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Management of inflammatory breast cancer* 

Inflammatory breast cancer (IBC) is a rare (≤2%) clinical-pathologic entity (with 

pathologic confirmation of invasive carcinoma) characterized by diffuse erythema 

and edema (peaud'orange) involving one-third or more of the skin of the breast due 

to tumor emboli within the dermal lymphatics. Consequently, IBC is a(aggressive) 

form of locally advanced breast cancer and it is designated as primary tumor stage 

T4d. IBC is rapidly progressive and it is highly angiogenic and angioinvasive, 

features accounting for the high metastatic potential.IBC is not a true inflammatory 

process. Differential diagnosis includes infectious mastitis and breast abscess 

(typically occuring in lactating women and generally associated with fever and 

leukocytosis), ductal ectasia (with local inflammation), breast cancer recurrence 

involving the skin (and causing late inflammation) and, rarely, involvement of the 

breast by lymphoma or leukemia. 

Single modality therapy (mastectomy alone or definitive radiation therapy [RT]) for 

IBC is associated with a poor outcome, with five-year overall survival of less than 10 

percent. Similarly, combining surgery and RThad no impact on survival (despite 

improved locoregional control). However, in patients with a complete or partial 

response to chemo-radiotherapy for IBC, reserving surgery for those with residual 

or recurrent local disease did not appear to compromise survival (Bates et al 2012). 

This finding would support examination of this treatment strategy by randomised 

controlled trials. 

In general, women with IBC are approached similarly to those with 

noninflammatorylocally advanced breast cancer. However, breast conservation 

therapy was generally considered inappropriate for these women, as is sentinel 

node biopsy. In mastectomy for IBC, an immediate reconstruction with a muscle 

cutaneous flap probably enables“unhesitating” mastectomy in a wide area 

(Aomatsou et al 2011).  



With the adoption of neoadjuvant chemotherapy, outcomes for IBC have improved 

and five-year overall survival is 30 to 70 percent in patients treated with 

neoadjuvant chemotherapy followed by surgery and RT. Patients with a complete 

pathologic response from chemotherapy have a significantly higher overall (and 

disease-free) survival. Consequently, neoadjuvant chemotherapy, followed by 

locoregional therapy, has become the standard approach, although  the optimal 

chemotherapy regimen and sequencing of agents have yet to be defined. However, 

nowadays, anthracycline- and taxane-containing regimens are most commonly 

recommended.Furthermore, it is suggested that response to 

inductionchemotherapy could be used as a prognostic marker, since patients who 

initially fail to respond to chemotherapy show a higher risk for disease progression 

with development of distant metastases, primarily in bones and central nervous 

system, and shorter survival (Kolarevic et al 2012). 

Recently, it was concluded that epirubicin-docetaxel(60, 60mg/m2), every 3 weeks 

for 4 courses, is well tolerated and effective as a primary chemotherapy for IBC 

(Saimura et al 2012). 

Furthermore, recent data showed that patients with IBC benefited not from dose-

dense sequential chemotherapy(epirubicin followed by paclitaxel every 2 weeks) 

but from breast-conserving surgery after neoadjuvant chemotherapy. Actually, it is 

suggested that, after neoadjuvant chemotherapy, patients with breast-conserving 

surgery have a significantly better outcome (disease-free and overall survival)than 

patients treated with mastectomy! (Ditsch et al 2012). 

However, because of the invasive nature of IBC, novel therapeutics are needed 

desperately. Recently, it was shown that calcitriol(the active form of vitamin D) 

treatment may have the potential to decrease the rate and incidence of metastasis in 

IBC patients (Hillyer et al 2012). 
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