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Introduction
Inflammatory breast cancer (IBC) is a rare and highly aggressive form of locally 45 IBC IBC_subtypes
advanced breast cancer, classified as T4d in the AJCC system. Its incidence Triple negative [N ;“5) 100 00  uERas
shows marked geographic variability, reaching 5—-7% of breast cancers in Tunisia 30 S - ~ Luminal
and North Africa compared with less than 2% in Western countries. Diagnosis 25 = E = Triple negative
requires strict and rapid-onset clinical criteria distinguishing IBC from other T4 Her2 positive | 20 ,=§ 50 C
presentations. Despite its rarity, IBC carries a high risk of early locoregional and 13 g §
metastatic relapse and accounts for a disproportionate share of breast cancer wminal [ 5 ] . ° p=0.0007
mortality. Treatment relies on a multidisciplinary approach combining 0 e 01 - T T - - 0+ . . . . !
neoadjuvant systemic therapy, radical mastectomy, and radiotherapy. This study o 5 10 15 20 25 30 35 40 45 Luminal HER2 positive Triple negative ° % Tllr::)e (mo::s) 200 20 0 50 100150 200 250
reports real-world epidemiologic and therapeutic data from a Tunisian high- Figure 1. Molecular subtype distribution . W Cases M pCR Time (months)
incidence center. Table 1. Clinical presentation parameters. Figure 3. Pathologic complete response according to Figure 4. Overall survival in IBC patient in terms of subtypes. Kaplan-

- Meier OS curves in IBC patients according to the molecular subtypes.
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; Red: patients with HER2+ subtype; blue: luminal subtypes; and

From a 2004-2024 breast cancer cohort, we identified cases fulfilling AJCC/IBC- Symptom-Diagnosis Interval (month) 3 IBC_pCR green: triple negative subtype.
IBC

IC criteria for inflammatory breast cancer (T4d), based on rapid onset (<6 >8 100

months) of erythema, edema or “peau d’orange” involving >1/3 of the breast 100 I e Overall survival was at 87.14 months, 108 for luminal B subtype, 96.4
. . . - . . . e . Age (year) 27 67 42.2 [ 2 T PCR for her 2 positive cases and 15.1 months for triple negative cases.
with histologic confirmation. Initial assessment included clinical evaluation, S g . L . )
imaging, and histology with immunohistochemistry. Patients received 5 z These findings highlight the persistent therapeutic challenge of IBC
= . ' . Radiologic Tumor Size (mm) 228 134 238 = 50 S and reinforce the need for early diagnosis, optimized
neoadjuvant systemic therapy, followed by mastectomy and loco-regional 5 2 .
3 o multidisciplinary management, and greater access to targeted

radiotherapy. Treatments, responses, and survival outcomes were analyzed. 0=0.0003
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strategies, especially for HER2-positive and triple-negative disease.
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We collected inside a cohort of 2714 BC’s, treated during 20 years, from 2002 to % B Mali are ) o _ ) . , , .
2024 in Tunisia, 131 patients treated for an IBC represgentin)g/; 4.8% of the hole D Jaartana Figure 5. Overall survival in IBC patient in terms of pCR. Blue: Patients remain younger than those reported in western countries.
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population. Mean delay between symptoms and diagnosis was 4,6 months, varying s patients with pathological complete response; Red: patients We observed a positive trend in terms of survival betwgep pat.lents
from 3 to 6 months. Rural 59 and urban in 72 cases(figure 2). They have a median with abscence of pCR. Kaplan-Meier OS curves in IBC patients treated before and after 2010, probably due to the multidisciplinary
age of 45 years, varying from 27 to 67 years.. Single 21 nulliparous 14. Initial according to pCR response. management and the impact of targeted therapies in her 2 positive
metastases were present at diagnosis in 24 patients/131. Grade 2 in 58/94 and grade = Rural Cases.

3 in 36/94. Molecular subtypes are as followed : Luminal B Her 2- 63/131(48%), LB
Her 2+ 24/131(18%), Her 2 positive 17/131(12.9%) and triple negative
27/131(20.6%0)(figure 1). Mean radiological tumor size was 32.5mm(25 to 70mm).
Within the 71 patients operated, we observed 15 pathologic complete
responses(22%o) in 10 cases of luminal B subtype(6 of them her 2+), 3 her 2 positive
subtype and 2 triple negative cases(figure 3). We observed 22 relapses with a mean
delay of 24 months, metastatic in 95% of cases. 5 year-overall survival was Median
survival was 4248/122 34.8 months, Overall survival was 32% and median survival
at 44 months(6 to 216 months), better for hormone receptor positive cases (38%) and Figure 2. Epidemiological and clinical features of IBC patients.
patients reaching pCR at 50% significantly better(figures 4 and 5)

= ________Results_Jl — Conclusions
Patients were notably younger (median age 42 years), consistent
with previous North African reports.

Relapse occurred in one-third of patients, mostly metastatic.
Survival outcomes varied substantially by subtype: Luminal B and
HER2-positive patients achieved markedly longer survival,
whereas triple-negative IBC displayed a poor prognosis.

Our monocentric series from Tunisia, reflects the epidemiologic and
anatomo-clinical features of IBC in our country. Our Tunisian
monocentric study confirmed the higher regional incidence of IBC
compared with Western countries. Poorer OS in negative pCR and in
aggressive molecular subtypes (HER2+/TN). Younger patients.

Contact References

Boussen Ha mouda . Dawood S et al International expert panel on inflammatory breast cancer: consensus statement for standardized diagnosis and treatment. Ann Oncol. 2011 Mar;22(3):515-523. doi: 10.1093/annonc/mdq345.
. Levine PH, Veneroso CC. Recent advances in the epidemiology of inflammatory breast cancer. .Breast Dis. 2021;40(3):133-142. doi: 10.3233/BD-210014.
Medical OnCOIOgy depa rtment, U niVGrSity HOSpitaI A Mam i, Ariana . Boussen H et al Inflammatory breast cancer: Epidemiologic data and therapeutic results..Int Rev Cell Mol Biol. 2024;384:1-23. doi: 10.1016/bs.ircmb.2023.10.003.

. . Jagsi R, Mason G, Overmoyer BA, Woodward WA, Badve S, Schneider RJ, Lang JE, Alpaugh M, Williams KP, Vaught D, Smith A, Smith K, Miller KD, Susan G. Komen-IBCRF IBC Collaborative in partnership with the Milburn Foundation. Inflammatory breast cancer defined: proposed common
Email: boussen2011 @ya hoo.fr diagnostic criteria to guide treatment and research. .Breast Cancer Res Treat. 2022 Apr;192(2):235-243. doi: 10.1007/510549-021-06434-x.
Phone: +21698323873 . Abraham HG et al. Incidence and survival of inflammatory breast cancer between 1973 and 2015 in the SEER database. Breast Cancer Res Treat. 2021;185(1):229-38
. Chainitikun S, Saleem S, Lim B, Valero V, Ueno NT Update on systemic treatment for newly diagnosed inflammatory breast cancer. .J Adv Res. 2020 Aug 29;29:1-12. doi: 10.1016/j.jare.2020.08.014.




