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INTRODUCTION 

The commonest cause of death in adult women is 

carcinoma breast and it is the commonest leading cause 

of death among aged 20-59 years.1 The high 

socioeconomic status will increase the incidence of 

carcinoma breast. Now it is reported in the younger age 

group also. Early diagnosis and treatment will decrease 

the morbidity and mortality of the disease significantly.2 

The treatment depends upon the patient at which stage 

they are presenting to the health services. Screening 

mammography above 50 years, if used as a routine will 

reduce the mortality from cancer by 33%. If they are 

diagnosed early, the breast conservation surgery can be 

planned.3 If the patient present at the advanced stage, they 

have to be treated aggressively having a severe 

complication after treatment.4 The breast cancer 

management requires a multimodality approach, which 

includes surgery, radiotherapy, chemotherapy.5 In this 

study an attempt to study that patient who is eligible for 

surgery i.e. Operable carcinoma breast. It includes both 

early breast cancer patient (stage 1, stage 11A, 11B) and 

Operable LABC patients (111A, Stage 111B) either 

directly taken for surgery or after neoadjuvant they are 

eligible for surgery. It accounts for 5-10% of all breast 

cancer cases. 40% other cases due to mutation in BRCA 
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1 and BRCA 2 and others are HER2 mutation and P 53 

mutation. Genetic counselling and DNA testing can 

identify the high risk cases. 80% of chance of developing 

breast cancer.5 

METHODS 

This study is conducted in 50 patient admitted in 

Government Royapetah Hospital Study design Cross-

sectional prospective study period January 2016 to 

October 2017. 

 Inclusion criteria 

• Patient aged between 20 to 80 yrs  

• All patients with breast lump with FNAC positive 

report  

• Patients who belong to the clinical stage I, stage II, 

stage III. 

Exclusion criteria  

• Patients with benign breast disease  

• Cases of breast cancer in males  

• Exclude all inoperable advanced breast malignancy. 

Patients with inflammatory breast carcinomas  

• A recurrent breast lump in a previously operated 

case of carcinoma breast.  

Sample size 

Around 50 patient with the mentioned above criteria. 

After getting informed consent. 

Method of collection of data  

• Detailed history taking  

• Complete clinical examination  

• Investigation. Routine investigation, complete blood 

count, Blood sugar, creatinine, urine routine 

Specific investigation, USG-breast and axilla, 

Mammography, X-ray chest. 

Statistical analysis 

Data were analyzed using SPSS software version 22 and 

MedCalc software version 15 the. Data were interp the 

rated using descriptive and inferential statistics. The Chi-

square test was used to test the statistical significance of 

the relationship between variable less.  

RESULTS 

The distribution of age in my study ranges people from 

21 -80 years. The lowest age limit in my study is 26 and 

the highest age limit is 80. The mean age of presentation 

is 48.5. Most of the patient belongs to 41-50 years age 

group. In my study out of 50 patients 11(22 %) of them 

having DM, 3(6%) of them having HT, and 11(22%) of 

patients having both DM& HT. This shows DM and HT 

having they are a high-risk factor for the development of 

carcinoma breast (Table 1). 

Table 1: Age distribution. 

Age class intervals Observations Percentages 

21-30 3 6 

31-40 8 16 

41-50 23 46 

51-60 11 22 

61-70 4 8 

71-80 1 2 

Total 50 100 

Table: 2 Parity distribution. 

Parity 
Number of 

observations 

Percentage 

(%) 

Nulliparous 9 18 

Parity 1 10 20 

Parity 2 19 38 

Parity 3 6 12 

Parity 4 3 6 

≤5 Parity 3 6 

Total 50 100 

Out of 50 patient, most of the patient (76%) belongs to 1 

or 2 childbirth. Higher the parity lesser the occurrence of 

carcinoma breast. Nulliparous was observed in 9 (18%) 

patients. Parity 1 10 (20%) patients, parity 2 19 (38%) 

patients. Parity 3 in 6 (12%) patients. Parity 4 in 3 (6%) 

patients. ≤5 Parity seen in 3 patients (6%) (Table 2). 

Table 3: Side involvement 

The side of breast 

involved 

Number of 

observations 

Percentage 

(%) 

Left 32 64 

Right 18 36 

Total 50 100 

In our study 32 patients (64%) presented with left-sided 

cancer breast. 18 patients (36%) have right side breast 

cancer (Table 3). 

Table 4: Quadrant of involvement. 

Quadrant of 

involvement 

Number of 

observations 

Percentage 

(%) 

UOQ 29 58 

UIQ 5 10 

LOQ 3 6 

LIQ 3 6 

Central 9 18 

Multicentric 1 2 

Total 50 100 
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In our study 29 patient (58%) presented with UOQ lump, 

followed by central, UIQ, LIQ, LOQ and multicentric. 

The commonest occurrence of carcinoma breast is UOQ 

(Table 4). 

Table 5: Size of tumour. 

Size of tumour 
Number of 

observations 

Percentage 

(%) 

≤2 cms2 3 6 

2-5 cms2 34 68 

>5 cms2 13 26 

Total 50 100 

In our study 3(6%) patient presented with less than 2cm, 

34 (68%) presented with 2-5cm sized tumor and 13 

(26%) of them with >5 cm tumor (Table 5). 

Table 6: HPE report. 

HPE report 
Number of 

observations 

Percentage 

(%) 

IDL 44 88 

IDL+LVI 2 4 

IDL++VE Margin 1 2 

IDL+LVI +Ve 

Margin 
1 2 

IDL+PERINODAL 1 2 

SC 1 2 

Total 50 100 

Around 98% (88) of the patients HPE report showed ID, 

L. On CBE, the lumps in 40 (80%) patients had benign 

and 8 (16%) had malignant features. However, 2 (4%) 

patient s were found to be in the "suspicious" category. 

Of the 1 00 benign findings on CBE, 36 were benign and 

4 had malignant reports confirmed on HPE. Of the 8 

malignant findings on CBE, all of them were confirmed 

to be malignant on the final HPE reports (Table 6). 

Two suspicious cases on CBE were found to have 

reactive lymphoid tissue and atypical ductal hyperplasia 

on HPE. 

Table 7: Clinical TNM staging. 

Clinical TNM 

staging 

Number of 

observations 

Percentage 

(%) 

1A 2 4 

11A 12 24 

11B 20 40 

111A 8 16 

111B 8 16 

Total 50 100 

In our study 20 (40%) of the patient with stage 11B, 

followed by 12 (24%) with stage 11A, 8 (16%) them with 

111A and 8 (16%) stage 111B and last comes stage 1A 

(4%) (Table 7). 

 

Figure 1: Intra operative, picture - showing long 

thoracic nerve. 

 

Figure 2: Specimen of mastectomy with auxilliary 

clearance. 

DISCUSSION 

Breast cancer is one of most common cancer in females. 
Locally advanced breast cancer refers to a diverse and 
heterogeneous group of breast cancers and represents 
only 2-5% of all breast cancers in the United States; 
however, locally advanced breast cancer is more 
prevalent in India. Subdividing these patients into three 
broad groups those with the operable disease at 
presentation-cancer/American Joint Committee on 
Cancer (AJCC) clinical Stage T3N0 to N1M0,2) 
inoperable disease at presentation-AJCC clinical Stage 
T4 or N2 to 3M0 or both, and 3) inflammatory disease-
AJCC clinical Stage T4dN0 to N3M0 facilitates clinical 
management.6 Generally, clinically operable breast 
cancer is treated first by surgery followed by adjuvant 
therapy including RT to the chest wall and 
supraclavicular region with or without axillary RT 
depending on disease burden in the axilla. Although, the 
other two groups are treated with neoadjuvant 
chemotherapy first followed by local treatment.7 Breast 
cancer with ipsilateral SCLN (AJCC Stage IIIC) is a 
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unique clinical entity comprising of 1% of all breast 
cancer. SCLN drainage is a part of continuum drainage of 
Level I, II and III axillary lymph node drainage. Skip 
metastasis can occur commonly from upper quadrant 
tumor or patients with internal mammary node 
metastasis.8 Patients with breast cancer who present with 
supraclavicular metastases have a poor prognosis, 
especially when treated with surgery or RT alone. The 
presence of supraclavicular metastases was one of the 
original signs of inoperability identified by Akhtar.9,10 In 
1987, the International Union Against Cancer/AJCC 
tumor-node-metastasis staging system changed the 
classification of patients with supraclavicular metastases 
from N3 to M1 to reflect the poor prognosis of patients 
with this presentation. Recently, Greenall et al reported 
on a pooled analysis of three M.D. Anderson Hospital 
protocols and found that patients with regional Stage IV 
disease had better outcomes than patients with visceral 
Stage IV disease.11 Recently, the AJCC has further 
amended the staging classification to include patients 
with supraclavicular metastases at diagnosis in the IIIC 
category. This staging change came into effect from 
January 1, 2003. However, there is no consensus on the 
treatment of supraclavicular lymph node metastasis.12 The 
retrospective study by Kakarala et al attempted to define 
the risk factors for SCLN metastasis and select high-risk 
patients for whom aggressive local treatment such as RT 
is indicated.13 Toniolo in their study, 113 (4.3%) out of 
2658 patients developed SCLN metastasis during this 
period. Young age (<or = 40 years), tumor size >3cm, 
high histologic grade, angiolymphatic invasion, negative 
estrogen receptor status, synthetic phase fraction >4%, >4 
positive nodes, and Level II or III involved nodes were 
all significant for predicting neck metastasis in the 
univariate analysis. Of these three predictive factors were 
significant after multivariate analysis: High histologic 
grade, >4 positive nodes and axillary Level II or III 
involved nodes.14  

However, in our study, none of the clinicopathological 
factors excluding axillary nodal burdens such as 
including age, menopausal status, and clinical T stage, 
the location of tumor, high histologic grade, 
angiolymphatic invasion, negative hormone or Her2 neu 
receptor status were associated with occult SCLN 
metastasis.15 In this study, the mean age of occurrence of 
operable carcinoma breast is 48.54 in comparing with the 
study it is about 43.8. The peak age of occurrence of 
carcinoma breast is 41-50 years, in our study is about 
46% in comparison to study group is 33%.Stage-wise 
distribution of my study is stage 1 is 4%, stage 11 is 64%, 
stage 111 13% in comparison to other study group are 
stage 1 is 8%, stage11 is 56% ,stage 111 is 
26%.Regarding the size of the tumour in my study are < 
2cm-6%, 2-5cm 68% and >5 cm 32% ,when compared to 
other study are <2 cm-8%, 2-5 cm-56%, >5 cm 26%. 
Nodal status, in my study 60% of them nodal positive, 
40% node negative, when compared to other study 
mentioned above node negative 42%, node-positive 
58%.HPE report, in my study IDL accounts for 98 %, 
when comparing to other study is about 98%. Receptor 
status, in my study ER PR negative, is 56 %, ERP +ve is 

30 %, HER 2 neu is 14 %, in comparison to another study 
it is about 47%, 23%, and 30%.16,17 

CONCLUSION 

Carcinoma is the commonest cancer in females next to 
cancer cervix. Commonest age group involved are 41-50 
years average age of occurrence is 46 years. The disease 
is more common in that patient with early menarche. 
Lesser the parity the chance of malignancy is more. 
Nulliparous women are more prone to cancer breast. The 
most effective method of diagnosis in carcinoma breast is 
FNAC. In our country, because of poor patient 
complaints and less accessibility of radiotherapy and 
chemotherapy, all patients were subjected to modified 
radical mastectomy in early breast cancer patient.  
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