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Original Article 
 

The Experience of Primary Closure 
Compared with Latissimus Dorsi Flap 
in Advanced Fungating Carcinoma of 
Breast after Mastectomy  
 
Abstract 
 
Objective: To assess the possibility and efficacy of primary closure compared with 
LD flap in advanced fungating carcinoma of breast. 
Study Design: Cross sectional comparative study. 
Place & Duration: Benazir Bhutto Hospital, Rawalpindi, from January 1999 to 
December 2012. 
Materials and Methods: This is an observational study comparing two types of 
wound closure in advanced fungating carcinoma of breast. The data was collected 
through admission registers of the ward and central registration office, as well as 
patients clinical record as maintained on history and examination sheets, 
investigations including histopathological and receptor studies, bone scan, digital 
photographs of breast lesions and follow up for recurrence and metastasis was 
done over a period of 14 years from January 1999 to December 2012. All the 
patients with breast cancer were registered in surgical unit I of Benazir Bhutto 
Hospital, Rawalpindi during the study period. All the patients who presented with 
recurrence/relapse, metastasis of already diagnosed carcinoma breast and 
carcinoma of opposite breast were excluded from the study. The demographic and 
other data of the breast cancer patients was recorded, tabulated and relevant 
statistical tests applied. 
Results: There were 1799 patients with malignant disease during the study period 
which is 5.62% of total admissions, 837 were male and 960 female. The number of 
patients with breast cancer was 682(2.13%) of total admissions in one surgical unit 
of the hospital. The two groups of patients were comparable in clinical disease 
staging, age, axillary node metastasis, frequency of histopathological and operative 
outcome as well as postoperative complications, local recurrence and survival. 
Primary closure of fungating LABC was possible and was far simple, resource 
restrictive and expedient way to help improve the quality of life of patients with 
fungating LABC compared LD flap closure of wound. 
Conclusion: Primary closure of the wound in advanced fungating carcinoma of 
breast is possible and the results are comparable to LD flap closure with reduced 
morbidity, operative time and less wound related complications. 
Key words: Fungating carcinoma, Locally advanced carcinoma of breast, LABC, 
primary closure and LD flap. 
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Introduction 
Breast cancer is one of the leading causes of mortality 
in women from 20 to 59 years.1 In USA, breast cancer 
was the leading cause of cancer-related mortality in 
women until 1987, when it was surpassed by lung 
cancer.1 It was observed that the incidence of breast 
increased steadily in 1970s and 80s with a further 
increase by more frequent detection of small tumors in 
late 80s due to increased mammographic screening.2 ,3 

The incidence of breast cancer in USA decreased in 

1990s, attributed to a decrease in use of hormone 
replacement therapy as a consequence of women’s 
health initiative report.3 
There is a significant difference of incidence of breast 
cancer in terms of age. In Asian countries the peak age 
is 40-50 years whereas in western countries the peak 
age is 60-70 years. The incidence of breast cancer is 
rising which may be attributed to better diagnostic 
facilities.4 
The situation in the developing countries and Pakistan is 
alarming due to poor health care facilities. The risk 
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factors are there as for west but lack of education, 
strong social taboos and financial constraints prevent 
screening programs and early detection. There is scarce 
data on the exact incidence of the disease which 
hinders the proper planning. Breast cancer is the most 
frequent cancer of women in Karachi, accounting for 
one third of female cancers.5 Majority of the patients 
present in stage III and IV which makes the 
management more difficult and expensive. As our 
patients present late, mostly advanced and many a 
times fungating with maggots flourishing on debris, this 
study was planned to compare the two techniques of 
closing the wounds in advanced carcinoma of breast 
after mastectomy. 

Materials and Methods  
This is an observational study comparing primary 
closure of wound with latissimus dorsi flap in advanced 
fungating carcinoma of breast after mastectomy. Data 
was collected through admission registers of the ward 
and central registration office, as well as patient clinical 
record as maintained on history and examination 
sheets, investigations including histopathological and 
receptor studies, bone scan, digital photographs of 
breast lesions and follow up for recurrence and 
metastasis over a period of 14 years from January 1999 
to December 2012. All the patients with breast cancer 
were registered in surgical unit I of Benazir Bhutto 
Hospital, Rawalpindi in this study period. All the patients 
who presented with recurrence/relapse, metastasis of 
already diagnosed carcinoma breast and carcinoma of 
opposite breast were excluded from the study. All the 
patients underwent full laboratory investigations 
including blood group and arrangement of at least two 
units of blood depending on the anticipated need for 
transfusion pre or per operatively. Chest radiographs 
and abdominal ultrasound was performed on all patients 
but bone scan for metastatic workup was not routinely 
performed because of long waiting time from public 
oncology services. Pathological diagnosis was made 
preoperatively in all patients describing tumor type, 
grade and hormone studies if possible. Neoadjuvant 
chemotherapy was not offered to these patients 
because of heavy debris in the fungating carcinoma with 
putrid smell and secondary infection as well as 
economic constraints and unavailability of immediate 
public oncology services.  Overall survival was 
calculated from the date of pathological diagnosis to 
date of death or lost to follow up. Disease free survival 

was calculated from date of operative procedure to date 
of recurrence, or appearance of metastasis. Patients 
were followed up to the end of December 2012. 
Postoperatively, metastatic workup was carried out on 
all patients from time to time depending upon the 
symptoms, clinical examination and availability of 
oncology services at public facility. 
All the patients were referred to public oncology and 
nuclear medicine services for adjuvant 
chemo/radiotherapy. 
Statistics Total number of admissions in the ward 
during the same period was also noted along with total 
number of other cancers. The demographic and other 
data of the breast cancer patients was recorded, 
tabulated and relevant statistical test applied. 
All the patients with locally advanced fungating tumors 
were categorized in two groups. 
Group A Primary closure of post-mastectomy wound 
after adequate mobilization of superior and inferior skin 
flaps. 
Group B Closure of post-mastectomy wound using 
Latissimus Dorsi flap. 
Consent Informed consent was taken from all the 
patients for surgery and permission for photographs, 
and the study was approved from the Hospital Ethical 
committee. 
Operative procedure In both the groups, patients were 
prepared as for general anesthesia including routine 
investigations, patients were randomly allocated to 
either group. Injectable first generation cephalosporin 
antibiotic along with metronidazole were used before 
surgery and for 5-7 days postoperatively depending on 
infective load and wound condition. Standard 
mastectomy elliptical incision was used including the 
fungating mass and at least one centimeter of skin from 
macroscopic tumor margins. Mastectomy was 
performed and deeper pectoral muscular involvement 
was assessed and if found involved, partial or complete 
removal of pectoralis major was performed along with 
the tumor. The resulting defect was closed primarily in 
group A by mobilizing skin flaps up to clavicle above and 
variable length below up to umbilicus with the 
preservation of cutaneous perforators form abdominal 
wall muscles (figs 4-10). In the group B, latissimus dorsi 
flap with an island of skin was harvested and stitched to 
the margins of defect resulting from mastectomy (figs1-
3). Two drains, one in axilla and the other in 
subcutaneous plane, were placed and removed when 
drain output decrease to less than 20ml/day. 
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Postoperative wound was assessed for viability of 
margins, discharge or redness on third day in both the 
groups.      

 
Figure 1  Figure 2 

 
Figure 3  Figure 4 

 
Figure 5  Figure 6 

 
Figure 7  Figure 8 

 
Figure 9  Figure 10 

 
Figures 1-3,  Fungating LABC, wound clousre using LD flap. 
Figures 4-10, Fungating LABC, primary wound clousre, after 
mobilization of upper and lower skin flaps. 
Figures 4, 5, fungating mass involving nipple, areola and in fig 
6 with maggots. 
Figures 7-8, assessinig  adequecy of length of flaps, and figure 
9 triming of redudent skin to improve margin clearance. 

Results 

The total number of admissions in the ward from 1999 to 
2012 was 32041. The number of patients with malignant 
disease was1799 which is 5.62% of total admissions, of 

which 837 were males and 960 were females. The 
number of patients with breast cancer was 682, which is 
2.13% of total admissions in one surgical unit of the 
hospital. There were 38patients (5.57% of 682 cases) of 
fungating carcinoma of breast included in this study. The 
results are showed in Table I-V. 

 
Table II Clinical characteristics of fungating carcinoma of 
breast (n=38) 
 Group A  Group B  p-value 

Symptom Duration       
Average 
(Range18–42 months) 

33 Months 29 
Months 

 

Laterality     

Right 18(47.5%) 10(26.4%) 8(21.1%) 0.972 

Left  20(52.5%) 11(28.95%) 9(23.7%) 

Average size of lump 
(cm) 

12x10 10x10  

Axillary lymph  nodes 
(N2) 

21(55.3%) 17(44.7%)  

Stage IIIB 21(55.3%) 17(47.7%) 1.000 

 
Table III: Histopathological findings of excised specimen 
(n=38) 
H/P characteristics Group A Group B p-value 
Pathological size of 
tumor (average) cm 

8x9 8x6  

Site of tumor 
Upper outer quadrant 8 (21.1%) 8(21.1%) 0.578 
Central 7(18.4%) 6(15.8%) 0.899 
Not specified 6(15.8%) 3(7.9%) 0.431 
Histological Type of tumor 
Ductal ca 18(47.4%) 15(39.5%) 0.819 
Tubular ca 2(5.3%) 1(2.6%) 0.679 
Other(scirrhous, 
undifferentiated) 

1(2.6%) 1(2.6%) 0.191 

Grade of tumor 
I 3(7.9%) 4(10.5%) 0.465 
II 8(21.1%) 6(15.8%) 0.859 
III 10(26.3%) 7(18.4%) 0.691 

Table I: Demography (n=38) 

Gender/Age Group Group A  
n = 21(55.3%) 

Group B  
n= 17(44.7%)  

p-
value 

Gender  

MALE 1(2.6%) 1(2.6%) 0.878 

FEMALES 20(52.64%) 16(42.13%) 

Marital status  

Married  19(50%) 17(44.74%) 0.191 

Unmarried  2(5.26%)   

Age decades    

21-30 2(5.26%) 0 0.191 

31-40 7(18.5%) 6(15.8%) 0.899 

41-50 6(15.8%) 5(13.2%) 0.955 

51-60 4(10.5%) 5(13.2%) 0.455 

61-70 2(5.26%) 1(2.62%) 0.679 
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Involvement of skin, 
nipple and areola 

16(42.1%) 16(42.1%) 0.132 

Lateral Margin status      
Involved 4(10.4%) 5(13.2%) 0.455 
Not involved 17(44.7%) 12(31.6%) 0.455 
Deeper resection 
margins clearance within 
5mm 

3(7.9%) 3(7.9%) 0.778 

 

Discussion 
Treating breast cancer under the constraints of 
significantly limited health care resources poses unique 
challenges that are poorly understood in developing 
countries. Compared with the treatment of early breast 
cancer, the treatment of advanced breast cancer is 
more resource intensive and generally has poorer 
outcome. Paradoxically, locally advanced breast cancer 

represents 50% -80%of all breast cancer cases in 
resource poor country.6, 7, 8 

Locally advanced breast cancer presenting as a 
fungating mass is quite common. Clinical experience 
supports a role for palliative procedures in patients with 
locally advanced or recurrent breast cancer, yet 
numerous challenges are entailed in both extirpation 
and reconstruction of the chest wall in these cases.9 The 
reconstructive techniques employed should be such as 
not to delay any adjuvant postoperative therapy or be 
associated with morbidity leading to poor quality of life. 
Management of such cases requires a team comprising 
of a broad spectrum of medical and surgical disciplines, 
which is a rarity to practice in underdeveloped countries. 
In such cases, the goals of treatment are the 
prolongation of life and the palliation or prevention of 
symptoms. Traditionally, it is not surprising that local 
therapy is not recommended routinely for patients 
presenting with stage IV (metastatic) disease with intact 
primary tumors and surgery is reserved for patients who 
develop complications such as bleeding, ulcerations and 
infections at the primary tumor site. Such type of surgery 
is historically called “toilette” mastectomy.10 For such 
patients, 3-5 years survival remains variable depending 
upon the clearance of excision margins for tumors. 
Many a time in resource limited countries, the metastatic 
work up is not possible or available and such patients 
are treated or offered surgical help on clinical grounds 
as stage III. On the other hand improved imaging 
techniques and earlier presentation has resulted in the 
diagnosis of stage IV disease with considerably lower 
tumor burden than was seen in the past in advanced 
countries.10 Such a stage shift has led to palliative 
management of patients classified as stage IV disease 
that would have been previously classified as having 
stage II or stage III disease and treated aggressively 
with multi modality therapy. Local therapy in the form of 
surgery or radiotherapy in advanced breast carcinoma 
may have an impact on survival, as uncontrolled local 
disease may act as a source of tumor re-seeding, 
diminishing the effectiveness of any systemic therapy10, 

11 Likewise, if removal of the primary tumor improves 
survival by reducing total body tumor burden then it is 
logical to presume that reduction of the tumor burden in 
the axillary nodes will also be beneficial. But any of such 
aggressive local surgical therapy in already 
compromised patients is not warranted. 
Locally advanced breast cancer (LABC) continues to be 
a significant problem in the United States and a 

Table IV Postoperative complications (n=38) 

Complications  Group A  
(n-21) 

Group B  
(n-17) 

p-value 

Seroma formation 3(7.9%) 2(5.3%) 0.819 

Hematoma 1(2.6%) 3(7.9%) 0.198 

Infection  4(10.4%) 2(5.3%) 0.540 

Arm edema 2(5.3%) 1(2.6%) 0.679 

Axilla fibrosis 3(7.9%) 1(2.6%) 0.401 

Chest wall fibrosis   2(5.3%) 1(2.6%) 0.679 

Frozen shoulder 1(2.6%) 1(2.6%) 0.878 

None  5(13.2%) 6(15.8%) 0.465 

Table V:  Local recurrence, metastasis and mortality 

Local recurrence (n=38) 

Time of recurrence Group A Group B p-value 
12 months 7(18.4%) 9(23.7%) 0.224 

18 months 12(31.6%) 8(21.1%) 0.536 

24 months 2(5.3%) 1(2.6%) 0.679 

36 months    

Terminal Metastasis (4 pts lost to follow up) (n=34) 
Organ /system Group A 

(n=18) 
Group B 
(n=16) 

p-value 

Lungs and pleural 
effusion 

13(34.2%) 11(29%) 0.859 

Liver and peritoneum 3(7.9%) 2(5.3%) 0.819 

Bones and vertebrae 1(2.6%) 2(5.3%) 0.426 

Skull and brain 1(2.6%) 1(2.6%) 0.879 

Mortality/ survival (n=34) 
Survival Group A Group B p-value 

lost to follow up  3(7.9%) 1(2.6%) 0.232 

12 months 4(10.5%) 7(18.4%) 0.135 

18 months 6(15.8%) 4(10.5%) 0.726 

24 months 4(10.5%) 3(7.9%) 0.778 

36 months 4(10.5%) 2(5.3%) 0.540 

5 years 0 0 1.000 
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common breast cancer presentation worldwide.11 LABC 
is generally defined by bulky primary chest wall tumors 
and/ or extensive adenopathy, which includes patients 
with T3 (>5cm) or T4 tumors (chest wall fixation or skin 
ulceration and/or satellitosis) and N2/N3 disease 
(matted axillary and/or internal mammary metastases).11 
The extent to which LABC represents neglect and 
delayed diagnosis versus aggressive tumor biology is 
unclear. Also, the issue of whether neoadjuvant 
chemotherapy can improve survival in LABC patients 
remains controversial and probably not possible in 
resource poor countries (like Pakistan). Delaying 
surgery while systemic therapy is being delivered does 
not compromise outcome compared to the sequence of 
surgery first, followed by postoperative chemotherapy11 
stands good for developed countries but again probably 
not possible in resource poor countries and delay in 
administrating the neoadjuvant therapy due to logistic 
problems of the patients or health care services  may 
further lead to progression of the disease or even 
refusal by the patient to comply or losing the patient in 
follow up. Therefore, all patients in the study were not 
offered/did not receive neoadjuvant chemotherapy. 
Likewise many of the recommended work up for staging 
the disease or characterize the tumor biology was not 
feasible/carried out. Finally, once a tissue diagnosis is 
established, LABC patients should undergo 
multidisciplinary service before treatment, the team 
consisting of surgical, medical and radiation oncologist, 
pathologists, radiologists and plastic surgeons, creating 
a unified and timely treatment proposal11, which again is 
an orgy in poor health resource countries. 
Most of the patients in Pakistan are still diagnosed at 
advanced stages of breast cancer due to delayed 
presentations for various reasons.6 LABC accounts for 
10%-20% of all breast cancer patients in developing 
countries whereas 40%-50% of breast cancer patients in 
developing countries.7 Surgery plays an important role 
in the overall management of LABC and surgical 
resection may result in soft tissue defects necessitating 
an additional surgical procedure to achieve soft tissue 
cover. There are several procedures such as skin grafts, 
local flaps, omental flaps, abdominal flaps and 
myocutaneous flaps to cover such tissue defects, 
primary aim being an expeditious and simple closure 
with good quality skin cover, rapid postoperative 
recovery and short hospital stay so that the patients can 
receive early postoperative radiotherapy and 
chemotherapy.12,7 The choice of procedure depends 

upon treatment facilities available and the expertise of 
the surgeon, obviously in addition to patient’s needs and 
ancillary services of chemo-radiotherapy. To evolve a 
simple and reliable surgical procedure for LABC and 
fungating tumors that can be acquired with minimum 
surgical training and expertise as in Pakistan, this study 
attempts to present the experience of dealing with 
fungating LABC, comparing local skin flaps on 
perforators with latissimus dorsi flap. The number of 
patients with carcinoma of breast was 682 (2.13% of 
total admissions), 37.91% of total cancer patients and 
71% of malignancies in females presenting in one of the 
two surgical units at a public hospital over a period of 14 
years. There were 38 cases of stage III B (5.57%) of all 
breast cancer patients, requiring postoperative soft 
tissue cover of the wound. At the Shaukat Khanam 
Memorial Hospital and Research Center, Lahore, breast 
cancer has accounted for 42% of total female 
malignancies treated.13,14 Breast cancer is represented 
to be on top in the list of malignancies accounting for 
26.4% of all female malignancies in a large series of 
21,168 malignant tumors recorded with A.F.I.P over ten 
year period of time by Shahid Jamal et al.15 The 
demographic data is shown in table I, with 63.2% of 
cases in 4th &5th decade of life, and an average age of 
46 years. S.V.S Deo et al 7 report a ten year experience 
of a single surgical unit based in a tertiary care cancer 
centre with a total of 850 operated breast cancer 
patients. 350 (41.2%) patients had LABC and 45 
(12.8%) of these LABC required flap cover for closure of 
larger soft tissue defect following mastectomy. Duration 
of symptoms of lump by ulceration ranged from 18 to 48 
months, with an average of 33 months in group A and 
29 months in group B, right breast was affected in 47.5 
% and left breast in 52.5% cases. All the cases included 
were fungating with extensive involvement of the skin 
wide of underlying tumor (stage III B).  
In addition 3 cases in each group had underlying muscle 
adherence on clinical examination (Table II). The 
average size of the tumor on clinical examination was 
12x10cm in group A and 10x10 cm in group B and site 
of quadrant of breast could not be appreciated because 
of extensive ulceration and underlying induration along 
with destruction of most of the areola/nipple complex, 
extending to medial half of the breast on clinical 
examination in most of the cases.  
However, approximate site and pathological 
characteristic are shown in table III.  Invasive ductal cell 
carcinoma (IDCC) was revealed in 86.8% of cases, as 
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IDCC was also reported in 87.09% by Umar Farooq et 
al6, invasive lobular cell carcinoma 9.68% and mucinous 
carcinoma 3.23%, while similar histopathology of 90% 
IDCC was reported by Shabaz Bakht Kayani et al.16  
Early postoperative complications occurred in 19 
patients (50%) which settled with conservative 
measures including aspiration of seroma, antibiotics and 
minor wound debridement and late complications 
including arm edema, fibrosis in axilla and chest wall 
and frozen shoulder occurred in 7 patients (18%), in 
both the groups and the difference was not statistically 
significant.(table IV)  
Local recurrences, disease free and overall survival is 
shown in table-V. None of the patients in either group 
survived beyond 36 months. Most of the patients 
(21patients (55.3%) in both groups) died within 18 
months, 16 patients (42.1%) had local failure in both 
groups within 12 months and 94.7% (36 patients) in 18 
months. So disease free survival was only of 42.1% and 
all these parameters were comparable in both groups 
without statistical significance. 50% mortality is 
described in small but comparable study by 
Mahmud.F.Reda17 in 5 patients of LABC comparing 
primary closure with LD and TRAM flaps, but he 
describes improvement in quality of life.  
Diagnosis at advanced stages of breast cancer normally 
translates into incurability and limited survival, 
elucidating the low survival rates in Pakistani breast 
cancer patients.14 Data from Pakistan sharply contrasts 
with the international literature regarding presence of 
metastasis at diagnosis.14 Similar minor early and late 
complications are reported by Mahmood F. Reda17 
which settled with conservative measurement, and a 
33.4 % (6 in18 cases) rate of complications is reported 
by Talukdar A et al18 in providing soft tissue flaps for 
cover in chest wall defects using LD flap. Two male 
patients in this study were 61 and 65 years old, that is 
older than comparable female patients. This aspect is 
shared in the study of Maged M. Elshafiey et al19 in 
series of 32-male patients with breast carcinoma 
showing a median age of 59 years. Breast cancer 
presents at later stages in males than in females (20 cited 

by 19), and in our study, four male patients presenting with 
carcinoma of breast, two were LABC included in this 
study. Both were IDCC. 
Common metastatic sites in both the groups were lungs 
and plural effusion in 24(62.2%) patients (13 in group A 
and11 in group B) shown in table V, and rest were in 
liver, peritoneum, bones, vertebrae, skull and brain. 

Despite advances in primary and adjuvant therapy, 
metastatic breast cancer is essentially incurable with 
standard treatment, and the median survival of patients 
with such disease is merely 2 years.21 , 8 The focus of 
treatment is mainly palliation and improvement of quality 
of life with minimum treatment related toxicity.8 
The demography of LABC patients in this study, clinical 
findings, size, type, extent of disease was similar in both 
the groups and complications of surgery were also 
comparable. Local recurrence and progression to 
metastatic disease, survival and quality of life were 
similar in both groups. Various surgical procedures have 
been used for soft tissue cover of post mastectomy 
wound, historically wounds of radical mastectomies 
were allowed to heal by secondary intention22, skin 
grafting and omental transposition. Problems with all of 
these options was poor cosmesis and quality of wound, 
secondary infection, donor and recipient site morbidity 
and late loss following radiation7, in addition to 
increased operative time, hospital stay and cost. 
Myocutaneous flaps revolutionized the field of 
reconstructive surgery during the last three decades, the 
popular one being the latissimus dorsi (LD) flap which 
was first used by Ignio Tansini in 1896 for covering of 
post radical mastectomy defect7, and re-introduced in 
1975 for cover as well as for reconstruction and 
remained the most popular methods from 1977 to 
1982.7 Later being replaced by TRAM flaps. These 
advanced procedures require surgical expertise, 
prolonged operative time18 and hospitalization, 
increased blood loss as well as postoperative 
complications like shoulder restriction and seroma 
formation (LD flaps), flaps failure, fat necrosis and 
hernia formation (TRAM Flaps), 18 compared with local 
flaps like simple advancement or rotation advancements 
flaps like thoraco-abdominal flaps. In this study of 
fungating LABC patients, the primary aim after 
mastectomy with or without axillary surgery was to 
provide soft tissue cover and administration of post 
operative radiotherapy and chemotherapy. The 
technique of primary closure after mobilization and 
preservation of perforators of upper and lower skin flaps 
did not require extra time, blood loss or special surgical 
expertise compared with L.D flaps requiring fourfold 
times, and thoraco-abdominal flap though simple, still 
required extra 35 minutes.7 Concern for lateral and deep 
margin clearance in primary closure had been a real 
issue, but the histo- pathology revealed clearance of 
lateral margins in 17 (44.7) of group A and 12(31.6%) of 



The Experience of Primary Closure Compared with Latissimus Dorsi Flap …          Nadir Mehmood et al. 

Ann. Pak. Inst. Med. Sci. 2014; 10(1)43-49                                     49 

group B patients, and lateral margins involved in 4 
(10.5%) in group A and 5 (13.2%) group B patients is 
not statistically significant, as well as deeper resection 
margins clearance within 5mm was only 3 (7.9%) 
patients in each group. In addition to requiring expertise, 
time and increased risk of complications, all the 
procedures require change of patient’s position after 
mastectomy, still adding to operative and anesthesia 
time with consequent many other postoperative 
complications compared with primary repair. Many a 
times recently as our team acquired skill and confidence 
in dealing with such LABC cases, the extensive 
fungating mass that seemed to require L.D. flap or some 
advanced procedure on preoperative assessment was 
manageable by primary closure, so much so that there 
was a need to trim redundant skin, further reducing the 
chances of margin involvement (fig.8-9). 
ALL the patients received adjuvant oncology treatment 
at public oncology and nuclear medicine facilities 
depending upon their tumor biology, receptor studies, 
general health and last, but not the least, affordability by 
the patients in terms of logistics and finances. 

Conclusion 
Breast cancer has a global burden, and is peculiar in 
having so much variation in its management regarding 
etiologies, presentation, pathology and outcome, 
dependent upon so many factors like geographical, 
cultural, economical, health care system and availability 
of expertise in different parts of the world, especially in 
underdeveloped resource poor countries like Pakistan. 
In Pakistan, women face harrowing reality of breast 
cancer leading to advanced stage at presentation and 
poor prognosis resulting from interaction between lower 
socio-economic status and the clinical course of breast 
cancer. In such circumstances a primary closure of 
mastectomy wound is simple, resource restrictive and 
expedient procedure that helps improve the quality of 
life of patients with fungating LABC compared with any 
other extensive procedure.  
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