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Abstract 
Background: breast cancer being the 2nd most common malignancy in females requires special considerations 

regarding the treatment modality in this modern era. However the various treatment regimes followed always 

pause a dilemma regarding the recurrence rates followed by various surgical procedures. 

Objective: To study the recurrence rates in LABC after surgical management. 

Materials and Methods: Sixty patients from Rama Medical Hospital Kanpur were included, categorized into two 

groups: Group A (toilet mastectomy followed by chemoradiation) and Group B (mastectomy with axillary 

clearance or MRM followed by radiotherapy +/- chemotherapy). 

Results: Recurrence rates were significantly higher in the toilet mastectomy group (33.33%) compared to the 

MRM group (6.67%). 

Conclusion: Most recurrences occurred within 6-10 months. Limitations include the lack of long-term follow-up 

data. Future studies should address these limitations to better assess treatment durability and recurrence 

dynamics. The findings underscore the impact of surgical choice on recurrence rates in LABC, emphasizing the 

need for careful surgical planning. 
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I. Introduction 
Breast cancer is the 2nd in  terms of mortality with an average incidence rate of 13.5% [1-3]. It can either 

present as early breast cancer ( EBC) , Locally advanced breast cancer (LABC) or with distant metastasis. This is 

influenced by various risk factors including age, race, economic status, iodine deficiency, high estrogen levels, 

high radiation exposure, alcohol, high intake of fat [4]. 

LABC presents most commonly with skin , pectoralis and chest wall involvement [5]. Carcinoma with 

distant metastasis is considered to be stage 4 where the tumor cells have invaded the lymphatic and vascular 

structures thereby promoting more metastasis to distant organs like liver stomach, and ovaries (krukenbergs 

tumour) [6,7]. The routine investigations include FNAC, USG breast, and mammography [8-11]. Core needle 

biopsy is done when FNAC is inconclusive. In early breast cancer , MRM ( Modified Radical Mastectomy ) is 

routinely done. In LABC treatment options are MRM, Mastectomy with axillary clearance, and Toilet mastectomy 

with post-operative adjuvant chemotherapy. In metastatic breast carcinoma, usually systemic therapies are given 

rather than surgery like hormonal therapy, or chemotherapy [12]. In developing nations, despite widespread public 

information efforts, mammography programs, and systematic screening, LABC remains a prevalent clinical 

presentation of disease. Following surgery, the recurrence rate of LABC is 6%, relapsing time of 14 months [13]. 

This study helps to study the recurrence in locally advanced Breast carcinoma after surgical management. 

 

II. Materials And Methods 
Patients presenting with breast lumps to the emergency /OPD of Rama Medical Hospital Kanpur were 

evaluated based on a proper questionnaire including the basic profile of the participants i.e.name, age, sex, height, 
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clinical examination, etc. The proforma will also include personal details, clinical findings, investigations, 

intraoperative findings, histopathological findings, and investigations related to the study. A total of 60 patients 

were taken for this study based on inclusion criteria of 1) patients presenting with features suggestive of locally 

advanced breast cancer, and 2) considering both the sexes( male and female ). All patients with features of EBC 

and other benign breast diseases was excluded from this study. The patients who were selected were divided into 

2 groups after a confirmatory diagnosis was made through clinical examination, FNAC, USG, and, 

mammography. 

Group A had a fungating breast mass with fixed axillary lymph nodes and underwent toilet mastectomy 

followed by chemoradiation whereas Group B had breast mass with mobile axillary lymph nodes for which 

mastectomy with axillary clearance / MRM followed by radiotherapy (+/- chemotherapy) was done. The follow-

up of the patient was be done after every 2 months in 1st year and every 4 months in 2nd year, which will include 

breast examination, mammography, and USG whole abdomen. Depending on the findings of the patient in the 

follow-up, the recurrence rate after surgical management in both groups will be evaluated. 

 

III. Results 
Out of 60 patients 18 patients (30%) were of 40-50 years of age , 19 patients (31.7%) with 51-60 years 

of age and 23 patients ( 38.3%)  with more than 60 years. All the patients included in the study were married of 

which 22 patients ( 36.7%) were in pre-menopausal status and 38 patients ( 63.3%) were in post menopausal 

status. 7 patients ( 11.7%) was nulliparous and 53 patients ( 88.3 %) were multiparous. According to BMI, 9 

(15%) were underweight, 22 (36.7%) were normal, 20 (33.3%) patients were overweight and 9 (15%) patients 

were obese. 

The clinical stage of patients were assessed of which 16 patients ( 26.67%) had T3 stage and 44 patients 

(73.33%) had T4 stage ( table 1 ). According to the FNAC report the type of the malignancy was also assessed 

which showed there were 51(85%) patients who had ductal invasive carcinoma and 9 (15%) patients had lobular 

invasive carcinoma (table 2). Core needle biopsy of the patients was done which was suggested that 35 (58.3%) 

patients had positive Er status and 25 (41.7%) patients had negative Er status. 24 (60%) patients had positive Pr 

status and 36 (60%) patients had negative Pr status. 29(48.3%) patients had positive HER2NEU status and 31 

(51.7%) patients had negative HER2NEU status. Based on the lymph node status and the staging, 30 (50%) 

patients underwent toilet mastectomy, and 30 (50%) patients underwent MRM ( table 4). 45 (75%) patients took 

complete chemotherapy and radiotherapy, 8 (13.33%) patients took incomplete treatment and 7 (11.67%) did not 

take chemotherapy and radiotherapy. 6 patients of 45 who took complete treatment showed recurrence, 2 patients 

of 6 who took incomplete treatment shown recurrence and 4 patients of 7 who not took treatment shown 

recurrence ( table 5). 1 (1.7%) patient had recurrence before ≤ 5 months, 5 (8.3%) patients had recurrence in 6-

10 months. 3 (5%) patients had recurrence between 11-15 and 16-20 months each (table 6). 30 (50%) patients 

underwent toilet mastectomy and 30 (50%) patients underwent MRM. 10 (33.33%) patients of 30 who underwent 

toilet mastectomy had a recurrence and 2 (6.67%) patients of 30 underwent MRM showed recurrence (table 7). It 

was found that there was a significant association between them (p>0.05). No. of patients with recurrence were 

significantly higher who underwent toilet mastectomy (33.33%) than patients who underwent MRM (6.67%) 

 

Table 1: Association Between Clinical T Stage And Pathological T Stage 

 
 

Table 2: Distribution Of Patients According To Pathological Type 
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Table 3: Distribution Of Er, Pr And HER2NEU Status Of Patients With Breast Carcinoma 

 
 

Table 4: Distribution Of Patients According To Surgical Procedure 

 
 

Table 5: Association Between Recurrence With Chemo And Radio 

 
 

Table 6: Distribution Of Patients According To Recurrence Time (Months) 

 
 

Table 7: Association Between Recurrence And Surgical Procedure 
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IV. Discussion 
Recurrence in LABC is an important concern due to the disease`s aggressiveness. Recurrence can occur 

locally in breast, chest wall, or regional lymph nodes, or as distant metastasis affecting other organs. 

Understanding the risk factors, prevention strategies, detection, and treatment options for recurrence is crucial for 

managing LABC. 

Anderson et al. (2005) Compared MRM, toilet mastectomy, and lumpectomy in 180 patients with 

LABC. Recurrence Rate for MRM was 9%, for Toilet Mastectomy was 28% and for Lumpectomy was 20%. 

MRM provided the best local control, followed by lumpectomy and then toilet mastectomy. The findings reaffirm 

the effectiveness of MRM in reducing recurrence, in line with the current study’s outcomes. 

In our study of 60 patients, 26.67% were in the T3 stage and 73.33% in the T4 stage. Ductal invasive 

carcinoma was present in 85%, while 15% had lobular invasive carcinoma. ER status was positive in 58.3% and 

negative in 41.7%; PR status was positive in 40% and negative in 60%; HER2/neu status was positive in 48.3% 

and negative in 51.7%. Treatment types were evenly split between toilet mastectomy (50%) and modified radical 

mastectomy (MRM) (50%). Chemotherapy and radiotherapy were completed by 75%, partially completed by 

13.33%, and not undertaken by 11.67%. Recurrence occurred in 6 patients with complete treatment, 2 with 

incomplete treatment, and 4 without treatment, primarily within 6-10 months (8.3%). Significantly, recurrence 

was higher in patients undergoing toilet mastectomy (33.33%) compared to MRM (6.67%), indicating a notable 

association between the type of surgery and recurrence rates. 

 

V. Conclusion 
The study reveals that the majority of carcinoma patients were above 60 years, married, post-

menopausal, and multiparous, with many having no comorbidities. This study highlights that while ductal 

invasive carcinoma is prevalent among the patient cohort, the type of surgical procedure significantly influences 

recurrence rates, with toilet mastectomy associated with higher recurrence compared to MRM. The study did not 

provide long-term follow-up data, which is crucial for assessing the durability of treatment outcomes and 

recurrence rates. Future research should incorporate long-term follow-up to better understand treatment outcomes 

and recurrence dynamics, ultimately guiding more effective clinical decision-making. 
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