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1.0 Background:  

There is increasing evidence that commonly prescribed cardiovascular medications such as beta-

blockers, angiotensin converting enzyme inhibitors and angiotensin II type I receptor blockers, 

bisphosphonates (drugs used to prevent fractures in the elderly) and analgesics such as non-

steroidal anti-inflammatory drugs and aspirin, may have unintended beneficial effects in relation to 

cancer prevention and or progression [1]. The following paragraphs outline the pleomorphic 

properties of these drug classes with respect to cancer progression and collate the epidemiological 

evidence from studies of their use in lung, colorectal and breast cancer patients.  Given the 

widespread (and generally safe) use of these drugs, their potential for use in the management of 

cancer warrants further investigation.  

1.1 Non steroidal anti-inflammatory drugs (NSAIDs) and cancer progression 

NSAIDs are commonly prescribed analgesics for the relief of pyrexia, musculoskeletal pain and 

inflammation but in recent years long-term use of both cyclooxygenase-2 (COX-2) non selective 

inhibitors (i.e.: aspirin and ibuprofen) and selective COX-2 inhibitors (i.e.: celecoxib) has been shown 

to reduce the risk of several cancers including colorectal, breast, lung, pancreatic, oesophageal and 

prostate cancer[2, 3]. COX inhibition is hypothesized as one mechanism through which NDSAIDs may 

reduce cancer risk. COX is an enzyme important in the formation of prostaglandins, prostacyclin and 

thromboxane and pharmacological inhibition of prostaglandin synthesis has been shown to inhibit 

tumour proliferation [4]. Other anti-cancer effects of NSAIDs includes the promotion of apoptosis, 

reduction in angiogenesis through reduced vascular endothelial cell growth factor (VEGF) expression 

and NSAID induced inhibition of tumour metastasis [5]. 

 

The majority of studies thus far have examined aspirin and NSAIDs in relation to cancer incidence 

and provide consistent evidence of decreased incidence of several cancers, especially colorectal 

cancer, in NSAID users.  Few studies have examined NSAID use and cancer progression.  There have 

only been three observational studies to date that have examined the effect of NSAIDs on breast 

cancer mortality and progression. Blair et al [6] observed a reduction in all-cause and BC specific 

mortality amongst women self-reporting any versus no use of NSAIDs HR 0.57 (95%CI 0.40-0.81) and 

HR 0.64 (95%CI 0.39-1.05) respectfully. In a further prospective study of 2292 early-stage breast 

cancer survivors [7], the authors found a significant reduced risk of BC recurrence with ibuprofen RR 

0.56 (95%CI 0.32, 0.98) but not aspirin. In a more recent prospective cohort study of 4164 female 

nurses with early stage (I, II or III) BC, Holmes et al [8] found that the risk of BC death decreased as 

http://en.wikipedia.org/wiki/Celecoxib
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the frequency of aspirin use increased with relative risks ranging from 0.29 – 1.07. Similar results 

were observed for distant BC recurrence, with daily aspirin use according a RR of 0.57 (95%CI 0.39, 

0.82). Again however information on NSAID usage was self-reported in this study and no information 

was provided regarding the dose of aspirin taken. More robust evidence on BC mortality and cancer 

progression among early stage BC survivors may be obtained through observational studies that use 

prescribing records. 

Both aspirin and non-aspirin NSAIDs have been shown to lower the risk of CRC, and recent evidence 

suggests that NSAID use in patients with colorectal cancer improves cancer-specific and overall 

survival, particularly in patients with tumours that express COX-2 [9]. Several studies have 

investigated the effects of NSAIDs in relation to clinical outcomes after CRC diagnosis. Zell et al [10] 

examined pre-diagnostic NSAID use in relation to CRC mortality and found that any (self-reported) 

NSAID use vs. none was associated with improved overall survival HR 0.71 (95%CI 0.53 – 0.95) and 

CRC specific mortality HR 0.58 (95%CI 0.40, 0.84). Din et al [11], in a large Scottish population based 

case-control study found that pre-diagnostic use of low-dose aspirin (>4 days/wk for 1 month of 

more) was not associated with all-cause or CRC-specific mortality. Recently however Rothwell et al 

[12] examined deaths due to cancer during and after RCTs of daily aspirin vs. control in eight trials 

originally established for the prevention of vascular events and found that allocation to aspirin 

reduced all cancer mortality by 34%. In a sub-analysis of cancer site, daily aspirin use was associated 

with a 22% reduction in CRC-specific mortality with this risk improving to a 59% reduction with 

increased duration of treatment. Analysis on longer follow-up durations i.e.: 10-20 years of follow-up 

time (179 CRC deaths) demonstrated marked increases in CRC survival HR 0.51 (95%CI 0.35, 0.74; 

pvalue <0.001). In the same study LC specific mortality was reduced by 29% HR 0.71 (95% 0.58, 0.89; 

pvalue 0.002), an analysis based on 326 LC deaths. Fuchs et al [13] prospectively studied 830 

patients with stage III CRC enrolled in a randomised trial of post-operative adjuvant chemotherapy. 

Consistent aspirin users vs. non aspirin users had a HR of 0.45 (95%CI 0.21, 0.97) for disease 

recurrence, a HR of 0.48 (95%CI 0.24, 0.99) for disease recurrence/death and a HR of 0.52 (95%CI 

0.19, 1.46) for CRC death.  Midgley et al [14] conducted a phase III randomised trial assessing 

rofecoxib in the adjuvant setting of CRC. Unfortunately the study was affected by the worldwide 

withdrawal of rofecoxib, however some 1167 patients received the intervention and a further 1160 

received placebo (mean follow-up 4.85 yrs), there was no difference in all cause or CRC specific 

mortality between the two arms and COX-2 expression was not associated with poorer prognostic or 

predictive effects.  Further studies of the association between use of NSAIDs and cancer progression 

are warranted. 
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1.2 Bisphosphonates and cancer progression  

Bisphosphonates are the pharmacologic treatment of choice for preventing reduced bone mineral 

density (BMD) and fractures amongst postmenopausal women [15] and are therefore commonly 

prescribed in the treatment of osteoporosis/osteopenia [16, 17], but they have additional use in the 

treatment of hypercalcemia and the prevention of bone metastasis and other conditions involving 

bone fragility [15, 18, 19].  

The potential anticancer effects of first generation bisphosphonates such as clodronate i.e.: non-

nitrogen containing bisphosphonates were reported by Powles et al [20] who found a significant 

reduction in the occurrence of bone metastasis amongst those in receipt of clodronate HR 0.44 

(95%CI 0.22, 0.86). Interestingly the authors also noted a significant reduction of non-osseous 

metastasis in the treatment arm. In a subsequent survival analysis of the same participants [21] with 

a mean of 5.6 years of follow-up, the authors confirmed that oral clodronate significantly improved 

the five year bone relapse free survival in all patients over the five year study period HR 0.69 

(p=0.04) with differences most pronounced in patients with stage II/III disease.  In a similar 

prospective randomised controlled study Diel et al [22], reported a significant improvement in 

overall survival in the clodronate group with 20.4% of patients in the intervention arm dying in the 

8.5 years of follow-up vs. 40.7% of control patients. In contrast other trials have found no clinical 

benefit of clodronate in terms of metastasis prevention or an improvement in survival [23].  

In recent years a variety of preclinical and clinical studies have illustrated that the action of nitrogen 

containing bisphosphonates (alendronate, risedronate, ibandronate, pamidronate, and zoledronic 

acid) go beyond preventing osteoclast-mediated bone resorption and have demonstrated anti-

cancer activity.  For instance in vitro studies have shown that bisphosphonates inhibit tumour cell 

adhesion and invasion, induce tumour cell apoptosis, reduce tumour cell viability and proliferation 

and exhibit anti-angiogenic effects [24]. There is also recent evidence to suggest that there is a 

synergistic anti-cancer effect of adjuvant bisphosphonate in combination with chemotherapeutic 

agents in breast cancer patients [25]. Emerging evidence from RCTs suggests that both oral and 

intravenous nitrogen containing bisphosphonates may reduce breast cancer recurrence. For instance 

Brufsky et al [26] in an interim analysis of 1,667 women from two on-going trials, Z-FAST and ZO-

FAST (Zometa-Femara Adjuvant Synergy Trial), found that the group of women who had received 

zoledronic acid concurrently with letrozole had a significantly lower rate of cancer recurrence. In a 

further analysis of 36 months of follow-up from this trial, Eidhmann et al [27] reported a 41% 

reduction in disease-free survival events amongst those receiving zoledronic acid plus adjuvant 

letrozole compared to those receiving letrozole alone HR 0.59 (95%CI 0.36, 0.96). Gnant et al [28] in 
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an RCT of 1803 premenopausal women with endocrine responsive early stage breast cancer, showed 

that the addition of a bisphosphonate to the endocrine therapy vs. endocrine therapy alone resulted 

in a 36% reduction in the risk of disease progression HR 0.64 (95%CI 0.46, 0.91) but did not impact 

on overall mortality HR 0.60 (95%CI 0.32, 1.11). In both studies the addition of bisphosphonate 

reduced disease recurrence in both bone and non-bone sites such as the contralateral breast; an 

effect which has been hypothesised to arise from bisphosphonates beneficial effect on the bone 

marrow microenvironment in which dormant tumour stem cells would normally survive in early 

stage disease [29].   

In a recent meta-analysis, Mauri et al [30], have shown that adjuvant use of bisphosphonates was 

not associated with overall mortality OR 0.71 (95%CI 0.48-1.04) or BC recurrence OR 0.84 (95%CI 

0.60-1.18); however significant heterogeneity was observed in both analyses. In sub group analysis 

the authors found that zoledronic acid was associated with a 32% lower risk of disease recurrence. 

Of note the results of this meta-analysis highlighted a non-significant trend towards better outcomes 

(fewer bone metastases, deaths and local/distal recurrences) amongst bisphosphonate users vs. non 

users. This latter finding is in agreement with Rennert et al [31] who have reported that women 

receiving bisphosphonates who developed breast cancer had tumours with better prognostic 

features, including a lower proportion of human epidermal growth factor receptor – 2 (HER2) 

positive tumours, compared with women who did not receive bisphosphonates.  

 

Taken as a whole, there is mounting evidence that bisphosphonate therapy for postmenopausal 

osteoporosis might significantly reduce the risk of breast cancer progression and also aid in the 

prevention of breast cancer recurrence in women with early-stage breast cancer, however other 

cancers have infrequently been examined. 

1.3 Beta-Blockers and cancer progression 

Beta-blockers are a class of drugs which are particularly useful for the management of cardiac 

arrhythmias, cardioprophylaxis following myocardial infarction and cerebrovascular events and 

hypertension [32, 33]. Noradrenaline (norepinephrine) and adrenaline (epinephrine), the major 

neuroendocrine transmitters of the sympathetic nervous system ‘fight or flight’ response, bind to 

and activate adrenergic receptors or adrenoreceptors [34]. Beta-2 adrenergic receptors (β2AR) have 

been shown to be present on pancreatic, breast and ovarian cancer cells [35] leading some to posit 

that norepinephrine may be an aetiological factor in various types of cancer [36]. In addition, in vitro 

cell line studies of colorectal [37], prostate [38] and breast cancer [39] have shown stimulation of 

β2AR via the stress catecholamine hormone norepinephrine to be a potent inducer of cell migration, 
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a prerequisite to metastasis formation; highlighting a role of norepinephrine in cancer progression. 

Moreover β2AR stimulation has been associated with resistance to apoptosis [40], and integrin-

mediated cell adhesion [41] via exciting the cyclic adenosine monophosphate (cAMP) activating the 

downstream protein kinase pathway A (PKA) [42] enabling detached cells to survive and migrate. 

Importantly, β2AR antagonists such as propranolol have been shown to inhibit norepinephrine-

mediated angiogenesis and metastasis in vitro [37, 38, 43-45] and in vivo [46-48] and these benefits 

appear to extend to several cancer sites [49-51].  

The role of β-blockers in cancer progression has been infrequently assessed. Early RCTs had 

suggested excess cancer mortality in relation to use of β-blockers [52-54], and this was confirmed in 

a meta-analysis of these three trials [55]; however, subsequent studies have refuted this showing β-

blocker users to experience similar cancer mortality as non-users [56-58] a finding supported by a 

more recent meta-analysis of six RCTs [59] pooled OR 1.02 (95%CI 0.92, 1.14). In the most recent 

investigation amongst 466 patients with early stage (I & II) primary breast cancers, Powe et al [60] 

found a 71% reduction in breast cancer mortality HR 0.29 (95%CI 0.12, 0.72) and a 57% reduced risk 

of distant metastasis HR 0.43 (95%CI 0.20, 0.93) comparing β-blockers users vs. non-users; however, 

this analysis was based on a small number of β-blocker users (n=43). There are currently two clinical 

trials investigating the preventative role of perioperative propranolol and etodolac (COX-2 inhibitor) 

in cancer recurrence and progression in patients with breast 

(http://clinicaltrials.gov/ct2/show/NCT00502684) and colorectal cancer 

(http://clinicaltrials.gov/ct2/show/NCT00888797) undergoing surgery with curative intent.   

Given the potential for adrenoreceptor antagonists to impede cancer progression [61] and mediate 

prognostic factors [50], a robust epidemiological investigation into the role β-blockers may play in 

cancer progression is warranted.  

1.4 Angiotensin converting enzyme inhibitors (ACEIs) and angiotensin receptor blockers 

(ARBs) and cancer progression 

Recently, it has been suggested that the renin-angiotensin-aldosterone system (RAAS), which is 

critical in renal and cardiovascular homeostasis, may be implicated in the development of tumours. 

Angiotensin II is a polypeptide hormone which acts on angiotensin II type I receptors (ATIR) causing 

blood vessels to constrict, resulting in an increase in blood pressure and as such is thought to play a 

pivotal role in RAAS [35]. Angiotensin II is converted from angiotensin I by angiotensin converting 

enzyme (ACE), an enzyme which can be pharmaceutically inhibited via ACE inhibitors (ACEIs). ACEIs 

and angiotensin II type I receptor blockers (ARBs) are a group of widely prescribed pharmaceuticals 
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that are used primarily in the treatment of hypertension and congestive heart failure, left ventricular 

systolic dysfunction and to slow the progression to dialysis or transplantation in diabetic neuropathy. 

ARBs function by blocking the activation of angiotensin II type I receptors. This is important because 

angiotensin II is a known growth factor and can stimulate tumour neovascularisation, an important 

requirement for tumour growth [62, 63] and suppression of this system might prevent cancer 

progression. In vitro and in vivo studies have demonstrated that ARBs and ACE inhibitors through 

selective inhibition of ATIRs decrease tumour growth, tumour-associated angiogenesis and 

metastasis [64, 65]. Despite biologically plausible mechanisms, epidemiological studies examining 

the role of ARBs and ACEIs in the prevention and progression of cancer are limited and results to 

date have been inconsistent.  

ACE inhibitor use has been associated with a reduction in the risk of oesophageal, colon, lung 

pancreatic cancer and prostate cancer [66, 67] [68]. Other epidemiological studies have failed to find 

a protective effect for these agents. Interestingly, a recent meta-analysis of randomised controlled 

trials reported an increase in cancer incidence among regular users of ARBs [69]. A second meta-

analysis refuted these findings but could not rule out a slight increase in cancer risk with 

combination use of ARBs and ACEIs  [70].  

Few studies have examined the association between use of these drugs and cancer progression.  

Wilop et al [71], retrospectively assessed long-term medication with ACEIs and ARBs amongst 287 

patients with advanced non-small cell lung cancer undergoing chemotherapy. In multivariate 

analysis patients receiving either ACEIs or ARBs vs. non-recipients survived a median of 3.1 months 

longer HR 0.56. A further study by Chae et al [72], investigated the association between use of ACEIs 

or ARBs and the risk of tumour recurrence amongst asymptomatic BC patients (stage I-III). 23% of 

non-users developed a recurrence over a mean of 4.4 years follow-up vs. just 14% amongst users OR 

0.54 (95%CI 0.33, 0.97). Five year disease free survival was also significantly higher in ACEIs/ARBs 

users vs. non-users; in addition use was associated with a reduction in mortality amongst a subset of 

patients with hypertension OR 0.41 (95%CI 0.23, 0.80) but not amongst all breast cancer patients. 

Overall, there is growing evidence that use of ACEIs and ARBs are associated with a reduced risk of 

cancer recurrence, however the number of patients treated with ACEIs/ARBs in these studies has 

been quite small. Larger observational studies are needed to compile evidence for the conduct of a 

more robust prospective randomised trial.  
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1.5 Northern Ireland enhanced prescribing database (NIEPD) 

Under the provision of the National Health Service (NHS) in Northern Ireland (NI), all prescription 

medications are dispensed free of charge to the entire population, irrespective of age or means. 

Uniquely within the UK, in 2008 in NI the Business Services Organisation (BSO) implemented an 

Enhanced Prescribing Database (EPD) recording prescription and dispensing processes through the 

use of two-dimensional barcode technology. A prescription is generated electronically by the initial 

prescriber (the patient’s GP) and printed onto the usual paper script. However each script is encoded 

with a 2D barcode (XML) containing the patient’s name, address, postal code, date of birth, age, 

Health & Care number (H&C), GP’s name, surgery name/address, name of the drug(s), instructions of 

use (one a day etc.), date of issue and the dose and quantity of the drug to be supplied. Ultimately it 

is intended that scripts will be scanned by community pharmacists when the patient or a nominated 

representative presents the script for collection of the medication, automatically collecting 

dispensing data. However at present the 2D barcodes are scanned at BSO when they are received 

from all pharmacies across NI at the end of each month. Thus whilst this offers assurance that 

prescriptions written by the GP have been dispensed, there is as yet no way of assessing individual 

compliance and usage of this medication. At present approximately 90% of all prescriptions scanned 

at BSO results in useable data in EPD. A central database of prescribed and dispensed drugs for 

approximately 1.9 million patients registered with a GP in NI now exists in BSO for use by healthcare 

professionals and researchers.  

1.6 Northern Ireland Cancer Registry 

The Northern Ireland Cancer Registry (NICR) was established in 1994 and uses an automated 

computer system with multiple information sources to collate information on new diagnoses of 

cancer, with information collected for incidence from 1993 onwards. The three main sources for 

registration are the Patient Administration System (PAS) used by all hospitals, histopathology reports 

and death notifications which are supplied by the General Registrar Office (GRO). From PAS, the 

registry obtains demographic information on individual patients along with basic site and behaviour 

information (benign or malignant) for each tumour.  This information is supplemented by electronic 

downloads from histopathology and cytopathology laboratories i.e.: specification of histological 

tumour grade (specifies degree of cell differentiation and is an indicia of tumour aggressiveness) and 

morphology (microscopic histopathological diagnosis by a pathologist). A major focus of the 

registry’s work is on the verification of information from a single hospital admission, a single 

histopathology report or a single death certificate (death initiated cases). Trained Tumour 

Verification Officers (TVOs) examine general practitioners’ (GPs) notes for patients who have died 



Protocol version 1.0 |13th June 2011                                                                                Page | 9 
 

from cancer, hospital records for cases identified without histopathology or cytology confirmation 

and histopathology reports where there is conflicting information or other possible errors. Follow-up 

of patients is conducted passively by linking cancer incidence data to death certificate information. 

Data on cancer mortality also comes from the information supplied by GRO.  

2.0 Plan of investigation:  

The proposed investigation will involve establishment of three retrospective cohorts of confirmed 

BC, CRC and LC cases diagnosed between 2008 and 2011 from the Northern Ireland Cancer Registry 

(NICR) and subsequent linkage of these cohorts to pertinent prescription and dispensing data held 

within the Northern Ireland Enhanced Prescribing Database (NIEPD).    

2.1 Aims and objectives 

To investigate if regular use of non-steroidal anti-inflammatory drugs (NSAIDs), angiotensin 

converting enzyme Inhibitors (ACE inhibitors), angiotensin receptor blockers (ARBs), beta-blockers 

(β-blockers) or bisphosphonates, defined as ≥ 3 times per week for one month or more, is associated 

with disease progression in breast (BC), colorectal (CRC) and lung cancer (LC) patients.   

Specific hypotheses will be to test whether or not: 

 regular post-diagnostic NSAID use is associated with a reduction in BC, CRC and LC specific 

or all-cause mortality and cancer recurrence  

 regular post-diagnostic ACE inhibitors/ARB use is associated with a reduction in BC, CRC and 

LC specific or all-cause mortality and cancer recurrence  

 regular post-diagnostic β-Blocker use is associated with a reduction in BC, CRC and LC 

specific or all-cause mortality and cancer recurrence  

 regular post-diagnostic bisphosphonate use is associated with a reduction in BC, CRC and LC 

specific or all-cause mortality and cancer recurrence  

2.1 Methodology:  

2.1.1 Study design  

This study will utilise a nested case-control approach to cohort analysis to investigate cancer survival 

and progression in BC, CRC and LC patients. The process of NICR-EPD data linkage will occur at two 

main time points. The first linkage will be performed in early 2012, prescribing and dispensing data 

from BSO will be taken from the 1st July 2008 (i.e.: date from which the best quality prescription and 

dispensing data has been collected) to the latest available date prior to linkage. This data will then 
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be merged with cancer staging and treatment data captured for the same period. This means that 

for the first linkage follow-up will run from the 1st July 2008 until at least the 31st Dec 2011 

(approximately 3.5 years). For a number of subjects, particularly amongst those individuals with 

early stage disease at diagnosis, this follow-up may be insufficient for study outcomes (cancer 

deaths/recurrences) to occur; therefore this first linkage will be viewed as an exploratory 

investigation and will provide a chance to develop and refine the data handling, cleaning and 

analysis that will we used in the final dataset. Data linkage will be repeated on a second occasion; 

this will be an entirely new linkage extending the follow-up of study outcomes up to the end of 2013 

i.e.: an additional 24 months of follow-up, providing a maximum cohort follow-up time of 5.5 years 

(1st July 2008 – 31st Dec 2013).  

2.1.2 Study population  

We plan to establish three cohorts of all incident (newly occurring) primary BC, CRC and LC patients 

using incidence data obtained through the NICR. All cancer cases diagnosed from 1st July 2008 until 

at least the 31st Dec 2011 will be included in the cancer cohorts (i.e.: a minimum of 3.5 years of 

cancer incidence data will be collected). Individuals with any stage of BC, CRC and LC will be 

considered eligible for the study. Male BC patients will be excluded, but both male and female CRC 

and LC cases will be eligible. Patients aged ≤18 years and those in which a prior cancer diagnosis 

(other than non-melanoma skin cancer (NMSC)) has been made will also be ineligible.  

1156, 1108 and 1007 incident cases of BC (female only), CRC (all persons) and LC (all persons) were 

diagnosed in Northern Ireland in 2008 [73]. In the NICR for the same year, staging for BC, CRC and LC 

was 89.5% and 81.7% complete respectively; the percentage of LC patients with available staging 

information was much lower at 45.6% on average. In terms of stage of disease at diagnosis, in 2006 

in Northern Ireland there were 951 incident BC cases, of which 27.9%, 32.4%, 17.8% and 7% were 

stage I-IV disease respectively [74]. In the same year there were 913 incident CRC cases, 10%, 27%, 

26% and 25% of which were stage I-IV (Duke’s A-D) disease [75]. 834 incident LC cases were 

reported in 2006 and 13%, 5%, 16% and 48% were stage I-IV at diagnosis [76].  

Therefore given a minimum of 3.5 years of incidence data being collected for each cancer cohort and 

accounting for the percentage of likely staged cancers in each year, it is estimated that 8398 patients 

with any stage disease (3623 BC, 3168 CRC and 1607 LC cases) will be available for analysis. Of these 

8398 patients, it may be expected that 2185 BC, 1172 CRC and 289 LC cases (3646 cases in total) will 

be early stage disease (TNM I-II) at the time of their initial diagnosis.  
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2.1.3 Data sources  

All primary incident breast, colorectal and lung cancers diagnosed from the 1st July 2008 until the 

point of first data linkage will be identified through the NICR. Data extraction will be undertaken by 

tumour verification officers (TVOs) employed within the NICR. These individuals will utilise pre-

defined data extraction forms to populate each cancer specific database with tumour staging and 

treatment information and other relevant information.   

Staff at BSO will be responsible for creating a database of commonly prescribed drugs (Annex 1) – 

this will be constructed independently of the research team. It is envisaged that the database from 

the NICR will be linked to the dataset in the BSO via each patient’s Health & Care Number using a 

one way encryption technique; methods for this process have been detailed in Annex 3 and the data 

linkage is outlined in 2.1.3.1 below.  A list of available but irrelevant prescriptions (i.e.: scripts for 

bandages etc.) from the EPD data is shown in Annex 2.  These items will not form part of the NIEPD 

data request from BSO. As aforementioned, roughly 90% of all prescriptions scanned at BSO result in 

usable data, however in early 2008 there were several months involving adaptation (printer and 

software installation throughout GP practices) to the new electronic system wherein a less optimal 

scan rate may have been obtained. Therefore as a measure of data quality, only those GP practices 

with a script scan rate of ≥70% will be included in the final study. As BSO receives weekly updates of 

deaths from the General Registrars Office (GRO), information pertaining to the fact of death (all-

cause mortality) will be obtained under the auspices of the BSO. Subject to a data access agreement 

information on the initial cause of death and or the ICD coded cause of death (cancer specific 

mortality – obtained several months in arrears) may also be obtained. BSO staff will also use each 

patient’s super output area to generate a deprivation quintile (described in 2.1.6 below).  

2.1.3.1 Process of data linkage 

First linkage (01/07/2008 – to the latest available date prior to linkage) – exploratory study 

Step 1: NICR staff will provide staff at BSO with a list of one-way encrypted H&C numbers from 

incident BC, CRC and LC cases newly diagnosed over this period. Among these patients approx 1000 

will be individuals who have been diagnosed with premalignant conditions, thus adding ‘noise’ to 

those with a real diagnosis of cancer. This process ensures that staff at BSO will not receive any 

treatment or staging information at any point and will not be able to distinguish between those 

individuals with a premalignant condition and those with actual cancer.  

Step 2:  Staff at BSO will then use the same one-way encryption algorithm to encrypt all the H&C 

numbers held at BSO. Matching H&C numbers from both the NICR and BSO will be linked to all 
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prescribing and dispensing data held for these persons from the 01/07/2008 to the latest available 

date prior to the linkage.  

Step 3:  The EPD data will be transported to the NICR (via encrypted e-mail or CD). The encrypted 

H&C number will be attached to the EPD dataset. This will be linked to the encrypted H&C number 

held in the NICR. The two datasets will then be merged and the encrypted identifiers deleted from 

each dataset (described in detail in Annex 3). To ensure that the encryption process cannot be 

reversed on record order, each dataset will be sorted in a random order.  

Second linkage (01/01/2012 – 31/12/2013) – Subsequent follow-up 

Step 1:  To follow-up cancer deaths and recurrences, NICR staff will perform a fresh one-way 

encryption on the H&C numbers and cancer treatment and staging data will be updated. The process 

is then repeated as in steps 2 and 3 above. This process of encryption maximises patient anonymity 

ensuring that the research team and others are unable to identify individual patients from either 

dataset.  

2.1.4 Outcomes 

The principal outcomes are cancer-specific and all-cause mortality in accordance to drug use. Data 

on the date of occurrence and cause of death will be available via the GRO, information that will be 

obtained under the auspices of the BSO. Comparison of associations between intended drug 

exposures and cancer-specific and all-cause mortality will facilitate an assessment of whether any 

apparent protective effect against cancer progression results from a healthy user effect.  

Data on cancer recurrences i.e.: local (in the vicinity of the primary), regional (in surrounding lymph 

nodes) and metastatic recurrence (spread to another organ/tissue) will be obtained from the NICR 

prior to linkage of the NIEPD data and will be defined as a relapse of the primary cancer after a 

period in which no cancer could be detected (this time-frame will vary from site to site and from 

person to person so cannot be clearly defined). Cancer recurrence will be a secondary outcome 

measure for this study.  

2.1.5 Exposures 

The principal exposures of interest will be the use of NSAIDs and aspirin (including low dose aspirin 

(75mg)), angiotensin converting enzyme Inhibitors (ACE inhibitors), angiotensin receptor blockers 

(ARBs), beta Blockers (β-blockers) and bisphosphonates post-diagnosis of BC, CRC and LC; a generic 

list of relevant drugs has been detailed in Annex 1. In sensitivity analysis we will exclude 

NSAID/aspirin use in the first 6 months after cancer diagnosis to assess differences in drugs indicated 



Protocol version 1.0 |13th June 2011                                                                                Page | 13 
 

for pain related to initial cancer symptoms and treatment. Similarly, the sensitivity of excluding 

common drug use in the 6 months preceding death or disease recurrence (and a corresponding 

period in matched controls) will be examined to account for drugs used in symptom palliation 

(sensitivity analyses will be conducted to investigate the resulting effect size when varying this time 

interval).   

Data derived from the scanned prescription (i.e.: the quantity, dose and frequency of drug use) and 

the date of prescription will be used to assign a Defined Daily Dose (DDD). DDDs are a validated 

statistical method of drug consumption maintained by the World Health Organization [77] and can 

be defined as the assumed average dose per day of a drug used for its main indication in adults.  

 

2.1.6 Covariates  

Potential confounders for this analysis may relate to lifestyle factors thought to be associated with 

BC, CRC and LC survival including, smoking status, alcohol consumption, Body Mass Index (BMI), diet 

and physical activity level [78-81]. Some of these data may be available from the NICR. However data 

on diet and physical activity is lacking and anthropometric data such as height and weight are not 

always available.  It’s important to remember however that although these factors may be 

associated with cancer survival, it is less clear that they are associated with the drug exposures that 

are of interest in this study and therefore may not be true confounders.  

Comorbidity may be associated with the use of various drugs, particularly those with a 

cardiovascular indication, and are therefore also likely to have an impact on mortality and access to 

treatment.  Information on comorbidities will be available from NICR for some (but not all) cases.  

Socioeconomic status also has the potential to impact on disease survival possibly modifying health 

behaviours, access to services and drug exposure. At BSO, each patient’s super output area will be 

ascertained using the Central Postcode Directory (CPD) which is annually updated by the Northern 

Ireland Statistics and Research Agency (NISRA). This will be used as to assign each patient record 

with a deprivation score based upon the economic characteristics of all persons usually resident in 

that area [82].  

Aromatase inhibitors have the potential to induce joint pain which in turn may increase the use of 

NSAIDs to palliate this symptom. It is also thought that aromatase inhibitors may improve BC survival 

[83]; as such they are best regarded as both an effect modifier and a confounder. There are several 

other drugs which will need to be considered as covariates in specific drug analyses, for example  

bisphosphonate users may have an increased use of NSAIDs to alleviate joint pain and swelling, 
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moreover bisphosphonates may prevent BC progression [30] and so should be considered as 

confounders in the analysis of NSAIDs.  

2.1.7 Statistical Analysis  

2.1.7.1 Nested case-control study  

The BC, CRC and LC cohorts will be analysed as nested case control studies, the outcome of interest 

will be death from BC, CRC or LC, all-cause mortality and disease recurrences. The nested case-

control design offers a highly efficient epidemiological approach to the assessment of exposure-

disease associations and is an established method for computational reduction in comparison to Cox 

regression [84]. Compared with time-varying survival analysis of cohort data, this method will 

produce unbiased effect estimates with minimal loss of precision [85] by better controlling for 

potential confounding variables and improved quantification of exposure with respect to time [86]; 

moreover the nested case-control design overcomes the issue of immortal time bias [86, 87]. 

Immortal time bias refers to a period of follow-up in cohort analysis in which study outcomes cannot 

occur. For example, in a traditional cohort analysis of this study there may be a delay in prescription 

of a drug (exposure of interest) after the initial cancer diagnosis has occurred (start of study follow-

up).  This risks biasing effect estimates in favour of the exposure under study, as a spurious survival 

advantage may be seen amongst those receiving the drug under observation [87, 88].  

Similar analytical strategies will be used in all three cohorts, for example, in the BC specific survival 

analysis a time-matched nested case-control analysis will be performed. Cases will be defined as 

cohort members who have died from BC or who have disease recurrence and will be matched to up 

to 5 patients alive and free of disease recurrence/progression at their time of death (defined as the 

controls). Controls will be matched on age (in 5-year intervals) and year of breast cancer diagnosis; a 

form of incidence density sampling which involves matching each case to a sample of those patients 

who are at risk at the time of case occurrence.   Hence the index date for each case will be defined as 

the date of death/recurrence and this will be allocated to each matched control. The conceptually 

relevant drug exposure period for the main survival analysis will be 12 months following BC 

diagnosis to the 12 months prior to the index date in both the cases and controls. 

Conditional logistic regression analyses will be conducted initially to calculate the odds of death and 

95%CI for those ever exposed and those never exposed to each of the drugs of interest. Separate 

analysis will be conducted to examine regular drug use (≥3 times per week for 1 month or more) and 

duration of use (in DDDs). These analyses will be adjusted for the potential confounders detailed in 

2.1.6 above; confounders with missing data will be incorporated using a missing data category. 
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Analyses will be stratified on age, menopausal status (in BC cohort analysis), gender and site (CRC 

and LC cohorts). Provided the follow-up period is long enough for cancer specific deaths and 

recurrences to occur, analyses stratified by cancer stage may also be undertaken.  

In order to discern whether associations with NSAID/aspirin use are merely a reflection of a non-

specific analgesic effect we plan to assess regular paracetamol use (unassociated with disease 

progression but with an analgesic effect) and compare these recurrence and survival benefit results. 

All statistical analyses will be performed using STATA version 11.0 (StataCorp LP, College Station, TX, 

USA), all tests will be 2-sided with the level of significance set at the 5% level. 

2.2 Sample size:  

In a recent prospective study in the US, the proportion of breast cancer patients taking aspirin and 

other NSAIDs regularly (3 or more days/wk) was reported as 27% [6]. Given a minimum of 3.5 years 

of cancer incidence data being collected from the NICR and examining Northern Ireland breast 

cancer survival data [73], over 450 breast cancer specific deaths can be expected to occur. Based 

upon matching 5 controls to each cancer death (as described in 2.1.7.1 above) and approximating 

27% use of NSAIDs amongst breast cancer patients who have not died over the study period, we will 

have over 80% power at the 95% confidence level (alpha 0.05, two sided) to detect around a 30% 

reduction in risk of BC mortality in NSAID users vs. non-users.  

2.3 Limitations of the study:  

A particular difficulty with any pharmacoepidemiology study is the issue of confounding by 

indication. In observational studies of drug effects there is no randomisation of individuals who are 

users or non-users of the drug under observation; this is particularly true of widely used over-the-

counter and prescription drugs (i.e.: analgesics) as the indication for treatment may be related to 

prognostic factors or future health outcomes generating an underlying risk profile imbalance. For 

example, lower Bone Mineral Density (BMD) is an indication for bisphosphonate use but is also 

associated with lower BC incidence, as lifetime exposure to oestrogen influences not only breast 

cancer risk but also BMD [89]; therefore BMD and breast cancer risk may be related.  Consequently 

women in whom bisphosphonate therapy would be initiated might represent a lower risk group for 

breast cancer than women with normal BMD. This problem may be minimised by controlling for 

known prognostic factors. Sensitivity analyses of exclusion of observed drug use in the period 

immediately after cancer diagnosis and in the period preceding cancer death/recurrence will also 

help reduce this bias. Although 90% of all prescriptions scanned at BSO result in usable data and only 

GP practices with a script scan rate of over 70% will be included in the final dataset, all analyses will 
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be conducted on the assumption that the medications dispensed from the community pharmacies 

have been taken as directed; it will not be possible to assess individual compliance with the 

prescribed medication.  

2.4 Project timetable:  

Provided that ethical consent and governance approval for this study is granted before Autumn 

2011, it is anticipated that the initial stage of this study (extraction of data from NICR) will require 6 

months to complete i.e.: a total of 2 months for each of the three cancer sites investigated bringing 

the study up to February/March 2012. At this stage follow-up from the cancer cohorts should be 

from the 1st July 2008 – 31st Dec 2011 (i.e.: a maximum of 3.5 years of total follow-up). A further 

month may be required to match the encrypted health and care numbers from each of the three 

NICR datasets to prescription and dispensing data held on the EPD database. The first linkage of the 

NICR and EPD data should therefore occur around April 2012. At this point an initial exploratory 

analysis will be conducted. A period of several months will be allotted to allow further follow-up 

data (cancer deaths and recurrences and further treatment information) to be compiled by the NICR. 

Follow-up for all cancer patients is expected to be completed by the end of 2013, providing a 

maximum follow-up period of 5.5 years for those cases diagnosed in early July 2008. At this stage a 

fresh linkage will be made between the follow-up data from the NICR and prescription/dispensing 

data in BSO. Analysis and interpretation of the full dataset will be completed by autumn 2014. It is 

therefore envisaged that this project will be approximately 3 years in duration.  

 

 

 

 

 

 

 

 

 

 



Protocol version 1.0 |13th June 2011                                                                                Page | 17 
 

2.5 References:  

1. Vaklavas, C., Chatzizisis, I., Tsimberidou, A.M. , Common cardiovascular medications in 
cancer therapeutics Pharmacol Therap 2011 Epub ahead of print  

2. Harris, R.E., Beebe-Donk, J., Doss, H., Burr Doss, D, Aspirin, ibuprofen, and other non-
steroidal anti-inflammatory drugs in cancer prevention: a critical review of non-selective 
COX-2 blockade (Review). Oncol Rep 2005. 13 (4 ): p. 559-583  

3. Gupta, R.A., DuBois, R.N., Colorectal cancer prevention and treatment by inhibition of 
cyclooxygenase-2. Nat Rev Cancer 2001 1: p. 11-21  

4. González-Pérez, A., García Rodríguez, L.A., López-Ridaura, R., Effects of non-steroidal anti-
inflammatory drugs on cancer sites other than the colon and rectum: a meta-analysis BMC 
Cancer 2003 4 p. 1-12  

5. Hung, W.-C., Anti-metastatic action of non-steroidal anti-inflammatory drugs Kaohsiung J 
Med Sci 2008 24 p. 392-397  

6. Blair, C.K., Sweeney, C., Anderson, K. E., Folsom, A. R. , NSAID use and survival after breast 
cancer diagnosis in post-menopausal women. Breast Cancer Res Treat, 2007 101 (2 ): p. 191-
197  

7. Kwan, M.L., Habel, L.A., Slattery, M.L., Caan, B., NSAIDs and breast cancer recurrence in a 
prospective cohort study. Cancer Cause Control 2007 18 (6 ): p. 613-620  

8. Holmes, M.D., Chen, W. Y., Li, L., Hertzmark, E., Spiegelman, D., Hankinson, S. E., Aspirin 
intake and survival after breast cancer. J Clin Oncol 2010 28 (9 ): p. 1467-1472  

9. Giovannucci, E., Chan, A.T., Role of vitamin and mineral supplementation and aspirin use in 
cancer survivors. J Clin Oncol, 2010 28 (26 ): p. 4081-4085  

10. Zell, J.A., Ziogas, A., Bernstein, L., Clarke, C.A., Deapen, D., Largent, J.A., Nehausen, S.L., 
Stram, D.O., Ursin, G., Anton-Culver, H. , Non-steroidal anti-inflammatory drugs: effects on 
mortality after colorectal cancer diagnosis. Cancer 2009 115(24): p. 5662-5671. 

11. Din, F.V.N., Theodoratou, E., Farrington, S.M., Tenesa, A., Barnetson, R.A., Cetnarskyj, R., 
Stark, L., Porteous, M.E., Campbell, H., Dunlop, M.G. , Effect of aspirin and NSAIDs on risk 
and survival from colorectal cancer GUT, 2010 59 (12 ): p. 1670-1679  

12. Rothwell, P.M., Fowkes, F.G.R., Belch, J.F.F., Ogawa, H., Warlow, C.P., Meade, T.W. , Effect of 
daily aspirin on long-term risk of death due to cancer:analysis of individual patient data from 
randomised trials Lancet 2011 377 (9759 ): p. 31-41  

13. Fuchs, C., Meyerhardt, J.A., Heseltine, D.L., Niedzwiecki, D., Hollis, D., Chan, A.T., Saltz, L.B., 
Schilsky, R.L., Mayer, R.J. , Influence of regular aspirin use on survival for patients with stage 
III colon cancer: Findings from Intergroup trial CALGB 89803 J Clin Oncol 2005 23 (16s ): p. 
3530  

14. Midgley, R.S., McConkey, C.C., Johnstone, E.C., Dunn, J.A., Smith, J.L., Grumett, S.A., Julier, 
P., Iveson, C., Yanagisawa, Y., Warren, B., Langman, M.J., Kerr, D.J. , Phase III randomised 
trial assessing Rofecoxib in the aduvant setting of CRC: final results of the VICTOR Trial J Clin 
Oncol 2010 28: p. 4575-4580  

15. Drake, M.T., Clarke, B.L., Khosla, S. , Bisphosphonates: mechanism of action and role in 
clinical practice. Mayo Clin Proc, 2008 83(9): p. 1032-1045. 

16. World Health Organization, Prevention and management of osteoporosis in WHO technical 
report series 921. 2003 World Health Organisation Geneva, Switzerland p. 1-192. 

17. Qaseem, A., Snow, V., Shekelle, P. , Pharmacologic treatment of low bone density or 
osteoporosis to prevent fractures: A clinical practice guideline from the American College of 
Physicians. Ann Intern Med, 2008 149 p. 404-415  

18. Hillner, B.E., Ingle, J.N.,Chlebowski, R.T., Gralow, J., Yee, G.C., Janjan, N.A., Cauley,  J.A., 
Blumenstein, B.A., Albain, K.S., Lipton, A., Brown, S. , American Society of Clinical Oncology 
2003 update on the role of bisphosphonates and bone health issues in women with breast 
cancer. J Clin Oncol 2003 21 (21 ): p. 4042-4057  



Protocol version 1.0 |13th June 2011                                                                                Page | 18 
 

19. Gnant, M., Hadji, P. , Prevention of bone metastases and management of bone health in 
early breast cancer. Breast Cancer Res, 2010 12 p. 216  

20. Powles, T., Paterson, S., Kanis, J.A., McCloskey, E., Ashley, S., Tidy, A., Rosenqvist, K., Smith, 
I., Ottestad, L., Legault, S., Pajunen, M., Nevantaus, A., Männistö, E., Suovuori, A., Atula, S., 
Nevalainen, J., Pylkkänen, L., Randomized, placebo-controlled trial of clodronate in patients 
with primary operable breast cancer. J Clin Oncol 2002 20 p. 3219-3224  

21. Powles, T., Paterson, S., McCloskey, E. et al. , Reduction in bone relapse and improved 
survival with oral clondronate for adjuvant treatment of operable breast cancer Breast 
Cancer Res 2006 8(R13). 

22. Diel, I.J., Jaschke, A., Solomayer, E.F., Gollan, C., Bastert, G., Sohn, C., Schuetz, F. , Adjuvant 
oral clondronate improves the overall survival of primary breast cancer patients with 
micrometastases to the bone marrow: a long-term follow-up. Ann Oncol, 2008. 19: p. 2007-
2011. 

23. Saarto, T., Vehmanen, L., Virkkunen, P. , Ten year follow-up of a randomised controlled trial 
of adjuvant clondronate treatment in node-positive breast cancer patients. Acta Oncol 2004. 
43: p. 650-656. 

24. Winter, M.C., Holen, I., Coleman, R.E., Exploring the anti-tumour activity of bisphosphonates 
in early breast cancer Cancer treat Rev 2008 34: p. 453-475. 

25. Coleman, R.E., Winter, M.C., Cameron, D et al. , The effects of adding zoledronic acid to 
neoadjuvant chemotherapy on tumour response: exploratory evidence for direct anti-tumour 
activity in breast cancer Br J Cancer 2010 102: p. 1099-1105. 

26. Brufsky, A., Bundred, A., Coleman, R., Lambert-Fallsd, R., Menae, R., Hadjif, P., Jing, L., 
Schenkg, N., Ericsong, S., Perez, E.A., Z-FAST and ZO-FAST Study Groups., Integrated analysis 
of zoledronic acid for prevention of aromatase inhibitor-associated bone loss in 
postmenopausal women with early breast cancer receiving adjuvant letrozole. Oncologist 
2008 13 (5 ): p. 503-514  

27. Eidtmann, H., Bundred, N.J., DeBoer, R., et al. . The effect of zoledronic acid on aromatase 
inhibitor associated bone loss in postmenopausal women with early breast cancer receiving 
adjuvant letrozole:36 months follow-up of ZO-FAST. in 31st annual Meeting of the San 
Antonio Breast Cancer Symposium 2008 San Antonio, Tx  

28. Gnant, M., Mlineritsch, B., Schippinger, W., Luschin-Ebengreuth, G., Pöstlberger, S., Menzel, 
C., Jakesz, R., Seifert, M., Hubalek, M., Bjelic-Radisic, V., Samonigg, H., Tausch, C., Eidtmann, 
H., Steger, S., Kwasny, W., Dubsky, P., Fridrik, M., Fitzal, F., Stierer, M., Rücklinger, E., Greil, 
R., for the ABCSG-12 Trial Investigators. , Endocrine therapy plus zoledronic acid in 
premenopausal breast cancer. N Engl J Med 2009 360 p. 679-691  

29. Gnant, M., Can oral bisphosphonates really reduce the risk of breast cancer in healthy 
women? . J Clin Oncol 2010 28 (22 ): p. 3548-3551. 

30. Mauri, D., Valachis, A., Polyzos, N.P., Tsali, L., Mavroudis, D., Georgoulias, V., Casazza, G., 
Does adjuvant bisphosphonate in early breast cancer modify the natural course of the 
disease? A meta-analysis of randomized controlled trials. J Natl Comp Cancer Netw, 2010 8 
(3): p. 279-286  

31. Rennert, G., Pinchev, M., Rennert, H.S., Use of bisphosphonates and risk of postmenopausal 
breast cancer. J Clin Oncol, 2010 28 (22 ): p. 3577-3581  

32. Klapholz, M., Beta blocker use for the stages of heart failure Mayo Clin Proc 2009. 84: p. 718-
729. 

33. Weber, R.W., C., Diener, H.C. , Medical prevention of stroke recurrence in patients with TIA 
and minor stroke Expert opinion on pharmacotherapy, 2009. 10: p. 1883-1894. 

34. Schuller, H.M., Neurotransmission and cancer: implications for prevention and therapy. 
Anticancer Drugs 2008. 19: p. 655-671. 

35. Vaklavas, C., Chatzizisis, I., Tsimberidou, A.M. , Common cardiovascular medications in 
cancer therapeutics. Pharmacol Ther 2011 Epub ahead of print  



Protocol version 1.0 |13th June 2011                                                                                Page | 19 
 

36. Fitzgerald, P.J., Is norepinephrine an etiological factor in some types of cancer? Int J Cancer 
2009. 124: p. 257-263. 

37. Masur, K.N., B., Zanger., Entschladen, F., Norepinepherine-induced migration of SW 480 
colon carcinoma cells is inhibited by beta-blockers. Cancer Res, 2001. 61: p. 2866-2869. 

38. Lang, K., Drell, T.L., Lindecke, A. Niggemann, B, Kaltschmidt, C., Zaenker, K.S., Entschladen, 
F., Induction of a metastatic tumour cell type by neurotransmitters and its pharmacological 
inhibition by established drugs. Int J Cancer 2004. 112: p. 231-238. 

39. Drell, T.L., Joseph, J., Lang, K., Niggermann, B., Zaenker, K.S., Entschladen, F. , Effects of 
neurotranmitters on the chemokinesis and chemotaxis of MDA-MB-468 human breast 
carcinoma cells. Breast Cancer Res Treat, 2003. 80: p. 63-70. 

40. Sood, A.K., Armaiz-Pena, G.N., Halder, J., Nick, A.M., Stone, R.L., Hu, W. et al. , Adrenergic 
modulation of focal adhesion kinase protects human ovarian cancer cells from anoikis J Clin 
Invest 2010. 120(5): p. 1515-1523  

41. Rangarajan, S., Enserink, J.M., Kuiperij, H.B., de Rooij, J., Price, L.S., Schwede, F. et al. , Cyclic 
AMP induces integrin-mediated cell adhesion through Epac and Rap1 upon stimulation of the 
beta 2-adrenergic receptor J Cell Biol, 2003. 160(4 ): p. 487-493. 

42. Entschladen, F., Drell, T.L. 4th, Lang, K., Joseph, J., Zaenker, K.S., Neurotransmitters and 
chemokines regulate tumor cell migration: potential for a new pharmacological approach to 
inhibit invasion and metastasis development Curr Pharm Des 2005 11 (3): p. 403-411. 

43. Palm, D., Lang, K., Niggemann, B., Drell, T.L., Masur, K., Zaenker, K.S., Entschladen, F. , The 
norepinephrine-driven metastasis development of PC-3 human prostate cancer cells in 
BALB/c nude mice is inhibited by beta-blockers. Int J Cancer 2006 118 p. 2744-2749  

44. Zhang, D., Ma, Q.Y., Hu, H.T., Zhang, M. , beta2-adrenergic antagonists suppress pancreatic 
cancer cell invasion by inhibiting CREB, NFkappaB and AP-1. Cancer Biol Ther 2010. 10(1). 

45. Sood, A.K., Bhatty, R., Kamat, A.A., Landen, C.N., Han, L., Thaker, P.H., Li, Y., Gershenson, 
D.M., Lutgendorf, S., Cole, S.W. , Stress hormone-mediated invasion of ovarian cancer cells. 
Clin Cancer Res 2006 12(2): p. 369-375. 

46. Al-Wadei, H.A., Al-Wadei, M.H., Schuller, H.M. , Prevention of pancreatic cancer by the beta-
blocker propranolol Anticancer Drugs 2009 20 (6 ): p. 477-482  

47. Lee, J.W., Shahzad, M.M, Lin, Y.G., Armaiz-Pena, G., Mangala, L.S., Han, H.D. et al Surgical 
stress promotes tumour growth in ovarian carcinoma. Clin Cancer Res, 2009 15(8): p. 2695-
2702. 

48. Benish, M., Bartal, I., Goldfarb, Y., Levi, B., Avraham, R., Raz, A., Ben-Eliyahu, S. , Preoperative 
use of beta-blockers and Cox-2 inhibitors may improve immune competence and reduce the 
risk of tumour metastasis Ann Surg Oncol 2008 15 (7 ): p. 2042-2052  

49. Algazi, M., Plu-Bureau, G., Flahault, A., Dondon, M.G., le, M.G. , Could treatments with beta-
blockers be associated with a reduction in cancer risk? . Rev Epidemiol Sante Publique 2004 
52 (1 ): p. 53-65  

50. Powe, D.G., Voss, M.J., Habashy, H.O., Zanker, K.S., Green, A.R., Ellis, I.O., Entschladen, F. , 
Aplha - and beta-adrenergic receptor (AR) protein expression is associated with poor clinical 
outcome in breas cancer: an immunohistochemical study Breast Cancer Res Treat 2011 Epub 
ahead of print  

51. Fitzgerald, P.J., Testing whether drugs that weaken norepinephrine signalling prevent or 
treat various types of cancer Clin Epidemiol 2010. 2: p. 1-3. 

52. MRC Working Party, Medical Research Council trial of treatment of hypertension in older 
adults: principal results. BMJ 1992. 304: p. 405-12. 

53. Coope, J., Warrender, T.S., Randomised trial of treatment of hypertension in elderly patients 
in primary care. Br Med J (Clin Res Ed), 1986. 293: p. 1145-1151. 

54. UK Prospective Diabetes study group, Efficacy of atenolol and catopril in reducing risk of 
macro-vascular and microvascular complications in type 2 diabetes: UKPDS 39. BMJ 1998. 
317(7160): p. 713-720. 



Protocol version 1.0 |13th June 2011                                                                                Page | 20 
 

55. Grossman, E., Messerli, F.H., Goldbourt, U. , Antihypertensive therapy and the risk of 
malignancies Eur Heart J, 2001 22 (15): p. 1343-52  

56. Andersson, O.K., Almgren, T., Persson, B., Samuelson, O., Hedner, T., Wilhelsen, L. , Survival 
in treated hypertension: follow up study after two decades BMJ 1998 317 p. 167-171  

57. Fletcher, A.E., Beevers, D.G., Bulpitt, C.J., Coles, E.C., Dollery, C.T., Ledingham, J.G., Palmer, 
A.J., Petrie, J.C., Webster, J. , Cancer mortality and atenolol treatment BMJ 1993 306 p. 622-
623  

58. Hole, D.J., Hawthorne, V.M., Isles, C.G., McGhee, S.M., Robertson, J.W.K., Gillis, C.R., 
Wapshaw, J.A., lever, A.F. , Incidence and mortality from cancer in hypertensive patients BMJ 
1993 306 p. 609-611  

59. Bangalore, S., Kumar, S., Kjeldsen, S.E., Makani, H., Grossman, E., Wetterslev, J., Gupta, A.K., 
Sever, P.S., Gluud, C., Messerli, F.H. , Antihypertensive drugs and risk of cancer: network 
meta-analyses and trial sequential analyses of 324168 participants from randomised trials. 
Lancet Oncol 2011 12 p. 65-82  

60. Powe, D.G., Voss, M.J., Zanker, K.S., Habashy, H.O., Green, A.R., Ellis, I.O., Entschladen, F. , 
Beta-blocker drug therapy reduces secondary cancer formation in breast cancer and 
improves cancer specific survival Oncotarget 2010 1(7): p. 628-638  

61. Vaklavas, C., Chatzizisis, I., Tsimberidou, A.M. , Common cardiovascular medications in 
cancer therapeutics Pharmacol Therap 2011 Epub ahead of print  

62. Daemen, M.J., Lombardi, D.M., Bosman, F.T., Schwartz, S.M., Angiotensin II induces smooth 
muscle cell proliferation in the normal and injured rat arterial wall. Circ Res, 1991 68: p. 450-
56. 

63. le Noble, F.A., Kessels-van Wylick, L.C., Hacking, W.J., Slaaf, D.W., oude Egbrink, M.G., 
Struijker-Boudier, H.A., The role of angiotensin II and prostaglandins in arcade formation in a 
developing microvascular network. J Vasc Res, 1996 33 (6 ): p. 480-488. 

64. Fujita, M., Hayashi, I., Yamashina, S., Itoman, M., Majima, M. , Blockade of angiotensin AT1a 
receptor signaling reduces tumor growth, angiogenesis, and metastasis. Biochem Biophys 
Res Commun, 2002 294 p. 441-7  

65. Neo, J.H., Malcontenti-Wilson, C., Muralidharan, V., Christophi, C., Effect of ACE inhibitors 
and angiotensin II receptor antagonists in a mouse model of colorectal cancer liver 
metastases. J Gastroenterol Hepatol 2007 22 p. 577-584  

66. Lever, A.F., Hole, D.J., Gillis, C.R., McCallum, I.R., McInnes, G.T., MacKinnon, P.L., Meredith, 
P.A., Murray, L.S., Reid, J.L., Robertson, J.W., Do inhibitors of angiotensin-I-converting 
enzyme protect against risk of cancer? Lancet, 1998 352 (9123): p. 179-184  

67. Lang, L., ACE inhibitors may reduce esophageal cancer incidence. Gastroenterol, 2006. 131 p. 
343-344  

68. Ronquist, G., Rodríguez, L.A., Ruigómez, A., Johansson, S., Wallander, M.A., Frithz, G., 
Svärdsudd, K., Association between captopril, other antihypertensive drugs and risk of 
prostate cancer. Prostate 2004 58 (1 ): p. 50-56. 

69. Sipahi, I., Debanne, S.M., Rowland, D.Y., Simon, D.I.,  Fang, J.C., Angiotensin-receptor 
blockade and risk of cancer: meta-analysis of randomised controlled trials. Lancet Oncol, 
2010 11 (7 ): p. 627-636  

70. Bangalore, S., Kumar, S., Kjeldsen, S.E., Makani, H., Grossman, E., Wetterslev, J., Gupta, A.K., 
Sever, P.S., Gluud, C., Messerli, F.H., Antihypertensive drugs and risk of cancer: network 
meta-analyses and trial sequential analyses of 324 168 participants from randomised trials. 
Lancet Oncol 2011 12 (1): p. 65-81. 

71. Wilop, S., von Hobe, S., Crysandt, M., Esser, A., Osieka, R., Jost, E. , Impact of angiotensin I 
converting enzyme inhibitors and angiotensin II type 1 receptor blockers on survival in 
patients with advanced non-small-cell lung cancer undergoing first-line platinum-based 
chemotherapy. J Cancer Res Clin Oncol 2009. 135(10): p. 1429-1435. 



Protocol version 1.0 |13th June 2011                                                                                Page | 21 
 

72. Chae, Y., Valsecchi, M., Lucca, A., Kim, J., Desai,  A.  , Angiotensin Converting Enzyme 
Inhibitors and Angiotensin Receptor Blockers May Reduce Breast Cancer Recurrence. Cancer 
Res, 2009. 69 (24 (Suppl)). 

73. Northern Ireland Cancer Registry. Online statistics 2008 [cited 2011 March ]; Available from: 
http://www.qub.ac.uk/research-centres/nicr/Data/OnlineStatistics/. 

74. Donnelly, D., Gavin, A, Monitoring care of female breast cancer patients in Northern Ireland 
diagnosed 2006 (with comparisons to 1996 & 2001). 2010, Northern Ireland Cancer Registry  

75. Fitzpatrick, D., Gavin, A, Monitoring care of colorectal cancer patients in Northern Ireland 
diagnosed 2006 (with comparisons 1996 & 2001). 2009 Northern Ireland Cancer Registry  

76. Bannon, F., Gavin, A., Monitoring the care of Lung cancer patients in Northern Ireland 
diagnosed 2006 (with comparissons 1996 & 2001) 2009 Northern Ireland Cancer Registry  

77. World Health Organization. The Anatomical Therapeutic Chemical Classification System with 
Defined Daily Doses.  2011  [cited 17th January 2011]; Available from: 
http://www.who.int/classifications/atcddd/en/. 

78. McTiernan, A., Irwin, M., Vongruenigen, V. , Weight, physical activity, diet and prognosis in 
breast and gynecologic cancers. J Clin Oncol, 2010 28(26 ): p. 4074-4080. 

79. Vrieling, A., Kampman, E., The role of body mass index, physical actvity and diet in colorectal 
cancer recurrence and survival: a review of the literature Am J Clin Nutr 2010. 92(3): p. 471-
490. 

80. Lubin, J.H., Caporaso, N.E., Cigarette smoking and lung cancer: modeling total exposure and 
intensity Cancer Epidemiol Biomarkers Prev, 2006. 15 (3): p. 517-523. 

81. Tardon, A., Lee, W.J., Delgado-Rodriguez, M., Dosemeci, M., Albanes, D., Hoover, R., Blair, A., 
Leisure-time physical activity and lung cancer: a meta-analysis. Cancer Causes Control, 2005. 
16(4): p. 389-397. 

82. Noble, M., Wright, G., Smith, G., Dibben, C. , Measuring multiple deprivation at the small-
area level. Environ Plann A 2006. 38: p. 169-185. 

83. Burstein, H.J., Prestrud, A.A., Seidenfeld, J., Anderson, H., Buchholz, T.A., Davidson, N.E., 
Gelmon, K.E., Giordano, S.H., Hudis, C.A., Malin, J., Mamounas, E.P., Rowden, D., Solky, A.J., 
Sowers, M.R., Stearns, V., Winer, E.P., Somerfiels, M.R., Griggs, J.J. , American Society of 
Clinical Oncology clinical practice guideline: update on adjuvant endocrine therapy for 
women with hormone receptor positive breast cancer J Clin Oncol, 2010. 28(23): p. 3784-
3796. 

84. Richardson, D.B., An incidence density sampling program for nested case-control analyses 
Occup Environ Med 2004 61 (e59). 

85. Essebag, V., Platt, R.W., Abrahamowicz, M., Pilote, L. , Comparison of nested case-control 
and survival analysis methodologies for analysis of time-dependent exposure BMC Med Res 
Methodol 2005 5(1). 

86. Etminan, M., Pharmacoepidemiology II: the nested case-control study - a novel approach in 
pharmacoepidemiologic research. . Pharmacotherapy 2004 24 (9 ): p. 1105-1109. 

87. Levesque, L.E., Hanley, J.A., Kezouh, A., Suissa, S. , Problem of immortal time bias in cohort 
studies: example using satins for preventing progression of diabetes. BMJ 2010 340(b5087). 

88. Suissa, S., Immortal time bias in observational studies of drug effects Pharmacoepidemiol 
Drug Saf, 2007. 16: p. 241-249. 

89. Chen, W.Y., Exogenous and endogenous hormones and breast cancer Best Pract Res Clin 
Endocrinol Metab, 2008. 22: p. 573-585. 

 
 
 
 
 
 

http://www.qub.ac.uk/research-centres/nicr/Data/OnlineStatistics/
http://www.who.int/classifications/atcddd/en/


Protocol version 1.0 |13th June 2011                                                                                Page | 22 
 

Annex 1 
Generic names of commonly prescribed drugs in the UK which will be used in the NIEPD_NICR 
study 

NSAIDs: 

Indometacin, sulindac, diclofenac, etodolac, acemetacin, accelofenac, piroxicam, tenoxicam, 
meloxicam, ibuprofen, naproxen, ketoprofen, fenoprofen, fenbufen, flurbiprofen, tiaprofenic acid, 
dexibuprofen, dexketprofen, mefanamic acid, tolfenamic acid, celecoxib, etoricoxib, lumiracoxib, 
nabumetone, azapropazone, aspirin 

Β-Blockers:  

Betaxolol, levobunolol, metipranolol, carteolol, Acebutolol, atenolol, atenolol in combination with 
calcium-channel blocker (i.e.: Beta-Adalat, Tenif), bisoprolol, carvedilol, celipropolol, esmolol, 
labetalol, metoprolol, nadolol, nebivolol, oxyprenalol, pindolol, propranolol, sotalol, timolol.  

 

 ACE inhibitors:  

Captopril, cilazapril, enalapril maleate, fosinopril sodium, imidapril hydrocholoride , perindopril 
erbumine, quinapril, ramipril, trandolapril, lisinopril, moexipril 

 

Angiotensin-II receptor antagonists: 

Candesartan cilexietil, eprosartan, irbesartan, losartan potassium, olmesartan medoxomil, 
telmisartan, valsartan 

Bisphosphonates:  

(Oral indications only) 

Alendronate, sodium clodronate, disodium etidronate,  ibandronate, risedronate sodium, disodium 
tiludronate  
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Annex 2 

List of BNF codes/ categories to be excluded from EPD data 

 7.4.4 Bladder Instillations and urological surgery 
1. Sterile sodium citrate solution for bladder irrigation 
2.Glycine irrigation solution 
3. Catheter patency solutions 

  -chlorhexidine 0.02% 
  -sodium chloride 0.9% 
  - Solution G (Uriflex G, Uro-Trainer Twin Suby G) 
  -Solution R (Uriflex R, Uro-trainer Twin Solution R) 
9.5.3 Fluoride 
 -Tablets 
  En-De-Kay (also oral drops) 
  Fluor-a-day 
  Fluorigard 
 -Mouthwashes 
  Duraphat 
  En-De-kay 
  Fluorigard 
 -Toothpastes 
  Duraphat 
9.6.7 Multi-vitamin preparations   
 -vitamin capsules 
 -abidec/dalivit drops 
 -Forceval 
 -Ketovite 
12.1.3 Removal of Ear wax 
 -almond oil 
 -olive oil 
 -sodium bicarbonate 
 -cerumol 
 -exterol 
 -Molcer 
 -Otex 
 -Waxsol 
13.2.2 Barrier preparations 
13.8.1 Sunscreen preparations 
13.8.2 Camouflagers 
13.11.1 Alcohols and saline 
13.11.2 Chlorhexidine salts 
13.11.3 Cationic surfactants and soaps 
13.11.4 Iodine 
13.11.5 Phenolics 
13.11.6 Oxidisers and dyes 
14.4 vaccines and antisera 
 
Appendix 7:Nutritional products and gluten free products  
Appendix 8:Wound management products and elasticated garments 
Ostomy/ urinary equipment as described in the NI Drug Tariff. 
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Annex 3  

One-way encryption process:  

An integral component of the NICR-NIEPD data linkage is the use of each individuals Health and Care 
number as the unique identification field. An important concern and potential ethical issue of the 
NICR-EPD data linkage is that of data confidentiality and the potential identification of individuals or 
patients from this field in the final dataset.  

We plan to use an Advanced Encryption Standard 256 bit (AES 256) algorithm to conduct a one way 
encryption of each patient’s H&C number, undertaken sequentially on each dataset. The encryption 
process has been summarised in the flowchart below. Briefly, H&C numbers from the NICR and BSO 
will be fed into the data encryption software. The data will be arranged such that the first 10 
characters will correspond to each individual’s unique H&C number. The encryption process requires 
two distinct text strings, the first is a password or cipher which forms the basis of the encryption, the 
second string is additional text which pads the characters out for a more secure encryption. Both 
text strings will only be known by data custodians in BSO and the NICR where the encryption will be 
undertaken; without these two strings it is impossible for the researcher to invert the coded data 
and the process cannot be replicated at a later date. The result is a new encrypted unique identifier 
ensuring that the remaining variables are dissociated from identifiable data. To ensure that the 
encryption process cannot be reversed on record order each dataset will be sorted in a random 
order. The two datasets will then be merged using the unique encrypted identifier present on both 
datasets, before finally removing this field from the final data file. The final file will then be made 
available to the approved researcher(s) in a secure setting for analysis i.e.: held in a secure office on 
a password protected PC with access restricted to the intended researcher(s).  
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