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CIntroduction

INTRODUCTION

he breast is an important part of the female body due to its
6anatomical, physiological, and aesthetic role. A
proportionately developed breast is an important feminine
feature, a sign for fertility and sexuality. It plays a great role in
female’s self-confidence (Urban et al., 2013).

Breast cancer is the most common cancer in women all
over the world representing 18% of all women reported cases
of cancer. It represents the leading cause of women mortality as
representing 23% of all women cancer deaths (Akram et al.,
2017).

According to the national cancer institute, breast cancer
is the most common site of cancer in women in Egypt as it
accounts for about 38.8% of total malignancies among
Egyptian females; it is an important cause of mortality among
women (lbrahim et al., 2014).

The diagnosis of breast cancer is based on history taking,
both primary tumor and regional lymph node clinical
examination, imaging, pathological confirmation of the
diagnosis. Staging of breast cancer is assessed according to
TNM system that depends on the case of primary tumor,
regional lymph nodes, and distant metastasis (Senkus et al.,
2015).
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Following the diagnosis of breast cancer, the patient
finds herself in a new and unfamiliar landscape. This creates
different levels of stress that vary from patient to another
(Senkus et al., 2015). This stress is not only because of facing
mortality but also surgical treatment of breast cancer may
significantly and often permanently alter her perception of her
physical, emotional, and sexual wholeness (Dennis et al.,
2012).

Halsted radical mastectomy was established for the first
time in 1880s as a surgical management of breast cancer by
removing breast enbloc, pectoralis muscles and axillary lymph
nodes with good deal of skin. It was a disfiguring surgery with
a lot of morbidities and complications.

In 1972 Madden modified radical mastectomy was done
by conserving both pectoral muscles along with radiotherapy
achieving similar oncologic results of radical mastectomy but
less morbidities. In 1970s the wide spread of mammography
use permitted the diagnosis of breast cancer at earlier stages,
that allowed to remove only the tumor with free margins plus
axillary dissection along with radiotherapy achieving same
survival rates as more aggressive surgeries (Plesca et al.,
2016).

However, breast conserving techniques remained as a
partial mutilation, where asymmetries and deformities were not
considered relevant as oncological outcomes were more
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important than psychological and aesthetic damage (Rodriguez
et al., 2018).

The goal of optimizing the cosmetic and oncologic
outcomes of breast conserving surgeries has been addressed by
the emergence of the field of oncoplastic surgeries. Originally
oncoplastic surgeries are defined as an assortment of volume
replacement techniques to replace partially or totally resected
breast (Lim et al., 2017).

But now it includes the use of plastic techniques to
achieve resection of the tumor with safety margins maintaining
good cosmetic outcomes and symmetrizing surgeries for the
contralateral breast if needed, the technique used depends on
several factors such as tumor location, size, tumor to breast
ratio and patients' desires (Piper et al., 2015).

In recent years, the technique of "Extreme oncoplasty"
(EO) has emerged as a promising option in selective patients
with adequate Dbreasts (cup size > C) where in Breast
Conservation Surgery is possible inspite of large volume
resections. Indeed, EO could be used to conserve breasts in
scenarios for which mastectomy would be have been the
treatment of choice offered by most surgeons. Thus, EO
provides an alternative to mastectomy, extends the scope of
breast conservation, provides better clinical outcomes, and
improves quality of life (QoL) (Silverstein et al., 2015).
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There is a paucity of evidence to support the application
of oncoplastic surgery to patients with large tumor span,
multifocal and/or multicenteric disease, as the current literature
generally excludes these patients. Silverstein et al. have
advocated for the use of oncoplastic reduction mammoplasty in
patients with multifocal(MF), multicenteric(MC) tumors,
and/or disease span greater than 5cm (coining the term,
“extreme oncoplasty”) and have published excellent outcomes
on a series of 66 patients with 10% requiring re-excision for
inadequate margins and 6% converting to mastectomy
(Silverstein et al., 2015).

The difference between MF breast cancer and MC breast
cancer is based on the anatomic quadrant of the breast. The
multiple foci located in the same quadrant are labeled as MF,
whereas MC disease is present in more than one quadrant.
Some authors also distinguish MF breast cancer and MC breast
cancer based on the assumption that MF breast cancer
originates within the same duct collecting system (tumors in the
same quadrant or less than or equal to 5 cm apart), whereas MC
breast cancer originate in the different duct collecting systems
(tumors in different quadrants or more than 5 cm apart), which
means that MF breast cancer is monoclonal, while MC breast
cancer is not (Mei-rong Zhou et al., 2013).

14



Aim of the Work &

AIM OF THE WORK

The aim is to:

= Assess the feasibility, aesthetic results of extreme
oncoplasty and achievement of negative margins in the
enrolled patients with multicenteric, multifocal or T2
tumor in small breast.
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