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Introduction  
 
Breast carcinoma is a malignant epithelial tissue tumor of the breast. It 

is estimated that the world burden of the breast cancer is some one million 
women newly diagnosed each year. A women has a 1 in 8 chance of 
developing breast cancer at some point in her life, the incidence has been 
increasing over the last several years by approximately 1% each year. 
Cancer of the male breast is uncommon comprising less than 1% of all 
breast cancer. Klinefelter’s syndrome and elevated estrogen levels have been 
associated with male breast cancer (Bruce Jarrell. et. al, 2003).  

 
Clinically breast cancer is presented by either breast lumps, breast 

pain, metastatic disease to a distant organ or to the axillary lymph nodesor 
breast cancer may be asymptomatic. There are 2 clinical classifications for 
breast cancer either, Manchester which classifies breast cancer into 4 stages 
from I to IV or T.N.M. classification which classifies breast cancer 
according to tumor size {T}, presence or absence of lymph nodes {N} and 
presence or absence of metastasis {M} (Martin. et. al, 2002). 

 
Investigations for breast cancer include mammography, ultrasound, 

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

Treatment of breast cancer is mainly surgical, conservative surgery is 
the treatment of choice for malignant tumors at least up to stage II. 
Conservative surgery includes wide local excision, segmental excision or 
quadrantectomy, both wide local excision and segmentectomy would 
normally be followed by radiotherapy. Randomized controlled clinical trials 
have shown that in tumors up to 4 cms. In size, treatment by mastectomy or 
breast conservation results in no significant difference in overall survival. 
Patients undergoing conservative surgery have greater freedom of dress and 
better body image than women who have had mastectomy, local recurrence 
rate are similar with a non significant relative reduction in favor of 
mastectomy (Alfred Cuschieri. et. al, 2003).  
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Quadrantectomy if not followed by reconstruction {eg. a latissimus 

dorsi mini flap} produces less good cosmetic results than wide local excision 
or segmental excision. A central tumor is not a contra-indicated to 
conservative surgery although it may necessitate removal of the nipple and 
areola which may compromise cosmesis (Alfred Cushierei. et. al. 2003). 

 
Radiotherapy given after surgery reduces the risk of isolated local 

recurrence by approximately 2/3, thus radiotherapy is of potential benefit to 
all patients undergoing breast conservative surgery and should only be 
omitted if the clinician feels-after discussion with the patient-that the 
morbidity of radiotherapy does not justify the excess recurrence risk for that 
patient (costa. et. al, 2004). 

 
Adjuvant systemic therapy includes endocrine therapy as tamoxifen 

which is an antiestrogen blocking estrogen receptor alpha and is the most 
widely used adjuvant systemic therapy for most postmenopausal women, 
ovarian ablation is of benefit to premenopausal women. Cytotoxic 
chemotherapy, regimen was a combination of cyclophosphamide, 
methotrexate and 5-fluorouracil {CMF}. Recently, 5 fluorouracil, 
adriamycin, and cyclophosphamide {FAC} are used, the current studies 
results stressed the value of primary chemotherapy to increase conservative 
surgery and as a predictor of outcome (Falo. et. al, 2005).   

 
Neoadjuvant chemotherapy involves giving chemotherapy before 

surgery to patients with non-metastatic primary breast cancer which is 
potentially operable (Calitchi. et. al, 2001).  
 

The performance of breast augmentation is increasing at an estimated 
rate of 5% to 13% per year, making it one of the most commonly performed 
cosmetic surgical procedures in women. First attempted in 1895 using a 
patient’s own lipoma, breast augmentation has since been undertaken with a 
variety of solid substances including paraffin, ivory, glass balls, ground 
rubber, ox cartilage, wool, polyester, silastic rubber, and injections of 
beeswax, Vaseline, silicone, shellac, glazier’s putty and epoxy. At present, 
augmentation is performed with sub-mammary or sub-pectoral implants 
filled with saline or silicone, although women who have had free silicone 
injections in the breast are still seen in clinical practice (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 immediate or delayed breast 
reconstruction.  
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Anatomy of the breast 

:Development 

Breast develops as an invagination of chest wall ectoderm, which 
forms a series of branching ducts. Shortly before birth this site of 
invagination everts to form the nipple. The epithelial lining of the ducts and 
acini of the mammary glands develops from the ectoderm and the supporting 
tissue is derived from the mesenchyme. On each side of the ventral surface 
of young embryos, a thickened band of ectoderm develops (mammary 
ridge). It extends obliquely from the axilla to the inguinal region. The whole 
of the ridge atrophies, except a small portion in each pectoral region from 
which the breast arises (McMinn. 2003). 

Gross anatomy  

:Form and size 

The breast is located within the superficial fascia of the anterior 
thoracic wall. It consists of 15 to 20 lobes of glandular tissue of the 
tubuloalveolar type. Fibrous connective tissue forms a frame work that 
supports the lobes, and adipose tissue fills the space between the lobes. 
Subcutaneous connective tissue surrounds the glands and extents as septa 
between the lobes and lobules, providing support for the glandular elements, 
but it dose not form a distinctive capsule around the components of the 
breast. The deep layer of the superficial fascia which lies on the posterior 
"deep" surface of the breast rests on the pectoral "deep" fascia of the 
thoracic wall. A distinct space, the retro mammary bursa, can be identified 
surgically on the posterior aspect of the breast between  
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The deep layer of the superficial fascia and the deep investing fascia of the 
pectoralis major and contiguous muscles of the thoracic wall (Fig.1). The 
retro mammary bursa contributes to the mobility of the breast on the thoracic 
wall. Fibrous thickening of the connective tissue interdigitate between the 
parenchymal tissue of the breast, extending from the deep layer of the 
superficial fascia and attached to the dermis of the skin. These suspensory 
structures called Cooper's ligaments, insert perpendicular to the delicate 
superficial fascia of the dermis, or corium, permitting remarkable mobility 
of the breast while providing support (Kirby et. al, 1998). 

  At maturity, the glandular portion of the breast has a unique and 
distinctive protuberant conical form. The base of the cone is roughly circular, 
measuring 10 to 12 cm. in diameter and 5 to 7 cm. in thickness. Commonly, 
breast tissue extends into the axilla called the axillary tail of Spence. There is 
tremendous variation in the size of the breast (Kirby et. al, 1998). 

A typical non lactating breast weighs between 150 to 225 gm.  
Whereas the lactating breast may exceed 500 gm. The breast of nulliparous 
female has a typical hemispheric configuration with a distinct flatting above 
the nipple. The multiparaous breast, which has experienced the hormonal 
stimulation associated with pregnancy and lactation, is usually larger and 
more pendulous. As has been noted during pregnancy and lactation the breast 
increases dramatically in size and becomes more pendulous. With advanced 
age the breast usually decreases in volume, becomes somewhat flattened and 
pendulous, and is fewer firms (Kirby et. al, 1998). 

  

  

  

  

 

 


