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This is a case study that aims to assess a case of breast cancer with recurrence in a patient of a 
cancer hospital from the following parameters: risk factors, diagnosis, prognostic factors, 
treatment and recurrence. Medical records and patient exams were carefully examined from 
June 2013 and June 2016. The diagnosis found was infiltrating ductal carcinoma grade II; risk 
factors: female, age; race; emotional stress, dense breast tissue, smoking, alcoholism, high-fat 
diet, hormone replacement therapy, family history of breast cancer (first-degree relative) and 
nulliparity; treatment: mastectomy, radiation, chemotherapy and hormone therapy; relapse in 
three years. We concluded that multiple risk factors for breast cancer were present, as well as 
late diagnosis, adequate treatment and occurrence of relapse in the expected time. 
Descriptors: Breast neoplasms; Risk factors; Recurrence. 
 
Este é um estudo de caso que tem como objetivo avaliar um caso de câncer de mama com 
recidiva em uma paciente de um hospital de câncer a partir dos seguintes parâmetros: fatores 
de risco, diagnóstico, fatores prognósticos, tratamento e recidiva.Analisou-se criteriosamente 
o prontuário e exames da paciente entre junho de 2013 e junho de 2016. O diagnóstico 
encontrado foi carcinoma ductal infiltrante grau II; fatores de risco: sexo feminino, idade; raça; 
estresse emocional, tecido mamário denso, tabagismo, etilismo, dieta rica em gorduras, terapia 
de reposição hormonal, história familiar de câncer de mama (parente de primeiro grau) e 
nuliparidade; tratamento: mastectomia, radioterapia, quimioterapia e hormonioterapia; 
recidiva em três anos. Concluiu-se que houve presença de vários fatores de risco para o câncer 
de mama, diagnóstico tardio, tratamento adequado e ocorrência de recidiva no tempo 
esperado. 
Descritores: Neoplasias da mama; Fatores de risco; Recidiva. 
 
Este es un estudio de caso que tiene como objetivo evaluar un caso de cáncer de mama con 
recurrencia en una paciente de un hospital de cáncer a partir de los siguientes parámetros: 
factores de riesgo, diagnóstico, factores pronósticos, tratamiento y recaída. Se analizó 
criteriosamente el prontuario y exámenes de la paciente entre junio de 2013 y junio de 2016.  
El diagnóstico encontrado fue carcinoma ductal infiltrante grado II; factores de riesgo: sexo 
femenino, edad; raza; estrés emocional, tejido mamario denso, tabaquismo, alcoholismo, dieta 
rica en grasas, terapia de reposición hormonal, historia familiar de cáncer de mama (pariente 
de primer grado) y nuliparidad; tratamiento: mastectomía, radioterapia, quimioterapia y 
hormonoterapia; recurrencia en tres años. Se concluye que hubo presencia de varios factores 
de riesgo para el cáncer de mama, diagnóstico tardío, tratamiento adecuado y ocurrencia de 
recaída en el tiempo esperado. 
Descriptores: Neoplasias de la mama; Factores de riesgo; Recurrencia. 
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INTRODUCTION 
alignantneoplasms result from an 
uncontrollable proliferation of 
abnormal cells that arise with 

heritable or acquired genetic damage1. Cancer 
is one of the most complex public health 
problems that Brazilian health system faces 
due to its epidemiological, social and 
economic magnitude2,3. A third of new cases of 
cancer that occur around the world each year 
could be prevented with specific health 
promotion and prevention4. 

Breast cancer is currently the 
neoplasm with the largest mortality in women 
in the world, both in developed and 
developing countries1,3-5. According to the 
National Cancer Institute (INCA), the 
mortality rate in Brazil was 14 for every 
100,000 women in 20133. 57,960 new cases of 
malignant breast neoplasm in women are 
estimated in Brazil for the year 2016, and 
5,160 cases for Minas Gerais State, 
characterizing it as the most incident cancer in 
women, disregarding the non melanoma skin 
cancer (NMSC) 3. 

Mammary neoplasia is a very feared 
disease among women, since it involves 
psychological factors, self-image and 
sexuality4,6-8. Breast cancer is a heterogeneous 
disease, with different clinical presentations, 
genetic variations and treatment responses1, 4-

6.  During this process the patient experiences 
problems such as depression and decreased 
self-esteem, and constant adaptations to 
physical, psychological, social, family and 
emotional changes7,8. 
 Constant aggressions in certain parts 
of the DNA cause genetic lesions with proto-
oncogenes activation and inhibition of tumor 
suppressor genes9. The natural history of 
breast cancer is divided into preclinical phase, 
which is the interval of time between the 
emergence of the first malignant cell to tumor 
development with clinical diagnosis, and the 
clinical phase, which occurs from that event1. 
The main sites of breast cancer metastasis are 
bones, lungs, liver, brain, ovary and skin1. 
The beginning of a neoplastic process in the 
breast is understood as multifactorial, since 
several factors act9. Between them, we can 

mention environmental, genetic and intrinsic 
causes to the person’s life habits1,6,9.  

There is a consensus on the risk factors 
for breast cancer, being some of them still 
questionable. Between them, there are female 
sex; race/ethnic; age; sedentary lifestyle; 
dense mammary tissue; high-fat and 
hypercaloric diet; diet poor in fibers; obesity; 
alcoholism; familiar history of breast cancer; 
presence of the mutant allele of the genes 
BRCA1, BRCA2 and p53; alteration in the 
genes of IGF family; alterations in the silken 
insulin and lept in levels; prolonged estrogen 
stimulation (early menarche, late menopause 
and first gestation with more than 30 years 
old); nulliparities; hormonal anticonception; 
hormonal replacement therapy (HRT); ionizin 
gradiation 3-6,8-14. 

Breast cancer diagnosis should be 
directed towards early detection, which 
increases the chance of favorable 
prognosis3.6,8.14. The diagnostic investigation 
methods are the breast clinical 
examination(BCE); the methods of image that 
include: diagnostic and screening 
mammography (MMG), ultrasound (USG) and 
magnetic resonance imaging (MR); invasive 
methods: surgical biopsy, percutaneous core-
needle biopsy (PNB)or gross needle puncture 
(GNP); fine needle puncture (FNP); vacuum 
puncture biopsy or mammotomy1. 

Immuno-Histochemical techniques 
(IMQ) help to characterize cancer, allowing 
the analysis of molecular variables and 
greater precision of an injury or itssub 
classification5,6,16. It is an important 
instrument for diagnosis detailing6. 

The most found classification among 
breast malignant neoplasms is 
mainlyepithelial8. The most common 
diagnosis of breast cancer is infiltration ductal 
carcinoma, with 47% to 75% of the cases1,9. 
Other common diagnoses are invasive lobular 
carcinoma (0.7% to 15%), “in-situ” ductal 
carcinoma (0.2% to 18.2%), “in-situ”lobular 
carcinoma (0.3% to 3.8%), mucinous or 
colloid carcinoma (1% to 6%), Paget's disease 
(1% to 2%) among others9. 

The recurrence of breast cancer is a 
possible reality in women affected by the 
disease. The uncertainties of the woman 

M 
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diagnosed with breast cancer in relation to the 
treatment, coexistence with the disease and 
possibility of the disease are evident14. 

The prognosis factors in breast 
neoplasia are indispensable for the prognosis 
and treatment, and they are: age; the size of 
the tumor; condition of axillary lymph nodes; 
family history; histological degree; 
socioeconomic level; age; 
angiogenesis/neovascularization and lymph 
angiogenesis; proliferative index; Nottingham 
prognostic index; cathepsin D; gene 
expression index/deoxyribonucleic acid 
(DNA); p53; micro metastasis in bone 
marrow; hormonal receptors; c-erb B-25,15.  

These factors are possible to be 
measured at the time of the diagnosis and they 
are very important to determine the 
treatment of the mammary neoplasia5,15. 

 Clinical trials of large size are 
lacking in oncology, but breast cancer is one of 
the most studied diseases in cancerology16. 
Although this is an isolated and specific case 
study, there is the possibility of further 
deepening in this area, specifically for breast 
cancer.   

The objective of the study was to 
evaluate a case of breast cancer with 
recurrence in a patient of a cancer hospital 
from the following parameters: risk factors, 
diagnosis, prognosis factors, treatment and 
recurrence. 
 
METHOD  
This is a descriptive, quantitative and 
retrospective case study of a user with 
diagnosis of breast malignant neoplasm and 
with recurrence, attended in a cancer hospital 
of a city in the state of Minas Gerais, region of 
Triângulo Mineiro/Alto Paranaíba, with a 
population of 89,333 inhabitants and human 
development index (HDI) of 0,72917,18.  
 The data evaluated in this research 
were withdrawn from the medical records 
and examinations of the patient from the 
institution in which she carried out the 
treatment. 

The study did not evaluate any data 
source from outside the domains of the 
institution where the research took place. The 
variables were analyzed judiciously and are 

included in the period from June 2013 to June 
2016, and they are: risk factors, diagnosis, 
prognosis factors, treatment modalities and 
recurrence presence.    
 Data taken from secondary registry 
sources were placed in tables and graph. The 
prognosis factors were assessed from the 
medical records, biopsy and immuno-
histochemistry (IHC), tests performed by the 
patient. The modalities of treatment and 
presence of recurrence were found in medical 
records.  

The data were processed and managed 
in Excel ® 2007 software, in the format of 
table to analyze the presence of the specific 
risk factors of breast cancer found and the 
diagnostic tests used to detect the primary 
tumor; a chart to evaluate the presence of 
prognostic factors recorded in medical 
records. 
 To collect the information and carry 
out the study we requested a two-ways, 
written prior authorization of the institution 
by the competent authority, upon delivery of 
a free consent and clarified term (TCLE). This 
research was authorized by the institution 
that holds the patient's records and data. The 
patient's identity privacy was guaranteed 
throughout the research process. The study is 
appropriate to the criteria of resolution 
466/2012 of the National Health Council 
(CNS). 
 
RESULTS 
The patient was admitted in the institution in 
June 2013, at 58 years old, with malignant 
neoplasm in the left breast (LB), divorced, 
urban resident. This information suggests that 
the diagnosis of breast cancer occurred before 
she entered the institution, which was 
confirmed by verifying the date of the USG 
exams and the gross needle biopsy (GNB) 
performed by the patient. The registry only 
provides the information that the user 
entered the institution after referral, with no 
specifications. 
 The risk factors of breast cancer found 
were: female; age (≥ 50 years), race (white 
color), emotional stress, dense breast tissue, 
smoking, alcoholism, fat-rich diet, HRT, family 
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history of breast cancer in first-degree 
relative (sister) and nulliparity.  

The patient reported history of 
different malignant neoplasms in her family: 
leukemia in her mother and throat cancer in 
her brother; information is presented without 
details. 

 For the HRT risk factor, there is 
information that she realized“ months of this 
modality of treatment” after menopause (52 
years old). She daily drunk alcohol and 
smoked 40 cigarettes a day. The data is 
presented in Table 1. 
 

 
Table 1.Risk factors for breast cancer (in the literature and those found in the patient) between 
June 2013 to June 2016. Hospital do Câncer Dr. José Figueiredo. Patrocínio / MG. 

Risk factors Risk factors reported in medical 
records– 

Yes (%) No/NI* 
(%) 

Female Yes 5% 0% 
Age (> 50 years old) Yes 5% 0% 
Race/Ethnicity (White) Yes 5% 0% 
Sedentary lifestyle Yes 5% 0% 
Dense breast tissue Yes 5% 0% 
High-fat and hypercaloric diet Yes 5% 0% 
Diet low in fiber NI 0% 5% 
Overweight/obesity No 0% 5% 
Alcoholism Yes 5% 0% 
Smoking Yes 5% 0% 
Family history of breast cancer Yes 5% 0% 
Presence of mutant genetic allele                                               NI 0% 5% 
Changes in serum levels of insulin and 
leptin 

NI 5% 0% 

Early menarche No 0% 5% 
Late menopause ** No 0% 5% 
First pregnancy over 30 years old No 0% 5% 
Nulliparity Yes 5% 0% 
Hormonal contraception*** NI 0% 5% 
RHT Yes 5% 0% 
Ionizing irradiation NI 0% 5% 
Total                                                                                             100% 55% 45% 

*NI (no information)    
**There is controversy in the literature about the age for menopause late. The patient was 40 years in menacme and never get pregnant. More 
detailed research is needed on this risk factor in the specific case. 
***This is a controversial risk factor in bibliographic sources. 

 
Medical records report a BCE in March 

2013 suggesting solid nodules in LB present 
for five years, located in the upper right 
quadrant (URQ) and upper left quadrant 
(ULQ). There is no report whether the BCE 
was carried out for screening and early 
detection or by spontaneous demand.  
 GNP technique was carried out in May 
2013 and confirmed the diagnosis of 
moderately differentiated ductal carcinoma 
grade II. Tumor staging was classified as pT2 
pN1b Mx; PT2 (tumor ≥ 2cm and ≤ 5 cm); 
pN1b (micrometastases or macrometastases 
in internal breast lymph nodes detected by  
 
 

biopsy); and Mx (distance metastases cannot 
be properly evaluated). 

Immuno-immunohistochemistry (IHC) 
exam was requested for a detailed diagnosis 
of the primary tumor and the patient's 
prognosis elaboration. The report, held in 
April 2013, presents: SP1 positive antibody 
panel in about 90% of neoplastic cells; PGR 
(anti RP) positive in about 10% of neoplastic 
cells; KI-67 positive in about 20% of 
neoplastic cells; c-Erb B2 (clone EP1045Y) 
negative/score 0; Positive E-cadherin. IHC 
technique concludes a confirmation of 
diagnosis of invasive ductal carcinoma and 
breast carcinoma with positive reactions to 
hormone receptors of estrogen and 
progesterone. 
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 Among all the modalities of the 
diagnostic method, only the MR and MMG 
were not used in the diagnostic investigation 
(not in the records) of the primary tumor. It is 
noted that the MMG examination was 
requested only after the recurrence of the 
cancer. However, all the modalities of 
treatment were present at different times of 
the patient's follow-up: therapy, 
chemotherapy, radiotherapy and 
mastectomy. 

The initial treatment was done with 
mastectomy in quadrantectomy mode and 
axilla emptying in LB. After the surgical 
procedure the user evolved with an infection 
by Sthaphylococcus Sp.in the surgical wound, 
treated with amoxicillin and clavulanic acid, 
presenting a good response to the treatment. 
The product of the surgery revealed Scarff 
infiltration ductal carcinoma grade III 
measuring 2.5 cm in diameter on the largest 
axle, with 0.3 cm from the caudal margin and 
neoplastic commitment of 3 of the 15 
dissected lymph nodes. 
 Subsequently, it was requested an 
evaluation for chemotherapy and adjuvant 
radiotherapy treatment in March 2014. 
Radiotherapy procedure was carried out in LB 
between April and May 2014. MMG and USG 
exams were also requested. Chemotherapy 
began in the same period of radiotherapy-
Doxorubicin Hydrochloride + 
Cyclophosphamide and Taxol. Then she was 
treated with hormones therapy with 
Tamoxifen-no positive effects-and 
subsequently with Anastrozole.  

The exams were presented in August 
2014: MMG with BI-RADS (breast Imaging 
reporting and Data System) 0 – Inconclusive- 

in LB and BI-RADS 2 – found benign-in right 
breast (RB). The USG suggested 
Fibroadenomas in the right breast. 
 The user returns between April 2014 
and May 2015 when clinical and laboratory 
examinations presented no changes; she 
complaint of low back pain and short breath. 
She was referred to the mastologist and 
physiotherapist.  
 In June 2015 the patient fell from her 
own height and fractured her upper left limb 
(ULL), in the elbow region. She was referred 
to the orthopedic surgeon and complaint of 
pain for several months, with no fracture. 

In March 2016, the user noticed a 
nodulation in LB. It was scheduled MMG and 
USG of total abdomen and referred to the 
Mastologist. Biopsy was requested in April 
2016 with a report of invasive carcinoma of 
the non-special relapsed grade II type with a 
size of 0.9 cm.  

When recurrence was confirmed, a 
new examination of IHC and computed 
tomography (CT) of the thorax was requested 
in May 2016, confirming a calcified nodule of 
benign aspect in the right upper lobe (RUL) 
with 6 mm in size, signs of chronic obstructive 
pulmonary disease (COPD) and a small hiatal 
hernia (HI). The chest X-ray previously made-
March 2016-had not detected any changes. 
From the USG exam – April 2016 – signs of 
hepatic steatosis were verified. In this period 
of the treatment the patient reports anxiety 
and anguish. 
 After recurrence, a new IMQ and 
surgical risk assessment were requested, and 
the surgical procedure was released in June 
2016. At that time, the medical records do not 
provide more information on the treatment of 
the user. Data in Table 2. 
 

 

Table 2.Diagnostic methods and modalities of treatment for breast cancer from June 2013 and 
June 2016.Hospital do Câncer Dr. José Figueiredo.Patrocínio/MG. 

Diagnostic methods Diagnostic methods used Treatment Treatment used 
BCE Yes Hormone therapy Yes 
Mammography* Yes Chemotherapy Yes 
USG Yes Radiotherapy Yes 
Biopsy Yes Mastectomy Yes 
IMQ** Yes - - 
MR No - - 

*Held after recurrence diagnosis. 

**Complementation and detailing diagnosis6. 
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The prognosis factors reported in the 
medical records are: age; tumor size – The 
prognosis factors reported in the chart are: 
age; tumor size – TNM classification; 
condition of axillary lymph nodes; histological 
type; histological degree; c-Erb B2; hormonal 
receptors. Reports of absence or presence of 

the prognosis factors are absent: 
angiogenesis/neovascularization; cathepsin 
D; proliferative index; Nottingham prognostic 
index; gene expression 
index/deoxyribonucleic acid (DNA); p53; 
micro metastasis in bone marrow; socio-
economic level, as in Graph 1.        

 
Graph 1. Relationof the prognostic factors of breast cancer found in the patient's chart in May 
2013. Hospital do Câncer Dr. José Figueiredo. Patrocínio / MG.   

 
 
 

DISCUSSION 
Breast cancer is considered a public health 
problem in Brazil1,2,4. The actions of 
prevention, screening and early detection of 
breast cancer need to be emphasized in the 
female population and society1, 2, 4, 10,16,19. 
Between 2003 and 2013 deaths caused by 
breast cancer increased 52% 20,21. This index 
shows the increase in incidence and the 
presence of other factors related to the late 
diagnosis or onset of the correct treatment of 
mammary malignant neoplasm20,21.       

The risk factors found in this case serve 
as a warning and reflection for the general 
population and the professionals and 
managers in the area of health. Among them, 
age is considered the most important, since it 
increases the risk of having the disease from 
70% to 80% as well asmortality1,16,22,23.   

HRT, among the risk factors present in 
the study, is troubling, since it isa widespread 
practice in Ginecology13,22-24. A study 
conducted in the UK in 2011 shows the 
relationship of the combined HRT (estrogen 
and progesterone) and only estrogenic HRT 
with breast cancer in women evaluated22. It is 
emphasized that HRT can also increase the 
chances to die of breast cancer11. HRT is a 
practice that must go through rigorous 
control and medical evaluation23. 

 The family history has not elevated 
incidence (5% to 10%) in the face of other 
factors, but is present in this case and should 
be emphasized the screening and necessary 
measures for the users’ relatives1,9,23. The 
estimate 2016: incidence of cancer in Brazil, 
according to the National Institute of Cancer 
(INCA), points out that 9 out of 10 women 
with breast neoplasms have no family history 
involved3.  

The American Cancer Society (ACS) 
brings to that same evaluation the number of 
8 to 10 women11. In general, heredity is 
related to 15% of all types of cancers2. 
 It isalso emphasized the importance of 
the urban lifestyle that comes from the 
demographic transition and the nutritional 
transition experienced in Brazil2,4,25-27. The 
change in the Brazilian food standard and the 
social role of women increases exposure to 
environmental risk factors. Environmental 
injuries such as stress and pollution are 
associated with genetic changes in the breast 
neoplasia28. The evaluated user lives in urban 
area, is presented as a nervous person, with 
bad eating habits, sedentary lifestyle, smoker 
and alcoholic habits. It is given in medical 
records the suspicion of liver steatosis 
diagnosis in the user, which enables to assume 
the occurrence of an inadequate diet, rich in 
fatty foods. 
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Many risk parameters for breast 
cancer in this case are also among the general 
causes for several types of malignant 
neoplasms: smoking, alcoholism, high-fat diet, 
sedentary lifestyle and alcoholism4,6,13,28.   

It is important to develop awareness 
campaigns about modifiable risk factors and 
external causes of neoplasms, since estimates 
point to worrying finding: in ten years 
neoplasms will be the leading cause of death 
in Brazil2,6,28. 
 The study clearly demonstrates that 
the diagnosis of breast malignant neoplasm in 
the patient was late, when the user was 61 
years old and had a palpable nodule for five 
years. The existing awareness and screening 
campaigns for early detection (BCE and MMG) 
must be well delineated and effective1,23. They 
did not conceive early diagnosis, so important 
to reduce the stage of cancer presentation 
(down-standing)1. There is a failure of both 
primary and secondary care services and of 
the user herself, in her self-care and autonomy 
with her health in a general way. The National 
Policy of Basic Attention (NPBA) reinforces 
the importance of this autonomy1,29.   

The early diagnosis gives the 
possibility of a good prognosis1,2,4,9,13,15,16,30. 
The cancer survival in developing countries is 
lower, having among the probable causes the 
late diagnosis and limited access to the 
treatment30. 
 The diagnostic methods were used in a 
judicious and illuminating manner in the case 
analyzed. As soon as the user entered the 
institution BCE, USG, GNP and IHC were 
carried out, which confirmed the diagnosis. 
There was no need for MMG verification in 
this case, as the nodules were palpable and 
solid, and many risk factors were present. For 
the diagnosis of tangible lesions, USGis 
requested9,19. The diagnosis found-invasive 
ductal carcinoma– is the most common among 
breast malignant neoplasms1,4-6,9,16. 

The treatment followed the logical 
sequence of quadrantectomy with axillary 
emptying due to the diagnosis and from its 
staging. The indication of the type of surgery 
depends on the clinical staging (TNM 
classification) and the histological type, which 
may be conservative: resection of a breast 

segment (stereotomy, lumpectomy and 
quadrantectomy), withdrawing the axillary 
lymph nodes or sentinel lymph node; non-
conservative: (mastectomy)4,19.  

The staging ranks the disease 
according to its locoregional extension and 
distance, setting standards that guide the 
treatment and prognosis of the casess4,16,31. 
The clinical staging showed its importance to 
conduct the appropriate treatment in the 
reported case,16,19,31. Without this parameter 
the difficulties of conduct become an 
aggravating for the prognosis of the user. 

The radiotherapy and chemotherapy 
adjuvant treatment carried out after the 
surgical intervention waspertinent6,16,19. 
Radiotherapy treatment can be used before 
surgery: to decrease tumor size; or after it: to 
destroy reminiscent cells6,16,19.  

Women with mastectomy indication as 
primary treatment can undergo neoadjuvant 
chemotherapy, followed by conservative 
surgical treatment, supplemented by 
radiotherapy19. In cases of positive hormonal 
receptors, therapy is recommended19. IMQ 
found positive hormonal receptors for 
estrogen and progesterone. 

It is important to report that, despite 
the protocols of approaches and treatments, 
the treatment approach must also be guided 
in the general and individual conditions of the 
patient1. An approach within a 
multiprofessional and integrality context 
must be estimulated1,14,19. The treatment of 
the user took place in a correct way, within a 
unit of high complexity in oncology, according 
to the national policy of oncological attention 
(PNAO)1. 
 The evaluated prognosis factors are 
not reported in a standardized form in the 
medical records, and these are found only 
after careful analysis. These parameters are of 
fundamental importance to define the 
therapeutic scheme and should be 
enumerated at the time of the diagnosis5,15. 
The increasing incidence, the biological 
heterogeneity and the high mortality rate of 
breast cancer make it very valid to identify the 
parameters that assist in understanding the 
disease5. Among these factors, axillary 
commitment is highlighted due to the 
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possibility of detection or exclusion of 
metastases5.  

Recurrence is a reality in breast 
malignant neoplasm and its fear is an 
experience shared by women in a specific 
study realized14. The case analyzed presented 
a tumor relapse in three years, which matches 
with the evaluated literature32-34. There was 
no compromising of axillary lymph nodes 
reported in the medical records and the tumor 
was considered moderately differentiated – in 
the first diagnosis – which confers with the 
sources evaluated31,35. The presence of 
positive hormonal receptors was found, 
which differs from the analyzed sources 
regarding the presence of recurrence32-35. 
 According to the prognosis, there is the 
possibility of recurrence of the tumor of up to 
30% in cases with negative axillary lymph 
node and about 70% of cases with positive 
axillary lymph node32,33.  A research with 
20,027 American women showed recurrence 
rate of breast neoplasia in ten years of 36,8% 
32,34. Most of them occurred in the first five 
years after the diagnosis (81.9%), associated 
to the advanced stage, neoplasms with 
histological degree not differentiated and 
with negative hormonal receptor32,34. 

In a research conducted in Brazil, in 
Salvador – BA, with 271 women without 
axillary metastases, recurrence was present in 
11.8%. Another study conducted in 
Uberlândia, between 1999 and 2003, with 102 
patients according to the type of mastectomy, 
showed 53.9% of recurrence, being the 
recurrence rate lower when was done a 
radical mastectomy, contrary to literature, 
according to analysis36. In the case studied 
there was recurrence and the surgical 
technique performed was not radical 
mastectomy (quadrantectomy with axillary 
emptying). 

Cancer is a health problem of social 
magnitude and transcendence in Brazil and 
the world1-4,16. It is estimated that in the year 
2020, 60% of the cases of malignant 
neoplasms will be concentrated in the 
developing countries, which is the case of 
Brasil4. In front of this framework it is 
important to study, implement and evaluate 
measures in the oncology area with the aim of 

improving the approach and assistance in the 
health services1, 3, 4,16,37.  

Specifically, for breast cancer, which 
after CPNM is the most incident cancer in 
women in Brazil (except Northern region), 
actions of low, medium and high complexity 
should be emphasized to carry out effective 
screening campaigns, stimulating the 
realization of AEM, acquisition of healthy life 
habits, early detection and access to effective 
treatment and humanized in appropriate 
time1,3,4,37. 

 
CONCLUSION 
In the case evaluated there is the significant 
presence of various risk factors for breast 
cancer, late diagnosis, proper treatment and 
recurrence occurrence.  

We look for the need for a standardized 
and detailed evaluation of the prognosis 
factors. It is important taking notes 
adequately in unified records between 
professionals of different categories and it is 
relevant a multiprofessional approach and the 
integrality in the institutions where they 
provide oncologic assistance. 
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