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0-74. IMPROVEMENTS IN SURVIVAL IN PATIENTS 
RECEIVING PRIMARY CHEMOTHERAPY WITH DOCETAXEL 

FOR BREAST CANCER: A RANDOMISED CONTROLLED 

TRIAL 

K.N. Ogston, A.W. Hutcheon, T.K. Sarkar. I. Miller, S. Payne, 
0. Eremin. S.D. Heys Universi@ of Aberdeen, UK 

Primary chemotherapy is increasingly used to treat large breast 
cancers with the aim of downstaging the primary tumour. Antra- 
cycline-based regimens are commonly used with clinical re- 
sponse rates of up to 80% but pathological response rates of 
only 20%. Recent interest has focused on the use of taxanes. 
eg docetaxel. in patients who have disease which is resistant to 
anthracyclines. 

The aim of this study was to determine whether primary doc- 
etaxel confers a survival benefit in patients with large and locally 
advanced breast cancers receiving primary chemotherapy. 

Patients with large and locally advanced breast cancer (T2 > 
4 cm, T3 or T4) received 4 pulses of CVAP (cyclophosphamide, 
doxorubicin, vincristine, prednisolone) chemotherapy. Clinical 
response was then assessed. Those with a partial (PR) or com- 
plete clinical response (CR) were randomised to receive either 
4 further pulses of CVAP or 4 pulses of docetaxel. All patients, 
whose tumours failed to respond, received 4 further pulses of 
docetaxel. 

167 patients have been enrolled into the study; 102 were 
suitable for randomisation. Median follow-up was 38 months 
(24-56 months). In patients randomised to receive further CVAP. 
3 year survival was 84%, while in those randomised to receive 
docetaxel, 3 year survival was 97%, (p = 0.02: Log rank test). 
In patients randomised to receive further CVAP, 3 year disease 
free interval was 77%. while in those randomised to receive 
docetaxel, 3 year disease free interval was 90% (p = 0.03: Log 
rank test). 

Primary treatment with docetaxel resulted in significantly in- 
creased rates of survival and disease free interval compared to 
continued anthracycline based treatment. 

0-75. LOCAL RECURRENCE FOLLOWING NEOADJUVANT 

CHEMOTHERAPY IN PATIENTS WITH LARGE AND LOCALLY 

ADVANCED BREAST CANCER 

S.A. McIntosh, K.N. Ogston, S. Payne, I. Miller, T.K. Sarkar, 
A.W. Hutcheon, S.D. Heys Aberdeen Royal Injirmar3; UK 

Patients with large breast cancers are commonly treated with 
neoadjuvant chemotherapy. This approach has been shown to 
result in a reduction in mastectomy rates and increase in the 
number of patients suitable for breast conserving surgery by 
approximately 10%. However, a concern has been the risk of 
local recurrence in those who have breast conservation surgery 
and also in those undergoing mastectomy. This study examined 
local recurrence (LR) in patients with breast cancer treated with 
neoadjuvant chemotherapy and surgery. 

A total of 173 patients received neoadjuvant chemotherapy 

(4-6 cycles of cyclophosphamide, vincristine, doxorubicin and 
prednisolone). Clinical and radiological responses were assessed 
after chemotherapy, and treatment was followed by surgery: mas- 
tectomy (73%) or lumpectomy (27%) and axillary node sample. 
Radiotherapy was given to the breast, chest wall and axilla (if 
positive nodes). 

At a median follow-up of 62 months, LR was seen in IO cases 
(6%) of patients - 1 of 44 (2.3%) had breast conserving surgery. 
6 of 115 (5.2%) patients had undergone mastectomy, and 3 of 
6 patients who underwent mastectomy with latissimus dorsi flap 
reconstruction (p < 0.01). T or N stage did not predict LR. 
Clinical response predicted LR (p < O.Ol), with patients with 
stasis or progression more likely to develop recurrence. Patients 
with histologically positive nodes were more likely to develop 
LR (p < 0.01). Tumour grade did not influence development of 
LR. Pathological response to chemotherapy did not predict LR, 
although no recurrences were seen in patients with a complete 
response to chemotherapy. 

Extent of clinical response to neoadjuvant chemotherapy and 
pathological nodal status may be useful in identifying patients at 
risk of developing LR following neoadjuvant chemotherapy. 

O-76. SURGICAL MANAGEMENT OF THE AXILLA 

FOLLOWING PRIMARY CHEMOTHERAPY FOR T3 MO 

BREAST CANCER 

A.E. Gray, N. Davidson, P. Sauven. Chelmsford General 
Hospital. UK 

The surgical management of patients following primary chemother- 
apy (PCT) is uncertain. Our aim was to assess the nodal status of 
patients following chemotherapy (6 cycles of AC). 

All 135 patients receiving PCT for T3MO tumours between 
October 1994 and September 2000 were included in the study. 
Response to PCT was assessed by UICC criteria; Complete 
response (CR), Partial response (PR), No change (NC) and Pro- 
gressive disease (PD). The unit policy was to proceed to surgery 
to the breast except where a pathological CR could be proven. 
All patients had axillary surgery unless contraindicated and all 
patients also received radiotherapy to the breast or chest wall. 

Overall clinical response to PCT is shown in Table 1. Fol- 
lowing PCT 78 (58%) patients had a simple mastectomy and 35 
(26%) breast conservation. 22 (16%) patients had a proven patho- 
logical CR on multiple core biopsies and had axillary clearance 
only. The analysis of axillary nodal status by response is shown 
below. 

Table 1. 
Clinical response CR PR NC PD 

Total 43 (32%) 20 (15%) 65 (48%) I (57@) 
Node negative 30 (70%) 10 (50%) 24 (37%) 5 (71%) 

Although there was a trend towards non-involved nodes with 
increasing clinical response this was not statistically significant 
(Fisher exact p = 0.097). 


