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ABSTRACT

Objective: The objective of our study was to determine chemotherapy and these frequent side effects of breast
cancer in Pointe-Noire.

Patients and Methods: This was a retrospective descriptive study that took place in the cancerology and internal
medicine department during the period from January 1, 2019 to December 31, 2021. Were included in our study:
patients with and histological diagnosis, and having received at least one course of chemotherapy and having
presented hematological toxicity: anemia and/or neutropenia. Patients having status performances less than 2. The
variables studied were: Age, level of study, stage of extension, type of chemotherapy, type of toxicity. L4ANA The
khi2 was used and results were statistically significant for a value of P<5%.

Results: The average age of the patients was 50.35 + 13.6 years. The extremes were 27 years and 79 years old. The

most represented age group was the age group from 37 to 46 years with 18 cases or 33.33%. The most represented
level study in our study was the primary level 70%, followed by secondary level 26% and the upper or superior level
11%. Metastatic stage of location was represented in 16.6% of cases, the local stage was represented in 16.7% of
cases. The most commonly chemotherapy used was FAC protocol in 50% of cases, followed by FAC+DOCETAXEL

in 47% of cases, AC protocol was used in 3% of cases The majority of patients had received more than 3 courses
of chemotherapy in 83% of cases case. Frequent toxicities were fatigue 100%, alopecia 100%, nausea 100%,

hematological 95%, vomiting 20%. The most used chemotherapy was FAC type chemotherapy in 19 cases, 4 cases,

2 cases respectively at the locoregional, metastatic and local stages.

Conclusion: Chemotherapy for breast cancers in our context with limited resources is of the anrhracyclines (AC,
FAC) and taxanes (docetaxel) type. These chemotherapies are responsible for haematological toxicities, fatigue,
nausea, vomiting and alopecia.

ISSN 2639-8478

Keywords
Chemotherapy, Breast cancer, Side effects, Pointe-Noire, Congo
Brazzaville.

Introduction

Breast cancer is the leading cancer and the leading cause of
cancer death in women worldwide [1-6]. In low income countries,
breast cancer is often diagnosed at advanced stages and has
a poor prognosis [6]. Drug therapies used for breast cancer

are classically classified into three categories: endocrine or
hormonal therapy, targeted therapies, including anti HER2, and
chemotherapy. Various combinations of these classes of drugs
are given as either an adjuvant or neoadjuvant regimens. The
adjuvant therapy follows the primary treatment by surgery with
or without radiation to decrease the risk of distant recurrence
in an approach that proved to improve outcomes and survival
rates [7,8]. In contrast, neo-adjuvant regimens are given before
surgery to downsize or downstage the tumor in the cases of locally
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advanced or large tumors[8,9]. Chemotherapy is an essential
component in many cases of breast cancer, and different classes of
cytotoxic agents are being used. The main chemotherapy classes
used are anthracyclines, anti-microtubules (taxanes), alkylating
agents (cyclophosphamide), antimetabolites (5-fluorouracil,
capecitabine), platinum compounds (cisplatin), and others. These
drugs are usually given in multiple-drug regimens, which proved
to be superior to single agents in terms of efficacy and safety[10].
However, in cases of advanced breast cancer, some chemotherapies
are given as single agents.

Neoadjuvant  chemotherapy = (NACT), or preoperative
chemotherapy, was introduced in the treatment of locally advanced
breast cancer in the 1980's.

The major advantage of NACT is downsizing the tumor and
downstaging the axilla. By downstaging, possible metastases
to axillary lymph nodes are reduced. Downsizing breast tumors
facilitates conversion of inoperable tumors to operable ones and
enables the surgeon to offer minor surgery or breast-conserving
surgery (BCS) instead of mastectomy [11-13].

Thereby, the possibility of mastectomy and immediate breast
reconstruction (IBR) is enhanced. The increased utilization
of NACT has resulted in 16-17% of the patients converting
from mastectomy to breast conserving surgery and mastectomy
followed by radiationtherapy [12,14]. Chemotherapy causes many
side effects that can reduce.

In Congo, to our knowledge, no study has been carried out, so we set
ourselves the objective of determining the types of chemotherapy
and their side effects in patients with breast cancer in Pointe-Noire.

Patients and Methods

This was a cross-sectional descriptive study that took place in the
cancerology and internal medicine department during the period
from January 1, 2019 to December 31, 2021, i.e. a period of 3
years. The following were included in our study: patients with
a histological diagnosis of cancer and an extension assessment
made of a thoraco-abdominal CT scan and/or a chest X-ray and an
abdominal ultrasound, all patients who had hematological toxicity
(anemia and/ or neutropenia) discovered by complete blood count;
patients who have received at least one cycles of chemotherapy
for breast cancer in a neoadjuvant or adjuvant setting; patients
having status performances less than 2. The type of chemotherapy
used was alone or in combination or séquential. chemotherapy
and radiation Chemotherapy was neoadjuvant or adjuvant or
sequential.

The data was collected from the records of patients hospitalized in
the department for breast cancer.

The variables studied were:
- socio-demographic: age, level of study, socio-economic level
- clinics: internship extension

- type of chemotherapy
- toxicity

The stage of extension was grouped in local (stage 0 and I),
locoregional or advanced (stage I and I1T) and metastatic for stage IV.

The collection of data was made from a previously written survey
sheet, containing the different variables studied. Data entry was
done using the Excel version 2016 software. Qualitative variables
were represented in terms of number and percentage. Quantitative
variables were represented effective and on average. The statistical
analysis and the data processing were carried out by the Excel 2016
software and the graphpad prism version 7 software. The statistical
test used was the chi square test.

Results

70 files had met the inclusion criteria. The average age of the
patients was 51 + 12 years. The extremes were 27 years and 79
years old. The most represented age group was the age group from
37 to 46 years with 24 cases or 34% Tablel. The most represented
level study in our study was the primary level 70%, followed by
secondary level 22% and the upper or superior level 8%Tablel.
The majority of patients presented at locoregional stage in 58%
of cases, local stage was represented in 6% of cases while the
metastatic stage was represented in 30% of cases. Tablel. The most
used chemotherapy was anthracyclines (FAC) in 50% of cases
followed by fac +docetaxel regimens in 46% and AC regimens in
6% Table 2. Most of the patients received more than 3 Cycles of
chemotherapy in 80% of cases, 20% received less than 3 Cycles
Table 3. Frequent toxicities were fatigue 100%, alopecia 100%,
nausea 100%, hematological 95%, vomiting 20% Figure 1. The
bivariate analysis showed that the most used chemotherapy was
FAC type chemotherapy in 19 cases, 4 cases, 2 cases respectively
at the locoregional, metastatic and local stages. FAC + docetaxel
sequential chemotherapy was the second most used chemotherapy
in 10 cases, 9 cases, 4 cases respectively for the metastatic,
locoregional and local stages Table 3.

Table 1: Distribution of patients according to sociodemographics and
clinical characteristics.

Characteristics Number (50) Percentage (%)
Age groups

27-36 4 8
37-46 20 40
47-56 14 28
57-66 7 14
67-76 4 8
77-86 1 2
Study level

Primairy 35 70
Secondary 11 22
Superior 4 8
Stage of extension

Local 6 12
Locoregional 29 58
Metastatic 15 30
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Table 2: distribution of patients according to type of chemotherapy.

Type of chemotherapy |Number Percentage
FAC 25 50
FAC+TAXOTERE 23 46

AC 2 4

Total 50 100

Table 3: distribution of patients according to Number of cycles.

Number of Cycle Number Percentage
<3 10 20

>3 40 80

Total 50 100

100%

Fatigue

100%

Alopecia

95%

Nausea

100% 90%

90%
80%
70%
60%
50%
40%
30%
20% 10%
10%
6

Hematological

80%

20]

Vomiting
mYes mNo
Figure 1: distribution of patients according to toxicity.

Table 4: distribution of patients according to type of chemotherapy and
stage of extension.

Type of Chemotherapy
Stage of extension FAC FAC+TAXOTERE AC Total
Local 2 4 0 6
Locoregional 19 9 1 29
Metastatic 4 10 1 15
Total 25 23 2 50

P>5% Non significant result

Discussion

The average age of the patients in our study was 51 = 12 years, the
extremes were 27 years and 79 years. Breast cancer affects women
at a relatively young age. The average age was relatively young,
this average age of the patients in our study was found by most
authors in Africa with averages of 47.5 + 12.36; 47.97 respectively
described by Ngowa J et al. [15], Cameroon and Mensah et al
Ghana [16]. On the other hand, in developed countries in the USA,
for example, the average age of breast cancer patients was 61 years
with the extremes of 55 years and 64 years [17]. In Saudi Arabia
the average age found was also relatively young 47.16 + 12.15
[18]. The age group most represented in our study was 37 to 46
years of age, followed by the age group 47 to 56, the younger
age groups. These age groups were close to the age groups of the
majority of African countries [15,16]. In the US, the most affected
age group was 54 at age 65 [17]. The age groups of patients in
both developed and US countries are quite high age groups, unlike

age groups in African countries, especially those in developmental
pathways. This could be explained on the one hand by the
composition of the African population which is a young population
and on the other hand by the probable increase in the incidence
of breast cancer in this age group but also by the development
diagnostic and therapeutic techniques. In fact, the population of
developed countries is aging and age is a risk factor for breast
cancer. The level of study in our study was primary in our study
in 70% of cases, followed by the secondary level 22% of cases. In
developing countries, patients had a primary level of education or
were illiterate [19]. In developed countries, particularly in the US,
the highest level of education is the highest level [20,21].

Type of chemotherapy

The chemotherapy protocols used in our study were protocols
based on anthracyclines (FAC and AC) but also based on taxanes.
These treatments were used in a neoadjuvant or adjuvant setting.

The benefit of adjuvant chemotherapy was well established by
the 1980s. A meta-analysis including 40 adjuvant chemotherapy
trials in over 13,000 breast cancer patients showed multiagent
chemotherapy reduced the annual odds of death by about one
quarter in the initial 5 years after treatment for women under 50
[22]. Although many of these early data supported the use of the
combination of cyclophosphamide, methotrexate, and fluorouracil
(CMF), advanced breast cancer studies in the 1980s suggested
greater activity of anthracycline-containing regimens based on
higher response rates and response durations [23]. Subsequently,
multiple randomized trials compared adjuvant anthracycline-based
chemotherapy regimens with CMF and suggested a diseases free
Survival and overall survival benefit with adjuvant anthracyclines
[24-26].

One study established the anthracycline-and taxane chemotherapy
protocol as a standard for adjuvant treatment. Notably, the absolute
benefit is relatively small, indicating only a small subset of
patients with invasive breast cancer derive benefit from adjuvant
anthracyclines when compared with other adjuvant chemotherapy
regimens [27]. Other authors have used anyhracyclines in 54% of
cases [28].

In our study 80% of the patients had received more than 3 cures
in our study, indeed this could be explained by the fact that they
arrived at the advanced stages.

Toxicity

Anthracycline-associated adverse events are considered as a
significant limiting factor in utilizing these powerful cytotoxic
agents. These events include mainly cardiotoxicity that might
occur as acute toxicity manifested by arrhythmias or depressed
ejection fraction, particularly in the left ventricle (LVEF) or
might be chronic that develops years after the anthracycline use
[29]. In addition to their cardiac effects, hematological toxicity,
gastrointestinal toxicity, and febrile neutropenia events are all
among the dose-limiting side effects of anthracyclines [29].
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In our study we observed the following adverse effects: fatigue,
alopecia, nausea, vomiting, and hematological toxicity. According
to Montemurro et al [30] symptom incidence after the third
cycle was highest for fatigue (78%), nausea (73%), dysgeusia
(51%), anorexia (53%), and constipation (49%). Toxicity results
were presented for all chemotherapy regimens combined, not
separately for the chemotherapy regimens in the sample—S5-
fluorouracil/epirubicin/ cyclophosphamide (64%), doxorubicin/
cyclophosphamide or epirubicin/cyclophosphamide (22%), or
docetaxel/cyclophosphamide (14 %). In general, few studies report
toxicities for individual chemotherapy regimens [31], and these
were mostly for single-symptom studies such as fatigue [32,33].

Type of chemotherapy and stage of extension

The bivariate analysis showed that the most used chemotherapy
was FAC type chemotherapy in 19 cases, 4 cases, 2 cases
respectively at the locoregional, metastatic and local stages. FAC
+ docetaxel sequential chemotherapy was the second most used
chemotherapy in 10 cases, 9 cases, 4 cases respectively for the
metastatic, locoregional and local stages. But this result ws not
signufucant. First this result of the use of fac or anthracylices in
our context of limited resources can be explained by the high cost
of taxane-based chemotherapy. And the second reason was that
most of patients was in advanced stage.

Conclusion

Chemotherapy for breast cancers in our context with limited
resources is of the anrhracyclines (AC, FAC) and taxanes
(docetaxel) type. The most commly chemotherapy used in our
limited resources context is anthracycines based regims. These
chemotherapies are responsible for haematological toxicities,
fatigue, nausea, vomiting and alopecia. The cost reduction taxanes
regimens will help patients to receive more chemotherapy based
on taxanes.
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