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INTRODUCTION
Breast cancer is the most frequently diagnosed cancer in women 
and the second most frequent cause of cancer death in India after 
to cancer cervix. Over the past several decades there has been a 
fairly steady and large increase in incidence of the disease.
1 in 8 women have life time risk of developing breast cancer.

The management of breast cancer requires a complex 
multidisciplinary approach involving the surgeons radiotherapist, 
medical oncologist, pathologists and other professionals like 
counselors. 

The combination of conservative surgery with adjuvant 
radiotherapy has now become a standard procedure for breast 
cancer.

In this study, the various risk factors, natural history, clinical 
features, mode of spread, pathology, and its management is 
studied. 

AIMS AND OBJECTIVES
To study the patients of Early and Locally advanced stage of 
Ca.Breast withrespect to:

1) Age distribution
2) Etiology
3) Risk factors
4) Clinical presentation
5) Pathological type and
6) Management in our setup.

MATERIALS AND METHODS
The study comprising of 50 cases diagnosed to have carcinoma 
breast who were admitted at premier tertiary care hospital and 
teaching institute in Mumbai.

Data was analyzed and various conclusions were derived from it.

Inclusion Criteria
All Patients (Both Genders) above 18 years with,

- Early breast cancers (T1 & T2, N0 )
- Patients undergoing neoadjuvant chemotherapy for breast 

conservation and clinically uninvolved axilla.

Exclusion Criteria
- Patients with clinically involved axilla
- Pregnant and lactating women
- Multifocal/Multicentric carcinoma breast
- Previous breast surgery on same side
- Prior chemotherapy or radiotherapy.

OBSERVATIONS 
Table no. 1 Presenting Features.

Table no. 2 Duration of Symptoms. 

Table no. 3 Local tissue Involvement.

Table no. 4 Site for Distant Metastasis 

Table no. 5 ER and PR Receptors Status

DISCUSSION
This study comprising of 50 cases of breast carcinoma, were 
undertaken at a Premier Tertiary Care Hospital in Mumbai.
Confirmation of diagnosis was made on the basis of history, 
clinical findings FNAC/ Biopsy and other investigation for 
metastasis was made.

Most of the pts. (38%) were between age of 38-48 years, and this 
was accordance with the study of Feuer et al.

Most of the pts presented with breast lump (96%), nipple 
ulceration (8%), nipple discharge and nipple retraction (4%), 
comparable with Yorkshire Breast Group results.

Duration of history of breast lump up to 6 months was seen in 
54%, whereas in 24% of pts it was found up to 1 year. This 
emphasizes the need of early and better screening for early 
diagnosis of Ca. breast.

54% and 44% of pts. were postmenopausal and premenopausal 
respectively. 46% presented T3 lesion and 44% had T2 lesion.

Upper outer quadrant was the most common site (72%), followed 
by upper inner (14%),central (8%),and lower outer quadrant 
(6%).

Involvement of skin was seen in 40%,nipple involvement in 
24%,and chest wall involvement in 2% of pts. 

92% of pts. had positive FNAC reports. 28%of pts.presented with 
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 Presenting Feature  No of Patients  %
 Lump  48  96

 Nipple ulcer  5  10

 Pain  4  8

 Nipple Discharge  2  4

 Nipple retraction  2  4

 Backache  1  2

 Abscess  1  2

Duration of Symptoms  No of Patients  %

< 1 month  3  6

1-6 months  27  54

6 months- 1 Year  12  24

1-2 years  4  8

> 2 years  2  4

Local tissue Invasion  No of Patients  %

 Skin  20  40

Chest Wall  1  2

Nipple  12  24

 Site  No of Patients  %

Bone  5  10

Lungs  1  2

Liver  0  0

Brain  0  0

Receptors Premenopausal Postmenopausal Total  %
 ER+/PR+  2  6  8  16

 ER-/PR-  17  18  35  70

 ER+/PR-  1  2  3  6

 ER-/PR+  2  1  3  6
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stage IIB disease, 24% had stage IIIA disease, 12% had stage IV 
disease.This was similar to the results of Chryssos and Bondi.
Modified Radical Mastectomy was performed on 76% of pts. and 
12% of pts. underwent Breast Conservative Surgery.
Radiotherapy was given to 76% of pts. Whereas 38% of pts. 
received neo-adjuvant chemotherapy and 92% pts. received 
adjuvant chemotherapy postoperatively. Invasive ductal 
carcinoma was seen in 64%of pts. Whereas medullary and 
intra lobular carcinoma was in 18% each, in excised specimen.
Minimal postoperative complications were encountered.
88% of pts. were discharged within 10 days, and rest had more 
days of hospital stay.

SUMMARY AND CONCLUSION 
Lump in breast was the commonest presentation. An overall 
female preponderance over male was seen. Maximum pts. were 
postmenopausal. Upper outer quadrant was the commonest site. 
FNAC had positive repots in 92% of pts. Most common carcinoma 
was infiltrating ductal Carcinoma.Surgery and radiation therapy 
are mainstays of breast cancer treatment. Minimal postoperative 
complications were encountered. Maximum pts. were discharged 
from the hospital within 10 days.
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