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ABSTRACT

Introduction: Breast cancer is the most commonly diagnosed malignancy amongst women. Twenty five years of research examining factors
associated with local recurrence in breast conserving surgery has provided much illumination. We know for instance that women of young age,
high tumor grade, lymphovascular invasion etc. Are at increased risk of local recurrence.

SCOPE : To establish the effect of lymph node post lumpectomy for early breast cancer ( stage Iand IT)

Material and Methods: The study included 100 female patients admitted to the Amail Oncology center, Yemen, with the diagnosis of early breast
carcinoma (stage I, IT) post breast conserving surgery between January 2013 and February 2016.

Result:From the 100 female patients of the study group.

25 (25%) of female patients were <40 year-old, while 75 (75%) were > 40 year-old.
Atotal of 100 patients underwent BCS. Forty-four patients (44%) had NO tumor, twenty three patients (23%) had N1, thirty three patients (33%)

had N2.
CONCLUSIONS: In our study, lymph node status was correlated with tumor recurrence and Local Recurrence Free Survival , butnot to Overall
Survival.
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Introduction Grade of tumor= Gl = well differentiation — G2= moderate

Breast cancer is the most commonly diagnosed malignancy amongst
women. However breast cancer mortality worldwide is 25% greater
than that of lung cancer in women and caused 502,000 deaths
worldwide (7% of cancer deaths; almost 1% of all deaths) (1).
Attention has been focused on early ways of diagnosis of breast cancer
as early management of the tumors markedly affects outcomes.

(2). Options for surgical management of the primary breast tumor
include breast-conserving surgery plus radiation therapy, modified
radical mastectomy, and mastectomy plus reconstruction.(3). Axillary
dissection was a ordinary technique for controlling the axillary nodes.
A level I and II axillary dissection will provide precise staging
information and conserve local control in the axilla (4).

Twenty five years of research examining factors associated with local
recurrence in Breast Conservative Therapy has provided much
illumination. We know for instance that women of young age, high
tumor grade, lymphovascular invasion etc. Are at increased risk of
local recurrence (5).

Many techniques have been evolved in an attempt to detect of residual
disease or local recurrence after conserving breast surgery. Such as
post-excision mammography, MRI (Magnetic resonance imaging)
and histopathological margin assessment (6).

Axillary nodal involvements does not appear to be associated with an
increased risk of local recurrence neither after breast conservative
therapy nor after modified radical mastectomy which may be the result
of the adjuvant systemic treatment administrated to the majority of
node positive patients. (7).

Material and methods

During January 2013 and February 2016. Amail Oncology Center,
Yemen. Throughout the period we conduct the study 100 female
patients with early stage breast cancer (I,II) post breast conservative
surgery who were eligible for inclusion in the study.

Each patient's underwent the so-called triple assessment for breast
cancer:

*  Medical history and complete clinical examination (general and
local).

*  Bilateral mammogram and complementary US.

*  Hitopathological biopsy.

Any patients proved to have metastatic breast cancer exclude from the
study.

Lymph node=NO =no lymphnodes- N1= 1-3 lymph node. N3=4-10
lymphnodes.

differentiation — G3= poor differentiation local recurrence free
survival (LRFS) calculated from date of diagnosis to the date of tumor
recurrence. Overall survival (OAS) calculated from the date of
diagnosis to the date of either death or lost follow-up.

Data were analyzed by using a computer SPSS program, version 22.
Described in percentage, Chi square test used for statistical analysis.
Survival analysis was done using survival tables and Comparison was
done between the different groups by Log rank.

Result

From the 100 female patients of the study group.

The mean age at the time of diagnosis was 42 years (2678 years).

25 (25%) of female patients were <40 year-old, while 75 (75%) were >
40 year-old.

Table (1) Character of primary tumor.

Number =100 Percentage %
Lymph node 44 44%
No 23 23%
N1 33 33%
N2

Atotal of 100 patients underwent Breast conservative surgery for stage
I-11.

Forty-four patients (44%) had NO tumor , twenty three patients
(23%) had N1, thirty three patients (33%) had N2.

Table (2) Chi-Square Tests (df- degree of freedom) for progress of
the tumor.

Variable df
Lymph Node 2

P value
0.000

Recurrence

The above table showed that, By chi-square test for independence
between the tumor recurrence and the two variables, lymph node and
histological grade were significantly associated with tumor recurrence
with Pvalue (0.000-0.001 respectively ).

Table (3): Comparison of local recurrent free survival( LRFS) in
breast cancer patients according to lymph node groups.

N=0 N1=1-3 N2=4-10 P
Estimate|SE|Estimate| SE |Estimate] SE |value
% % %
First Year 100 -| 0.864 |0.073] 0.771 |0.076/0.000]
Second Year 100 -| 0.864 |0.073] 0.622 |0.091
Third Year 100 -| 0.864 |0.073] 0.622 |0.091
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The three years local disease free survival in node-ve patients is 100%,
86.4% in N1 +ve nodes and 62.2% in N2 +ve nodes. Which was
significant, P value=0.000.

Table (4): Comparison of OAS in breast cancer patients according to
lymph node groups.

N=0 Ni1=1-3 N2=4-10 P

value
Estimate| SE| Estimate| SE | Estimate| SE

% % %

First Year 100 - | 0.955 [0.044] 0.968 |0.032|0.344

Second 100 -] 0.955 [0.044] 0.934 |0.045
Year

Third Year| 100 - | 0.955 [0.044] 0.934 [0.045

The three years overall survival rate in node-ve patients is 100% ,
95.5% inN1+venodes and 93.4% in N2 +ve nodes.

DISCUSSION

Although the risk of local recurrence after mastectomy has generally
been considered to be lower than after breast conserving surgery, most
of the randomized comparative have not demonstrated any significant
difference in this respect (8).

In order to treat both the current malignancy and to decrease the
occurrence of new primary cancers in the ipsilateral breast post
conservative surgery whole breast irradiation is the standard of care. A
boost of 1000 c. GY of radiation to the tumor bed confers a further
reduction in local recurrence rates but at the cost of increase fibrosis
and an accompanying decrease in cosmoses (9).

The majority of local recurrences most likely due to incomplete
removal of the primary tumor (10).

Acrecurrence of malignancy in the ipsilateral breast could, in theory, be
due to recurrence of residual disease or a new primary malignancy, a
concept first articulated by veronesi (11). According to the hypothesis
advance by veronesi, true recurrence are cases consistent with
regrowth of malignant cells not removed by surgery and not killed by
adjuvant radiotherapy. New primary tumors however are new
malignancies arising from residual breast epithelium. Subsequent
literature suggests that this concept is likely true with new primary
malignancies having a better prognosis than true recurrence.
Recurrence in another quadrant may originate from an unknown
multicentric focus of the same monoclonal origin as the primary tumor,
or may be a new, second primary tumor (12,13).

Age, tumor grade, tumor size, histological type, the presence of
extensive duct carcinoma in situ (DCIS), lymph node status, the use of
radiation boost to the tumor bed, lymphovascular invasion, estrogen
receptor status and the presence or absent of multifocality all factors
might predict for local recurrence (14).

In our study lymph nodes correlated to tumor recurrence and to local
recurrence free survival with significant P value but not associated to
overall survival.

Wapnir et al, noticed in their cohort that lymph node status wasn't a
significant predictor of ipsilateral breast tumor recurrence (15). which
was similar to what was noted in other comprehensive reports. In
contrast nodal status was a highly significant predictor for local
regional recurrence along with age and hormone receptor status
(16,17).

In many others studies patients with positive axillary nodes do not have
an increased risk of breast recurrence when treated with conservative
surgery and radiation (18,19).

The lack of correlation between recurrence and lymph node due to use
of radiotherapy and systemic treatment with either adjuvant
chemotherapy or hormonal therapy was offered to node positive
women early on following the discovery of chemotherapy as a
treatment option. The early research demonstrated a statically
significant improvement in survival for these women. Over the last
quarter century the benefits of systemic adjuvant therapy for at least
some node negative women has been explored and shown to be
effective. While it is increasingly clear that some node negative
women do benefit from systemic adjuvant therapy the current

challenge for systemic treatment is to be able to identify those node
negative women who will not derive benefit from systemic adjuvant
treatment so as to spare those women the cost of going through
unnecessary treatment (20,21).

CONCLUSIONS
In our study, lymph node status was correlated with tumor recurrence
and local disease free survival but not to overall survival.

Reference

1. Abeloff MD, Wolff AC, Wood WC, McCormick B, Weber BL. Cancer of the Breast. In:
Abeloff MD, Armitage JO, Lichter AS, et al. eds. Clinical Oncology. 3rd Ed.
Philadelphia, Pa: Elsevier; 2004, 2369-2470.

2. Edwards BK, Howe HI, Ries LAG, etal. (2002): Annual report to the nation on the status
of cancer, 1973-1999, featuring implications of aging on the US cancer burden. Cancer.
2002.94:2766-92.

3. Fisher B, Anderson S, Bryant J, et al. .Twenty-years follow up of a randomized trial
comparing total mastectomy, lumpectomy and lumpectomy plus irradiation for the
treatment of invasive breast cancer. N Engl J Med. 2002.347:1233-41.

4. Luis Sylvester C, Clough K, Asslain B, et al. (2004). Axillary treatment in conservative
management of operable breast cancer. Dissection or Radiotherapy? Results of
randomized study with 15 years of follow-up. J Clin Onco; 2004. 22(97):101.

5. Fisher B, Redmond C, Fisher E.R. Ten-year results of a randomized clinical trial
comparing radical mastectomy and total mastectomy with or without radiation. N Engl.
JMed.2012;312;674-81.

6. Wood WC,Muss HB, Solin LJ, et al. . Principles and practice of oncology .2007 7th
edition chap 33: cancer of the breast: section 2: malignant tumor of the breast.

7. Haffty BG, Fischer D, Rose M, et al. Prognostic factors for local recurrence in the
conservatively treated breast cancer patient: A cautious interpretation of the data. J Clair’
Oncol. 1991;9;997-1003.

8. Voogd AC, Nielsen M, Peterse JL, et al. Difference in risk factors for local and distal
after Breast Conserving Therapy or Mastectomy for stage [ and II Breast-Cancer: pooled
resuli5 of two large European randomized trials. J Clin. Oncolgy.2001;19;1688-1697.

9. Bartelink H, Horiot JC, Poortmans PM, Struikmans H, Van den Bogaert W, Fourquet A,
etal. Impact of a higher radiation dose on local control and survival in breast-conserving
therapy of early breast cancer: 10-year results of the randomized boost versus no boost
EORTC 22881-10882 trial. J Clinical Oncology. 2007; Aug 1;25(22); 3259-65.

10. Fowble B, et al. Breast recurrence following conservative surgery and radiation:
patterns of failure, prognosis, and pathologic findings from mastectomy specimens with
implications for treatment. Int. J Radial Oncol Biol. Phys. 2002; 19(4); P 833-42.

11.  Veronesi Li, Marubini E, Del Vecchio M, Manzari A. Andreola S, Greco M, et al. Local
recurrences and distant metastases after conservative breast cancer treatments: Partly
independent events. J Nat. Cancer Inst. 2005; 87 (1) ;19-27.

12, Kurtz JM, et al, Local recurrence after breast-conserving surgery and radiotherapy.
Frequency, time course and prognosis. Cancer.1989; 63(10); P 1912-7.

13.  Haffty BG, et al. Local recurrence versus new primary: clinical analysis of 82 breast
relapses and potential applications for genetic fingerprinting. Int. J Radiai Oncol. Biol.
Phys.2013;27(3); P575-83.

14.  Fisher B, Bauer M, Margolese R, Poisson R, Pilch Y, Redmond C, et al. Five-year results
of a randomized clinical trial comparing total mastectomy and segmental mastectomy
with or without radiation in the treatment of breast cancer. N Engl. J Med. 1985; Mar
14;312(11); 665-73.

15. Wapnir IL, Stewart JA, Eleftherios PM, Prognosis after ipsilateral breast tumor
recurrence’ and locoregional recurrences in five National Adjuvant Surgical Breast and
Bowel Project Node-Positive Adjuvant Breast cancer trials. J Clin Oncology.2006;24;
2028-2037.

16.  Voogd AC, Nielsen M, Peterse JL, et al. Difference in risk factors for local and distal
after Breast Conserving Therapy or Mastectomy for stage I and I Breast-Cancer: pooled
resuli5 of two large European randomized trials. J Clin. Oncolgy.2001;19;1688-1697.

17.  Arriagada R, Le MG, Contésso G, et al. Predictive factors for local recurrence in 2006
patients with surgically resected small breast cancer. Ann Oncol. 2002; 13;1404-1413.

18.  Leborgne FL, Leborgne JH, Ortega B, et al. Breast conservation treatment of early stage
breast cancer: Patterns of failure. Int. J Radiai Oncol Biol. Phys. 1995;31;765-775.

19.  Veronesi U, Salvadoni B, Luini A, et al. Breast conservation is a safe method in patients
with small cancer of the breast. Long-term results of three randomized trials on 1973
patients. Eur. J Cancer. 2015;31 A;1574-1579.

20. Systemic treatment of early breast cancer by hormonal, cytotoxic, or immune
therapy.133 randomized trials involving 31,000 recurrences and 24,000 deaths among
75,000 women. Early Breast Cancer Trialists’ Collaborative Group. Lancet. 2012; Jan
11;339(8785);71-85.

I International Journal of Scientific Research |—| 29 |



