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Introduction

e Duct ectasia is a distinctive lesion characterized by dilatationof
major ducts, generally in the subareolar region, associated with
various degrees of inflammatory reaction around the ducts and
progressive fibrosis. The term " Duct ectasia" was proposed by
haagensen and remains the most widely used term for the lesion
by those who distinguish between duct ectasia and cystic charges
" Dabbs, 1993"

e Duct ectasia constitutes 5.5 % of all breast diseases that can be
treated by surgery " Thomas et al., 1982".

e Excision of the major duct system of the breast for symptoms
owing to mammary duct may be curative. Good results were
obtained when the indications for surgery were nipple retraction
discharge or subareolar mass " Thomas et al.,1982".

e Several surgical techniques had been carried out for the treatment
of duct ectasia of the breast. This is because the surgical
treatment is the only curative way for this disease "Hartly et al.,
1991 and Dixon and Thompson, 1991 ".

e The classical Hadfield's operation for duct ectasia results in nipple
naesthesia in most women and nipple L areola necrosis in some
patients "Hadfield, 1989".

e Serivastava had modified the technique for major duct excision.
The incision is given over only one third of areola circumference
and no areolar flap is raised "Serivastava et al., 1995".



A new technique also offers a safer alternative to the classical
Hadfield and Serivastava modification of Hadfield's operations.
Three small incisions, 1/2 to 1 cm length, circumareolar at 3-7 and
11 o'clock sites are used, from which dissection and excision of
the major duct system and peripheral ducts together with
theliopexy are carried out " Anous, 1996".

Aim of the work:

The main target for this study is to have a comparative research
work to assess the different surgical approaches treating the
mammary duct ectasia.

We will compare the classical operative technique. Each surgical
operation will be evaluated for its incision, technique and
achievement of the expected goal all together with its drawbacks
in the postoperative period.

Patient and methods:

Sixty patients with the clinical diagnosis of duct ectasia will be
included in this prospective randomized non controlled study.

1. Group No 1; composed of 30 patients, in whom they will
be treated with Seivastava modification of Hadfield
technique for major duct excision, followed by internal
theliopexy.

2. Group No 2; composed of 30 patients, in whom they will
be treated surgically by the new technique of major duct
excision followed by external theliopexy.

The patients will be assessed for the intra-operative
complication as regards hemorrhage and the duration of the
anesthesia and post-operative complications as regads wound
infection, seroma, wound dehiscence, necrosis of the areola,
nipple deviation or retraction and loss of sensation of the
nipple and areola.
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Intraduction

INTRODUCTION

Duct ectasia is a distinctive lesion characterized by
dilatation of major ducts, generally in the subareolar
region, associated with various degrees of inflammatory
reaction around the ducts and progressive fibrosis. The term
{duct ectasia} was proposed by Haagensen and remains the
most widely used term for the lesion by those who distinguish
between duct ectasia and cystic changes (Dabbs, 1993).

Duct ectasia constituties 5,5% of all breast diseases that
can be treated by surgery (Thomas et al., 2005).

Excision of the major duct system of the breast for
symptoms owing to mammary duct ectasia may be curative.
Good results were obtained when the indications for surgery
were nipple retraction, nipple discharge or subareolar mass
(Thomas et al., 2005).

Several surgical techniques had been carried out for the
treatment of duct ectasia of the breast. This is because the
surgical treatment is the only curative way for this disease
(Hartley et al., 2005 and Dixon and Thompson, 2005).

The classical Hadfield's operation for duct ectasia results
in nipple anesthesia in most women and nipple / areola necrosis
in some patients (Hadfield, 1989).
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Serivastava had modified the technique of major duct
excision. The incision is given over only one third of areola
circumference and no areolar flap is raised (Serivastava et al.,
1995).

A new technique also offers a safer alternative to the
classical Hadfield and Serivastava modification of Hadfield's
operations. Three small incisions, 1/2 to 1 cm length,
circumareolar at 3-7 and 11 o'clock sites are used, from which
dissection and excision of the major duct system and peripheral
ducts together with theliopexy are carried out (Anous, 1996).
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AIM OF THE WORK

The main target for this study is to have a comparative
research work to assess the different surgical approaches
treating the mammary duct ectasia.

We will compare the classical operative technique for
duct dissection and excision with the new technique. Each
surgical operation will be evaluated for its incision, technique
and achievement of the expected goal all together with its
drawbacks in the postoperative period.
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ANATOMY OF THE BREAST

Embryogenesis

The ectoderm and the mesenchyme are responsible for the
genesis of the male and female breast. The ectoderm is
responsible for the formation of the ducts and alveoli, and the
mesenchyme is responsible for the connective tissue and its
vessels. In the ventral area of the body, the milk line (ridge)
develops (Fig.1). Usually, it extends from the axilla to the
inguinal area. However, occasionally the milk ridge extends
down into the triangle of Scarpa. The pectoral part of the milk
ridge produces the right and left mammary primordia. The
proximal and distal part of the extrapectoral ridge disappears
(Skandalakis, 2009).

The breasts have the same ectodermal origin as skin
glands (Fig.2) (Kopans, 2007).

The ectodermal thickening of the mammary primordium
grows into the dermis. This produces 16-24 solid cords of
ectodermal cells growing within the underlying mesoderm
(dermis). Later, these buds will become canalized and form the
lactiferous ducts and alveoli. The epidermal surface of the
future nipple is at first a shallow depression during the final
trimester; near term it becomes everted and ready to accept the
lactiferous ducts (Skandalakis et al., 2004).

Very little is known about the molecular mechanisms that
initiate breast formation. A small part of the ridges remains in
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the pectoral area, which is responsible for the genesis of the
right and left breasts as well as for the embryological mammary
anomalies. The typical developmental harmony between
ectoderm (epithelial ductal lining and acini) and mesenchyme
(the skin and the supporting elements) occasionally goes away,
producing congenital anomalies of the breast. Each mammary
lobe has one lactiferous duct, which terminates at the nipple of
the mammary gland. The pathway of the lobes is from the
nipple to the connective and fatty tissue of the superficial
fascia. Thus, the breast can be conceptualized as a grouping of
large glands that originate from the epidermis (Howard and
Gusterson, 2000).

The breast develops in the superficial layer of fascia that
lies just beneath the skin. It is not clear whether the superficial
layer splits into a deep and superficial layer to form an
incomplete envelope around the gland, or whether the
elongating ducts invaginate the fascia, which then ends up
enveloping the gland (Kopans, 2007).

The chronology of breast development is presented in
Table 1. The breast characteristically presents changes when
still in utero as well as during the extrauterine period
(Skandalakis, 2009).

Russo and Russo (2004) divide these changes into two
phases:

e Developmental phase: Early stages of gland morphogenesis
from nipple epithelium to lobule formation.
» Differentiation phase: Differentiation of mammary epithelium.
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The ridges disappear early, but a small portion remains in
the pectoral region. This is responsible for the genesis of “a
single pair of glands,” (Bland and Romrell, 2006).

Table (1): Timeline of breast development (Skandalakis,

2009).

4th-6" fetal week Development of milk lines or mammary
(ectodermal) ridges

10th fetal week At_roph;_/ of the proxi_mal and distal part of th_e
milk lines; the middle (pectoral) part is
responsible for the genesis of the breast

5th fetal month Development of the areola and 15-20 solid
cords

Later Lactiferous ducts; mammary glands develop
from the milk lines

After birth Nipple is visible

Puberty Ducts develop acini at their ends
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Figure (1): The milk line. Mammary
glands usually develop in humans
from the pectoral portion of the line.
Supernumerary mammary structures
may develop from other positions
along the line (Skandalakis, 2009).

Epidermis

Mesenchyme

Nipple

Lactiferous
ducts

Figure (2): Development of the breast. a—d Stages in the formation of the
duct system and potential glandular tissue from the epidermis. Connective
tissue septa are derived from mesenchyme of the dermis. e Eversion of the
nipple near birth (Skandalakis, 2009).




