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nd and objectives: The magnitude of the breast cancer problem emphasizes the
etermine the best possible predictors of prognosis so that appropriate therapy can be
A an individual basis for women suffering from this common and dreadful disease.
iffary lymph node dissection is. an effective staging procedure and is essential for local

‘of disease in axilla. Variations in axillary anatomy have not been described in most
exts of operative surgery or anatomy. So, come the importance to determine the potentially
n olved groups of axillary lymph node in patients with breast carcinoma. Hence, the aim of
| this work was highlight on the pattern of axiliary node metastasis in-patients with operable

breast cancer and to detect any variations in the sives of lymph node groups to be involved.

ethods: Fifty female patients with operable breast cancer were treated surgically by

modified radical mastectomy, (46 patients) radical mastectomy (Three patients) or breast
‘conserving sufgery (one patient), in the National Cancer Institute, Cairo University, in the
period from December 1998 to April 2000, as a prospective non-randomized study. The
brachial nodes were defined in this work as the pad of fat containing lymph nodes anterior and
bove the cords of brachial plexus, behind the insertion of pectoralis minor muscle and medial
to coracobarchialis muscle. This pad of fat, which was taken separately, was examined
« carefully to detect the presence of any lymph nodes and these lymph nodes were examined
i '_-micros;wpical'.lfy and any positive lymph nodes were calculated. .

: mul{s: Thi!b—seven patients - (74%) were premen!opauSal (below age of 50 years and
.younger) and } 13 patients were posﬁnenopausal (26% (above age of 50 years). Invasive duct
‘carcinoma wes the commonest type 84%. Patients with stage II constituted 84%,; and taose of
stage 11l wer: 16%. Among 50 patients, 41 patients showed pathological involve ment of
lymph nodes (82%) and nine patients (18%) had no lymph nodes deposits. The number of
lymph nodes that were examined in the 50 patients ranged from 10 to 30 lymph nodes with a
median of 18.% lymph nodes. The brachial nodes were detected in 22 patients of the 50 patients
(44%). Their | number ranged from one to four lymph nodes. However, only two patients of 50
patients of this study (4%) proved to have positive brachial lymph nodes. It worthnoﬂ;lning that
in these two patients with positive brachial lymph nodes, all the three levels of axillary nodes
had also positive nodes. In the two previous patients the tumor was T2 (4 ¢cm in each) and
invasive duct carcinoma, both patients were premenopausal. The incidence of positiJe lymph
nodes in 41 patients with positive nodes was; in level 1 only 56%, level I&II it was 19.5%, and
in the three levels was 22%. One patient showed involvement of level 111 alone with rio tymph
node metastasis in level I to IT (skip metastasis). Mo-eover, two patients (2/41 paiients)
represented (4.9%) had positive brachial lymph nodes with positive three levels of axillary
" nodes. Capsular invasion vas evident in 22/41 patiems with positive axillary lymph nodes.
§  This study showed that whatever the tumor site in the breast, the axillary lymph nodes were

commonly affected especially, level 1. It was also observed that; as the tumor size increased
more lymph node levels were involved. :

Conclusions: Complete axillary lymph node dissection is advisable in all patients with

. invasive breast cancer for proper staging and therapeutic purposes As, Level Il dissection is

§  probably superior to radiotherapy in preventing axillary relapse, when it occurs a miserable

. condition that is difficult to treat due to involvement of axillary vessels and cords of brachial

§  plexus. Clearance of the brachial nodes (which lie anterior and above cords of brachial plexus)

§ may decrease incidence of axillary recurrence with no morbidity; however, further work is
§.  required to determine the exact incidence of metastasis in these nodes.

Key Words: breast cancer, axilla, axillary lymph node metastasis, brachial lymph nodes.
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Introduction

Breast carcinoma is a malignant epithelial tissunedr of the breast. It
Is estimated that the world burden of the breasteais some one million
women newly diagnosed each year. A women has a & ahance of
developing breast cancer at some point in her flife,incidence has been
increasing over the last several years by appraeimnal% each year.
Cancer of the male breast is uncommon comprisisg than 1% of all
breast cancer. Klinefelter's syndrome and elevasttbgen levels have been
associated with male breast can@muce Jarrell. et. al, 2003).

Clinically breast cancer is presented by eithemasirdumps, breast
pain, metastatic disease to a distant organ dndaakillary lymph nodesor
breast cancer may be asymptomatic. There are @2atliclassifications for
breast cancer either, Manchester which classifieadh cancer into 4 stages
from | to IV or T.N.M. classification which clasg@E breast cancer
according to tumor size {T}, presence or absencl/wph nodes {N} and
presence or absence of metastasis {Mgprtin. et. al, 2002).

Investigations for breast cancer include mammograpitrasound,
biopsy {either fine needle aspiration, core nedutpsy, excisional biopsy
or needle guided biopsy for non-palpable mammogcapbnormalities},
CT and recently MRI is used for diagnosis of brezstcer(Leris. et. al,
2004).

Treatment of breast cancer is mainly surgical, eoragive surgery is
the treatment of choice for malignant tumors atstleap to stage Il
Conservative surgery includes wide local excisisegmental excision or
guadrantectomy, both wide local excision and segewtomy would
normally be followed by radiotherapy. Randomizedtoalled clinical trials
have shown that in tumors up to 4 cms. In sizaéttnent by mastectomy or
breast conservation results in no significant défece in overall survival.
Patients undergoing conservative surgery have gréatedom of dress and
better body image than women who have had mastgctiogal recurrence
rate are similar with a non significant relativeduetion in favor of
mastectomyAlfred Cuschieri. et. al, 2003).
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Quadrantectomy if not followed by reconstructiorg{e latissimus
dorsi mini flap} produces less good cosmetic restiiin wide local excision
or segmental excision. A central tumor is not a ti@imndicated to
conservative surgery although it may necessitateval of the nipple and
areola which may compromise cosmédgired Cushierei. et. al. 2003).

Radiotherapy given after surgery reduces the risksaated local
recurrence by approximately 2/3, thus radiothernapyf potential benefit to
all patients undergoing breast conservative surgarg should only be
omitted if the clinician feels-after discussion hithe patient-that the
morbidity of radiotherapy does not justify the ess@ecurrence risk for that
patient(costa. et. al, 2004).

Adjuvant systemic therapy includes endocrine therap tamoxifen
which is an antiestrogen blocking estrogen recealoha and is the most
widely used adjuvant systemic therapy for most mpesiopausal women,
ovarian ablation is of benefit to premenopausal eom Cytotoxic
chemotherapy, regimen was a combination of cyclsphamide,
methotrexate and 5-fluorouracil {CMF}. Recently, Suorouracil,
adriamycin, and cyclophosphamide {FAC} are used trrent studies
results stressed the value of primary chemothetapycrease conservative
surgery and as a predictor of outcoffalo. et. al, 2005).

Neoadjuvant chemotherapy involves giving chemotherdefore
surgery to patients with non-metastatic primaryabtecancer which is
potentially operabl¢Calitchi. et. al, 2001).

The performance of breast augmentation is incrgaairan estimated
rate of 5% to 13% per year, making it one of thesme@mmonly performed
cosmetic surgical procedures in women. First attethpn 1895 using a
patient’s own lipoma, breast augmentation has diee® undertaken with a
variety of solid substances including paraffin, nyoglass balls, ground
rubber, ox cartilage, wool, polyester, silastic bely and injections of
beeswax, Vaseline, silicone, shellac, glaziersypand epoxy. At present,
augmentation is performed with sub-mammary or sedigral implants
filled with saline or silicone, although women whave had free silicone
injections in the breast are still seen in clinipahctice(Richard. et. al,
2008).
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Aim of study

The study aims to present the new trends in the
management of early breast cancer as conservative
surgery with radiotherapy and chemotherapy,
followed by iImmediate or delayed breast

reconstruction.
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Anatomy of the breast

Devel opment:

Breast develops as an invagination of chest walbdsrm, which
forms a series of branching ducts. Shortly beforgh bthis site of
invagination everts to form the nipple. The epitildining of the ducts and
acini of the mammary glands develops from the emrtodand the supporting
tissue is derived from the mesenchyme. On eachdditlee ventral surface
of young embryos, a thickened band of ectoderm ldpse(mammary
ridge). It extends obliquely from the axilla to timguinal region. The whole
of the ridge atrophies, except a small portion achepectoral region from
which the breast aris€s1cMinn. 2003).

Gross anatomy

Form and size:

The breast is located within the superficial fasofathe anterior
thoracic wall. It consists of 15 to 20 lobes of mglalar tissue of the
tubuloalveolar type. Fibrous connective tissue ®ran frame work that
supports the lobes, and adipose tissue fills thecesgpetween the lobes.
Subcutaneous connective tissue surrounds the glamdisextents as septa
between the lobes and lobules, providing suppaorthfe glandular elements,
but it dose not form a distinctive capsule arouhd tomponents of the
breast. The deep layer of the superficial fasciacviies on the posterior
"deep" surface of the breast rests on the pectula¢p” fascia of the
thoracic wall. A distinct space, the retro mammbuysa, can be identified
surgically on the posterior aspect of the breastéen
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The deep layer of the superficial fascia and thepdavesting fascia of the
pectoralis major and contiguous muscles of theattiorwall (Fig.1). The
retro mammary bursa contributes to the mobilityhef breast on the thoracic
wall. Fibrous thickening of the connective tissagerdigitate between the
parenchymal tissue of the breast, extending from deep layer of the
superficial fascia and attached to the dermis efgkin. These suspensory
structures called Cooper's ligaments, insert pelipatar to the delicate
superficial fascia of the dermis, or corium, petimg remarkable mobility
of the breast while providing suppdgKirby et. al, 1998).

At maturity, the glandular portion of the breasts ha unique and
distinctive protuberant conical form. The basehaf ¢one is roughly circular,
measuring 10 to 12 cm. in diameter and 5 to 7 anthickness. Commonly,
breast tissue extends into the axilla called thiksax tail of Spence. There is
tremendous variation in the size of the brékstby et. al, 1998).

A typical non lactating breast weighs between 160225 gm.
Whereas the lactating breast may exceed 500 gmbiidaest of nulliparous
female has a typical hemispheric configuration vatdistinct flatting above
the nipple. The multiparaous breast, which has reapeed the hormonal
stimulation associated with pregnancy and lactatisrusually larger and
more pendulous. As has been noted during pregreamtyactation the breast
increases dramatically in size and becomes morduybeuns. With advanced
age the breast usually decreases in volume, becemnaswhat flattened and
pendulous, and is fewer firnjKirby et. al, 1998).



