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ABSTRACT 

BACKGROUND 

Worldwide, breast cancer is the most frequent cancer in women and represents the second leading cause of cancer death 

among women. Locally advanced breast cancer constitutes more than 50-70% of the patients presenting for treatment has 

two common problems in treatment. Achieving local control and prolonging survival by preventing or delaying distant 

metastasis. Today, treatment of LABC requires a combination of systemic and local/regional therapies. 

The aim of the study is to study the clinicopathological presentation, age distribution and various modes of management 

of locally advanced breast carcinoma. Worldwide breast cancer is the most frequent cancer in women and represents the 

second leading cause of cancer death among women. Locally advanced breast cancer constitutes more than 50-70% of the 

patients presenting treatment. 

 

MATERIALS AND METHODS 

The present study includes 50 patients who attended Department of General Surgery for a period of three years.  

 

RESULTS 

The patients were regularly followed up and at the end of the study 35 (70%) of the patients were doing well. 4(8%) of the 

patients developed distant metastasis and 3 (6%) of the patients developing local recurrence. 8 (16%) of the patients were 

lost follow up. 

 

CONCLUSION 

About half of the cases presenting with breast cancer are in locally advanced stages. Multimodality therapy is the effective 

treatment of locally advanced carcinoma of breast. Breast cancer management is a challenge and improvement in therapies 

are needed for disease-free interval and overall survival period. 
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BACKGROUND 

Worldwide, breast cancer is the most frequent cancer in 

women and represents the second leading cause of cancer 

death among women. Locally advanced breast cancer 

constitutes more than 50-70% of the patients presenting 

for treatment has two common problems in treatment. 

Achieving local control and prolonging survival by 

preventing or delaying distant metastasis. Today, treatment 

of LABC requires a combination of systemic and 

local/regional therapies. 

 

 

 

MATERIALS AND METHODS 

The present study includes 50 patients who attended 

Department of general surgery during period of November 

2013 to October 2016. 
 

Inclusion Criteria 

All patients presenting in Guntur Medical College, Guntur, 

with stage IIIA, IIIB, IIIC and inflammatory carcinoma 

were included in the study. 
 

Exclusion Criteria 

Patients who were clinically diagnosed as having locally 

advanced breast cancer, but on investigations found to 

have distant metastasis were excluded. 

Diagnosis was made by FNAC, investigative profile 

available and accessible in the hospital were made use of. 

Investigations to rule out metastasis were obtained. 

USG abdomen and pelvis, LFT, chest x-ray and skeletal x-

rays were done. 

The multimodality treatment approach of LABC 

commenced in majority of cases with neoadjuvant 

chemotherapy followed by local therapy in the form of 

MRM (Auchincloss modification). 
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In certain cases of stage IIIA disease considered 

operable at presentation (stage T3N1) treatment is 

initiated with local therapy, i.e. modified radical 

mastectomy followed by adjuvant chemotherapy with 

standard chemotherapy regimen. 

The response to Neoadjuvant Chemotherapy (NACT) 

was studied by serial clinical examination noting the 

regression in the size of the lump (or ulcer) and change in 

the lymphnode status of axilla. 
 

Observation- 
 

 
Graph 1. Proportion of LABC Cases 

 

Age Group Number of Patients Percentage 

21-30 yrs. 6 12% 

31-40 yrs. 13 26% 

41-50 yrs. 17 34% 

51-60 yrs. 9 18% 

>60 yrs. 5 10% 

Table 2. Age Distribution 
 

Tumour Size Number of Patients Percentage 

<5cms 7 14.2% 

5-8cms 37 75.5% 

8-10 cms 4 8.2% 

>10cms 1 2% 

Table 3. Tumour Size 
 

Fixity Feature 
No. of 

Patients 
Percentage 

Skin 

Peaud’orange 12 24% 

Ulcer 8 16% 

Satellite nodule 4 8% 

Chest wall  5 10% 

Table 4. Fixity to Skin and Chest Wall 
 

Lymph Node Status No. of Patients Percentage 

N1 26 52% 

N2 22 44% 

N3 2 4% 

Table 5. Lymph Node Status 
 

Group  
Stage 

TNM  
Stage 
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IIIA 

T3N1M0 12 

23 46% T3N2M0 10 

T2N2 1 

IIIB 

T4a N1 M0 1 

24 48% 
T4a N2 M0 4 

T4b N1 M0 13 

T4b N2 M0 6 

IIIC T3N3M0 2 2 4% 

Inflammatory 
CA 

T4d 1 1 2% 

Table 6. Stage of Disease 
 

Operability Number Percentage 

Operable 12 24% 

Inoperable 38 76% 

Table 7. Proportion of Inoperable Cases 

 

Sequencing Number of Cases Percentage 

NC+S+C+R 33 66% 

NC+S+C 2 4% 

NC+R 3 6% 

S+C+R 7 14% 

S+C 5 10% 

Table 8. Sequencing of Treatment 
 

Regimen Number of Patients Percentage 

CMF 26 52% 

AC 24 48% 

Table 9. Chemotherapy Regimen 
 

Clinical Response IIIA IIIB IIIC 

Complete 100% 3 2 - 

Partial 

91-99% 2 1 - 

81-90% 1 5 1 

71-80% 3 8 - 

61-70% - 2 1 

51-60% - 1 - 

Stable disease 
1-50% 2 2 - 

0% - 3 - 

Table 10. Response to Neoadjuvant Chemotherapy 
 

Complication No. of Patients Percentage 

Seroma 4 8.5% 

Oedema of arm 4 8.5% 

Wound infection 3 6.3% 

Wound dehiscence 2 4.2% 

Table 11. Complications of Surgery 
 

Toxicity 
CMF AC 

Number Percentage Number Percentage 

Alopecia 10 38.46% 20 83.33% 

Anaemia 5 19.2% 6 25% 

Mucositis 4 15.4% 3 12.5% 

Nausea 1 3.8% 5 20.8% 

Emesis 3 11.5% 9 37.5% 
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Fatigue 2 7.7% 4 16.6% 

Neutropenia 0 0% 1 4.1% 

Table 12. Chemotherapy Toxicity 
 
RESULTS 

The patients were regularly followed up and at the end of 

the study, out of 50 patients,35 (70%) patients were doing 

well without any recurrence or symptoms. 4(8%) patients 

developed distant metastasis and 3 (6%) patients 

developed local recurrence. 8 (16%) patients were lost for  

follow up. 

Locally Advanced Breast Cancer (LABC) continues to be 

a significant problem in the United States and a common 

breast cancer presentation worldwide. LABC generally is 

defined by bulky primary chest wall tumours and/or 

extensive adenopathy. This includes patients with T3 (5 

cm) or T4 tumours (chest wall fixation or skin ulceration 

and/or satellitosis) and N2/N3 disease (matted axillary 

and/or internal mammary metastases).1 Of note, recent 

studies demonstrate that prolonged survival can be 

achieved in patients with metastatic disease limited to the 

supraclavicular nodes after appropriate multimodality 

breast cancer treatment.1,2 As a result, the sixth edition of 

the American Joint Committee on Cancer (AJCC) staging 

system now includes isolated supraclavicular metastases in 

the stage III/LABC disease category.3 According to the 

American College of Surgeons National Cancer Database, 

approximately 6% of breast cancers in the United States 

present as stage III breast cancer disease.4 Five-year 

survival for stage III breast cancer is approximately 50% 

compared with 87% for stage I. Surgeons historically have 

been at the forefront of investigating LABC treatment. 

Haagensen and Stout5 at Columbia University provided 

early data regarding the dismal results of radical 

mastectomy alone as treatment for LABC over 60 years ago 

reporting 5-year local recurrence and survival rates of 46% 

and 6%, respectively. This experience led to the definition 

of inoperable LABC when patients presented with extensive 

breast skin oedema or satellitosis, intercostal/parasternal 

nodules, arm oedema, supraclavicular metastases or 

inflammatory breast cancer. In contrast, grave local signs 

of LABC were poor prognostic features, but not 

contraindications to resection. These included ulceration, 

limited skin oedema, fixation to the pectoralis muscle and 

bulky axillary lymphadenopathy. 

Therapeutic doses of chest wall radiation were similarly 

inadequate in controlling LABC. Studies from the 1970s and 

1980s by the Joint Centre for Radiation Therapy, Guy’s 

Hospital and the Mallinckrodt Institute of Radiology, all 

revealed excessively high failure rates, with 5-year local 

recurrence rates ranging from 46% to 72% and survival 

rates of 16% to 30%.6-8 Combined treatment with radiation 

plus surgery was also attempted in this era,9-11 but yielded 

no significant improvement in disease control. Preoperative 

chemotherapy protocols (also known as neoadjuvant or 

induction chemotherapy) revolutionised LABC care. This 

approach is now standard for patients with bulky breast 

and/or axillary disease. Early concerns regarding this 

approach were based on the potentially negative effects of 

preoperative chemotherapy on surgical complication rates, 

the prognostic value of the axillary staging and overall 

survival after delayed surgery. Clinical investigations 

reported during the 1980s and 1990s addressed and 

alleviated these concerns. 

Comparable operative morbidity was demonstrated in a 

study of nearly 200 LABC patients treated with 

mastectomy, approximately half of whom received 

preoperative chemotherapy; neoadjuvant patients actually 

had a lower rate of postoperative seroma 

formation.12Danforth and colleagues13similarly reported 

that preoperative chemotherapy neither adversely affects 

surgical complication rates nor delays postoperative 

treatment. Most patients are ready for surgery 3 to 4 

weeks after the last chemotherapy cycle, when absolute 

neutrophil and platelet counts are greater than 1500 and 

100,000, respectively. The prognostic value of axillary 

staging in LABC patients that have received neoadjuvant 

chemotherapy followed by axillary lymph node dissection 

was confirmed by McCready and colleagues.14 

 

CONCLUSION 

 About half of the cases presenting with breast cancer are 

in locally advanced stages. Lump in the breast is the most 

common symptom, upper outer quadrant being its most 

common location. Highest number of cases presented in 5th 

decade, followed by 4th decade indicating the presentation 

is a decade earlier in Indian patients compared to the west. 

Fixity to skin was seen in about 48% of the cases and was 

the most common cause of inoperability. Only a quarter of 

the cases were operable, rest inoperable. Patients 

administered NACT showed good response with 13.2% and 

65.8% of the patients showing clinically complete and 

partial response, respectively.92% of inoperable tumours 

became operable confirming that NACT is an effective 

method of downstaging the tumour. Chemotherapy was 

well tolerated in most patients, alopecia being the most 

common adverse effect followed by anaemia and emesis. 

Surgical complications were seen in less than 30% of the 

cases. Hormone receptor positivity was seen in 60% of the 

patients and tamoxifen was advised in hormone receptor 

positive patients. Infiltrating ductal carcinoma is the 

common histological variant seen. 

Multimodality therapy is the effective treatment of 

locally advanced carcinoma of breast, but distant 

metastasis seen in 4 patients and local recurrence in 3 

patients show that management is a challenge and 

improvement in therapies are needed for disease-free 

interval and overall survival period. 
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