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Abstract Background. Breast sarcomas are a heterogeneous group of breast neoplasms with a
low incidence and a reserved prognosis. No treatment protocol has been yet established, a
guideline similar to soft tissue sarcomas is used.

Materials and Methods. Our study analyzed all the patients admitted with the
diagnosis of malignant breast disease in two specialized centers on a five-year time
frame. We compared long term results for the patients who underwent conservative
treatment and mastectomy.

Results. A total of 76 cases received surgical treatment with curative intent, 24
conservative procedures and 52 mastectomies. Incidence of local recurrence does not
appear to be closely related to the type of surgical procedure. There were a number of
five local recurrences for patients who received conservative treatment and 7 local
recurrences where we used mastectomy. Kaplan-Meier analysis conducted shows no
differences statistically significant (sig = 0.459) between the results of conservative
treatment and mastectomy. Basically conservative surgery seems to get similar results,
provided that Ry resection objective can be met.

Conclusions. Treatment options are more limited for breast sarcomas than
carcinomas, the role of surgery being more important to therapeutic success. The
biological characteristic of the tumor including histological type and sub-type, play an
important role in determining the results and the treatment should be tailored and adapted
for each case.
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Introduction

Breast sarcomas are a heterogeneous group of
mammary tumors developed from mesenchymal
tissue. These are encountered in practice with a
reduced frequency. The literature reports that breast
sarcomas represent approximately 5 % of all soft tissue
sarcomas and about 1% of breast neoplasia (1). Even
with
adenocarcinomas and have a low incidence, sarcomas

though they show some similarities
have an important place in neoplastic breast pathology
due to the reserved prognosis.

Better outcomes can occur by recognizing the
clinical and evolutionary particularities associated with
the adaptation of diagnostic and treatment protocols.
Unfortunately, due to the low incidence, this pathology
is not well documented, literature highlighting only
studies with a small number of subjects or extended
over many years (which does not allow a comparative
analysis). Also, there is no multicenter, randomized
study that could establish a treatment protocol or
consensus, so nowadays the therapeutic conduct is
extrapolated from the treatment guidelines used for
soft tissue sarcomas.

The clinical examination of breast sarcomas
unveils a tumoral mass with increased consistency,
relatively well defined, which, in early stages can be
easily considered benign. Rapid growth and patient’s
age are the only elements of concern. In advanced
stages, clinical manifestations betray the neoplastic
character, and

producing deformities significant

asymmetry of the breasts, through chest wall
infiltration and attachment, skin changes which may
go up to ulceration and bleeding or developing a

significant collateral circulation.

Materials and Methods

Our study analyzed all the patients admitted with

the diagnosis of malignant breast disease in
Oncological  Institute  "Prof.  Dr.  Alexander
Trestioreanu” Bucharest and” Coltea” Clinical
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Hospital during 2011 to 2015 (5 years). This analysis
was possible with the permission and written consent
of the two institutions; | thank them here.

The study has a retrospective character; the
timeframe of five years being chosen to comprise a
large enough group of patients for obtaining
statistically significant results.

For creating the groups of patients were queried
databases used for reporting in the DRG system
(Diagnosis Related Groups). The classification system
is, as its name implies, a classification scheme of the
patients based on the diagnosis. This system is similar
to the
(International Classification of Diseases - ICD), in

international disease classification system
which the diagnoses are classified into classes and
subclasses (2).

Repeated hospitalizations were queried with
diagnoses and procedures performed on these
occasions. These tools are extremely useful for
tracking and monitoring patients, with a given
limitation, that they must be admitted in the same
medical institution.

Exclusion criteria: cases whose data break
technical specifications of the minimum data patient
set and cases where we could not register the result of
the histopathological examination.

For this study, we classified sarcomas following
WHO
recommendations (3) and to the European Society of
Medical Oncology (ESMO) (4). Thus, cases of

malignant

histological criteria, according to

Phyllodes tumor were excluded and
analyzed separately.

Breast surgery procedures codes where divided
includes

into two classes. Conservative surgery

procedures like sectorectomy, quadranectomy or
atypical oncoplastic resections which partially preserve
the breast. Also, mastectomies contain variations that
preserve the skin or the nipple-areolar complex (skin
sparing, nipple sparing), but with total excision of the

mammary gland.
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Results

Analysis of the histopathological results identified
a number of 102 cases classified as primary and
secondary breast sarcomas.

A total of 88 cases received surgical treatment, 24
conservative procedures and 64 mastectomies. A
number of 12 surgeries were performed for advanced
stages with palliative intent, due to local complications
(bleeding ulcers, infection, and necrosis).

With exception of an immediate reintervention for
hemostasis, postoperative complications were rare, had
a favorable outcome with conservative treatment.
There was no intra-operative or in-hospital mortality
for this group. There were no cases of arm
lymphedema after surgery.

It should be noted that these results are obtained
from centers with a large number of patients and with
a rich experience in the treatment of breast tumor
pathology, surgical

procedures performed being

considered routine.

Follow-up and studying late complications

Accurate data considering follow-up and patient’s
evolution is extremely difficult to collect in Romania,
in the absence of institutionally sustained programs
and empowered follow-up protocols to facilitate data
recording, increase the compliance and facilitate
communication with patients.

Among the data that has been collected, we
considered local recurrence as the most reliable and
important element. Local recurrence is mentioned
upon repeated hospitalizations in the study time-frame
(5 years). There were excluded 12 cases for which the
If the

histopathological result of the initial tumor was not

initial surgery had a palliative intent.
sarcoma, the cases were not considered relapses.
Reporting the number of patients with local
recurrence (12) to the number of patients who
benefited from surgery with curative intent (76
interventions) we obtain a rate of 15.78%. The
literature records a more severe prognosis of breast

sarcomas, compared to carcinomas, the rates of local

recurrence mentioned in similar studies sometimes
reaching 34% (5-8). It is difficult to say whether the
good results we obtained are due to aggressive surgical
attitude (manifested by a comparatively higher number
of performed mastectomies), time limited interval of
the study (local recurrence can occur later) or loss of
cases from study (cases that were admitted in other
medical institutions).

Incidence of local recurrence does not appear to be
closely related to the type of surgical procedure. There
were a number of five local recurrences for patients
who received conservative treatment and 7 local
recurrences where we used mastectomy. Kaplan-Meier
analysis conducted shows no statistically significant
0.459) between the results of
conservative treatment and mastectomy (Figure 1).

differences (Sig =

Basically conservative surgery seems to get similar
results, provided that RO resection objective can be
met.

Discussions

Surgery is the standard treatment of all breast
malignancies in the early stages. Considering breast
sarcomas, due to modest results of neoadjuvant
therapy, the role of surgery is even more important for
therapeutic  success. Surgical procedures have
constantly evolved along history and today there are
numerous surgical techniques used for breast
neoplastic pathology, but all techniques pursue the
same goal: total excision of tumoral tissue, with a
safety margin of at least 1 cm of healthy tissue. It is
considered the most important predictive factor of the
therapy outcome for sarcomas (1).

Conservative treatment is a viable and desired
alternative to mastectomy only if similar oncologic
results can be obtained and the remaining tissue allows
for a good aesthetic result. It is not always applicable,
even in the early stages depending on the patient's
conformation and consent. In practice, there is often a
situation where tumor volume/glandular volume report
is unfavorable, but also one where the patient opts for

64



mastectomy, and even more, for a bilateral
mastectomy unjustified by the situation. Regarding
sarcomas, there is no benefit of a contralateral
prophylactic mastectomy.
The surgical technique followed the indications
and contra-indications for each procedure.
Absolute contra-indications for conservative breast
surgery (9, 10):
* persistent positive margins after conservative
surgery
« multi-focal involvement (quite exceptional in
sarcomas)
* history of prior radiation in the treatment area
 inability to undergo radiation therapy for invasive
disease
« first or second trimester of pregnancy
Relative contra-indications of the procedure
include (11, 12):
» low glandular volume
» large tumor
* node metastasis
» collagen or vascular disease
Patients and surgeons alike want to obtain a good
aesthetic result. Oncologic considerations require,
besides excision of the entire tumor mass, obtaining Ro
safety margins with no microscopically detectable
invasion. This excision depends on many factors such
as tumor size compared to available glandular volume,
tumor location and distance to adjacent anatomical
structures,

often making it impossible to avoid

mastectomy. Histopathological sub-type also can
require larger than standard safety margins, as is the
case for angiosarcoma, where 1 cm may be
insufficient. Where after repeated attempts a safety
margin cannot be obtained, mastectomy is advised. All
these arguments have led to an increased number of
mastectomies in our group.

Breast cancer treatment is multi-modal and
realized in multi-disciplinary teams, which should not
exclude the radiologist,

surgeon, pathologist,
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Figure 1. Kaplan-Meier analysis of mastectomy and

conservative  surgical procedures for local
recurrence
oncologist, radiotherapist, and plastic surgeon or

The

cooperation of these members realize exceptional

psychologist. gualifications, expertise and
results that can be obtained in the treatment of breast
neoplasm. To facilitate this communication and
cooperation between specialists, a regularly meeting of
the oncology committees can be useful to discuss the
difficult cases. International guidelines recommend in
addition creating centers of breast treatment able to
focus a minimum of 150 cases treated per year (13,
14). The cases from this study were taken from two
centers (Oncological Institute Bucharest and Coltea

Clinical Hospital) that achieve this objective.
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The most commonly used therapeutic method in
our study was surgical treatment. The therapeutic
algorithm of sarcomas in general and in particular of
those localized in breast, surgery is considered the
"first violin" in the orchestra of therapeutic means. The
purpose of the various types of surgical treatments is to
obtain a full excision of the tumor tissue with
microscopically tumor free margins (Ro). This is
considered the most important predictive factor in
sarcoma therapy (1).

The main causes that restrain performing surgical
treatment relate to the advanced stage of the disease,
patients condition or sometimes their refusal.

There are no established protocols of radiotherapy
for breast sarcomas. The indication of adjuvant
radiotherapy is taken from the protocols for soft tissue
sarcomas, where favorable results were obtained using
a radiation dose of 50 Gy to the breast and at least 60
Gy to the tumor bed area. Using this protocol,
McGowan and collaborators have achieved a decrease
in relapse rates from 34% to 13% and an improvement
in 5 years survival from 50% to 91% (15-17).

Chemotherapy has modest results and is a method
reserved for local advanced stages. Whenever possible,
the surgical treatment of lung or liver metastasis is
preferred, and subsequently associated  with
polichemotheraphy. This therapy, use as first-line
treatment anthracycline with or without doxorubicin or
ifosfamide (11). There are no randomized studies that
certify the supremacy of certain combinations.

Unfortunately, treatment options are more limited
for sarcomas comparing with carcinoma: hormone
therapy is unnecessary and biological therapy is in the
experimental stage. Initiated studies scan the results of
such agents, like Sunitinib and Crizotinib, but their
indication is still unclear (18-21). For angiosarcomas

favorable results could be obtained from anti-

angiogenic or anti-endothelial growth factor treatments
(sorafenib, bevacizumab), but currently, these are in
trial phase and are not included in our treatment

guidelines.

Conclusions

The biological characteristics and evolution
patterns of the primary tumor play an important role in
determining the results. Even before the emergence of
molecular  profiling  techniques, pathologists
recognized that breast cancer was heterogeneous
through morphological observations.

Each pathological type shows a unique clinical
profile in terms of presentation, prognosis or available
treatment options. The individualized surgical attitude
should the

psychological and aesthetic benefits. We consider that

improve morbidity, along  with
the therapeutic management of breast tumors should be
customized depending on the disease and the patient.

The patient is the most important decision factor.
The management plan depends on his tolerance of the
proposed treatment, genetic vulnerability, consent or
preference.

The disease affects the therapeutic decision by a
number of factors such as tumor size and location, the
existence of multiple multi-centric or multi-focal
lesions, local invasion or regional and distant
metastasis.

Another element that is not yet fully elucidated,
but which we consider of great importance is the
biology of the tumor. Histopathological types of the
tumor, the presence or absence of expression of certain
receptors or genes create the tumor profile and the
treatment should be created and adapted for each case.
Undoubtedly, technological advances will facilitate the
growth of knowledge derived from bio-molecular and
genetic study of this pathology will enable detailed
characterization of tumors and will discover new

treatment options.
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