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Abstract

Background: Breast cancer is the most common malignancy diagnosed in
female, it was estimated that new cancer cases and cancer deaths were 1.3
million and 327,000 every year. Breast cancer is the most malignant type in
females affecting 1 in every 8 female, it affect old age starting from above 50 years
old but may affect also young age. Women undergone surgery or neoadjuvant
treatment followed by surgery must be under follow up for a long time to detect
any recurrence or metastases or even the development of 2" primary.
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Materials and Methods: Retrospective study done at Tanta cancer center
and general surgery department, faculty of medicine. Fayoum University between
start of 2004-2009.

Results: 170 patients collected between 2004-2009 with the age at
diagnosis was 27-71 years and median age is 49 years old of patients, 90 was
premenopausal while 80 was postmenopausal patients.

All patients undergone follow up regularly according to schedule by routine
visits. Local recurrence detected in 10 cases with liver metastases in 10 cases
and pulmonary metastases in 10 cases with 41 patients died by end of 15 years

mainly postmenopausal.

Conclusion: The use of regular and closed follow up with definite schedule
is of great value for detecting any progress development of local recurrence,
distant recurrence or even the development of another primary.
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Abbreviations

IDC: Infiltrating Duct Carcinoma; ILC: Infiltrating Lobular
Carcinoma; MRM: Modified Radical Mastectomy; CBS: Conservative
Breast Surgery; LVI: Lymph Vascular Invasion; PNI: Peri Neural
Invasion; LN: Lymph Node; UOQ: Upper Outer Quadrant; LOQ:
Lower Outer Quadrant; ER: Estrogen Receptors; PR: Progesterone
Receptors; BC: Breast Cancer; DFS: Disease Free Survival; OFS:
Overall Free Survival.

Introduction

Breast cancer is the most common malignancy diagnosed in
female [1]. Worldwide, it was estimated that new cancer cases and
cancer deaths were 1.3 million and 327,000 every year [2].

Breast cancer is a type of cancer that starts in the breast. Cancer
starts when cells begin to grow out of control. Breast cancer is the most
malignant type in females affecting 1 in every 8 females worldwide, it
can affect any age with most of types on old age starting from above
50 years old. Many women are wishing and excited to be finished
with breast cancer treatment. But it can also be a time of worry, being
afraid of recurrence of cancer again [3].

Women undergone surgery or neoadjuvant treatment followed
by surgery must be under follow up for a long time to detect any
recurrence or complications or even the development of 2™ primary.

All patients must have scheduled for investigations either in
clinical examination or radiological and laboratory investigations [4].

Material and Methods

170 patients that undergone examination and diagnosis at
surgical department, Tanta cancer center and General surgery
department, Faculty of medicine, Fayoum University, Egypt, in the
period of 2004-2009 was retrospectively collected with their full
data as regard the age, pre and postmenopausal status, method of
diagnosis, type of surgery done, neoadjuvat treatment and adjuvant
treatment, hormonal therapy taken post-operative and development
of recurrence either loco regional or distant.

All patients collected during this period treated with surgery
either by Conservative Breast Surgery (CBS) or Modified Radical
Mastectomy (MRM), those undergone neoadjuvant treatment were
included in this study with all patients collected followed up for
10-15years with regular follow up by regular visits and whom missed
were phoned to evaluate their status, the follow up was by clinical
examination by oncology physician with radiological examination
and laboratory needed, all patients under gone ultrasound of
abdomen and pelvis for all patients with chest X-ray as regular and
CT chest when suspected metastasis in X-ray and bone scan only
done during follow up for patients with bony pain or complain and
mammographic examination done for all patients regularly every
6months during the 1% two years after surgery and adjuvant then
annually after that in both patients undergone MRM or CBS together
with chest X-ray and Ultrasound abdomen and pelvis .

Results

170 patients was collected on study done at Tanta cancer center

Austin Surg Oncol - Volume 4 Issue 1 - 2019
Submit your Manuscript | www.austinpublishinggroup.com
Essam et al. © All rights are reserved

Citation: Elshiekh E, Elghazaly A, Salah T, Ibrahim M. Outcome of Breast Cancer after 10-15 Years Follow up.
Austin Surg Oncol. 2019; 4(1): 1014.



Essam Elshiekh

Austin Publishing Group

mFNAC
mtrue cut
= lumpectomy
Figure 1: Diagnosis of cases.
side of tumor diagnosed
120
100
20
a0 -
= Seriesl
40
20
0
Rt.side Lt.side
Figure 2: Sides of tumor diagnosed.
site of tumor diagnosed
140
120
100 voq
B0
retroareolar
(=]
40
]
0 [
uoag Loq retroareolar
Figure 3: Site of tumor diagnosed.

and faculty of medicine, Fayoum university between 2004-2009 with
the age at diagnosis was 27-71 years and median age is 49 years old of
patients, 90/170 ( 53%) was premenopausal while 80/170 (47%) was
postmenopausal patients.

Of those patients all of them undergone mammographic
examination with the size of tumor ranged between 2*1cm-5*4cm (all
patients was T1&T2), with pathological diagnosis was by FNAC (fine
needle aspiration cytology) 130/170 patients (76.48%), true cut biopsy
in diagnosis was in 10/170 patients (5.88%) and by lumpectomy
30/170 patients (17.64%) (Figure 1).

They were diagnosed on Right side breast cancer in 70/170
patients (41.18%) and the rest of patients 100/170 (59.82%) patients
diagnosed at Left side (Figure 2).

Of them 130/170 (76.48%) tumors located at Upper Outer
Quadrant (UOQ) of breast while 10/170 (5.88%) tumors located
retro areolar and 30/170 (17.64%) tumors located at Lower Outer
Quadrant (LOQ) (Figure 3).

The least surgical margin was 0.2cm with the largest margin was
3cm and no margin infiltration at all cases but skin fumigation and

infiltration was diagnosed in four cases.

During collection of data 10/170 (5.88&) patients was found to
have neoadjuvant chemotherapy for down staging before surgery
then undergone surgery while 160/170 (94.12%) had surgery from
the start.

Most of patients in this study diagnosed as Infiltrating Duct
Carcinoma (IDC) 140/170 (82.35%), while 10/170 (5.88%) diagnosed
as infilterating lobular carcinoma, 10/170 (5.88%) diagnosed as
mixed duct and lobular carcinoma and 10/170 (5.88%) diagnosed as
medullary carcinoma of breast cancer type. Carcinoma in Situ (CIS)
was found in 20/170 (11.76%) of cases diagnosed in this study (Table
1).

During pathological examination found that most of cases was
stage II breast cancer 160/170 (94.11%) while 10/170 diagnosed as
stage III breast cancer, with lymph vascular (LVI) and perineural
(PNI) invasion detected in only 10/170 cases diagnosed.

The surgical procedure done as modified radical mastectomy
in 130/170 patients (76.48%) and conservative breast surgery with
axillary dissection was done in 40/170 patients (23.52%), (Figure 4).

The largest number of Lymph nodes (LN) harvested during
axillary dissection was 11-28 in number while the number of
infiltrated nodes was 1-8 of them when 40/170 cases showed capsular
invasion of the examined infiltrated Lymph node.

On biological examinations, ER (Estrogen Receptors) was +ve
in 130/170 (%) and -ve in 40/170 (%), while PR (Progesterone
Receptors) found as +ve in 130/170 cases (%) and —ve in 40/170 cases
also (%), HER/2NEU (Herceptin) was found as +ve in 20/170 cases
(%) and —ve in 150/170 cases (%) (Table 2).

Multicentericity was present in 10/170 patients while multifocality

Table 1: Types of pathology at diagnosis.

Type of pathology Number of patients Percentage %
IDC 140 82.35%
ILC 10 5.88%
Mixed 10 5.88%
Medullary carcinoma 10 5.88%
CIS 20 11.76%
Stages
Stage Il 160 94.12%
Satge Il 10 5.88%
type of surgical interference
140
120
100
B0
MRM
60 CBS
40
0 -
a
MRM CBS
EMRM mces
Figure 4: Types of surgical interference.
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Table 2: Biological results of tumors.

Table 5: Second primary detected in follow up.

Table 3: Multifocality and Multicentericity.

Type of tumor detected Number of patients Percentage
Unifocal 140/170 82.35%
Multifocal 10/170 5.88%
Multicenteric 20/170 11.77%

Table 4: Recurrence during follow up.

Type of recurrence | Symptomatic | Asymptomatic | Number of cases

Local recurrence 8 2 10
Pulmonary metastases 6 4 10
Liver metastases 8 2 10

found in 30/170 patients (%) (Table 3).

All patients was subjected for adjuvant chemotherapy and
radiotherapy while only 140/170 patients had hormonal therapy for 5
years after finishing their chemo radiation therapy.

Local recurrence diagnosed in 10/170 patients of them with
2 cases developed post radiotherapy lymphangiosarcoma treated
by simple mastectomy after CBS while the remaining 8/10 patients
developed local recurrence treated with simple mastectomy while
metastasis detected in 10/170 in liver and 10/170 in lung, 4 cases
developed cancer ovary after 5-10ys of 1* primary and one case
developed synchronous endometrial and ovarian carcinoma 14 years
later treated by surgery of pan hysterectomy and chemotherapy and
died 15 years from the diagnosis of the breast cancer, and one patient
developed pleomorphic sarcoma of the Rt.psoas major muscle with
excision and follow up.

DM in 80/170 patients and hypertension in 70/170 while 30/170
had cardiac problem during period of treatment.

Discussion

Breast cancer is the most common type of malignancy in women
diagnosed in one every eight (8) women of population. Breast Cancer
(BC) has defined as one of the main causes of morbidity and mortality
for women. Each year, at least a million women are diagnosed with
this disease in the world and the number of deaths is estimated in
300,000 [5]. Annually, 180,000 new cases and 30,000 deaths are
reported in the United States [6].

After potentially curative treatment for breast cancer, it is

Biological marker Number of patients Types of 2" tumor Number of patients | Percentage
ER Cancer ovary 4/170 2.35%
+ve 130 Cancer ovary and endometrial carcinoma 1/170 0.59%
-ve 40 Retroperitoneal liposarcoma 1/170 0.59%
PR Post irradiation lymphangiosarcoma 2/170 1.18%
+ve 130 Contralateral breast 2/170 1.18%
-ve 40
Her/2neu common clinical practice for patients to be followed up for many
years. However, controversies surround follow up, and its value is
ve 20 uncertain [7]. International figures suggest that about 30% of women
-ve 150 will develop recurrence after treatment for primary breast cancer,
Tripple —ve 40 figures for early stage disease being lower [8,9]. Today, the combined

effects of screening, early detection, and advances in treatment have
resulted in increasing numbers of patients diagnosed with breast
cancer in follow up clinics.

Whether early detection of loco regional recurrence leads
to a survival benefit, however, is still controversial, with the
current evidence suggesting that early detection and treatment of
asymptomatic loco regional recurrence has no benefit to overall
survival compared with treatment of symptomatic recurrence [10-
12].

The aim of follow up is to detect any local recurrence, regional
recurrence or distant metastases or the development of 2™ primary
either in breast or elsewhere in the body.

This study is retrospective study collected in Tanta Cancer
Center and General surgery department, faculty of medicine, Fayom
University, EGYPT, at the period between start of 2004 and start of
2009 for females diagnosed with breast cancer.

With current treatment protocols the local recurrence rate is 1%-
2% per year after breast conserving treatment (and radiotherapy) [7],
and 1% after mastectomy. The usual treatments for local recurrence
surgery and radiotherapy are more effective if used in the earliest
phases. Treatment is aimed at maximizing the chance of long-term
local control, as the effect of uncontrolled local recurrence on the
woman’s quality of life can be substantial [13]. Local recurrences
are more commonly diagnosed during routine follow-up at a time
when the patient is asymptomatic. The percentage of patients with a
recurrence being asymptomatic at time of detection varied between
9% [8] and 52% [15].

Distant recurrence Common presentations in the symptomatic
groups include bone pain, shortness of breath, palpable lesions or
enlarged lymph nodes [16]. Most patients who are symptomatic
present at interval visits [15,17,18] however, some patients wait to
attend routine follow-up visits to discuss symptoms [18].

Contralateral breast cancer, new contralateral primaries are
usually diagnosed as part of the regular mammographic screening
while patients are asymptomatic [19]. The outcomes are based on
tumor characteristics and are independent of the original cancer [19-
21].

The specific methods of detection studied include self-detection,
clinical examination, mammography and ultrasound. The reported
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rates that each of these methods contribute to detection varies. Many
studies report that for symptomatic recurrences or new cancers, over
50% are detected by the patient [16]. Over half of asymptomatic
recurrences were detected by clinical examination [14-16].

Studies found 12% of asymptomatic recurrences were detected by
mammography [16,17]. Eighty-three percent of contralateral breast
cancers detected by mammography alone had good or excellent
prognostic characteristics [22,23]. Studies indicated that patients with
contralateral breast cancer detected by mammography had increased
overall survival compared to self-detection [24,25]. Studies found
patients with local recurrence detected by mammography showed an
increased overall survival compared to physical examination [19,26].

No primary studies were identified which addressed the use of
PET or MRI in routine follow-up care.

In this study all patients were under regular follow up with
regular visits or by phone with the 1st year was one visit every 6
months then annually, with all patients had routine metastatic
work up and radiological diagnosis in the form of Ultrasound of
abdomen and pelvis and Triphasic CT only reserved for patients
had liver metastases, chest X-ray and CT chest in cases suspected to
have pulmonary metastasis together with bilateral mammography
for patients undergone CBS and unilateral for those had MRM with
bone scan only done for patients had bony pain or complain. During
treatment of patients, 130/170 (76.47%) treated by Modified Radical
Mastectomy (MRM) and 40/170 (23.53%) treated by Conservative
Breast Surgery (CBS), of them 10 patients out of 170 (5.88%) had
local recurrence 8 patients of them was symptomatic and 2 patients
with asymptomatic, and all of them was treated by CBD with no
local recurrence after surgical interference by MRM and also all
the recurrence in 10 cases detected in premenopausal patient when
diagnosed as recurrence and all of them was treated by simple
mastectomy, two of them has post irradiation lymphangiosarcoma
and still under follow up [27,28].

Some of literatures indicated the association of grade of primary
tumor and development of secondary tumor [27].

During follow up, 10 patients out of 170 developed (5.88%)
liver metastasis that confirmed by Triphasic CT scan 8 of them was
symptomatic and 2 patients was asymptomatic detected during
routine follow up and imaging and 10/170 (5.88%) developed
pulmonary metastasis, 6 patients was symptomatic of cough and
chest pain while 4 patients asymptomatic and detected by radiological
imaging that suspected on chest X-ray and then confirmed by CT
chest for diagnosis and both of them undergone chemotherapy
(Table 4).

4 patients out of 170 (2.35%) of the study developed cancer
ovary in a period of 10-14years of the diagnosis of breast cancer and
one patient developed synchronous cancer ovary and endometrial
carcinoma after 14 years of breast cancer then had chemotherapy
with development of pelvic recurrence in the 1% year after surgery
and died, all of them was post-menopausal at the time of diagnosis
of the 2™ primary and only one patient developed retroperitoneal
pleomorphic sarcoma 10 years after diagnosis of breast cancer and
had undergone excision and still under follow up and 2 patients
developed contralateral breast cancer (Table 5).

During analysis of data of this study, all patients found to have
0-1 node infiltrated at the time of axillary dissection with surgical
treatment with no recurrence detected on patients treated by MRM
with all cases detected in patients diagnosed at premenopausal age
while 2™ primary detected only after MRM patients and in post-
menopausal. All the cases had local recurrence and had 2" primary
all had ER and PR ranged from moderate to markedly positive and
received hormonal treatment according to protocol of age for 5 years.

At the end of 5 years after surgery and treatment 2/170 died with
overall free survival OFS was 98.8% and disease free survival DFS was
92.94% and after 15 years of follow up 41/170 died by the end of 15
years follow up with 75.9% over all free survival OFS and disease free
survival DFS was 69.41%.

Conclusion

As treatment for cancer improves, women are living longer and
accordingly efforts to improve survivors, quality of life, without
negative impact on their time to recurrence or survival. The use of
early detection due to regular and closed follow up with definite
schedule is of great value for detecting any progress in follow up as
the development of local recurrence, distant recurrence or even the
development of another primary and the detection of contralateral
breast cancer. The recurrence is mostly noted after treatment by CBS
than treatment by MRM and in premenopausal then postmenopausal
at time of diagnosis of recurrence while the development of 2
primary is more on post-menopausal patients.
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