerya

  Breast conserving surgery only 7518 (69.6%) 1234 (70.5%) 4511 (75.8%) 1401 (66.1%) 372 (37.8%)

  Mastectomy 3284 (30.4%) 516 (29.5%) 1439 (24.2%) 718 (33.9%) 611 (62.2%)

  Both types of surgery 1078 (10.0%) 222 (12.7%) 605 (10.2%) 179 (8.4%) 72 (7.3%)

  Two or more surgeries 2716 (25.1%) 543 (31.0%) 1588 (26.7%) 452 (21.3%) 133 (13.5%)

Neoadjuvant systemic therapy
  Yes 954 (8.8%) 330 (18.9%) 497 (8.4%) 101 (4.8%) 26 (2.6%)

Adjuvant systemic therapyb

  Cytostatic drugs 4446 (41.2%) 1101 (62.9%) 2723 (45.8%) 581 (27.4%) 41 (4.2%)

  Monoclonal antibody 96 (0.9%) 18 (1.0%) 55 (0.9%) 20 (0.9%) 3 (0.3%)

  Hormone therapy 5173 (47.9%) 524 (29.9%) 2758 (46.4%) 1257 (59.3%) 634 (64.5%)

Radiotherapyc

  Within ten months after breast surgery 8073 (74.7%) 1398 (79.9%) 4773 (80.2%) 1565 (73.9%) 337 (34.3%)

  Before breast surgery 58 (0.5%) 9 (0.5%) 38 (0.6%) 9 (0.4%) 2 (0.2%)
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breast surgery in the first year after first surgery; among 
women aged 70–79 years and 80 years or older, this pro-
portion was still 21% and 14%, respectively.

The lower intensity of treatment among screen-
detected breast cancers was expected given that screen-
ing leads to a more favorable stage distribution. This 
lower treatment intensity may not fully be interpreted as 
a benefit of screening as there are likely a certain propor-
tion of overdiagnosed cancers in this group even though 
the extent of overdiagnosis in breast cancer screening 

is a matter of ongoing debate [16]. There is hardly any 
other study that quantified and compared the initial and 
long-term intensity of treatment in screened vs. inter-
val and unscreened breast cancers. Existing studies only 
provided information on initial treatment and even this 
information was often restricted to certain types of treat-
ment, particularly surgery and chemotherapy [9, 10, 
17–20]. In addition, they commonly included ductal car-
cinoma in situ (DCIS) [17, 19, 21, 22], which amounted 
to 15–30% of screen-detected cases in some studies [17, 

Table 2  Characterization of included breast cancer patients who were eligible for screening and description of initial treatment phase 
by mode of detection

SD standard deviation, N/A not applicable
a Breast cancer was classified as “screen-detected” if a screening mammography and multidisciplinary case conference were coded in relevant time periods before and 
surrounding the diagnosis. It was classified as “interval-detected” if the woman had a screening mammography in the regular interval (two years) before diagnosis, 
but the criteria for “screen-detected” were not fulfilled. Patients without a screening mammography in the regular interval and aged 50–69 years at diagnosis 
were classified as unscreened, but eligible. The remaining patients were classified as “unscreened and ineligible” (not included in this table).Some patients may be 
diagnosed, e.g., at age 70 and screened at age 69
b Within one year after diagnosis. Mastectomy includes those with both types of surgery. “Two or more surgeries” refers to additional breast conserving surgery/
mastectomy in the first year after the first surgery
c This refers to adjuvant systemic therapy initiated within four months after breast surgery
d This refers to radiotherapy initiated within ten months after breast surgery

All Mode of detection

Screening participants Unscreened 
(eligible)

Screen-detecteda Interval-detected

6065 (100%) 2049 (33.8%) 476 (7.8%) 3540 (58.4%)

Age at diagnosis
  Mean age at diagnosis (SD) 61.2 (6.0) 62.0 (5.8) 61.9 (6.0) 60.6 (6.0)

   < 50 years at diagnosis N/A (0%) N/A (0%) N/A (0%) N/A (0%)

  50–69 years at diagnosis 5950 (98.1%) 1970 (96.1%) 440 (92.4%) 3540 (100%)

  70–79 years at diagnosis 115 (1.9%) 79 (3.9%) 36 (7.6%) N/A (0%)

  80 + years at diagnosis N/A (0%) N/A (0%) N/A (0%) N/A (0%)

Stage at diagnosis
  No affected lymph nodes/distant metastases 5015 (82.7%) 1807 (88.2%) 392 (82.4%) 2816 (79.5%)

  Affected lymph nodes only 788 (13.0%) 206 (10.1%) 72 (15.1%) 510 (14.4%)

  Distant metastases 262 (4.3%) 36 (1.8%) 12 (2.5%) 214 (6.0%)

Breast surgeryb

  Breast conserving surgery only 4608 (76.0%) 1756 (85.7%) 348 (73.1%) 2504 (70.7%)

  Mastectomy 1457 (24.0%) 293 (14.3%) 128 (26.9%) 1036 (29.3%)

  Both types of surgery 610 (10.1%) 151 (7.4%) 61 (12.8%) 398 (11.2%)

  Two or more surgeries 1606 (26.5%) 494 (24.1%) 145 (30.5%) 967 (27.3%)

Neoadjuvant systemic therapy
  Yes 501 (8.3%) 43 (2.1%) 43 (9.0%) 415 (11.7%)

Adjuvant systemic therapyc

  Cytostatic drugs 2758 (45.5%) 771 (37.6%) 236 (49.6%) 1751 (49.5%)

  Monoclonal antibody 57 (0.9%) 6 (0.3%) 4 (0.8%) 47 (1.3%)

  Hormone therapy 2823 (46.5%) 1086 (53.0%) 200 (42.0%) 1537 (43.4%)

Radiotherapyd

  Within ten months after breast surgery 4866 (80.2%) 1708 (83.4%) 381 (80.0%) 2777 (78.4%)

  Before breast surgery 38 (0.6%) 3 (0.1%) 2 (0.4%) 33 (0.9%)
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22]. A study from Germany by Braun et  al. reported 
that 77% of 526 screen-detected vs. 67% of 147 interval-
detected cases with invasive breast cancer underwent 
BCS as primary surgical treatment [12]. In our study a 
similar difference between both groups was observed but 
the proportions of patients undergoing only BCS were 
higher compared to the study by Braun et al., particularly 

for screen-detected cases (86%). This is likely due to the 
fact that Braun et al. included cases since 2006, i.e., a high 
proportion was detected in the first round of screen-
ing where stage distribution is typically less favorable as 
compared to subsequent rounds.

We observed a higher proportion of women initiat-
ing hormone therapy within four months after surgery 

Fig. 3  Long-term treatment patterns (radiotherapy, cytostatic drugs, further surgery [breast conserving surgery/mastectomy]) and deaths in the 
years 2–10 among included breast cancer patients stratified by age group (< 50 years (A) and 50–69 years (B) at diagnosis). Year ten is not a full year 
because observation ended on December 31, 2017
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Fig. 4  Long-term treatment patterns (radiotherapy, cytostatic drugs, further surgery [breast conserving surgery/mastectomy]) and deaths in the 
years 2–10 after first breast surgery in screening-eligible patients whose breast cancer was screen-detected (A), detected in the screening interval 
(B), or who were eligible but did not participate in screening (C). Year ten is not a full year because observation ended on December 31, 2017
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among screen-detected cancer cases (53%) as compared 
to interval and unscreened cases (42–43%). Long-term 
receipt of hormone therapy was also higher in this 
group (84% vs. 75–80%, respectively). This is in line with 
other studies reporting a higher proportion of hormone 
receptor-positive breast cancer in this group [23, 24]. 
For example, in the study by Braun et al., this proportion 
was 78%, 70%, and 68% among screen-detected, interval, 
and unscreened cases, respectively [12]. In a systematic 
review, we have shown that women using menopausal 
hormone therapy are more adherent to mammography 
screening as compared to non-users [25]. This associa-
tion in combination with the fact that menopausal hor-
mone therapy increases breast cancer risk, particularly 
risk of hormone receptor-positive breast cancer [26, 27], 
may explain this imbalance between groups.

In the youngest age group (< 50 years at diagnosis), we 
observed the highest proportions of women receiving 
neoadjuvant systemic therapy and adjuvant chemother-
apy. This may reflect a higher proportion of larger, more 
advanced cancers at diagnosis (size was not captured in 
our data). On the other hand, a more aggressive treat-
ment even for stage 1 in breast cancer patients below 
age 40 compared to older patients has been reported 
by Fredholm et al. [28]. Further, receipt of both types of 
surgery (BCS and mastectomy) was also most common 
in the youngest age group (13% vs. 7–10% in the older 
age groups). This might indicate that the initial treat-
ment decision in this age group is driven by the aim to 
conserve the breast, more so than in other age groups, 
but treatment has then to be intensified in a second step. 
From a data perspective, this highlights the importance 
of collecting information beyond initial treatment in 
order to avoid underestimating treatment intensity. Con-
versely, we observed the highest proportion of mastec-
tomies and the lowest proportions of treatment (further 
surgery, neoadjuvant and adjuvant systemic treatment, 
radiotherapy) among patients aged 70 years or older, par-
ticularly in those aged 80 + . This is likely due to higher 
comorbidity, frailty, or different patient preferences in 
the older compared to the younger age groups. None-
theless, there have also been concerns that breast cancer 
patients with comorbidity are not optimally treated [29]. 
Our finding is consistent with a German study from 2014 
reporting a lower proportion of patients receiving BCS, 
chemotherapy, and targeted therapy for patients aged 
70 years or older as compared to those aged 15–69 years 
[30]. Regarding the type of surgery, a study from the UK 
among breast cancer patients 70 years or older undergo-
ing surgery also reported that the proportion of patients 
with a mastectomy (as opposed to BCS) increased with 
age [31].

Our analysis regarding the long-term treatment pat-
terns in the years 2–10 following the first breast sur-
gery provides information on the burden of treatment 
beyond initial treatment. Furthermore, it may provide 
indicators for recurrence, but this needs to be interpreted 
with caution because, for example, in year two the initial 
treatment may not be finished yet or in very advanced 
patients, initial treatment may continue until death. The 
proportions of patients with further treatment (radio-
therapy, cytostatic drugs, surgery) were higher among 
interval-detected and unscreened patients compared to 
screen-detected patients. This difference was particu-
larly pronounced for cytostatic drugs. Stratification by 
age showed that the proportions of patients with further 
treatment in the years following the first breast surgery 
were highest among the youngest age group (< 50 years at 
diagnosis), which might indicate elevated rates of recur-
rence. To which extent this is due to a less favorable stage 
at diagnosis or a more progressive nature of the tumors 
needs to be clarified but this requires additional clinical 
and molecular data.

A specific strength of our study lies in the data source 
which allowed complete and long-term follow-up of can-
cer treatment in a large sample of breast cancer patients 
representing the real-world setting. The data source 
avoids non-responder and recall bias and allowed strati-
fication by mode of detection (screen-detected vs. inter-
val vs. unscreened cases). Furthermore, it has also been 
shown that drug prescriptions in GePaRD are representa-
tive of all persons with statutory health insurance in Ger-
many [32]. To make sure that the study population can 
be followed up for ten years and is as homogeneous as 
possible with respect to treatment guidelines at the time 
of diagnosis, we focused on one year of diagnosis (2008) 
regarding inclusion. We plan on repeating this analysis 
for further years of diagnosis as soon as sufficient follow-
up data is available in GePaRD.

Some limitations should also be kept in mind. First, 
claims data are limited with respect to information on 
stage at diagnosis. We still tried to roughly distinguish 
between more and less advanced stages and found plau-
sible patterns, but we are aware that this does not cor-
respond to the usual stage classification of breast cancer. 
Regarding the breast cancer diagnosis itself, we applied 
strict criteria for case definition, so we consider it very 
unlikely that women who did not actually have breast 
cancer were included. Second, there is a lack of informa-
tion on molecular tumor characteristics, but a feasibility 
study exploring the potential of claims data to roughly 
assess receptor status is ongoing, which might be used for 
future analysis. Future studies may also assess whether it 
is possible to determine detailed treatment regimen (e.g., 
chemotherapy regimen) in claims data. Third, as we only 
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included patients who underwent surgery within one 
year of diagnosis no conclusions from our study can be 
drawn regarding breast cancer patients not treated surgi-
cally. Lastly, the case definition in our study required four 
years of continuous health insurance before diagnosis in 
order to distinguish incident from prevalent breast can-
cers. However, given the features of the German health 
system (e.g., insurance coverage is independent of occu-
pational status) and also in view of the fact that switch-
ing health insurance provider is uncommon in Germany, 
we do not think that this inclusion criterion resulted in a 
selected group of patients.

Conclusions
In conclusion, this study illustrates the potential of claims 
data in providing long-term data on breast cancer treat-
ment in the real-life setting and provided important 
insights, amongst others, into differences in initial- and 
long-term treatment by mode of detection and age.

Abbreviations
BCS: Breast conserving surgery; GePaRD: German Pharmacoepidemiological 
Research Database; ICD-10-GM: International Classification of Diseases – 10. 
Revision – German Modification; DCIS: Ductal carcinoma in situ.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12885-​022-​09240-w.

Additional file 1. 

Acknowledgements
The authors would like to thank all statutory health insurance providers which 
provided data for this study, namely AOK Bremen/Bremerhaven, DAK-Gesund-
heit, Die Techniker (TK), hkk Krankenkasse, and AOK Nordwest.

Authors’ contributions
MH: conception and design of the research, data analysis, writing of manu-
script; SS: data validation and critical revision; FH: development of methods 
and critical revision; UH: conception and design of the research, supervision, 
critical revision. All authors have read and approved the manuscript.

Funding
Open Access funding enabled and organized by Projekt DEAL.

Availability of data and materials
As we are not the owners of the data we are not legally entitled to grant 
access to the data of the German Pharmacoepidemiological Research 
Database. In accordance with German data protection regulations, access to 
the data is granted only to employees of the Leibniz Institute for Prevention 
Research and Epidemiology – BIPS on the BIPS premises and in the context of 
approved research projects. Third parties may only access the data in coopera-
tion with BIPS and after signing an agreement for guest researchers at BIPS.

Declarations

Ethics approval and consent to participate
In Germany, the utilisation of health insurance data for scientific research is 
regulated by the Code of Social Law. All involved health insurance providers 

as well as the German Federal Office for Social Security and the Senator for 
Health, Women and Consumer Protection in Bremen as their responsible 
authorities approved the use of GePaRD data for this study. Informed consent 
for studies based on claims data is required by law unless obtaining consent 
appears unacceptable and would bias results, which was the case in this 
study. According to the Ethics Committee of the University of Bremen studies 
based on GePaRD are exempt from institutional review board review. The 
study was performed according to the institutional guidelines of the Leibniz 
Institute for Prevention Research and Epidemiology – BIPS. All data was 
analyzed anonymously and the authors did not have access to identifying 
information.

Consent for publication
Not applicable

Competing interests
MH, SS and UH are working at an independent, non-profit research institute, 
the Leibniz Institute for Prevention Research and Epidemiology – BIPS. Unre-
lated to this study, BIPS occasionally conducts studies financed by the phar-
maceutical industry. Almost exclusively, these are post-authorization safety 
studies (PASS) requested by health authorities. The design and conduct of 
these studies as well as the interpretation and publication are not influenced 
by the pharmaceutical industry. The study presented was not funded by the 
pharmaceutical industry and was performed in line with the ENCePP Code of 
Conduct. FH has no conflicts of interest to disclose.

Author details
1 Department of Clinical Epidemiology, Leibniz Institute for Prevention 
Research and Epidemiology – BIPS, Achterstraße 30, 28359 Bremen, Germany. 
2 Department of Health, Long‑Term Care and Pensions, SOCIUM Research 
Center On Inequality and Social Policy, University of Bremen, 28359 Bremen, 
Germany. 3 Faculty of Human and Health Sciences, University of Bremen, 
Grazer Str. 2, 28359 Bremen, Germany. 

Received: 27 July 2021   Accepted: 25 January 2022

References
	1.	 Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global 

cancer statistics 2018: GLOBOCAN estimates of incidence and mor-
tality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. 
2018;68(6):394–424.

	2.	 Robert Koch-Institut. Krebs in Deutschland für 2015/2016. Berlin: Robert 
Koch-Institut; 2019.

	3.	 Dalal AA, Gauthier G, Gagnon-Sanschagrin P, Burne R, Guerin A, 
Niravath P, et al. Treatment and Monitoring Patterns Among Premeno-
pausal Women with HR+/HER2- Advanced Breast Cancer. Adv Ther. 
2018;35(9):1356–67.

	4.	 Brezden-Masley C, Fathers KE, Coombes ME, Pourmirza B, Xue C, Jerzak 
KJ. A population-based comparison of treatment patterns, resource 
utilization, and costs by cancer stage for Ontario patients with hormone 
receptor-positive/HER2-negative breast cancer. Breast Cancer Res Treat. 
2021;185(2):507–15.

	5.	 Cobleigh M, Yardley DA, Brufsky AM, Rugo HS, Swain SM, Kaufman PA, 
et al. Baseline Characteristics, Treatment Patterns, and Outcomes in 
Patients with HER2-Positive Metastatic Breast Cancer by Hormone Recep-
tor Status from SystHERs. Clin Cancer Res. 2020;26(5):1105–13.

	6.	 Dialla PO, Quipourt V, Gentil J, Marilier S, Poillot ML, Roignot P, et al. In 
breast cancer, are treatments and survival the same whatever a patient’s 
age? A population-based study over the period 1998–2009. Geriatr 
Gerontol Int. 2015;15(5):617–26.

	7.	 Arndt V, Stegmaier C, Ziegler H, Brenner H. Quality of life over 5 years 
in women with breast cancer after breast-conserving therapy ver-
sus mastectomy: a population-based study. J Cancer Res Clin Oncol. 
2008;134(12):1311–8.

	8.	 Kenyon M, Mayer DK, Owens AK. Late and long-term effects of breast 
cancer treatment and surveillance management for the general practi-
tioner. J Obstet Gynecol Neonatal Nurs. 2014;43(3):382–98.

https://doi.org/10.1186/s12885-022-09240-w
https://doi.org/10.1186/s12885-022-09240-w


Page 12 of 12Heinig et al. BMC Cancer          (2022) 22:130 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	9.	 James TA, Wade JE, Sprague BL. The impact of mammographic 
screening on the surgical management of breast cancer. J Surg Oncol. 
2016;113(5):496–500.

	10.	 Coldman AJ, Phillips N, Speers C. A retrospective study of the effect of 
participation in screening mammography on the use of chemotherapy 
and breast conserving surgery. Int J Cancer. 2007;120(10):2185–90.

	11.	 Barth RJ Jr, Gibson GR, Carney PA, Mott LA, Becher RD, Poplack SP. Detec-
tion of breast cancer on screening mammography allows patients to be 
treated with less-toxic therapy. AJR Am J Roentgenol. 2005;184(1):324–9.

	12.	 Braun B, Khil L, Tio J, Krause-Bergmann B, Fuhs A, Heidinger O, et al. Dif-
ferences in Breast Cancer Characteristics by Mammography Screening 
Participation or Non-Participation. Deutsches Arzteblatt international. 
2018;115(31–32):520–7.

	13.	 Holleczek B, Katalinic A. Toward a comprehensive cancer registration 
in Germany. Eur J Cancer Prev. 2017;26 Joining forces for better cancer 
registration in Europe:S132–8.

	14.	 Holleczek B, Stegmaier C, Radosa JC, Solomayer EF, Brenner H. Risk of 
loco-regional recurrence and distant metastases of patients with invasive 
breast cancer up to ten years after diagnosis - results from a registry-
based study from Germany. BMC Cancer. 2019;19(1):520.

	15.	 Oppelt KA, Luttmann S, Kraywinkel K, Haug U. Incidence of advanced 
colorectal cancer in Germany: comparing claims data and cancer registry 
data. BMC Med Res Methodol. 2019;19(1):142.

	16.	 Carter JL, Coletti RJ, Harris RP. Quantifying and monitoring overdi-
agnosis in cancer screening: a systematic review of methods. BMJ. 
2015;350:g7773.

	17.	 Fancellu A, Sanna V, Sedda ML, Delrio D, Cottu P, Spanu A, et al. Benefits of 
Organized Mammographic Screening Programs in Women Aged 50 to 69 
years: A Surgical Perspective. Clin Breast Cancer. 2019;19(5):e637–42.

	18.	 Spillane AJ, Kennedy CW, Gillett DJ, Carmalt HL, Janu NC, Rickard MT, et al. 
Screen-detected breast cancer compared to symptomatic presentation: 
an analysis of surgical treatment and end-points of effective mammo-
graphic screening. ANZ J Surg. 2001;71(7):398–402.

	19.	 Zorzi M, Puliti D, Vettorazzi M, De Lisi V, Falcini F, Federico M, et al. Mastec-
tomy rates are decreasing in the era of service screening: a population-
based study in Italy (1997–2001). Br J Cancer. 2006;95(9):1265–8.

	20.	 Yabroff KR, Harlan LC, Clegg LX, Ballard-Barbash R, Stevens J, Weaver DL. Is 
mode of breast cancer detection associated with cancer treatment in the 
United States? Cancer. 2008;112(5):1011–9.

	21.	 Paajanen H, Kyhälä L, Varjo R, Rantala S. Effect of screening mammog-
raphy on the surgery of breast cancer in Finland: a population-based 
analysis during the years 1985–2004. Am Surg. 2006;72(2):167–71.

	22.	 Malmgren JA, Parikh J, Atwood MK, Kaplan HG. Impact of mammography 
detection on the course of breast cancer in women aged 40–49 years. 
Radiology. 2012;262(3):797–806.

	23.	 Meshkat B, Prichard RS, Al-Hilli Z, Bass GA, Quinn C, O’Doherty A, 
et al. A comparison of clinical-pathological characteristics between 
symptomatic and interval breast cancer. Breast (Edinburgh, Scotland). 
2015;24(3):278–82.

	24.	 Kirsh VA, Chiarelli AM, Edwards SA, O’Malley FP, Shumak RS, Yaffe MJ, 
et al. Tumor characteristics associated with mammographic detection of 
breast cancer in the Ontario breast screening program. J Natl Cancer Inst. 
2011;103(12):942–50.

	25.	 Heinig M, Schwarz S, Haug U. Self-selection for mammography screening 
according to use of hormone replacement therapy: A systematic litera-
ture review. Cancer Epidemiol. 2021;71:101812.

	26.	 Chen WY, Hankinson SE, Schnitt SJ, Rosner BA, Holmes MD, Colditz 
GA. Association of hormone replacement therapy to estrogen and 
progesterone receptor status in invasive breast carcinoma. Cancer. 
2004;101(7):1490–500.

	27.	 Wang S-M, Pfeiffer RM, Gierach GL, Falk RT. Use of postmenopausal 
hormone therapies and risk of histology- and hormone receptor-defined 
breast cancer: results from a 15-year prospective analysis of NIH-AARP 
cohort. Breast Cancer Res. 2020;22(1):129.

	28.	 Fredholm H, Eaker S, Frisell J, Holmberg L, Fredriksson I, Lindman H. Breast 
Cancer in Young Women: Poor Survival Despite Intensive Treatment. PLoS 
One. 2009;4(11):e7695.

	29.	 Edwards MJ, Campbell ID, Lawrenson RA, Kuper-Hommel MJ. Influence 
of comorbidity on chemotherapy use for early breast cancer: systematic 
review and meta-analysis. Breast Cancer Res Treat. 2017;165(1):17–39.

	30.	 Holleczek B, Brenner H. Provision of breast cancer care and survival in 
Germany - results from a population-based high resolution study from 
Saarland. BMC Cancer. 2014;14:757.

	31.	 Morgan JL, George J, Holmes G, Martin C, Reed MWR, Ward S, et al. 
Breast cancer surgery in older women: outcomes of the Bridg-
ing Age Gap in Breast Cancer study. BJS (British Journal of Surgery). 
2020;107(11):1468–79.

	32.	 Fassmer A, Schink T. Repräsentativität von ambulanten Arzneiverord-
nungen in der German Pharmacoepidemiological Research Database 
(GePaRD). Paper presented at the 9. Jahrestagung der Deutschen Gesells-
chaft für Epidemiologie (DGEpi), Ulm, 17–20 Sept 2014

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Initial and ten-year treatment patterns among 11,000 breast cancer patients undergoing breast surgery—an analysis of German claims data
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Data source
	Study design
	Classification of stage at diagnosis and mode of detection
	Description of breast cancer treatment and deaths

	Results
	Initial treatment patterns
	Initial treatment by age at diagnosis
	Initial treatment by mode of detection
	Long-term treatment patterns and deaths

	Discussion
	Conclusions
	Acknowledgements
	References


