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Forequarter amputation in a patient with locally 
advanced recurrent breast carcinoma
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ABSTRACT

Forequarter amputation (FQA) involves the removal of the upper limb, clavicle, and scapula and is indicated for the resection of 

primary or metastatic tumors invading the axillary neurovascular bundle. Reports on breast cancer have associated FQA with the 

primary resection of a locally advanced tumor, resection of recurrent disease, brachial plexus injury, Stewart-Treves syndrome, or 

sarcoma secondary to breast cancer irradiation. We described a case of recurrent breast carcinoma with curative-intent surgery. 

The surgery aimed at locoregional control and improvement in the quality of life. The literature is scarce on the topic, discussing 

the multiple aspects related to the indication of FQA for breast cancer patients. This report presents the first case described in 

Latin American literature. 
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INTRODUCTION
Surgeries that treat tumors of the shoulder girdle are extensive. 
Forequarter amputation (FQA) involves the removal of the upper 
limb, clavicle, and scapula and is indicated for the resection of 
primary or metastatic tumors invading the axillary neurovascu-
lar bundle. Although often described in cases of Stewart-Treves 
syndrome, post-mastectomy sarcomas, and lymphedema, this 
surgery is rarely reported in carcinomas. Reports on breast can-
cer have associated FQA with the primary resection of a locally 
advanced tumor1, resection of recurrent disease2-5, brachial plexus 
injury5, Stewart-Treves syndrome6, or sarcoma secondary to 
breast cancer irradiation7,8. The literature is scarce on the topic, 
and the surgery aimed at locoregional control and improvement 
in the quality of life, justifying this publication. 

CASE REPORT
Female, 73 years old, clinical stage T4bN3M0, associated with exten-
sive and limiting lymphedema of the right upper limb (Figure 1A). 

Although hypertension was her only comorbidity, the patient 
was clinically classified as grade 2 in the Eastern Cooperative 
Oncology Group (ECOG) Performance Status. The biopsy revealed 
a triple-negative invasive ductal carcinoma of histological grade 3. 
Initially, the patient underwent two cycles of neoadjuvant che-
motherapy with paclitaxel, not responding to therapy and 
developing febrile neutropenia. Chemotherapy was suspended 
due to the worsening of her general condition (ECOG grade 3), 
asthenia, and inappetence. In this context, the treatment cho-
sen was surgery, and the patient was submitted to a right-sided 
Halsted mastectomy, considered R1 (minimal microscopic dis-
ease) because of the disease located along the brachial plexus 
(Figure 1). Adjuvant radiotherapy was considered for local con-
trol, but the presence of surgical wound dehiscence prevented 
this treatment. Two months later, she showed visible macro-
scopic recurrence next to the skin of the axillary fossa, leading 
to the performance of an R1 resection of the region affected by 
the neoplasm, adjacent to the dehiscence area, with external 
oblique myocutaneous rotation flap to close the surgical wound 
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and provide conditions for adjuvant radiotherapy. She presented 
new local dehiscence and, in the healing stage, new macroscopic 
local recurrence (Figures 1 and 2). 

Thus, due to the impossibility of administering adjuvant radio-
therapy and the early recurrence, FQA was chosen for local control 
and potential improvement in her quality of life, since the upper 
limb was no longer functional. FQA was considered R0 (complete 
resection; Figure 2), and the surgical progress was satisfactory, 
allowing the start of adjuvant radiotherapy. The patient was ques-
tioned about her general quality of life (scores from 1–terrible 
to 7–great) in the preoperative period, as well as one and three 
months after surgery. She reported a score of 3 in the preopera-
tive period and 5 in the first and third months. Four months after 
surgery, she was asymptomatic but showed weight loss of 18 kg, 
and developed local recurrence metastasis and lung metasta-
sis, being referred to exclusively palliative treatment (Figure 3). 
Seven months after the FQA, the patient died of pulmonary met-
astatic disease. FQA has improved her quality of life. 

DISCUSSION
In patients submitted to axillary treatment, recurrence is a rare 
phenomenon, and, even with surgical treatment, the R1 resection9 
is not often complete. These patients require adjuvant therapies, 
such as chemotherapy and radiotherapy9,10, for long-term con-
trol of the disease. In some individuals, FQA may be necessary 
for locoregional control2,4. 

FQA is often performed in cases of tumor of the shoulder 
girdle11. This procedure is usually carried out with curative or 
palliative intent, allowing locoregional control of the disease 
and improving the quality of life. Reports on breast cancer have 
associated FQA with the primary resection of a locally advanced 
tumor1, resection of recurrent disease2-5, brachial plexus injury5, 
Stewart-Treves syndrome6, or sarcoma secondary to breast can-
cer irradiation7,8. In series of this type of surgery, the association 
with breast cancer represents, on average, 12.5% of the causes11, 
an incidence that increases (37.5%) when considering the pres-
ence of metastatic disease12. Recurrence is its main indication2-5,12 
with palliative intent3,5. The literature is scarce on the topic, 
and we found no cases described in Latin American literature.

Despite the radical nature of the surgery, it allows locore-
gional control, improvement in symptoms and quality of life, 
and prolongation of the disease-free interval, which justify its per-
formance in selected cases with curative or palliative intent2,3,5. 
Similarly, this procedure should be considered for patients with 
brachial plexus injury, neurovascular involvement, and upper 
limb dysfunction5. 

In the present case, the initial surgery showed the presence 
of disease along the brachial plexus, and, at first, surgery was 
not indicated, as radiotherapy was contemplated for local con-
trol. Unfortunately, the patient progressed to local dehiscence. 
Initially, the abdominal oblique flap was considered for primary 
closure. The new dehiscence, the impossibility of administering 
other adjuvant therapy, and the local progression of the disease 
led to the performance of a curative-intent FQA, but the patient 

A

B

Figure 1. Chest computed tomography (A) pre-treatment;  
(B) after breast lesion resection with minimal residual extratho-
racic disease.  

Figure 2. Forequarter amputation. Figure 3. Local and lung recurrence.
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died seven months later due to the progression of the lung dis-
ease. Usually, FQA is indicated for patients with distant recur-
rence and prolonged disease-free interval3; however, the compli-
cations and the clinical condition of the patient led to surgical 
treatment being the only option for local control. 

One of the main points to consider with respect to FQA is 
the closure of the resected area, which can be done with skin 
grafts, reuse of part of the skin of the limb, and myocutaneous 
rotation flaps2,3,5. The complication rate is relatively low and usu-
ally associated with skin necrosis, local dehiscence, and pleural 
effusion2-5. In this case, the local flaps used originated from the 
healthy skin of the shoulder, careful of the small area of local 
dehiscence, controlled with resuture and dressings. 

FQA has not been evaluated yet regarding the breast cancer 
tumor subtype. Triple-negative tumors show worse behavior, 
but studies involving FQA did not assess this fact. Survival is 
better in curative-intent treatments, with a mean of 23 months, 
decreasing to 13 months in palliative ones3, which fully justifies 
the surgery in selected cases. In this patient with a triple-negative 
tumor, FQA was considered curative because of the R0 resection; 
however, her clinical conditions were poor. The lack of adjuvant 

therapy and the aggressive nature of the tumor influenced the 
local recurrence and the short disease-free interval, resulting 
in limited survival. 

CONCLUSION
FQA is an exceptional procedure for patients with recurrent 
breast carcinoma. It is associated with low surgical morbidity 
and mortality and should be considered, even if with palliative 
intent, for prolonging the disease-free interval and improving 
symptoms of specific diseases and the quality of life. 
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