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Case profile

 Chart number: xxxxxxx

 Name: OOO

 Age: 51 years old

 Gender: female

 Marital: Married

 Hospitalization date: 2016/05/30~06/06



Chief complaint

 Left breast extensive tumor with bleeding for 

days.



Present illness

 Left breast palpable mass half year ago

 Left breast extensive tumor with bleeding and left chest wall 

skin multiple satellite lesions for days.

 Left breast locally advanced cancer suspected. Further left 

breast cancer staging was indicated. She was admitted for 

further evaluation. 



Past & Personal history

 Past history: History of hepatitis B infection

 GYN history: G1P1, premenopause, no HRT use

• Allergy: NKA

• Tobacco: 0.5PPD for 30 years and quit for 1 year

• Alcohol drinking: No

• Betel nuts: No

 Family history: Aunt has cervical cancer



Left breast extensive tumor with 

bleeding, with left axillary

enlarged lymphadenopathies, 

Left chest wall skin multiple 

satellite lesions.



Laboratory data



Suspected bony 

destruction over left 10th 

rib, DDx: metastasis.



A 2.9 cm nodule with target 

appearance in S8 of liver, R/I 

metastasis. 



Variable size space occupied 

lesions in right breast, the 

biggest one was about 2.9 cm, 

some with calcifications.

BI-RADS CATEGORY 0: 

suggest correlate with 

sonography



right breast 3 oclock 1.54x0.72cm right breast 12 oclock 1.74x1.21cm , 

1.25x0.72cm 

right breast 10 oclock 1.94x1.36cm ---

CNB

right breast 9 oclock 1.13x0.79cm



right axillary 1.21cm LN

left axillary 3.52x2.16cm LN left axillary 2.42x1.18cm LN 



Breast sono
 Some hypoechoic nodules in right breasts, the biggest one was 

about 1.9 cm, mild increased AP diameter. 

 There was wound over the left breast, left cannot be well 
evaluated. Thickening of cutaneous and subcutaneous layer with a 
huge hypoechoic space occupied lesion noted, C/W breast ca.

 Some anchogenic cysts in right breast.

 Lymph nodes in bilateral axilla, prominant parenchyma. R/I 
metastases.

 2016/06/03 sono-guided core needle biopsy. 
(1.94x1.83x1.36cm), right breast 10 o’clock.
Cytology: Cystic fluid only



Multiple Bony Metastases



Diagnosis

 Left breast locally advanced cancer with left chest wall skin 

multiple satellite lesions, cT4cN1M1, stage 4, 

premenopause with liver, multiple bony metastases



06/02 Operation

 Right chest wall Port-A implantation

 Left chest wall skin lesion excision, left axillary lymph nodes 

biopsies



06/02  Pathology (Skin & Lymph Node) 

 Metastatic carcinoma

 Weakly to moderately immunoreactive to ER (40-50%) 

 PR (-), Her-2-neu (-) 



Follow up

 06/09~06/14: bilateral salpingo-oophorectomy

 06/14: Femara 2.5mg 1# QD PO



ribs, intercostal muscles, serratus anterior muscle



 Contrast-enhanced breast MR imaging is the best imaging 

modality for determining chest wall involvement.



Contrast-enhanced fat-

saturated T1-weighted MR 

images

obliteration of the fat plane between the mass 

and the pectoralis musculature, enhancement 

of the lateral aspect of the pectoralis major 

muscle

abuts the pectoralis muscle without 

definite muscle enhancement



skin ulceration and 

pectoralis muscle 

involvement









METHODS

 MEDLINE (OVID: 2008 through week 4 of April 2014) 

 Cochrane Library databases (to Issue 3 of March 2013) 

 San Antonio Breast Cancer Symposium (2011 to 2014) and 

ASCO abstracts (2012 to 2014) 

 keywords “advanced” and “metastatic” 

 7 systematic reviews with meta-analyses, 29 individual trial 

reports met the inclusion criteria



no differences between the two







no difference 

no benefit 







Adverse Events
 Single-agent versus combination endocrine therapies

 anastrozole alone or fulvestrant with anastrozole, Bergh et alnoted
significantly more hot flashes associated with the combination arm (24.6% v 
13.8%; P ,.05). 

 Endocrine therapy with or without HER2-targeted therapies

 Fulvestrant with lapatinib or fulvestrant alone, Burstein et al reported 
significantly higher grade 3 adverse effects associated with the combination
arm (19% v 5%; P ,.05)

 Endocrine therapy with or without mTOR inhibitors

 Baselga et al reported significantly higher grade 3 stomatitis(8%v,1%), 
fatigue (4% v 1%), pneumonitis (3% v 0%), and hyperglycemia (5% v , 1%) 
and Rugo et al reported a higher discontinuation rate because of adverse 
events in those receiving everolimus compared with placebo in combination 
with exemestane (9% v 3%). 



Adverse Events

 Endocrine therapy with or without CDK 4/6 inhibitors

 Turner et al reported significantly higher grade 3 to 4 neutropenia (62% v 

0.6%), without an increase in febrile neutropenia, in patients receiving 

palbociclib in combination with letrozole compared with those receiving 

placebo and letrozole.

 Endocrine therapy plus a pan-PI3K inhibitor

 Baselga et al reported significantly higher grade 3 to 4 rash (7.9% v 0%), 

liver enzyme elevation (AST, 18% v 2.8%; ALT, 25.5% v 1.1%), 

hyperglycemia (15.4% v 0.2%), anxiety (5.4% v 0.9%), and depression

(4.4% v 0.4%) in patients receiving buparlisib in combination with 

fulvestrant compared with those receiving placebo and fulvestrant.



Premenopausal women with HR-

positive MBC 

 Should be offered ovarian suppression or ablation in 

combination with hormone therapy. 

 Ovarian suppression with either GnRH agonists or ablation 

with oophorectomy seems to achieve similar results in MBC.



Hormone therapy for 

premenopausal

women with hormone 

receptor–positive 

metastatic

breast cancer

Steroidal indicates 

exemestane; 

nonsteroidal

indicates anastrozole or 

letrozole



Postmenopausal women with HR-

positive MBC 

 Should be offered AIs as first-line endocrine therapy 



Hormone therapy for 

postmenopausal

women with hormone 

receptor–positive

metastatic breast 

cancer



Hormone therapy vs chemotherapy 

 Endocrine therapy should be recommended as initial

treatment for patients with HR-positive MBC, except for 

patients with immediately life-threatening disease or for 

those who experience rapid visceral recurrence during 

adjuvant endocrine therapy 

 The use of combined endocrine therapy and chemotherapy is 

not recommended 



What is the optimal duration of 

treatment with hormone therapy?

 Treatment should be administered until there is unequivocal 

evidence of disease progression as documented by imaging, 

clinical examination, or disease-related symptoms. 

 Tumor markers or circulating tumor cells should not be used 

as the sole criteria for determining progression. 




