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ABSTRACT

Surgery is the crucial modality of management in the multidisciplinary
care of breast cancer. Without surgery the outcome of treatment is
complicated and sub-optimal. The oncologists face dilemma when pa-
tient refuse for surgery or not operable due to patients medical con-
dition. Here we describe two post-menopausal women with operable
breast cancers those refused surgery. We managed these patients with
induction chemotherapy, radical radiotherapy and hormonal therapy.
Their serial radiological evaluation revealed complete disappearance
of primary breast tumor and axillary lymph nodes at the end of 88 and
69 months post treatment with good cosmesis. Conservative manage-
ment may be an option among post-menopausal women with operable
breast cancers those refuse surgery. The controversial management of
above cases has been discussed with review of literature.
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Cerrahiyi Kabul Etmeyen Operabl Meme Kanseri Hastalarin Tedavisi

Meme kanserinin multidisipiliner tedavisinde cerrahi hayati tedavi
yontemidir. Cerrah olmadan tedavinin sonucu komplike ve subopti-
maldir. Hasta cerrahisi reddettiginde veya klinik durumu cerrahiye
uygun olmadiginda onkologlar ikilemle karsilasirlar. Burada cer-
rahiyi reddeden iki postmenapozal operabil meme kanseri vakasini
bildiriyoruz. Bu hastalari indiiksiyon kemoterapisi, radikal radyoter-
api ve hormonal tedavi ile tedavi ettik. Bu hastalarin seri radyolo-
jik degderlendirmeleri tedavi sonrasi 88 ve 69. aylarda primer meme
tiimoriintin ve aksiler lenf nodlarinin iyi kosmetik goriiniimle birlikte
tamamen kayboldugunu gosterdi. Konservatif tedavi operabil meme
kanseri olan ve cerrahiyi reddeden postmenapozal kadinlarda bir
secenek olabilir. Yukaridaki vakalarin tartismali tedavi yaklasimlari
literatiir esliginde tartisildi.

Anahtar kelimeler: Meme kanseri, cerrahiyi red, radyoterapi, sonuc
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Figure 1. Serial mammogram images showing before
treatment (1A) and at 2-years (1B).

INTRODUCTION

The Breast cancer is the most common cancer among
women. One out of every nine women in United States
develops breast cancer (1). It accounted for 31% of
all newly diagnosed breast cancer in Malaysia (2). The
most common age incidence is in the 5th decades of life
which is changing towards 6th decade possibly due to
hormone replacement therapy (3). The breast cancers
in post-menopausal patients are usually low grade and
invariably hormone receptor positive and slow growing.
The standard management of operable breast cancers is
surgery in conjunction with adjuvant chemotherapy, ra-
diotherapy and hormone therapy. In early stages breast

Figure 3. Computer axial tomography topogram show-
ing brachytherapy volume implantation
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Figure 2. Clinical pictures showing cosmetic outcome
after treatment

conservation surgery with axillary lymph node sampling
is recommended whereas in relatively advanced cases
a standard modified-radical mastectomy with axillary
lymph node dissection considered optimal in the current
standard. Thus surgery is an integral part of breast can-
cer treatment. When patient refuse surgery or patient
is medically inoperable due to co-morbid medical con-
ditions, oncologists face challenge for a suitable man-
agement option (4). With the development of effective
chemotherapy and hormone therapy, complete response
(CR) rate of around 40% could be easily achievable. Those
patients with complete response could be salvaged with
radical radiotherapy. Experience from the management
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Figure 4. Clinical picture showing cosmetic outcome
after 69months post treatment
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of locally advanced breast cancer in the past has shown
that induction chemotherapy could result in a complete
histopathological response rate of 15-30% of patients (5).
These patients could be candidate of breast conservation
technique. Few studies from Europe have shown the ef-
fectiveness of hormone therapy alone in the management
of post-menopausal early breast cancers (6). Very small
tumors measuring less than 2 cms can be managed with
high frequency ultrasound ablation without surgery (7).
Here we have presented outcome of management of two
operable cases of post-menopausal breast cancers those
refuse standard recommended surgery.

CASE
Case 1

A 68-year-old postmenopausal lady presented with
complaint of right breast lump over 4-month duration.
It was initially started as 3x2 cms lump over the right
upper outer quadrant progressively increasing in size.
The lump was non-tender and unassociated with nipple
discharge or fever. Subsequently she noticed one small
lump on her axilla. She was seen by a surgeon and on ex-
amination found to be having an intramammary mass on
her right breast on the upper outer quadrant measuring
6x5 cms. The lump was oval in shape, mobile and unas-
sociated with nipple retraction or chest wall fixation.
The examination of her axilla revealed a central group
lymph node measuring 1x1cms, single and non-tender.
She underwent bilateral mammogram and revealed a
calcified mass with spiculation in her right upper outer
quadrant. There was a calcified lymph node in her right
axilla. Magnetic resonance imaging (MRI) of her breast
revealed an enhancing lesion in the above anatomical
site. She underwent fine needle aspiration cytology
from the breast lesion and axilla. The cytological fea-
ture was suggestive of infiltrating ductal carcinoma .
Her radionuclide *Tc bone scans, ultrasound liver, chest
radiograph, serum liver and kidney chemistry including
complete blood count revealed normal findings. She was
clinically staged as T3N1MO and opted for modified radi-
cal mastectomy and axillary node dissection. However
despite several counselling sessions the patient refused
surgery. She was thoroughly informed about the conse-
quences of not having surgery. She requested for non-
surgical option and she was planned for induction che-
motherapy using CEF regimen; consisted of 500mg/m?
cyclophosphamide intravenous bolus, 70mg/m? epirubi-
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cin, and 5-fluorouracil 500mg/m? along with ondense-
tron in intravenous bolus administration on day-1. The
above chemotherapy regimen was administered every
3-weeks for 6-cycles. She tolerated this chemotherapy
well. Following chemotherapy she achieved complete
clinical response. After a gap of 3-weeks, her whole
breast was irradiated to a dose of 46 Gy in 23 fractions
over 4.5 week period, using 6 MV linear accelerator. A
MRI scan of her breast revealed complete resolution of
the primary and axillary node. Subsequently her prima-
ry tumor was boosted with interstitial brachytherapy. A
3-plane volume implant was carried out and a further
dose of 15Gy in 6 fractions over 3-days was delivered
in b.i.d schedule using microSelectron high dose rate
(HDR) run by iridium-192 source. Following brachyther-
apy the patient was put on oral tamoxifen at a dose of
20mg per day. She was followed up at a regular interval
with regular mammogram assessment . Her follow up
Mammogram (Figure-1B) scan showed complete reso-
lution of the primary lesion. At the time of reporting
(88-months), the patient is healthy with good cosmesis
at the primary site (Figure 2).

Case 2

A 56-year-old nurse presented with right breast swell-
ing over a period of one month and discovered on self-
breast examination in April 2003. The swelling was in-
creasing in size up to the size of an orange. It was not
associated with breast pain, nipple discharge or retrac-
tion. She was postmenopausal for 5-years, multiparous
and her last childbirth was 23 years ago. She attended
her menarche at the age of 14 years and menopause at
50 years. On examination there was a 6x5 cms intra-
mammary, mobile, non-temder lump in the upper outer
quadrant of her right breast. The lump did not associ-
ated with nipple retraction or fixation to the underly-
ing chest wall. Rest of the systemic examination was
within normal limits. She immediately underwent bilat-
eral mammogram that showed features of malignancy.
Subsequently a cytology sample was obtained by needle
aspiration. The microscopic features suggestive of infil-
trating ductal carcinoma. Her further metastatic work
up with ultrasound liver, chest radiograph, radionuclide
Tc bone scan, and liver & renal chemistry and com-
plete blood count were all within normal limits. She was
clinically staged as T3NOMO and opted for mastectomy
and axillary clearance. Being a senior nurse she had fair
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understanding about her disease and opted for her man-
agement supplemented with the advice of her surgeon
and oncology counsellor. However she refused for stan-
dard treatment option and looking for non-surgical op-
tion. She was also explained about the inferior nature of
alternate treatment technique. With her agreement, we
proceed with 6-course of CEF combination chemothera-
py that she tolerated well. To our surprise she achieved
complete response on clinical evaluation. Then she was
offered whole breast radiotherapy dose of 46 Gy in 23
fractions over 4.5 weeks using 6-MV x-ray from a linear
accelerator. After a gap of 3-weeks, she was planned for
interstitial brachytherapy. A volume implant was done
using removable plastic catheters (Figure 3). A radiation
dose of 15Gy in 6 fractions over 3 days was prescribed to
the 5mm around the implanted volume. She recovered
well from the above treatment and put on 20 mg oral
tamoxifen regularly. Subsequently she was on regular
clinical and radiological follow up. Her serial mammo-
gram, MRI scans and PET scan, bone scan, liver scan and
chest radiography were normal. She is with good quality
of life and achieved good cosmesis (Figure 4). At the
time of reporting she is with no evidence of disease at
the end of 69 months of follow-up.

DISCUSSION

Management of invasive breast cancer without surgery
is a nightmare for surgical oncologists. It is not uncom-
mon to see breast cancer patients with above situation.
The incidence of refusal for surgery is around 2% even in
developed countries (8). The cause of refusal for surgery
is lack of awareness, communication gap, lack of insur-
ance for surgery and fear for surgery and loss of organ
causing change in body image. Medical conditions that
preclude surgery include uncompensated heart disease
and other medical conditions that do not allow giving
general anesthesia. The incidence of refusal for surgery
due to medical reason is very low. In our two cases,
both cases were medically fit for surgery but they refuse
surgery due to fear of loss of organ despite adequate
counseling. There may possibly a particular psychologi-
cal trait those who refuse surgery.

In a study at MD Anderson Cancer Center, 174 patients
with locally advanced breast cancers were planned
for 3-cycles of FAC induction chemotherapy followed
by reassessment for response to treatment by clinical
and radiological evaluation. In this study 16.7% of the
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patients achieved clinical complete response rate and
70.7% achieved partial response rate (9). Those patients
who underwent surgery (mastectomy) histopathologi-
cal evaluation revealed complete disappearance of the
primary tumor. Similar complete responses were ob-
served noticed in other studies. Bear et al from National
Surgical Adjuvant Breast and Bowel Project (NSABP)
conducted a prospective randomized trial (Project B-27)
on 2411 patients comparing induction AC chemotherapy
versus AC followed by taxotere versus AC before and
taxotere after surgery. All patients underwent surgery
and surgicopathological evaluation. Clinical tumor re-
sponse was improved from 37% with AC to 60.5% with AC
and taxotere combination. The pathological complete
response rate was improved from 13% to 25% in their
study (10). In Aberdeen study on operable breast cancer
including 167 patients combination chemotherapy with
CVAP and docetaxel showed improved 3-year overall
and recurrence free survival rate (11). From the encour-
aging response rate some authors question about the
necessity of surgery among patients showing complete
clinical response rate as the overall survival is similar
with or without surgery (12).

In a series of post menopausal patients with positive
estrogen receptor status were treated with hormonal
manipulation alone. Foudraine et al observed 40 elderly
breast cancer patients with tamoxifen alone and found
an overall survival of 43% and stable disease in another
40% of patients at a mean follow-up period of 29 months
(13). In a Cochrane review of randomized clinical tri-
als comparing surgery followed by tamoxifen versus
tamoxifen alone among women aged more than 70
years with operable breast cancer. In this analysis there
was no difference in the overall survival (14). The au-
thors proposed trials using aromatase inhibitors as sole
treatment on receptor positive elderly postmenopausal
breast cancer could improve outcome in future.

For patients those who refuse surgery perhaps in such
rare situation, patients should be given an opportunity
to get alternative treatment option as described in our
cases in a curative intent. There should be a consensus
for the management of cases those refuse surgery rather
than refuse treatment as they do not comply treatment
protocol. Cosmetic outcome in radically treated breast
cancer patients are poor. There is scanty report in the
medical literature about the cosmetic outcome using
above technique (15). Among our patients, the cosmetic
result was satisfactory. Both patients and their husband
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are happy with the outcome following above treatment.
Perhaps this treatment is a better option than denying
treatment, as they do not comply with our standards
of care. Otherwise those patients would have resorted
to traditional and alternative treatment. Looking above
evidences, there should be a randomized trial compar-
ing radical non-surgical treatment versus standard man-
agement with optimal surgery among post-menopausal
women with low tumor volume where cosmetic outcome
is least important. With the availability of newer che-
motherapy agents showing higher response rate and mo-
lecular imaging modality to differentiate tumor activity
from fibrosis, non-surgical technique could be a rational
option for the women those refuse surgery.
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