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Breast cancer presentation at a regional cancer centre
A. K. GOEL, V. SEENU, N. K. SHUKLA, V. RAINA

ABSTRACT
Background. Breast cancer accounts for 20% of all

female cancers in India and most patients present with
advanced disease. Many factors may be responsible for
the late presentation including the prehospital diagnostic
and therapeutic approach towards breast lumps which may
be malignant. To evaluate these factors we carried out a
prospective investigation at the Institute Rotary Cancer
Hospital of the All India Institute of Medical Sciences.

Methods. We studied 100 new patients with breast
cancer seen in a special clinic over a 12-week period,
excluding patients who did not have a palpable lump and
those who had had an operation in another hospital more
than six months previously.

Results. Fifty-seven of the patients were from urban and
43 from rural areas. Only 20 patients were aware of breast
cancer before the onset of their illness. They were mainly
from an urban background, educated and had a family
history of breast and other malignancies. The total duration
of illness ranged from 1 week to 10 years (mean 11.3
months) and the time to first visit ranged from 1 day to
9.5 years (mean 6.7 months). The delay between the first
contact with a doctor to the date seen in the Institute Rotary
Cancer Hospital thus amounted to a mean of 4.6 months.
The duration of illness as well as time to first visit was
also significantly shorter in urban patients, those who were
educated and those who were aware of the disease. Fine
needle aspiration cytology was used in 50 patients and
was diagnostic in 39. Thirty of the 100 patients had no
diagnostic investigations. Of the 43 patients treated
elsewhere, the operation had been inadequate in 17 and
27 of the 43 patients were found to have had faulty adjuvant
therapy. Many patients did not carry their operation notes
and histopathology reports and when these were available,
they were often of poor quality. The use of staging inves-
tigations was incomplete so much so that in 22 patients
the disease could not be staged at all because of poor
records.

Conclusion. Breast cancer is seen in our hospital in an
advanced stage because most patients are unaware of the
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disease. However, the treating physician also contributes
to delay in the diagnosis, uses the diagnostic and staging
investigations improperly, performs inadequate surgery
and prescribes inappropriate adjuvant treatment. Record
keeping is also of a poor quality. We need to provide more
information to both patients and doctors about breast
cancer.
Natl Med J India 1995;8:6-9

INTRODUCTION
Breast cancer is the second most common cancer in females
in Bangalore, Bhopal, Delhi and Madras and the leading
cancer in Bombay. 1 It accounts for about 20% of all cancers
in females and is also increasing in incidence. Yeole et al.?
reported a rise in the age-adjusted incidence rate of breast
cancer in women from 17.9 to 24.9 per 100000 population
between 1965 and 1985 in Bombay and Murthy et al.3 have
projected a rise in the total number of female breast cancer
cases in India from 60 000 in 1991 to 80 000 by the year 2001.

At the Institute Rotary Cancer Hospital (IRCH) of the
All India Institute of Medical Sciences (AlIMS), New Delhi
there were 650 new registrations for breast cancer in the year
1993. Most of these women presented when their disease
was advanced and in addition we gathered the impression
that their medical management had been generally less than
adequate. We, therefore, decided to analyse the reasons for
the delay and the quality of treatment given to women with
breast cancer before they came to the IRCH.

PATIENTS AND METHODS
Between August and November 1993 we conducted a
prospective study of patients with breast cancer.

A proforma was completed for all patients on the basis
of personal interviews with patients and relatives; and
after reviewing all available records. This included patient
characteristics such as awareness of breast cancer before
onset of illness, total duration of symptoms, time taken to
contact the first doctor and the number and type of doctors
consulted. Medical details included the diagnostic
techniques used elsewhere and their results. For patients
who had undergone treatment elsewhere, the type of surgery
and subsequent adjuvant therapy (if any) were recorded.
The availability and quality of clinical notes, operation
records and histopathological reports was checked including
whether staging investigations had been used. The TNM
staging done at the IRCH and the treatment planned was
considered correct.
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Patients without a palpable lump and those who had had
an operation done more than six months previously were
excluded.

The Chi-square test (with continuity correction where
necessary) was used to assess the significance of the differences
between groups. Data on total duration of illness and time
taken for the first visit to a doctor were skewed (most of
the observations were crowded in the lower part of the range)
and for these two observations, the significance of difference
was checked using the Wilcoxon Rank-sum test.

RESULTS

Patient characteristics
Out of a total of 152 patients registered in the breast cancer
clinic during the study period, 100 met the criteria for
inclusion. The mean age was 47 years (range 22 to 70 years).
Fifty-seven were from an urban and 43 from a rural back-
ground (Table I). Fifty of the patients were illiterate,
38 had had a school education and only 12 had had a university
education. Seventy-eight were housewives and the remain-
ing were engaged in occupations outside the house. A family
history of breast and other cancers was present in 3 and
5 patients respectively and only 20 patients were aware of
breast cancer (Table I). This was correlated with an urban
background (p<0.05), higher educational status (p<O.OI)
and a family history of malignancy.

The total duration of symptoms (Table II) ranged from
1 week to 10 years (mean 11.3 months). The time to first
contact (from feeling a lump to first visit to a doctor) ranged
from 1 day to 9.5 years (mean 6.7 months). The mean
duration of illness (11.3 months) was identical in urban and
rural patients but the mean time to first contact was slightly
shorter in urban patients (5.5 months) than in rural patients
(7.7 months) but did not reach statistical significance
(p>0.05). For patients who were aware.of breast cancer as
a disease the mean duration before presentation was
4.2 months compared to 13 months for those who were not
(p<O.OOI). In fact all the patients who were aware of breast
cancer contacted a doctor within 6 months of their first
symptoms and their mean time from feeling a lump to the
first visit to a doctor was 1.7 months compared to a mean
of 8 months for those who were not aware (p<0.005).

There were eight patients who had had a breast lump for
more than 2 years (6 urban, 2 rural). After excluding these,
the overall mean duration and mean time to first contact in
the others were 7.7 and 3.6 months respectively (Table III).
In these 92 patients, the mean duration to presentation was
6.2 months in urban and 9.5 months in rural patients
(p<O.OI) while time to first contact was 3.3 months for urban
and 4 months for rural patients (p<0.05).

Medical factors
Doctors seen. All patients had seen one or more doctors

previously (1 doctor by 41 patients, 2 doctors by 40 patients
and 3 to 5 doctors by 19 patients). The first consultation
Was with a general practitioner (41 patients), a surgeon
(26 patients), a hospital (20 patients) and a practitioner of
complementary medicine (13 patients). Fifty-seven patients
saw a surgeon and 37 had previously visited a private or a
government hospital.

Investigative procedures. Only 70 patients had under-
gone a diagnostic procedure before coming to the IRCH
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TABLEI. Presenting features with respect to rural and urban
background

Rural
(n=43)

Urban
(n=57)

pvalue

Aware of breast cancer
Traditional doctor as first contact
Use of fine needle aspiration cytology
Surgery outside
Inadequate surgery

<0.05
>0.05
>0.05
>0.05
>0.05

4
7

17
20
11

16
6

33
23

6

p values calculated using chi-square test

TABLEII. Duration of illness and interval before first contact
with a doctor

Duration of illness Interval before first contact

<1 month
1-3 months
3-6 months
6-9 months
9-12 months
1-2 years
>2 years

6
28
16
16
11
15
8

28
31
19
9
3
4
6

Figures represent number of patients

TABLEIII. Mean duration of illness and interval before first
contact with doctor in relation to awareness and background

Duration of illness
(in months)

Interval before first contact
(in months)

Overall (100)
Rural (43)
Urban (57)

pvalue

Aware (20)
Not aware (80)

pvalue

Overall (92)'
Rural (41)
Urban (51)

pvalue

11.3

11.0
11.4
ns

6.7
7.7
5.5
ns

4.2
13.0

<0.001

7.7
9.5
6.2

<0.01

1.7
8.0

<0.005

3.6
4.0
3.3

<0.05

p values calculated using Wilcoxon's Rank-sum test ns not significant
• after excluding 8 patients with duration >2 years
Figures in parentheses represent number of patients

(Table IV). A fine needle aspiration cytology (FNAC) was
done in 50 patients and was diagnostic in 39. FNAC was
used in' 33 (58%) ofthe 57 urban patients and 17 (40%) of
the 43 rural patients (p>0.05). Twenty-five patients had an
excision or incision biopsy. The staging investigations (Table
IV) used included liver function tests (24), chest X-ray (54),
skeletal survey (5), abdominal ultrasonography (22) and
bone scan (5). TNM staging was used in only 14 patients.
Forty-three patients had received surgical treatment before
coming to us and 33 of these had had no TNM staging done.
This figure includes patients who had had a lumpectomy
and' had been started on adjuvant therapy.
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TABLEIV. Use of diagnostic and staging procedures and type
of surgical treatment received prior to coming to IRCH

Diagnostic investigation n Staging investigation n

None 30 Chest X-ray 54
Fine ~eedle aspiration 45 Liver function tests 24

cytology (FNAC)
FNAC and incisional biopsy 3 Skeletal survey 5
FNAC and excisional biopsy 2 Abdominal ultrasound 22
Excisional biopsy 17 Bone scan 5
Incisional biopsy 3
----------------------- --------------
Use ofTNM staging
Used 14 Not used 86
Surgical treatment received
Modified radical mastectomy 26 Simple mastectomy 11
Radical mastectomy 1 Lumpectomy 5

Treatment. Modified radical mastectomy was the
commonest operation performed (26/43). Seventeen
patients had had inadequate local treatment (lumpectomy
with or without axillary lymph node sampling or simple
mastectomy in 16 patients and incomplete surgery in 1
patient who had had a modified radical mastectomy done).
Of these, 11 had a rural and 6 an urban background
(p>0.05). Thirty-one were operated upon by surgeons not
associated with hospitals and 12 had procedures done in
government or private hospitals. Adjuvant treatment was
given to 15 of these 43 patients and consisted of tamoxifen,
chemotherapy or a combination of these. Adjuvant therapy
was advised in another 23 patients. Radiotherapy was
the commonest (20/23) reason for referral to us. None of
the patients had received neoadjuvant chemotherapy. We
considered that only 16 of the 43 treated patients had
received appropriate surgery or adjuvant therapy.

Records. Operation records were available with only
13 out of 43 patients (30%). We assessed their quality to
be good in 9 and poor in 4. Histopathology reports were
available for 41 of the 43 patients (95%); their quality how-
ever was poor in 21 (51%). Tumour size was mentioned in
only 23 reports, the number of lymph nodes examined was
reported in 19 patients and ranged from 1 to 17 (less than
10 in 11 cases).

The final TNM staging of the patients at the IRCH was
as follows:

Stage I: None
Stage II: 5
Stage III: 45 (IlIa: 19 and I1Ib: 26)
Stage IV: 18

T and N status could not be assessed in 31 (Tx) and 8 patients
(Nx) respectively. These patients had received surgical treat-
ment elsewhere (diagnostic or therapeutic) and not enough
information was available from their records to assess the
T or N stage. Thus TNM staging could not be done for
22 patients.

DISCUSSION
Major changes have occurred in the diagnostic and therapeutic
approach to breast cancer in the last two decades, viz. a
wider use of FNAC, early detection by mammographic
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screening and breast self-examination, adjuvant therapy
(chemotherapy and hormonal therapy), breast conservation
(in early stages) and neoadjuvant chemotherapy (in locally
advanced cancers). However, most Indian patients are still
unaware and deprived of the benefits of these advances.
Delay in presentation has been considered to be one of the
most important factors responsible for a poor prognosis+"
Nair et al." finding two-thirds of their patients to be stage
III or IV. We found, similarly, that 63 of our 78 patients,
who could be staged, were in stages III or IV.

The delay in presentation occurred in both rural and urban
patients. The factors associated with this delay were a lack
of awareness of the disease and a low educational
background. Urban patients had a shorter duration of illness
and time to first contact. Secondary delay occurred with a
mean of 4.5 months (urban 3.7 months, rural 5.6 months).
In a study from Punjab, Nagpal et a[.5 found the average
duration of illness to be 10.2 months; 22% of their patients
had a duration of more than 1 year (23% in the current
study). In a study by Shukla et al., 6 stage III patients had a
mean delay of 12.5 months compared to 7.3 months for
stage IV. The primary and secondary delay for stage III
were 7.5 and 5 months and for stage IV were 4.5 and 2.8
months respectively. They found that ignorance of the
importance of a breast lump, poverty and social and domestic
events (marriages, deaths, religious ceremonies) were the
main reasons for the delay.

We believe however that patients alone can not be entirely
blamed for the late presentation. The diagnosis is often not
made by the first doctor because of inadequate examination
or a low index of suspicion. In fact, in spite of having seen
up to 4 doctors, 30 of our patients had had no diagnostic
investigations carried out. Many of them had received one
or more courses of antibiotics.

There was a mean delay of 2.2 months in coming to our
clinic even in patients operated upon elsewhere (range
1 week to 6 months). This figure would have been higher
but for the criteria we used for excluding those who had
had an operation more than 6 months previously. Delay in
coming to us postponed administration of appropriate
adjuvant therapy thereby undermining its efficacy.

We were also surprised that FNAC was used in only
50 patients although it is a simple and efficient procedure
that reduces the need for excision and incision biopsy.
However, the 78% (39/50) accuracy rate leaves scope for
improvement. The use of staging investigations was also
found to be incomplete. Chest X-ray and liver function tests
are the essential staging investigations and their omission is
not justifiable. Another disturbing factor is the rare use of
TNM staging. Today, TNM staging forms the backbone of
treatment planning and prognostication. All treatment
protocols are based on it and treatment varies markedly
from stage to stage. In early breast cancer (Stage I, some
Stage II), breast conservation is now possible. In locally
advanced breast cancers (which form the bulk of cases in
India) induction chemotherapy is finding a greater role in
management.

Non-availability and poor quality of records also interferes
with staging and treatment planning. Thirty-one patients
were T, and 8 were N, leading to incomplete staging
information in 22 patients. In these patients, the decision
about surgical and adjuvant therapy tended to be biased
towards excessive treatment.
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It is clear that a lot needs to be done to improve the
management of breast cancer patients in India. Primary
delay can be reduced by improving the literacy rate and
awareness of breast and other cancers through a better use
of audio-visual media and public health workers. FNAC
should serve a much greater role in diagnosis of breast
cancer. It should be widely available and be of a certain
minimum quality. Early referral of patients with breast
lumps to specialized centres should be encouraged. Finally,
continuing medical education for doctors involved in the
care of these patients is necessary to familiarize them with
the latest changes in diagnostic, therapeutic and supportive
management. A higher index of suspicion will help to reduce
the delay before instituting appropriate diagnostic and
therapeutic procedures. Only with a concerted effort will it
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be possible to pass on the benefits of the latest advances in
breast cancer management to patients in India.
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Extraovarian endocrine abnormalities in north Indian
women with premature ovarian failure
A. SHAH, A. MITRAL, E. BHATIA, M. M. GODBOLE

ABSTRACT
Background. Premature ovarian failure is a rare syndrome

characterized by cessation of menstruation before 35 years
of age associated with an elevated gonadotropin level
(serum follicle stimulating hormone>40 lUll) and oestrogen
deficiency. Premature ovarian failure is often the result of
an autoimmune process and involvement of other endocrine
glands has been reported but available studies are
hampered by a lack of uniformity in diagnostic criteria.

Methods. The endocrine profile of 37 north Indian women
with premature ovarian failure was studied. The investiga-
tions included measurement of serum follicle stimulating
hormone, luteinizing hormone, oestradiol, prolactin, total
thyroxine, total triiodothyronine and thyroid stimulating
hormone. To assess adrenocortical reserve, adrenocortico-
tropic hormone stimulated plasma cortisol levels were
estimated.

Results. Eighteen (49%) patients had extraovarian
endocrine abnormalities. Eight (22%) had abnormal thyroid
function tests and 12 of 29 (41%) patients tested for
adrenocortical reserve showed impaired response of plasma
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cortisol to adrenocorticotropic hormone stimulation.
Conclusion. Extraovarian endocrine (especially

adrenocortical) involvement is frequent in patients with
premature ovarian failure. Because none of the patients
had overt clinical evidence of thyroid or adrenocortical
disease, we suggest that tests for thyroid and adrenal
function be performed routinely in females presenting with
premature ovarian failure.
Natl Med J India 1995;8:9-12

INTRODUCTION
Premature ovarian failure (POF) is characterized by cessation
of menstruation before 35 years of age, with an elevated
gonadotropin level [serum follicle stimulating hormone
(FSH) >40 lUlL] and oestrogen deficiency.l-? Patients
usually seek advice for infertility or menstrual disturbances.
The aetiology of POF includes autoimmune disease, subtle
chromosomal defects, use of chemotherapeutic agents
(cyclophosphamide), ovarian irradiation, ovarian surgery
and viral infections.s-' As the disease may have an auto-
immune basis it is not surprising that other endocrine glands
are sometimes involved. ~ However, there are only few
studies of thyroid and adrenal function in patients with POF;
these show a wide variation in the frequency of adreno-
cortical abnormalities and have been limited to white
Caucasians.t-v' We evaluated thyroid and adrenal function
in north Indian women with POF.


