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INTRODUCTION AND AIM OF
THE WORK

No single statistic deseribes the status of breast cancer refative to other
cancers. On the ote hand, it 18 the most comuoi cancer aﬁmng Wwomen,
contribuling 30% of all female cancers. 1t is most comumon in USA and leasi
commeon v Japan. The median age is 50 years, and (he majonly of pattents tn
the West are postinenopausal (67%). Femalc to male incidence is 50:1 {Nebil
Ei-Batiainy, 1998}

It is estimated (hat breast cancer will be diagnosed in 83,000 -
Amctican women in 1994, and {he incidence has been increasing at an anmuai
rate of 1.2% since 1940, Between 1982 and 1986, the rate of increase was 4%
per year. Since 1940, breast cancer mortality has also increased, bul more
slowly.

In fact, breast cancer mortality has been stable since 1950, ut this
overall [igure masks a 15% increase among women 35 vears of age and older
a concomitant 15% decrease among those younger than 55 {Hlarris ef i,
1992).

An cslimated 46,300 American will die of breas! cancer inl1924, and it
is the leading causc of dealll among Amcricap women aged 40 to 55,
However, lung cancer is now a greater contributor to cancer mortality amony
women of all ages (Craig, 1995).

Breast cancer and colorcctal cancer are (wo of the conrmonest canvers
in (he UK, with an aunual incidence ol aboul 43 and 50 per 100,000 of the
pnpulétiun respectively (Office af Population Censuses and Surveys, 1997},

The mortalily of breasl cancer is h;gh, with approximately 13,000
breast cancer palients dying per year (1992 World Health Statistics Annual,
1993).
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weand . In Lgypt, breast cancer  constitutes 33% of all female cancers al The
sw#ntiohal Cancer Institute and 30% in private series. The median age 15 46
years, one decadc younger than the corresponding age in Western countries,
siithe fomate o male witio 18 441 (Vabil Ei-Belkafup, 1998).
alyair In Epyptian patients, 00.3% of palienis arc premenopaunsal (age 50
years and younger} and iz biglogically more apgressive disease thanthat
wenepunlered in the West, This is explained partly by the predomngnce of
tzepreticnopausal patients, amd parlly by (he lads presentation of patients at an
mipdranced glage. Morcover, inflammalory iype of hreast cancer is relatively
muove Fequent (Nabid El-Botkiiny, 1998}
pive Lo Treaument of the axilla with either radiotherapy or surgery remains an
J-sfpikfral par of the management of patients wilh invasive breast cancer.
I seneral, the slandard treativent of the axilla mvolves a partial
ioegxillary iymph node dissection (surgical clearance of axillary nodes from
levels | and 1), There i3 as yet no evidence that axillary treatient improves
ST ¥ srvival, but (Be issue remains controversial. Of preater concern 18 the ability
o' iof a level VI dissaction to provide adequate regional control in a group of
¢ .patients who, ovcrall, have a 32% rale of pretreatment level 1l nadal
simetaslases. A less complele axillary procedure is associated with a higher rate
of axiltary faflure (Benson and Thorogood, 1986 and Stewart et ol, 1994}
o Level III disscction is probably superior to radiotherapy in preventing
axillary vetapsc (Fisher et ok, I?83), when it pecurs a niserable condition
= nethat m difficnlt to (real (Rechi et al., 1991; and Hoskin ct al,, 1992).
Axillary lvinph node dissection is an cffective staging procedure and
... is essential for local control of dissase in axilla, although, with incrcased
emphasis on mammographic screening and early detection, the incidence of
node-posilive breast cancers is decreasing. Today, only about 30% to 4054 of

al! invasive breast cancers are node-positive (fated, 1999}

ok
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‘The clinival staging of the regional lymphatic in patients with breasi
carcinoma is currently teceiving much atlention in ihe medical livarature
{Ditle and Williams, 1398).

The value of axillay disseclion is 1o provide accurate prognasie
information as well a3 excellent local control and to improve the survival ¢ate
in node posilive group (Meore and Kinne, 1997). e

Furthermore, Dowlatshuhik et al, (1997) added that the DTESEAnE or
absence of tegicnal lymph node metastasis has Leen ome of the masl
impariant determining Factors n reconmcnding adjuvant chemotherapy for
patients wilh breast carcinoma.

Sosa ef al., (1998} suggpested thal improved survival is associated veith
# mure complete axitlary lymph node dissection n patients with stape-] -breasi
CaNcer.

Tor diagnosis, (he surgeon should provide the palhologist with a
specimen comtaimng at least 10 fymph nodes {Cady ard Sears, 1956). ;

There is & 25-30% cror in the shinical staging of the axilla that is 25%
of palpable nodes will be an uninvelved on lislological analysis, while 35%
of axilla with no palpable nodes will be involved. As a consequence, axillary
dissection Las been ihe standard melhod to evaluale axillary noge
pivolvement {Rub&u el ai., T988).

However, variations in axillary anatomy have not been describer i
most texts of operative surpery or anatomy (Kutivanawata et af., 1998). .

S, come the impartance to determing the potentially invalved grouss
of axillary lymplt node in patients wilh breast carcinoma.

Hence, the aim of this work is (o hightight on the pattern uf axillary
node mctastasis  in-patients with breasl cancer. Moreover, to detect any

variations iu the sites of lymph node groups to be involved.



