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ABSTRACT

BACKGROUND
Carcinoma breast is the most common site of specific cancer in women. In India, the incidence of breast cancer is increasing rapidly
to be number one cancer, now cervical cancer became second in place. Breast lump is the commonest symptom and once clinically
apparent carcinoma tends to spread distantly which greatly varies from patient to patient and is characteristic of heterogeneity of
the disease.

The aim of the study is to study carcinoma breast with respect to various risk factors, age distribution, clinical presentation and
histopathological findings.

MATERIALS AND METHODS
This is a hospital-based prospective observational study and data used was obtained from 48 cases that were evaluated at our
institute from September 2013 to August 2015 and diagnosed to have carcinoma breast.

RESULTS

All the patients were females with average age of 51 years. Average age of menarche was 13 years. with almost equal proportions of
pre- and post-menopausal women. Only one patient was nulliparous, rest of all the patients breast fed their children; 8.3% of the
patients had a family history of disease and they all had earlier age of presentation. Duration of symptoms was more than 6 months
in 43.8% cases, which reflects negligence of patients. Lump in breast was a presenting complaint in all the patients (100%) followed
by nipple retraction (33.3%); 14.6% of patients had stage I disease, 39.6% had stage II disease and 45.8% had stage III disease;
81.3% of cases were of infiltrating ductal carcinoma; 60.4% of patient’s samples were ER positive, while 52.1% were PR positive;
83.2% of cases were discharged without any complications.

CONCLUSION

FNAC was highly effective in diagnosing malignancy. Infiltrating ductal carcinoma was the most common histopathological type. A
significant proportion of patients were hormone receptor positive depicting the role of hormonal therapy in the management. Early
breast carcinomas are well treated with modified radical mastectomy with a need of chemoradiation in selected cases. The
management of Locally Advanced Breast Carcinoma requires complex multidisciplinary approach. Raising awareness about the
screening procedures and treatment of breast cancer can help reducing mortality.
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BACKGROUND

Carcinoma breast accounts for 26% of all newly diagnosed
cancers in females and are responsible for 15% of the cancer
related death in women.! It is seen rarely before the age of 30.
Thereafter, its incidence rises rapidly. In developing countries,
it accounts for 1% - 3% deaths.2 It causes 5,19,000 deaths in a
year worldwide; about 9,00,000 women are diagnosed per
year. Incidence of breast cancer is 0.26/1,00,000 in males and
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20.01/1,00,00 in females. While mortality associated with
breast cancer is 1.20/1,00,000 in males and 4.32/1,00,000 in
females. Deaths from breast cancer have increased during the
past 60 years in every country.3

In India an increasing trend in incidence is reported. As per
various studies, 1 in 22 females are likely to have breast cancer
in their lifetime. The rise is mainly documented in metros and
urban India.# To generate the reliable data on magnitude and
pattern of cancer, India started National Cancer Registry
Program in 1981.5 Upto 2003 the program comprised of six
population based cancer registry and one registry serving
rural area covering the total population of 35.7 million (only
3.5% of the Indian total population)¢ and an increasing trend
in incidence is reported from various registries of national
cancer registry project and now India is a country with largest
estimated number of breast cancer deaths worldwide.”8 In
India it is difficult for early diagnosis of carcinoma breast in
lower strata females, mainly because of lack of breast cancer
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screening program, scarcity of diagnostic tools and ignorance
towards health of female. Vital multidisciplinary approach of
treatment of carcinoma breast is available over a very few
centres. Marriage at an early age, early and multiple
childbirths and breastfeeding of all children for a long period
of time is the norm in most Indian socities.9 Almost all Indian
breast cancer patients detect their disease by themselves at a
stage when it presents with palpable lump. The management
of breast cancer requires a multidisciplinary approach
involving surgeon, medical oncologist, pathologists and
radiotherapists as well as other medical professionals.1? It is
most often observed that due to lack of knowledge and
ignorance, patients of carcinoma breast clinically present in a
later stages of disease. And because of this, in India most
patients presents to the healthcare facilities at the stage of
Locally Advanced Breast Carcinoma. Treatment of this
advanced carcinoma mainly requires multidisciplinary
approach.

MATERIALS AND METHODS

Diagnosed cases of carcinoma breast from September 2013 to
August 2015 were included in this hospital-based prospective
observational study.

Inclusion Criteria

e All proven cases of carcinoma breast.

e Patients who belonged to clinical Stage I, Stage II and
Stage III disease.

Exclusion Criteria

e  Male breast carcinoma.

e  Stage IV patients.

e  Patients with benign breast disease.

RESULTS

Out of 48 cases studied, 14.6% were less than 40 years of age
and maximum were within 41 to 50 years’ age group (43.7%).
Within 51 to 60 and 61 to 70 years of age groups 9 (18.8%)
and 7 (14.6%) women were present respectively. Only 4
women (8.3%) were above 70 years age.

Family history of breast carcinoma was noted in 4 cases
(8.3%). In this study, 21 women (43.8%) with symptoms
related to breast carcinoma were present after 6 months of
initiation of symptoms, while 16 women (33.3%) were having
symptoms within 3 months to 6 months’ duration. And 11
women (22.9%) had the symptoms for duration of less than 3
months. All 48 women (100%) having breast carcinoma had
presented with lump, while 7 (14.6%) had complained of pain
in breast. Ulceration over breast and other skin changes were
seen in 9 patients (18.8%), 16 females had nipple retraction
(33.3%), 5 had nipple discharge (10.4%) and 4 were presented
with axillary mass (8.3%).

Characteristics Subjects and %
Age Groups in Years
20-30 2 (4.17%)
30-40 5(10.42%)
40-50 21 (43.7%)
50-60 9 (18.8%)
60-70 7 (14.6%)
Above 70 4 (8.3%)
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Mean+SD:51 +12

Family History
Present 4 (8.3%)
Absent 44 ((91.7%)
Duration of Symptoms

Less than 3 months
3 to 6 months
More than 6 months
Clinical Presentation

11 (22.9%)
16 (33.3%)
21 (43.8%)

Lump in breast 48 (100%)
Nipple retraction 16 (33.3%)
Ulcer/other skin changes 9 (18.8%)
Pain/discomfort 7 (14.6%)
Nipple discharge 5 (10.4%)
Axillary mass 4 (8.3%)

Table 1. Distribution of Study Subjects
According to Clinical Factors (n = 48)

In our study, all the 48 included patients were females. In
50% of these females the age of attainment of menarche was
between 13 and 15 years, while 17 females (35.4%) reported
less than 13 years as age of menarche (Mean + SD : 13 + 1.7);
23 females (47.9%) were premenopausal, while 25 females
(52.1%) were post-menopausal at the time of detection of
breast carcinoma. We noted 64.6% of patients had a
reproductive period of more than 30 years. Mean + SD : 31 +
4.3; 17 females (35.4%) had given first birth when they were
less than 20 years of age; 22 females (45.8%) delivered first
time between 21 - 25 years of age (Mean * SD: 21 * 4); 47
females (97.9%) had breast fed their children, only 1 patient
(2.1%) was nulliparous. In the study only 1 female was
nulliparous, parity 1 was the most common in 35.5% of the
patients, parity 2 in 25% females and parity 4 in 23% females
(Mean +SD:3.3 £ 1.2).

Age at Menarche (n = 48)

Less than 13 17 (35.4%)

13-15 24 (50%)

More than 15 7 (14.6%)

Mean+SD:13+1.7
Age at First Delivery (n = 47)

Less than 20 17 (35.4%)
20-25 22 (45.8%)

More than 25 8 (16.7%)

Mean+SD:21+4
Parity (n = 48)

0 1(2.1%)
1 8 (16.66%)

2 4 (8.33%)
3 20 (41.66%)
4 8 (16.66%)

>, =5
(Mean + SD: 3.3 + 1.2). 7 (14.6%)
Menopausal Status
Pre-menopausal 23 (47.9%)
Post-menopausal 25 (52.1%)
Duration of Reproductive Period

Less than 25 8 (16.7%)

25-30 9 (18.8%)
31-35 29 (60.4%)
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More than 35 2 (4.2%)
Mean+SD:31+4.3
OC Pills Use
Used 15 (31.25%)
Not used 33 (68.75%)

Table 2. Distribution of Study Subjects
According to Hormonal Risk Factors (n = 48)

In our study 25 patients were having carcinoma in left
breast (52.1%), while 23 patients had it in right breast
(47.9%). The lump size was > 5 cm in 52.1% of cases, while
33.3% of patients had lump size > 2 - </=5 cm; 64.6% of the
patients had the lump in the upper and outer quadrant; 12.5%
of patients had centrally located lump; 77.1% of the cases did
not have any fixity, while 22.9% cases had fixity to the skin or
underlying structures like pectoralis muscle and chest wall. In
this study 29 patients (60.4%) had clinically palpable lymph
nodes. T staging of breast carcinoma revealed, T2 tumour was
present in 16 females (33.3%). T3 and T4 tumours were
presentin 14 (29.2%) and 11 (22.9%) cases respectively. Only
7 patients (14.6%) were having T1. Nodal staging revealed NO
in 16 cases (33.3%) and N1 and N2 stage was present in 15
(31.3%) and 17 (35.4) cases respectively. Clinically, stage III
disease was present in 22 patients (45.8%), while stage Il and
I carcinoma breast was present in 19 (39.6%) and 7 (14.6%)
patients.

In the present study about 64.6% showed infiltrating
ductal carcinoma on FNAC, while 33.3% were suggestive of
malignancy. Histopathological evaluation revealed that in 39
females (81.3%) the breast carcinoma was of infiltrating duct
carcinoma type, in 4 cases (8.3%) it was of lobular type. While
medullary type of breast carcinoma was detected
histologically in 5 patients (10.4%). Out of these 48 specimens
of breast carcinoma breast 29 were ER positive (60.4%), while
25 were PR positive (52.1%). Her-2/neu status was positive in
only 6 of the cases (12.5%). In patients studied, all 48 (100%)
patients undergone surgery in the form of MRM. All patients of
locally advanced breast carcinoma (22) were given
neoadjuvant chemotherapy and advised postoperative
radiotherapy. But postoperative radiotherapy was taken by 15
patients only; 39 patients (81.3%) were advised postoperative
chemotherapy. All 35 patients with hormone receptor positive
(73.9%) were advised hormonal therapy for 5 years.
Postoperative complications include seroma and wound
infection in 3 cases each (6.3%). Flap necrosis and
lymphoedema was noted in 1 patient each (2.1%). No
complications were noted in rest 40 patients (83.2%).

Characteristics
Fine Needle Aspiration Cytology
Histological Subtype of Tumour
Infiltrating ductal carcinoma

Subjects and %
48 (100%)

39 (81.3%)

Lobular carcinoma 4 (8.3%)
Medullary carcinoma 5(10.4%)
Stage of Carcinoma Breast
I 7 (14.6%)
11 19 (39.6%)
11 22 (45.8%)

Hormone Receptor Status

—
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Oestrogen receptors n=48
Positive 29 (60.4%)
Negative 19 (39.4%)

Progesterone receptors n=48
Positive 25 (52.1%)
Negative 23 (47.9%)

Her2-neu status
Positive 6(12.5%)
Negative 42 (87.5%)
Treatment Given

Modified radical mastectomy
Neoadjuvant chemotherapy

48 (100%)
22 (45.8%)

Adjuvant chemotherapy 39 (81.3%)
Radiotherapy 15 (31.3%)
Hormone therapy 35(73.9%)
Post-Operative Complications n=48
Seroma 3(6.3%)
Wound sepsis 3(6.3%)

No complications 40 (83.2%)
Table 3. Distribution of Study Subjects
According to Management Factors (n = 48)
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DISCUSSION
This hospital-based prospective observational study has been
attempted to focus on the basic clinico-pathologic features of
carcinoma breast with the various diagnostic and therapeutic
modalities. Although, many advanced investigations are not
performed at our centre, especially ER, PR, Her2-neu for which
we sent sample to higher centre. Advanced malignancies were
excluded from the study. Surgery was performed on all the
cases in the study. Other treatment options advised according
to the stage of disease. Breast carcinoma is mainly a disease of
old age with peak incidence in fifth to sixth decade, but in India
the disease was seen a decade earlier, probably because of
shorter lifespan of Indian women. In present study, peak
incidence of breast cancer was 43.7% between 41 - 50 years
with second most incidences seen in 51 - 60 years’ age group.
In Balasubramaniam et al series, 1 highest incidence was seen
in 41 - 50 years’ age group. Mean age was 51 years, which is in
concordance to age of 47.39 years quoted by Sandhu et al.12
The youngest patient was of 29 years and oldest was 78 years.
Early age at menarche has been associated with an
increased risk of breast cancer. China has an average age of
menarche at 16 - 17 years of age, hence incidence of breast
cancer is low. The results of study of Bhadoria AS et al!3
revealed a strong association of reproductive factors with
breast cancers in the Indian population. It is reported that
women with menarche age of 10 or 11 years showed a 2.2
times higher risk for breast cancer compared to women who
had their first menstrual period at 12 years and above.14 In our
study, 50% of the patients had attained menarche between the
age of 13 to 15 years and 35.4% less than 13 years of age,
which is in concordance with Indian study done by Babita et
al.15 Mean age of attainment of menarche is 13 years. Late
menopause is a known risk factor of carcinoma of breast. The
risk doubles with menopause after age 55.16 In this study,
52.1% of patients were postmenopausal and 47.9% patients
were pre-menopausal, which is in concordance with study
done by Raina V et al.17 Studies have shown that greater the
duration of reproductive period, greater is the risk of breast
cancer. In the present study, it was noted that 64.6% of the
patients had a reproductive period of more than 30 years, thus

Page 7431



Jemds.com

suggesting higher incidence with larger duration of
reproductive period. We noted mean reproductive period of
31 years. The study done by Ramon |JM et al18 indicates that
parity is an independent risk factor associated to breast cancer
and that the women with a late age at first full-term pregnancy
constitute a high-risk group.

The earlier the age of first birth, lower is the risk of breast
cancer. In present study 35.4% of patients were aged less than
20 years at the time of birth of first child, while 45.8% patients
delivered their first child between 20 and 25 years of age. In
study done by Babita et al,15 66.4% of cases had delivered their
first child between the age of 20 - 25 years. Mean age at first
birth was 21 years. Various studies have shown that breast fed
women had given a protective effect against breast cancer. In
our study, all 47 patients had breastfed their children for more
than 6 months in duration. Hence, the protective nature of
breast feeding for breast cancer could not be well correlated.
One patient was nulliparous. Ewertz M et all? suggested that
full-term pregnancies protect against breast cancer. Women
who never had any pregnancy were at increased risk and the
risk decreased with an increasing number of full-term
pregnancies.1?

In this study, 58.3% of patients had parity 3 - 4, 25%
patient had parity 1 - 2. Only one patient was nulliparous.
Mean parity was 3.3 child births. So looking at the data, no
relationship between parity and incidence of breast cancer
could be drawn. A family history of breast cancer in first or
second-degree relatives is associated with an increased risk of
the disease. The risk is greatest in patients with first-degree
relatives and age of presentation is years earlier than other
patients. In the studies done by Pakseresht S et al20 and Zhu et
al,2! both noted 3.4% of patients had a family history of
disease. In another study done by Kelly et al, 40% of patients
had a family history of carcinoma of breast.22 In our study,
8.3% of patients had a family history of disease and most of
them had early presentation. Patients in the Western
population present at an early stage of disease due to
awareness and good screening programmes. In India due to
negligence and lack of widespread screening facilities, patients
do present later during the course of the disease.

We noted 43.8% of our patients were presented more than
6 months of onset of symptoms, 33.3% of patients presented
within 4 months - 6 months of onset of symptoms. Study done
by Sandhu DS et al,12 37.5% patients present within 3 months’
duration. Most breast cancers will present as a hard lump.
There are various other presentations, which are less
common. In our series, all 48 cases (100%) presented with
history of lump in the breast. In study done by Raina V et al,
96.5% of patients presented with a lump in breast.l? The
second most common symptom in the series were nipple
retraction which was seen in 33.3% of the patients, pain was
present in 15.8%. Nipple discharge and skin changes were
present in 10.4% and 18.8% of patients respectively. Raina V
et all? reported 15.8% of patients presented with pain and
4.9% with nipple discharge.1? Cancer in both left and right
breasts showed almost equal incidence. In our study, 47.9% of
patients had a right-sided pathology and 52.1% had a left-
sided pathology, which is comparable with the study done by
Sandhu DS et al,12 Channanna et al23 and Park et al.24 Greater
the size of the tumour, greater are the chances of the disease
to be generalised and greater are the difficulties to treat. In our
study 52.1% of patients had size of tumour more than 5 cm,
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33.3% of patients had size 2 to 5 cm which is comparable to
study done by Widodo I et al.25 We noted 64.6% of lump were
present in upper outer quadrant and 12.5% in central
quadrant of breast. Mohapatra M et al reported 65% of
tumours were present in upper outer quadrant.26 The
occurrence of carcinoma more in Upper Outer Quadrant is
explained by the fact that it has more of breast tissue than
other areas. Only 22.9% of the cases had fixity to skin or the
chest wall, while 77.1% had no fixity. Earlier studies have
shown that 78% of the patients present with palpable axillary
lymph nodes. But it was seen in our study that 60.4% of the
patients had positive axillary lymph nodes and 39.6% did not
have any palpable nodes.

In the present study 14.6% of patients had stage I disease,
39.6% had stage II disease and 45.8% had stage III disease.
Channanna et al noted 12% of patients had stage I disease,
39% had stage II disease, 49% of patients had stage III
disease.23 T2 was the most common stage in our study (33.3),
next was T4 in 22.9% of cases. Patients in all N stages were
almost similar in number (N1, N2, N3). There were no N4
patients in the study. Stage IV patients were not included in
our study. In the present study about 64.6% cases showed
infiltrating ductal carcinoma on FNAC, while 33.3% were
suggestive of malignancy. One patient showed infiltrating
lobular carcinoma. Postoperative histopathological evaluation
revealed 39 cases (81.3%) were of infiltrating ductal
carcinoma (not otherwise specified) type, 4 cases (8.3%) were
of lobular carcinoma and 5 cases (10.4%) were of medullary
carcinoma. In study done by Vishal G et al,2? 88% of cases were
of infiltrating ductal carcinoma. Various other studies showed
similar distribution of patients according to histopathological
subtypes. In present study, tissue samples of 29 patients
(60.4%) were ER positive, while 25 patient’s tissue samples
(52.1%) were PR positive. Her-2/Neu status was positive in
only 6 cases (12.5%). Study done by Onitilo AA et al28 and
Patnayak R et al29 showed somewhat similar results. We
included early (Stage I and II) and locally advanced (Stage III)
breast cancers in this study. Mudholkar VG et al30 also
reported, the upper outer quadrant was the most commonly
affected quadrant in breast malignancy (42.5%) and the
invasive ductal carcinoma not otherwise specified was the
most common (88%) type.

Surgery was offered to all 48 patients in the form of
Modified Radical Mastectomy (MRM). Axillary clearance was
done in all cases to explore the axilla to look for nodal
involvement even in clinically node negative cases. In most
cases, lymph node dissection was done up to level II, but in
some selected cases it was also done up to level III. If any
infiltration to pectoralis major was found, the part of the
muscle was excised. Pectoralis minor were either retracted or
divided in most cases to gain access to level II and III lymph
nodes. Thus surgery was aimed to provide adequate local
clearance from tumour.

Neoadjuvant chemotherapy was given to all 22 patients
with Locally Advanced Breast Carcinoma or Stage III disease.
CAF regimen was advised to all patients with 2-3 cycles
depending on the response to chemotherapy by the tumour.
Remaining cycles were completed on adjuvant setting.
Adjuvant chemotherapy was given to 39 patients with, 1)
Tumour size more than or equal to 5 cm; 2) Stage N1, N2 lymph
node; 3) Her-2/neu receptor positive status; and 4) Triple
negative breast carcinoma. CAF regimen was advised to all
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patients with total of 6 cycles (including cycles in neoadjuvant
setting). If patient has IHD or other cardiac abnormalities then
Adriamycin (Doxorubicin) was not given, as it has cardiac
toxicity. Instead patient was advised Taxanes with platinum
compounds (Docetaxel + Carboplatin/Paclitaxel + Cisplatin)
according to a feasibility of the patient. Overall survival or
Disease-Free Survival (DFS) is not influenced by the timing of
chemotherapy (before or after surgery), but is more likely to
be influenced by the chemo-sensitivity of the primary lesion.
The only benefit that neoadjuvant systemic therapy offers is
the feasibility of breast conservation, not at the cost of local
recurrence as thought earlier.3!

Radiotherapy was advised to all 22 patients with stage III
disease. Radiotherapy was given to both operative area and
ipsilateral axilla. For same we had referred the patient to the
higher centre. All 35 receptor positive cases were advised
hormonal therapy. Tamoxifen were advised to all patients
irrespective of menopausal status for 5 years in a dose of 20
mg/day. All post-menopausal patients were advised with
letrozole 2.5 mg twice a day for 5 years. All 6 patients with Her-
2/neu positive were advised to take Trastuzumab, but none of
them took the same because of cost of treatment.

All 22 patients with Locally Advanced Breast Carcinoma
were advised Neoadjuvant Chemotherapy (NACT) in the form
of CAF regimen or alternative as mentioned above every 21
days for 2 - 3 cycles depending on response to chemotherapy.
Once size of tumour was reduced or fixity was decreased;
patients were followed with Modified Radical Mastectomy
(MRM) for local clearance followed by postoperative
chemoradiation. All patients with hormone receptor positive
were provided with hormonal therapy in the form of
Tamoxifen or letrozole in doses mentioned above. Regular
followup of patients done every three months in order to early
identification of recurrence or metastasis. Followup done with
chest x-ray, USG abdomen pelvis, CT scan, Bone scan and
whole body PET-CT scan if required. Till end of study means
followup of 10 months was done. Two patients with
recurrence was diagnosed.

In our study, 83.2% of cases were discharged without any
complications; 6.3% of cases had seroma formation, 6.3%
patients had sepsis at suturing site, 2.1% patient had flap
necrosis, 2.1% patient had upper limb lymphoedema. In the
study done by Sandhu DS et al,12 25.3% of patients had
lymphorrhea/seroma, flap necrosis was seen in 4.8% of
patients and wound infection was seen in 2% of patients.

CONCLUSION

1. Highest incidence of carcinoma breast was found
between fourth and fifth decade of life and early age of
menarche has predisposition towards carcinoma breast.

2. Greater the duration of reproductive period, higher is the
chance of breast cancer.

3. Increased risk is noted in patients with family history
with earlier age of presentation in such patients.

4. Lump in breast was the most common presenting
complaint and upper outer quadrant was the commonest
site for breast cancer. Both right and left sides are equally
affected.

5. Most cases presents with larger size of lump. Palpable
axillary lymph nodes belonged to Stage II and Stage II],
which reflected the negligence on part of patient and need
to increase awareness among the population.
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6. Infiltrating ductal carcinoma was the most common
histopathological type.

7. A significant proportion of patients were hormone
receptor positive depicting the role of hormonal therapy
in the management.

8. For early breast carcinomas, Modified Radical
Mastectomy with chemoradiation was treatment of
choice. Locally Advanced Breast Carcinoma requires a
complex multidisciplinary approach. Neoadjuvant
chemotherapy followed by surgery followed by
chemoradiation is recommended.
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