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Abstract

Introduction: Triple-negative breast cancer (TNBC) lacks estrogen and progesterone receptors and does not
overexpress HER2. It displays a distinct clinical behavior. This study aims to assess the clinical, molecular and
prognostic characteristics of TNBC patients.

Patients/Methods: TNBC patients, referred to a tertiary medical center, 1/1/2000 – 31/12/2005, were included.
Clinical, molecular and prognostic characteristics were retrospectively collected from patients’ records.

Results: Overall, 122 consecutive TNBC patients were included with a median age of 54 years. Among the TNBC
patients, 101 (82.8%) were Jews and 21 (17.2%) were Arabs.
Family history for breast cancer was reported in 30 patients (24.6%). Genetic counseling was conducted in 30
patients (24.6%); 22/30 (73.3%) had BRCA1/2 mutations.
Median tumor size was 2 cm and positive lymph nodes were detected in pathological examination in 40 patients
(34%). At the time of data analysis, 21/118 patients (17.8%), who initially presented with early disease, had
developed metastasis. Local recurrence was detected in four patients (3.4%). The overall survival (OS) was
significantly longer for patients younger than 60 years compared to those ≥ 60 years, (Hazard ratio (HR) =2.1,
p=0.046). Nulliparous patients had significantly higher OS than patients with a reproductive history of ≥ 4 children.
(HR=0.31, p= 0.041). Mortality rate was higher for Arabs versus Jews but did not reach significance, (HR=1.33;
P=0.64).

Conclusions: TNBC represents an exclusive clinical behavior. Older age and parity were found to be poor prognostic
factors. Further larger studies are needed to reaffirm our findings and explore the genetics among non-BRCA1/2 TNBC
patients.
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Introduction
Breast cancer is the most commonly occurring female
malignancy and the second most common cause of
death from cancer (DeSantis et al. 2011). It is well-
established that breast cancer is a heterogeneous disease
that encompasses various histopathological subtypes ac-
cording to the Perou-Sorlie classification. This classifica-
tion identifies different immunohistochemical biomarkers:
estrogen receptor (ER), progesterone receptor (PR),
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human epidermal growth factor receptor (HER) 2, and the
Ki-67 proliferation index (Sørlie et al. 2001). It identifies
subtypes with a distinct clinical course and prognosis
(Hammond et al. 2010).Triple-negative breast cancer
(TNBC) is negative for ER, PR and HER2 (Ribelles et al.
2013).
TNBC constitutes approximately 10–20% of breast

cancer patients and represents an aggressive subtype
with a poor overall prognosis (Carey et al. 2010; Foulkes
et al. 2010). Moreover, TNBC patients have a higher rate
of early recurrence and distant metastasis to brain and
lungs compared to other breast cancer subtypes (Carey
et al. 2010). A high percentage of women with TNBC
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(34%) relapse within the first three years of follow-up
(Dent et al. 2007).
In addition to histopathological subtypes, the clinical

course might be affected by the molecular genetic pro-
file, including the germ-line mutation of the genes
BRCA1 and BRCA2 (Badve et al. 2011). The interplay
between BRCA mutations and TNBC is complex. Most
breast tumors displaying BRCA1 mutations are TNBC
(Atchley et al. 2008). Furthermore, BRCA1-deficient tu-
mors share biological characteristics with TNBC (Choo
& Nielsen 2010).
To the best of our knowledge, only scant literature has

tried to explore the prevalence of BRCA 1/2 mutations
among women with TNBC of different ethnic groups
(Comen et al. 2011). Greenup et al. found that the
prevalence of BRCA1 mutations was significantly higher
among Ashkenazi Jewish women diagnosed with TNBC,
as compared to African-American patients (Greenup
et al. 2013). In Israel, a country with diverse and unique
ethnic groups, there has been no attempt to characterize
TNBC patients. The aim of the current study was to il-
lustrate the clinical, molecular and prognostic character-
istics of women with TNBC in Israel.
Patients and methods
A retrospective review of the medical records of TNBC
patients referred to a tertiary medical center (Rambam
Health Care Campus, Haifa, Israel) between 1/1/2000
and 31/12/2005 was performed. Clinical data, molecular
characteristics, treatment approaches and clinical data at
follow-up visits were retrieved. Patients were divided
into two main groups according to ethnicity: Arabic (A)
and Jewish (J). ER, PR and HER2 status was extracted
from routine pathology reports, and BRCA1/2 mutation
status was obtained from genetic counseling reports.
Follow-up clinical data included information about
recurrent disease categorized as local, distant, or
combined sites. Patients who presented initially with
metastasis were not included in the recurrence pa-
rameters measurements.
Statistical analysis
Statistical analysis was performed with SPSS package
version 21. Descriptive statistics in terms of mean, median
range, and percentiles were applied to all parameters.
Quantitative parameters were summarized by mean ±
standard deviation (SD) and examined using T-test or
Mann–Whitney U test. Categorical parameters were sum-
marized using frequency measures, and statistical analysis
was performed using Fisher exact test. Survival analysis
was performed with Log rank test. Cox regression model
was used to determine the association between overall
survival and several independent parameters. A p value
of <0.05 was considered as statistically significant.

Results
Overall, 122 consecutive TNBC patients were included
in the study. The clinical, molecular, and histopatho-
logical characteristics of the TNBC patients are pre-
sented in Table 1. A majority of patients (74.6%) were
younger than 60 years of age, and the median age was
54 years (range, 27–93 years). A total of 101 (82.8%) pa-
tients were Jewish (J) and 21 (17.2%) were Arabic (A).
Reproductive history was examined according to the

number of children at diagnosis and patients were di-
vided into three subgroups, with the majority (54.5%) of
TNBC patients having 1–3 children (Table 1).
With regard to inheritance, 1st degree family history

for breast cancer was reported in 30 (24.6%) patients.
Genetic counseling was conducted for these 30 patients,
22 of whom (73.3%) were positive for BRCA1/2 muta-
tions. These patients represented 18% (22/122) of all the
women included in the study.
Histopathological studies demonstrated that infiltrat-

ing ductal carcinoma (IDC) was the prominent histo-
pathological type (115/122, 94.3%). Tumor size showed
variability, with a median tumor size of 2 cm (range, 0–9
cm). Resected lymph nodes were positive for breast
tumor by pathological examination in 40 (34%) patients.
Lumpectomy was the most common approach, per-

formed in 76.6% patients. However, mastectomy was
performed in nearly one-quarter of the patients.
Adjuvant chemotherapeutic treatment was given to 85

(81%) patients, while 11 patients received neoadjuvant
therapy and, accordingly, were excluded from the treat-
ment measurements.
Tumor progression was designated as metastasis de-

velopment, local recurrence, or a combination of both.
At the time of data analysis, 21/118 (17.8%) patients,
who initially presented with early disease, had developed
metastasis. Four patients who had metastatic disease at
presentation were excluded. With regard to the location
of the metastasis, the major metastatic sites included
bone in 7 (33.3%), liver in 5 (23.8%), lung in 7 (33.3%),
and central nervous system in 3 (14.3%). Local recur-
rence was detected in four (3.4%) patients. The time
elapsed between diagnosis and recurrence was wide,
with a median of 2.5 years (range, 0.25-11 years).
Within a follow-up period of 0.14-14 years following

diagnosis, death of any cause was observed in 35
(28.70%) patients (Table 2).

Association of clinical parameters with overall survival
(OS)
We first explored the relationship between OS and dif-
ferent univariate analyses (Table 3). Interestingly, the



Table 1 Clinical, molecular and histopathological
characteristics of triple-negative breast cancer patients

Characteristic N Percentage of total (%)

Age

>60 years 31 25.40

≤60 years 91 74.60

No. of children

0 24 19.8%

1-3 66 54.5%

4+ 31 25.6%

Missing 1

Ethnicity

Jewish 101 82.80

Arabic 21 17.20

1st degree family history

Positive for breast cancer 30 24.60

Negative for breast cancer 92 75.40

BRCA 1–2 mutation

Positive 22 73.33

Negative 8 26.67

Histopathological type

Invasive ducal carcinoma 115 94.30

Medullary carcinoma 3 2.45

Infiltration lobular carcinoma 4 3.28

Involved lymph nodesa

Absent 78 66

1-3 nodes 27 23

≥4 nodes 13 11

Tumor size

≤2 cm 66 54.00

>2.1 cm 56 46

Surgical interventionb

Lumpectomy 90 76.30

Mastectomy 28 23.7

Adjuvant chemotherapyc

Yes 85 81

No 20 19

Notes
aExact number of involved lymph nodes missing in four patients.
bFour patients who had metastatic disease at presentation were not included
in surgical and chemotherapy treatment.
cAdjuvant treatment data was missing for two patients, 11 patients received
neoadjuvant treatment.

Table 2 Clinical outcomes of triple-negative breast cancer
patients

Characteristic N Percentage of total (%)

Recurrence

Yes 25 21.18

No 93 78.88

Pattern of Recurrencea

Local 4 3.39

Distant 21 17.80

Distant Metastasis

Yes 21 17.80

No 97 82.20

Site of metastasis

Liver 5 23.80

Lung 7 33.3

Central nervous system 3 14.30

Bones 7 33.30

Contralateral breast cancer

Yes 10 8.20

No 112 91.80

Death of any cause

Yes 35 28.70

No 87 71.30

Note
a Four patients had metastatic disease at presentation. These patients were
not included in the recurrence measurements.
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cumulative survival was significantly higher for TNBC
patients younger than 60 years, compared to those over
60 years (Figure 1). Notably, the overall survival for
those with a reproductive history of ≥4 children was sig-
nificantly lower than for TNBC patients without chil-
dren. Similarly, the risk of mortality among TNBC
patients with four or more children was higher com-
pared to patients with 1–3 children (Figure 2).
Additional data from multivariate analysis demon-

strated that patients over 60 years of age had a higher
mortality risk when compared to patients younger than
60 years of age (p = 0.015). Moreover a patient with one
child or more had a higher risk of 4.9 folds for death
when compared to women with no children (p = 0.034)
(Table 3).

Discussion
Several studies have illustrated the clinical and molecu-
lar characteristics of TNBC and showed that, unlike
other breast cancer subtypes, TNBC is distinct because
of lower disease-free survival, higher predisposition to
form metastasis, and overall poor prognosis (Foulkes
et al. 2010). We hereby provide the first study which
aims to characterize TNBC patients in Israel according
to molecular and clinical parameters. In the current
study, we demonstrated that TNBC is more common
among patients younger than 60 years. This finding is in
accordance with previous literature. Dent et al. found
that the mean age of TNBC women at diagnosis was 53



Table 3 Hazard ratio of overall survival and risk of death, according to different clinical and histopathological
characteristics

Univariate Analysis

Characteristic Hazard ratio 95% confidence interval p value

Age

>60 years vs ≤60 years 2.1 1.01-4.38 0.046

No. of children

0 vs 4+ 0.31 0.098-0.953 0.041

1-3 vs 4+ 0.30 0.18-0.86 0.02

1+ vs 0 1.81 0.63-5.2 0.27

Ethnicity

Arabic vs Jewish 1.33 0.40-4.42 0.64

Family history

Positive vs negative for breast cancer 0.96 0.42-2.17 0.92

Lymph nodes

Positive vs negative 2.45 1.07-5.60 0.033

Tumor size

>2 cm vs ≤2 cm 1.46 0.68-3.10 0.33

Surgery

Mastectomy vs lumpectomy 1.45 0.63-3.33 0.38

Distant metastasis

Yes vs no 7.06 3.27-15.28 <0.001

Multivariate Analysis

Characteristic 95% confidence interval p value

Age

>60 years vs ≤60 years 1.335-14.986 0.015

No. of children

0 vs 1+ 1.129-21.920 0.034
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years (Dent et al. 2007) and Thike et al. reported a simi-
lar pattern with a median age of 52 years among TNBC
at diagnosis (Thike et al. 2010), while other histopatho-
logical breast cancer subtypes are generally diagnosed at
an older age (Boyle 2012).
We found that age younger than 60 years, nulliparity

and absence of metastasis were associated with a statisti-
cally significant longer overall survival. It should be
mentioned that only a few studies to date have examined
age as an independent prognostic factor affecting clinical
outcome among TNBC patients. Ovcaricek et al. re-
ported a significantly higher risk of relapse for patients
older than 65 years compared to those younger than 65
(Ovcaricek et al. 2011). Nevertheless, no significant dif-
ferences were noticed in OS between the two groups.
There are very few data regarding the relationship be-

tween hormone receptor profile, including TNBC, and
classical risk factors (Boyle 2012), with the assumption
that differences in histopathological subtypes might
explain the distinct or contradicted susceptibility of
these subtypes to different risk factors.
Most interestingly, the interplay between parity status

and TNBC incidence and clinical course was investi-
gated. Phipps et al. showed a lower incidence of TNBC
among nulliparous women, with the number of births
positively correlated to the risk of TNBC (Phipps et al.
2011). These findings were corroborated by Nagatsuma
et al. who reported a significant correlation between Jap-
anese patients who had given birth most recently to
higher rates of advanced stages of breast cancer, with an
increased risk of negative estrogen and progesterone re-
ceptors and TNBC tumors when compared with nul-
liparous patients or those who had given birth less
recently (Nagatsuma et al. 2013). Furthermore, signifi-
cantly shorter overall survival rates were observed in pa-
tients with a more recent reproductive history when
compared to patients with less recent parity (Nagatsuma
et al. 2013). We showed that overall survival was



Figure 1 The overall survival of TNBC patients stratified by age at diagnosis (p = 0.042).
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significantly higher among nulliparous TNBC pa-
tients and correlated inversely with the number of
births.
TNBC incidence varies among different ethnicities,

suggesting that there are different genes that can predis-
pose specific races to TNBC and distinct clinical behav-
ior (Boyle 2012; Stead et al. 2009; Kurian et al. 2010;
Figure 2 The overall survival of TNBC patients stratified by number o
Between 1–3 vs 0: p = 0.59.
Amirikia et al. 2011; Huo et al. 2009). For instance,
Stead et al. showed that TNBC was more prevalent
among African-American women compared to White
women (Stead et al. 2009). In addition, the lifetime risk
of TNBC was highest among African-American women
compared with Asian Hispanics and Whites in California
(Kurian et al. 2010). In our study, however, ethnicity was
f children. Between 0 to 4+: p = 0.033. Between 1–3 vs 4+: p = 0.012.
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not shown to affect overall survival. Although the distri-
bution of the patients matched the percentages in the
general population, the small number of Arabic patients
(17.2%), where the majority was Jewish patients, might
preclude obtaining significant different results according
to ethnicity.
It is well-known that the majority of breast cancers

that present in patients with positive BRCA1 mutations
are TNBC (Atchley et al. 2008; Musolino et al. 2007).
Moreover, recent studies showed that BRCA1-deficient
tumors possess similar biological characteristics to TNBC
(Choo & Nielsen 2010). Despite this significant clinical
and biological association, the clinical ramifications and
prognostic value of BRCA mutations in TNBC subgroups
are not established yet (Lee et al. 2011). Lee et al. tried to
illustrate the clinical outcomes according to BRCA status
among TNBC patients. This study showed similar survival
rates for carriers and non-carriers of BRCA mutations
(Lee et al. 2011). In addition, a large study conducted by
the Israel National Cancer Registration Center reported
no significant differences among BRCA and non-BRCA
patients of breast cancer (Rennert et al. 2007).
The prevalence of BRCA mutations among TNBC pa-

tients reported in the literature is 10-30% (Evans et al.
2011; Gonzalez-Angulo et al. 2011), while generally al-
most 10% patients diagnosed with breast cancer have a
BRCA mutation (Frank et al. 2002). In this study, BRCA
mutations were present in 22 patients (18% of all pa-
tients). Furthermore, BRCA mutation prevalence com-
prised a 53.3% (16/30) of patients with a 1st degree
family history of breast and/or ovarian cancer. These
current results coincide with earlier results on early on-
set breast cancer study in Israeli populations, showing
BRCA mutations that reached 31% in entire group, but
57% in patients with a family history of breast and/or
ovarian cancer (Gershoni-Baruch et al. 2000). However,
to the best of our knowledge, our study is the first to re-
port the prevalence of BRCA mutations among Israeli
TNBC patients.
In Israel, genetic counseling is recommended for early-

onset premenopausal Ashkenazi Jewish breast cancer pa-
tients and a familial history of breast or ovarian malignancy,
regardless of histopathological subtype.
Kwon et al. reported significant results that sup-

ported routine testing of TNBC patients younger than
50 years as a cost-effective strategy, since this strategy
provided an additional life expectancy for TNBC pa-
tients (Kwon et al. 2010). However, no worldwide val-
idated policy exists yet.
Our study has several limitations. Firstly, the small co-

hort studies precluded the power to detect significant
differences regarding the effect of race on the clinical be-
havior of TNBC patients. Secondly, only a small number
of patients underwent genetic counseling and much
smaller numbers were examined for BRCA1/2, thus pre-
cluding the ability to derive a conclusion about the clin-
ical differences between BRCA and non-BRCA patients.

Conclusions
We demonstrated that TNBC is more common among
young patients below 60 years of age. The overall sur-
vival was significantly higher among nulliparous TNBC
patients and correlated inversely with the number of
births. Further prospective studies should reaffirm our
findings and explore the effect of genetic profiling and
ethnicity on the clinical course of TNBC patients.

Competing interests
The authors declare that they have no competing of interest.

Authors’ contributions
KA and GF participated equally in: Study design, Methods setting, Data
collection and analysis. KA and GF wrote, edited and revised the article
manuscript. All authors read and approved the final manuscript.

Received: 20 February 2015 Accepted: 23 February 2015

References
Amirikia KC, Mills P, Bush J, Newman LA (2011) Higher population-based incidence

rates of triple-negative breast cancer among young African-American women:
implications for breast cancer screening recommendations. Cancer 117
(12):2747–2753, doi: 10.1002/cncr.25862

Atchley DP, Albarracin CT, Lopez A, Valero V, Amos CI, Gonzalez-Angulo AM,
Hortobagyi GN, Arun BK (2008) Clinical and pathologic characteristics of
patients with BRCA-positive and BRCA-negative breast cancer. J Clin Oncol
26(26):4282–4288, doi: 10.1200/JCO.2008.16.6231

Badve S, Dabbas DJ, Schnitt SJ, Baehner FL, Decker T, Eusebi V, Fox SB, Ichihara S,
Jacquemier J, Lakhani SR, Palacios J, Rakha EA, Richardson AL, Schmitt FC,
Tan PH, Tse GM, Weigelt B, Ellis IO, Reis-Filho JS (2011) Basal-like and
triple-negative breast cancers: a critical review with an emphasis on the
implications for pathologists and oncologists. Mod Pathol 24:157–167

Boyle P (2012) Triple-negative breast cancer: epidemiological considerations and
recommendations. Ann Oncol 23(Suppl 6):vi7–vi12

Carey L, Winer E, Viale G, Cameron D, Gianni L (2010) Triple-negative breast cancer:
disease entity or title of convenience? Nat Rev Clin Oncol 7:683–692

Choo JR, Nielsen TO (2010) Biomarkers for basal-like breast cancer. Cancers (Basel)
2(2):1040–1065, doi: 10.3390/cancers2021040

Comen E, Davids M, Kirchoff T, Hudis C, Offit K, Robson M (2011) Relative
contributions of BRCA1 and BRCA2 mutations to “triple-negative” breast
cancer in Ashkenazi women. Breast Cancer Res Treat 129:185–190

Dent R, Trudeau M, Pritchard K, Hanna WM, Kahn HK, Sawka CA, Lickley LA,
Rawlinson E, Sun P, Narod SA (2007) Triple-negative breast cancer: clinical
features and patterns of recurrence. Clin Cancer Res 13:4429–4434

DeSantis C, Siegel R, Bandi P, Jemal A (2011) Breast cancer statistics. CA Cancer
J Clin 61(6):409–418, doi: 10.3322/caac.20134

Evans DG, Howell A, Ward D, Lalloo F, Jones JL, Eccles DM (2011) Prevalence of
BRCA1 and BRCA2 mutations in triple negative breast cancer. J Med Genet
48:520–522, doi: 10.1136/jmedgenet-2011-100006

Foulkes WD, Smith IE, Reis-Filho JS (2010) Triple-negative breast cancer. N Engl
J Med 363(20):1938–1948

Frank TS, Deffenbaugh AM, Reid JE, Hulick M, Ward BE, Lingenfelter B, Gumpper
KL, Scholl T, Tavtigian SV, Pruss DR, Critchfield GC (2002) Clinical
characteristics of individuals with germline mutations in BRCA1 and BRCA2:
analysis of 10,000 individuals. J Clin Oncol 20(6):1480–1490

Gershoni-Baruch R, Dagan E, Fried G, Bruchim Bar-Sade R, Sverdlov-Shiri R,
Zelicksson G, Friedman E (2000) Significantly lower rates of BRCA1/BRCA2
founder mutations in Ashkenazi women with sporadic compared with familial
early onset breast cancer. Eur J Cancer 36(8):983–986

Gonzalez-Angulo AM, Timms KM, Liu S, Chen H, Litton JK, Potter J, Lanchbury JS,
Stemke-Hale K, Hennessy BT, Arun BK, Hortobagyi GN, Do KA, Mills GB,
Meric-Bernstam F (2011) Incidence and outcome of BRCA mutations in



Asleh-Aburaya and Fried SpringerPlus  (2015) 4:132 Page 7 of 7
unselected patients with triple receptor-negative breast cancer. Clin Canc
Res 17:1082–1089, doi: 10.1158/1078-0432.CCR-10-2560

Greenup R, Buchanan A, Lorizio W, Rhoads K, Chan S, Leedom T, King R,
McLennan J, Crawford B, Kelly Marcom P, Shelley Hwang E (2013) Prevalence
of BRCA mutations among women with triple-negative breast cancer (TNBC)
in a genetic counseling cohort. Ann Surg Oncol 20(10):3254–3258, doi:
10.1245/s10434-013-3205-1

Hammond MEH, Hayes DF, Dowsett M, Allred DC, Hagerty KL, Badve S,
Fitzgibbons PL, Francis G, Goldstein NS, Hayes M, Hicks DG, Lester S, Love R,
Mangu PB, McShane L, Miller K, Osborne CK, Paik S, Perlmutter J, Rhodes A,
Sasano H, Schwartz JN, Sweep FC, Taube S, Torlakovic EE, Valenstein P, Viale
G, Visscher D, Wheeler T, Williams RB (2010) American Society of Clinical
Oncology/College of American Pathologists guideline recommendations for
immunohistochemical testing of estrogen and progesterone receptors in
breast cancer. J Clin Oncol 28:2784–2795

Huo D, Ikpatt F, Khramtsov A, Dangou JM, Nanda R, Dignam J, Zhang B, Grushko
T, Zhang C, Oluwasola O, Malaka D, Malami S, Odetunde A, Adeoye AO, Iyare
F, Falusi A, Perou CM, Olopade OI (2009) Population differences in breast
cancer: survey in indigenous African women reveals over-representation of
triple-negative breast cancer. J Clin Oncol 27(27):4515–4521, doi: 10.1200/
JCO.2008.19.6873

Kurian AW, Fish K, Shema SJ, Clarke CA (2010) Lifetime risks of specific breast
cancer subtypes among women in four racial/ethnic groups. Breast Cancer
Res 12(6):R99, doi: 10.1186/bcr2780

Kwon JS, Gutierrez-Barrera AM, Young D, Sun CC, Daniels MS, Lu KH, Arun B
(2010) Expanding the criteria for BRCA mutation testing in breast cancer
survivors. J Clin Oncol 28(27):4214–4220, doi: 10.1200/JCO.2010.28.0719

Lee LJ, Alexander B, Schnitt SJ, Comander A, Gallagher B, Garber JE, Tung N
(2011) Clinical outcome of triple negative breast cancer in BRCA1 mutation
carriers and noncarriers. Cancer 117(14):3093–3100, doi: 10.1002/cncr.25911

Musolino A, Bella MA, Bortesi B, Michiara M, Naldi N, Zanelli P, Capelletti M,
Pezzuolo D, Camisa R, Savi M, Neri TM, Ardizzoni A (2007) BRCA mutations,
molecular markers, and clinical variables in early-onset breast cancer:
a population-based study. Breast 16(3):280–292

Nagatsuma AK, Shimizu C, Takahashi F, Tsuda H, Saji S, Hojo T, Sugano K,
Takeuchi M, Fujii H, Fujiwara Y (2013) Impact of recent parity on
histopathological tumor features and breast cancer outcome in
premenopausal Japanese women. Breast Cancer Res Treat 138(3):941–950,
doi: 10.1007/s10549-013-2507-0

Ovcaricek T, Frkovic SG, Matos E, Mozina B, Borstnar S (2011) Triple negative
breast cancer - prognostic factors and survival. Radiol Oncol 45(1):46–52,
doi: 10.2478/v10019-010-0054-4

Phipps AI, Chlebowski RT, Prentice R, McTiernan A, Wactawski-Wende J, Kuller LH,
Adams-Campbell LL, Lane D, Stefanick ML, Vitolins M, Kabat GC, Rohan TE, Li
CI (2011) Reproductive history and oral contraceptive use in relation to risk
of triple-negative breast cancer. J Natl Cancer Inst 103(6):470–477,
doi: 10.1093/jnci/djr030

Rennert G, Bisland-Naggan S, Barnett-Griness O, Bar-Joseph N, Zhang S, Rennert
HS, Narod SA (2007) Clinical outcomes of breast cancer in carriers of BRCA1
and BRCA2 mutations. N Engl J Med 357(2):115–123

Ribelles N, Perez-Villa L, Jerez JM, Pajares B, Vicioso L, Jimenez B, de Luque V,
Franco L, Gallego E, Marquez A, Alvarez M, Sanchez-Muñoz A, Perez-Rivas L,
Alba E (2013) Pattern of recurrence of early breast cancer is different according
to intrinsic subtype and proliferation index. Breast Cancer Res 15(5):R98

Sørlie T, Perou CM, Tibshirani R, Aas T, Geisler S, Johnsen H, Hastie T, Eisen MB,
van de Rijn M, Jeffrey SS, Thorsen T, Quist H, Matese JC, Brown PO, Botstein
D, Lønning PE, Børresen-Dale AL (2001) Gene expression patterns of breast
carcinomas distinguish tumor subclasses with clinical implications. Proc Natl
Acad Sci U S A 98(19):10869–10874

Stead LA, Lash TL, Sobieraj JE, Chi DD, Westrup JL, Charlot M, Blanchard RA, Lee
JC, King TC, Rosenberg CL (2009) Triple-negative breast cancers are increased
in black women regardless of age or body mass index. Breast Cancer Res
11(2):R18, doi: 10.1186/bcr2242

Thike AA, Cheok PY, Jara-Lazaro AR, Tan B, Tan P, Tan PH (2010) Triple-negative
breast cancer: clinicopathological characteristics and relationship with basal-
like breast cancer. Mod Pathol 23:123–133, doi: 10.1038/modpathol.2009.145
Submit your manuscript to a 
journal and benefi t from:

7 Convenient online submission

7 Rigorous peer review

7 Immediate publication on acceptance

7 Open access: articles freely available online

7 High visibility within the fi eld

7 Retaining the copyright to your article

    Submit your next manuscript at 7 springeropen.com


	Abstract
	Introduction
	Patients/Methods
	Results
	Conclusions

	Introduction
	Patients and methods
	Statistical analysis

	Results
	Association of clinical parameters with overall survival (OS)

	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	References

