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ABSTRACT

Obijective: To describe the frequency, presenting features and distribution by stage of Advanced Breast Cancer.
Study Design: Case series.

Setting & Duration: Abbasi Shaheed Hospital, Karachi from December 1999 to December 2000.

Methodology: Thiswas a descriptive study aimed at determining the frequency of advanced cases of breast cancer
at Abbasi Shaheed hospital. Female patients presenting at the out patient department and later diagnosed as advanced
breast cancer wereincluded. Final histopathology was taken as the gold standard for categorizing locally advanced
disease, while metastatic cancer was determined on the basis of clinical, laboratory and radiological data. Cases
of recurrence (local or metastatic) were excluded.

Results: Atotal of 27 cases of breast cancer were diagnosed during the study period. Of these, 18(66.6%) were found
to have advanced disease. Locally advanced cancer (AJCC Stage |11 A and B) was found in 16(59.25%) patients,
while only 2(7.4%) had metastasis at the time of presentation.

Conclusion: Frequeny of advanced carcinoma in this study in younger population in higher compared to previous

data.
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INTRODUCTION

Carcinoma breast is the second most common disease
after carcinomacervix in Western countries. The disease
needs early diagnosis and prompt treatment for good
results in improving life and in many cases curing the
disease. The earlier it is diagnosed the better the surviva
rates.® The west is far ahead in screening, diagnosis
and treatment of carcinoma breast claiming better resuts
in the management. This study is designed to assessthe
frequency and patterns of advance carcinoma breast
amongst patients presenting in outpatient department
of Abbasi Shaheed Hospital (ASH) with breast lump
and nipple discharge, later diagnosed on Fine Needle
Aspiration Cytology (FNAC) or excision biopsy as
malignant tumour.
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Thereis consensus on the fact that younger women are
more likely to present with advanced stages™3, which
in turn has important implications on the significance
of screening and the effects on quality of life of the
patients. The prime purpose of screening is to detect
the cancer at an early stage.* The frequency of advanced
malignancy thus reflects the inability of any screening
program to reach out to the target population. While
screening and public awareness have achieved worth-
while results in the west, Pakistan is still struggling
with the loop holes and red-tape of the system; with the
result that the breast cancer continues to challenge the
health care provider with alate stage presentation. Most
of thelocal literature shows a high incidence able data
from the western world shows declining figures for
advanced stage disease.’

METHODOLOGY

This case series was conducted in Surgical Unit I11 of
Abbasi Shaheed Hospital from December 1999 to
December 2000. All cases of breast lump and blood
stained nipple discharge areincluded. Datawas collected
on aporforma designed. Patient selection criteriawere;
Female age above 12 years, history of lump breast or
nipple discharge, regardless of age of Menarche or
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Menopause. Patients who were diagnosed on FNAC or
excision biopsy, regardless of gestational age. Patients
were excluded on the basis of presence of any other
malignancy or chronic illness.

The metastatic work up consisted of Chest X-rays, ultra-
sound of the abdomen, liver function test, serum calcium
and alkaine phosphatase. A bone scan was only consider-
ed for symptomatic cases or those where serum calcium
and/or alkaline phosphatase were raised. Cases of recur-
rent cancer and those already receiving treatment and
presenting only for follow up were excluded.

Using the AJCC staging system patients were classified
according to TNM classification as;

a) Localised disease, stage | to stage 11 B.
b) Locally advance disease stage 111 A and B.
c) Distant matastasis, stage V.

Cases classified as stage |11 B onwards were labeled as
advanced disease in this case series.

RESULTS

A totdl of 27 female patients were diagnosed with breast
cancer in the given study duration. Of these 16(59.25%)
were found to have locally advanced disease, while
only two patients had metastatic cancer (7.4%). The
overall frequency of advanced cancer in the group thus
came to be 66.6% (18 out of 27 cases).

Age distribution (Graph 1): The average age was 40.5
years. Mgjority of the patients (15 out of 18, 83.3%)
were |ess than 50 years old at the time of diagnosis.

Clinical Presentation (Table I): All patients had clini-
cally palpable tumors. The average tumor size was 5.4

Fig. 1. Age-wise distribution of advance
Breast Cancer (n=18)
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cm in the greatest dimension. 14 patients also had clini-
caly palpableipsilateral axillary nodes (10 mobile and
4 with fixity to the axillary fat). Only one patient had
hepatomegaly and ascites at the time of presentation
and another presented with pathological fracture of the
femoral shaft.

Histological stages: Based on final histopathol ogy, four
distinct categories of patients were noted:

1) Largetumor size, negative/small nodes (T3, NO.1,
MOQ): 10 patients (55.5%) were designated in this
category. The average tumor sizein this group was
6 cm; 8 of these also had small, mobile axillary
nodes, only six of which were found to be histologi-
cally positive.

2) Tumor extension to chest wall, positive nodes (T4,
N1, M0): Only one patient had tumor adherent to
pectoral muscles. Theipsilateral nodeswere positive
but mobile.

3) Any tumor size, fixed nodes (N2,MO0): 5 patients
(27.7%) had tumors smaller than 5cm (average
3.5cm) with bulky nodes fixed to the axillary fat.
Average number of positive nodes was 5, with the
average size of 2.5cm.

4) Metastatic disease (M1): Only two patients had
distinct metastasis at the time of diagnosis (one
with liver metastasis confirmed by cold biopsy and
another with fracture of femur).

DISCUSSION

Advanced breast cancer is an elusive disease category
that defies all attempts at treatment and palliation. Like
most natural disasterswhosetoll is on the young female

Table I. Clinical features at presentation in
advance breast cancer (n=18)

Clinical Feature No. )

Breast Lump 18 100
Nipple Discharge 4 22
Nipple Retraction 5 27
Mobile Nodes 10 55.5
Fixed Nodes 4 22
Peau d’orange 3 16.6
Fixity to Chest Wall 1 5.5
Hepatomegaly 1 5.5
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population. Late presentation with disseminated disease
is not only atherapeutic chalenge but a so significantly
increases psychological morbidity.® In this series, ahigh
proportion of de novo cases of breast cancer presented
as advanced malignancy, although the frequency of
metastatic disease was 7.4%. This correlates well with
the dismal figures obtained by researches, like Yusuf®
from Rawalpindi General Hospital, reported an incidence
of 73.8% of advanced cancer in their study of 84 patients.
Vahdaninia and Montazeri® of the Tehran University
found that of 128 cases, 61% presented with advanced
disease. Conversely, data from the west puts the figure
at an encouraging 20-30%’ and this has steadily decre-
ased due to effective mammographic screening. Frache-
boud™® have reported afall of 12.1% in 9 years between
1989 and 1997.

The average tumor sizein this series of advanced breast
tumors was 5.4cm. Rasool ! from the Services Hospital
Lahorein his study of 72 patients found a staggering
average size of 8.8cm, who exclusively studied the eld-
erly female population. The mean tumor size reported
by western researchers is much smaller, averaging at
3.3cm.*? Apart from large tumor size, we also witnessed
ahigh proportion of nodal positivity; athough relatively
fewer patients had fixed axillary nodes. Schootman'?
found the overall incidences of node positive cancers
at 76 per 100,000 population. Apart from the challenges
of treatment and morbidity, psychological issues have
been well recognized in patients with advanced breast
cancer. Turner® have identified difficultiesin communi-
cating with doctors, emational impact, feelings about
why the cancer developed and use of non-prescribed
treatment as some of the collateral issues surfacing in
these cases.

CONCLUSION

Frequeny of advanced carcinomain this study in younger
population in higher compared to previous data.
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