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= Is the most frequently diagnosed non skin cancer in

women 25% .
. mmmeﬂ cause of death in women.

-@)of all cancers in women between 40-55 y, ~dd* 5> Female
= I million case diagnosed annually in the world.
= (70% |of women have no risk factor.

= One fifth of breast cancer occur in women less than
s_oyo So i\ Camwan i old “%e fomaie..

= Now 5 y survival rate is around 90%. i deves fesl Coenies
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Etiology and risk factors

Hormonal influence

Q‘b menatone and \mde MENOP AUDE —» &ﬁak-’e Breas) Gantar

= Age of menarche, and menopause. s ATBabits o gy
= Number of pregnancies, age of first Pregnancyy; ., y .z onsws 4
= Nulliparity. ve pegrany —s1 sk £ Biewt cuncac- Boltash Cantat 3y G2

= Breast feeding hlston;y‘?.m Rremst foeafing — A ek o Breas} Concit

Ahan

=« Oral contréé’erﬁilve 2 pills, and HRT. 4 >« o Breasd conaus-
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- G Y} Guntargl a1~ 69-F0
Age (o N — A6sk o Bewd G ¥ 'W"?uk— ncidancc o B ’ Bgurs old--

“ Obesity ,alcohol , lack of exercise.:-

“LSocioeconomic status. . «sk £ Biewd G-

* Dietary influence, i =4 & - edmens 74 fisk o Bitws3 G 3

* Family history :Inherited susceptibility 10%— =" =™
‘OEarly age of onset .

“Bilateral disease.

*©*Multiple primaries in the same lady.
*@Two or more first degree relatives affected
“9BRCA I, BRCAII, P53, HER2, ER. [+ atfectd genesdo

i dvon in e Heacs .. Cc;-\-u&c“. 2
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Breast Cancer, in unaffected 60-90%

women (up to age 80} [35 2.9

Lifetime risk of a new cancer in 30%
the other breast in woman who

have already had abreast Syearrisk of newbreast 5 year risk of new breast
cancer in one breast cancer 10% cancer 5-10%




Who Should be Tested for BRCA Mutat_ions?

You should consider genetic testing

for BRCA1 and BRCAZ mutations if any of the following

factors are present on either side of your family history:

= Anyone in the@gamily with Ovarian Cancer.,

= Two or more first-degree relatives (mothers, sisters,
daughters) wi history of breast cancer.

= Any first-degree relative diagnosed with breast cancer at
or before age fifty.

= Three or more first and second-degree (grandmothers,
aunts) relatives who develop breast cancer.

= Any first-degree relative with a history of cancer in both
breasts. .

= Any first or seoond-?ggree relative with a history of both
breast and ovarian cancer.

= Breast cancer in any male relative
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Risk Factors for Breast Cancer

Obesity .-

Alcohol

Lack of Physical Activity ; Stress —
Radiation Exposure
History of cancer: breast, uterus, cervix, ovary e

Hormones: estrogens in Hormone replacement
therapy & Birth control pills +

Genetics : certain conditions that are inheritated

y




Prevention—4 bet ams
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Breast Cancer Risk Factors
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Factors that increase risk
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Breast SCre€ning . m»wpeckor & educctie ask 4 frout
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* Reduce risk of deaeast cancer in .
women 50-65 y by BOWD. so wesind i memegiam «r gt 42 2=

SClecaia s age Pl (il facter WOivL £

e gar - EVEry 1-2 years.
L  Two views (cranio caudal} and (@blique).

* Tumors are usually , small , well differentiated , . s. » fafate 279
* Node negative. o ibeb 10 Bim 043 0 o
» 10-15% of breast cancer are not seen in

Mammograms . s. . @ vecy imgsiant-
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Clinical Breast Examination

« Performed by doctor or
trained nurse practitioner

v~ Annually for women qver
40yrs

« At least every 3 years for
women between 20 and

40 yrs

More frequent
examination for high risk ,

patients




Diagnosis and investigations

History +BSE

)
Clinical examination|C BE]: Both breasts,

@ Lymph nodes, A%a an Supracla\éggular

region.

Imaging]of breast disease .
ltrasound—o nek sc.mzn'na n‘\ndu\:\j bt bgnn.&*- fof d\ﬂam\l--

Below 35y

Tumor size, and margins supp_lg_n_agn:aog to
mammo as screening modality. nmegans oL =

Solid or cystic (simple-complex)
Single or multiple.

Localize lesions us gui 10

Sensitivity of US for DCIS is low compared to
mamos G Jucta\ Caccinerma in Sidm.-
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Symptoms




Symptoms and signs
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Edema and|peau d orange |

Erythema CRedness)
L pnte dhan Uz o Rrear}..,

L indicade ;,\Ehmm-\ob Bleay) Cunter




~

'\;Pe e reAfa CAtown

\ue wndre Sieary




¢ Mammograpny
* (Not/ below 35y,two views+ magnification views.

8 Most guide lines recommend start mamo
eening at 45 Y annually until 55Y then
w /b nnually till 74 y.

* High risk start at40Y.
Classification of radiological appearance g1ReDS--

Parenchymal distortion, poorly defined mass,
speculated micro-calcifications

R1 normal
R2 benign
R3 indeterminate

R4 probably malignant
R5 malignant
R6 Biopsy proven malignancy




SC ree n i ng Can detecd smaller GanGer...

—» Average-size lump found by woman
practicing occasional breast self-exam
(BSE) manjjou=dia gy BSE gt v

w3 s
Average-size lump found by woman

—s practicing reqular breast self -exam
(BSE)

~, Average-size lump found by first
mammogram

‘ f W Average-size lump found by getting regular

mammograms




BIRA DS Breast “"‘“D"‘a "ff‘d"g and decte 305‘\-0'\ CoVlecdian-

Neeod additional Recall for additional
Imaging or prios Iimaging and/or await priors
. examinations examinations
[ Sc'{and\
(o**yt\‘b Negative o~ Routine screening
Benign - Routine screening Essentially O
"
.;V\S’B Forow “f Probably benign Short interval follow-up (6 but

months)

” N
Suspicious Tissue diagnosis ’(_‘.l‘,‘)l ow suspicion for

malignancy to
!

) Moderate suspicion

nLCxJ B(o?sa for malignancy | » to
" =5
‘FNA 4‘“((4* ‘ ¢) High suspicion for

malignancy | y 1O

Highly suggestive of lNissue diagnosis

et

malignancy

Known, blopsy Surgical excision when

woven malignancy clinically appropriate
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AlMmost entirely SCattered areas o Merogeneously Extremely dense
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WO Views mammograms

Cranio-caudal CC
Oblique




Tomosynthesis 3D mammo-— = <« & o
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(1960 ) (1970%) 1980's\ (2000%) (Present}

Industrial film Xero- Film screen Digital Digital breast

P

mammography  mammography mammography mammography tomosynthesis
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X ol;ai'h_\\
A mahgnancy easily missed with conventional 2D mammography
was clearty seen with Hologic 3D Mammography

- . > s
| .
. . b " .
L L L B -
’ l -
N
il
'




Routine mammography Views

l..-Cranio-caudal (CC)
zadis media! ack oA Breast 5 Gyas
L MLO view ) 6o 35T Bleast S & .‘,u.:

IlMedio-lateral
oblique (MLO)

wper owked o‘.,u}(..\{ - TH\"Y )'c.'-.:-'«ﬁ
P Brgagt.-



Crests of Duret

Nipple-Areolar
complex

Ao Avili 200
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W M PASVITUMY L ORIV I Y 00 ST CIiitidied S8 A8 i Th Nl
=« “FINA cytology scale (0-5)

- Sensitivity 95% , Specificity 95%.

sCore biopsy. [« o Bigsy)

«COpen biopsy.

OMRI, PET, inspccims cnier Pt ro-rlee s

MS'"/ in Se.w.n dense &nu«t of in Wetedidarq Bcenid Canlif.m

g °::‘N3 £Tumor markers CEA , CA 15.3, bone scan .
Ul Y o MRI ey L
» High sensitivity 95% for IDC (less DCIS),
= High risk population. —~
» Low specificity..~
= Dense breasts.

w PET CT Scan.

\,,»e" 5




Other investigations

= CBC, LFTS
s Chest X-Ray .
®
= Serum calcuum,Efﬁ Bone profile.

Lo foc  h4Pet Cultiewa (n Bane met

= Liver US.

i CEA CA15 3/CA 125 C4mm¢ .fmck-u.sﬁ
.ﬁl"' % ‘) ¥ %mﬂ- A..an e 4 OValan CanCace
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# mosd Comman Sile o Rreast met =z - lumbec verteloat ...
CAben Anormcic vecleblae Yhen iliac spiney..




Normal Heart
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Normal left kidney
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Normal bladder
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Pathology

= Breast cancer arise from terminal duct-
lobular unit.

* Localized to basement membrane are(in|

DCIS, LCIS .

* Invasive cancer .. -

* 80% are No Special Type (NST).

* 10% are Lobular«~

* 5% Medullary , Mucoid, Papillary e tye 4

s duchl Gxina3)
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Pathology of breast cancer
(foot & stewart calssifiction) Breast cancer |

W.H.O. Classification of Carcinoma of the Breast

Ductal carcinoma in situ v~
Lobular carcinoma in situ

Paget's disease of the nipple (without mass) —

Invasive ductal carcinoma -- 80% .— NoSfecial "a"ﬁ--
Invasive lobular carcinoma 109% <—

Mucinous carcinoma - 29%

Medullary carcinoma - 5%

Papillary carcinoma -- 1%

Tubular carcinoma 1%

Adenoid cystic carcinoma

Secretory (juvenile) carcinoma

Carcinoma with metaplasia (metaplastic carcinoma)

l Apocrine carcinoma

Inflammatory carcinoma

) 48:52/55:58




Pathology report

- S&e of tumor. L femrcen A o

" Typ__anwade (bloom —Richardson).

= Clearance of resection margins.

= Presence of tumor multi-focality. o ~vicenisic
= Lympho - vascular invasion.

= DCIS around tumor.

= Axillary lymph nodes, . wie ivafier e size f oot

= Hormone receptor status ER PR. - HERZ rcfior-

& s Pcoqestensn..
Cs‘\foa,_, ?J




TNM CLASSIFFICATION

« Primary tumor
« Tis Carcinoma in 1 situ .
= Tla Tumor less than 0.5cm. ]
T < 2

* T1lb Tumor less than 1 cm.
* T1C Tumor less than 2cm.
*T2 Tumor 2-5cm.

* T3 Tumor more than 5cm .

* T4 Tumor extension to chest wall and
skin.




T.N.M. Staging

ndvende Tue




Continue

Reqgional lymph nodes N

» N6: No lymph nodes .-

* N1: Mobile ipsi-lateral lymph nodes -
* N2: Fixed ipsi-lateral lymph nodes -

* N3: Metastasis to internal mammary, infra
and supra clavicular lymph nodes . —

Distant Metastasis M
* MO: No distant metastasis.

= M1: Distant metastasis.




[} Cap shade

N (L.N. status):~- All - Ipsilateral

mobile axillary
fixed axiliary
nfraclavicular

ntermmal mammary with axillary

supraciavicuiar

M (Metastasis):-




Staging and prognostic factors

CIinF'cal staging Sy
survival

[Stage | Tumor < 2cm TINOMO) |85%

No LN metastasis
Stage |l Tumor <5cmT1-2N1  |66%
Nodes not fixed
localy advnied 2 Stage | Tumor > 5 cm 41%
Ritaay Gmse Invasion of skin

Supraclavicular LN
metirss otage IV Distant metastasis 10%

@(\a %‘ea.‘{' G

Canlay...




T.N.M. Staging

S | O‘La Breast Omntac
o W10 o

Shage? rotally advanced disease




Stages of breast cancer
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= FNAC. ~~

= Tru Cut Core Biopsy..—~
= Stereotactic needle biopsy. .-
as a \PS mass ) d:."—‘hexcision biopsy%m,\ rrop | [ '&.a.«a fermale has

= Punch biopsy. L obwne Boc paged dn Atk nipple-
Cwe_ tHule \"w'-d‘g— 4o lum 4o 8*-43. Y

e:bﬁah‘\w lool. weCan qut-\-

B\‘oeg W"




I1II- Biopsy

’_.mo'w\- Common *'ﬁf" oA Breat %"'P“a

FNAC (Fir adle Aspiration)

.Can be d(;ujg- for non-palpable masses.
FNAC takes individual cells
Does not show architecture

No epithelial cells -

Inadequate .-

Benign .-

Atypia o— popaviy-Dergyin..

Suspicious .-

Malignant -

*




- Fine Needle Aspiration \\-\

Cytology (FNAC) - nede 23 ond o
%;.\na we dmke Cy
« e.g FNA of breast, » pauwsvi

thyroid, LN, Mass.

¥

>

‘..

- »

ard Bk oy ALESNA -

—— TJ &‘lEfel£A¥iq¥ %ev‘ain -EWM
m\nm\m\- malies...

Cused £or any

* It is done with 23gauge needle and material is collected on a slide ; a
smear is made using 100% alcohol

* Minimum 6 aspirations are done

* Giemsa , pap, H&E stains are used - v
O epithelal cells

FNAC
{ SCamty epthelal cells ., benigr
) 98 ” ¢ \
£ C ‘engn cells
Vmﬂy-. :
98- 10 B o
) e Atypical cell
False negtive 2-10
C. SUspKIous cells
False positiv Near 1

Malgnamt cels




Cytologlcal DlagnOS|s

| CS /Mdllg nant

igh nuclear to cytoplasmic ratio

Variable shape

C4: Suspicious for malignancy

Atypical cells with a high nuclear 1o cytoplasmic ratio and moderate
pleomorphism

’ t ) OuDs ] Bapod r n the backg

C3: Atypical

Mild anisonucieosis and nuciear crowding may represent hyperplastic
change

gifferential ncludes an atypical ductal or ow gr

C2 vaqn

Benign group of ductal epitheli d cells
) I |

C1: Inadequate

Low cellularity specimen with blood and fragments of adipose tissue

eQuired ! : ass i icatx




TrU = CUt " Opsy dalce Piwzw# Ve Ceote D) fam A Rreast..

Cun i £E. between th Riormadima QJQM_:,\\J“ Awwnac) Se has hith altuttcs -

PRINCIPLE OF TRUCUT BIOPSY

s Knoew .ue '& Nsit or 'ln\lﬂ$§\-+“m( 2o E & QV‘CL D R Sdaaduny- SHEATH
=y LNTV NELOLE \'ﬂl"'.ld-ll--v'!'lllnlll
Q 4 L'W(ﬂwm\g
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Cheme +h.rq(a]

a0

M omeeoue mro Lesion

S SIEATHOVIERIRIDLE TO CUT SPLCOIMEN

RAW NEEDLE, SHEATH AND SPECIVMEN




Tru-cut (Corse

Used for
2 3 cn
operable cases candidate for mq
Normal tissue / unsatisfactory
Benign

——e

Lesion uncertain malignant potential

——————————————

Suspicion of malignancy
————————————— S .
In situ malignancy

Invasive malignancy




> Stereotactic needle DIOPSY .. . pimo: wir
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FIGURE 2 (% Right magnification mammogram views (craniocaudal [A] and lateral
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Carcinomas in Sitl cy- s A+~ sro-

"\?ut. f"‘“\':omafj

n DCIS 70 - 75 %
L'Nid»& C,mo:.-=——,

@ .
m(LCIC 25 % - L%/ |
. ConCar L0 S ma C&v\-\' net e M(-anoma_)...

1 nsk JP mmVas e %(ea;:'\-

@@_g_et’s disease \of nipple\without mass 1-
2%.

-




" Carcinoma in situ l

{ doesn't penetrate the basement
membrane)

==
— —TCintact BM -

Ductal carcinoma Lobular carcinoma : :
in situ in situ pajet disease

no clinical sgn ¢~ -AFFecting nipple and

-originat from |
areola

~No microcalcifictions

-C\P: mass .pain . discharge by mammograme~ -Eczema like condition

-ipsilateral &= -bllateral o+~ -female>40
-2% of breast cancer

~common(25-70%) -less(25-35) -1




Carcinomas in situ

LOBULAR CARCINOMA IN SITU o+ bigpicat duckal hyperplasia-
Not true malignancy. w Aeisk £ Breasd cuncec.

Cancer risk is 1%.

2/3 in Ipsilateral breast.  , ..o

Bilateral in 30%, multifocal in 50%.- magbe ma W cantic-.
MonthlyBSE} Biannual @BE ,Annual Mamo.

5 Years prophylactic/tamoxifen;.: cige..

= No rule for local excision, chemo-radiation. ccee i~ v potymeeh

ik How makinnasy e \obula¢ a«o‘m;*ﬂ nsitun [Bad)
“Trae ma\-'an-ngw




DCIS v m“\'a“""{j we have to deal width (4.
= Impalpable disease .

Cun ce€ i} 3n Mama [ micrs Gl §vcndion)

= Majority asymptomatic.

= 75%-85% present as micro - calcification|.

~ =
iy .
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Ductal carcinoma in situ

oY BM invasienm

= M cells in Ductal system, no stromal invasion.

G0

= Abnormal calcification in Mammos.
0
= Lymph node Mets\“ \\.< Al /o“.x_w

beast i EIRCS (!RI AND ,Tamoxifen .
s“(a"a {achcot+Wefa
a Esgtrogen receptor status is important .
and PR
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..~ Van Nuys Prognostic Index (VNPI)

{ ® D
\’é L{“j o a{@@u Inhe Guetinema indha d@:f’ﬁﬂ@ oni~ Site o lesien
® fm{%y.a
e SCORE GIVEN 1 BN

——_ C«%‘-{Q?\‘C‘*Cev& @ e

Margin width (mm)

Pathological Non high grade | Non high grade | High grade with
Classification without necrosis| with necrosis necrosis




» QO Lvo—2 breast cancer ||

Leae Modiflied Van Nuys

. ade N
Prognostic Index

Score 1 2 3
Size (cm) <1.5 1.6-4.0 >4.1
“Group” - Necrosis + necrosis CX)
Margins (mm) >10 1-9 <1
Age >60 40-60 <40
Total Score

4-6 lumpectomy alone

7-9 lumpectomy + XRT

10-12 mastectomy

Problems

Not validated on external datasets
Model revisions have likely resulted in over-fitting on the training dataset
Only a small minority of all DCIS patients fall at either extreme

— ~
Silverstein, Br 12003

Il » o) 1833/4524 v & a-




¢ sod ¥ODCIS TYPES

® Papillary Subtype
(®)Cribiform Subtype

G)Solid Subtype

@Comedo Subtype

ore malignant than non-comedo subty;j

" —~ +/ ™\ 7 1y $ ~ \
) .:.'()(.r"‘w(- LO Invasive Lype




anagement options

Surgery :is crucial element in multi-displinary

tréatment of breast cancer. MTE kv decide $in. besh Hy op¥iem
of W) ?4 -

. o,
* Main benefit is to achieve loco-regional control

of existing disease. & primary A o2

* Reduce the risk of loco-regional recurrence.

* Combination with chemo-radiotherapy less
aggressive surgery is needed \on breast and

xilla. Yy
d. s s 7’_{_.“‘,
w7




Types of mastectomy

Lq(\\\nfa W 4 Bftast )\ d2w -
cLumpectomy Total Mastectomy Modified Radical

C‘“‘d a-h.dﬂ. lota) eXcision o\\\‘J s\’"‘e‘l Mf‘skﬁ\'o*‘a
(AAW §alla maraia- Bieask X g2 o Mastectomy




Types of mastectomy

- ¢Removal of the entire breast

ll_\_\_ll‘k'. FO”‘G’)

- ¢“No_dissection of lymph

nodes or removal of muscle

Sometimes adjacent lymph
nodes are removed along

with the breast tissue




Types of mastectomy

(MRM):

Removal of breast ussue
—————————

and axillary lymph nodes.

No removal of pectoral

muscle

P

3 modifications:
l).llL'\ 'S l/
Scanlon’s. v~

Auchincloss. &~




Types of mastectomy
Liie W3S \ead t* oksei%qﬁ'ln foll--gs(m\‘\:)—_) £ e Breast--

Most extensive type

Breast tissue, axillary lymph
y 13

o —

nodes and pectoral muscles are

. v..)y,b Disadvantages:

\d“‘ . Bad scars and unacceptable

defon lllll‘\ —

Reduced range of mobility of

\'h'llltl\‘X ‘/




Q_*_).\ Rt femates Cpecflercd iy dscad esfi @lyy o (et fernale .

Breast conservation: ... ..; ;i cs..

skicd)
to Xal® (J.Z‘"a”()-ﬂ ré’"\ @
g5 8% @ il o 118 o e e ol e S

RS Sjp__l tumor 4-5 cm large breast.«  yesiesteny-
* Peripheral location..~

* No multi-centricitys~ o »«\Wifel
* No extensive LN involvement no Metz. «
- Removal of tumor with one cm of

.yW

\ Cm

surrounding normal breast tissue. s . e S“‘*z g =
« Axillary lymph node clearance..-

- RoSHOIaUiOterapy. - --- -

" Post op chemotherapy..-




ypes of SKin-sparing Mastectomy Incisions

of NQW$'-.G\‘3 ™M ek 3 WSt en.
it b o) Fernale Al €

Small Hiptical Periareolar Small Eliptical Periareolar Pertareolar with Lateral Bdensior
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5. BREAST CONSERVATIVE SURGERIES

1. | 1 | ‘WLE)/ Partigl
Mastectomy

Removal of unicentric tumour with
1cm clearance margin.

Incision: Over tumour + Axillary
Dissection + RT

Removal of entire quadrant with ductal

system with 2-3cm normal breast tissue
clearance. Part of QUART Therapy
(Quadrantectomy + Axillary dissection + RT)

Not advocated now.

y (=WLE)

Term rarely used




A. Traditional Non Sparing Mastectomy

Super (Extended) radical (Urban)
Radical mastectomy (Halstedt)
Modified radical mastectomy

« Patey’s operation

= Auchen-closs operation
Total mastectomy
Simple mastectomy
Toilet mastectomy

B. Sparing Mastectomy [ prefered 7

Skin sparing mastectomy (S.S.M)
Nipple sparing mastectomy (N.S.M)

Subcutaneous mastectomy




Luminal A

Luminal B

HER2-enriched

Basal-like

Low grade

High ER

~40% of all breast cancer
Good prognosis

Higher grade

Lower ER

~20% of all breast cancer

Poorer prognosis than luminal A

High grade

Often node positive

P53 mutations

~10%-15% of all breast cancer

High proliferation

BRCA dysfunction

~15%-20% of all breast cancer
Poor prognosis

ER+, PR+, HER2-
Low Ki-67 (<14%)

ER+, PR+/-, HER2+/-
High Ki-67 (>14%)

ER-, PR-, HER2+

ER-, PR-, HER2-
CK5/6
Or EGFR+




Continue

@)mastectom v( modified radical
mastectomy)

~"= Multifocal disease Large tumor more
than4-5 cm

= Central lesion. elo. ti syl ooresla complex..
«« Small breast.

4 Patient Wish._.... o e adi o o b o3 tu0ls 225 300 62
. - P d
«« Nipple involvement.




Axillary dissection

Level of Axillary dissection

e.mu.‘\!al.éve/ I . Lateral to pectoralis minor
““"s Level IT Behind pectoralis minor reieiv>

noh above i

= Level III Medial to’pectoralis minor(apex)

& Qxi\\uctj LN mete oalk c,\';n‘\O\\b of v\ nad ,lck-d“-J

L Ax,llag node sampling o i |

4+ Axillary node clearance So we do sentiner LN Bisfy
. Sy b

.= Internal mammary lymph 5% ~BPA o Sl oL

¥ femal Wy Rreast Cunter _\,@ qx\’\\qa LN we should Ol° ax:\\“‘a disection.
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) Sentinel
nodes
, Probe Tumor and

substance 4 ' sentinel nodes
orgye « removed
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node and vessels !

Tumor
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7 A
.y Valves allow
¥ | \ »  fluid to flow in
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) One direction
= only




Box 1

American Society of Clinical Oncology Guidelines: Indications
for Sentinel Lymph Node Biopsy, 2005 and 2015

T1,T2

Unicentric or multicentric

Ductal carcinoma in situ with mastectomy
Any age

Any body mass index

Male or female

Prior excisional biopsy

Before or after neoadjuvant therapy

May omit axillary dissection for patients with one or two positive sentinel lymph

nodes




ALND Is Not Required for Patients Who Meet All of the Following Criteria:

T1or T2 tumors

Clinically node negative (even if ultrasound node positive)

One or two positive SLNs without evidence of significant extracapsular extension
Patient agreement to complete whole breast radiation therapy

Patient agreement to complete adjuvant systemic therapy (cytotoxic, hormonal, or
both)

ALND May Be Required for Patients Who:

Have T3 tumors

Have more than two positive SLNs

Have been identified as having matted axillary nodes or preoperatively palpable
nodes

Are receiving neoadjuvant chemotherapy

ACOSOG, American College of Surgeons Oncology Group; ALND, axillary lymph node
dissection; SLN, sentinel lymph node.




»~ Radiotherapy

pon) of-
. Esls'ential part after breast cancer surgery. iy . ecs -
* After wide local excision.
* T3 ,any T 4 , inflammatory breast cancer.

in marieche =

* To breast flaps, for patients with high risk of
local recurrence

= Large tumors,(node +ve
= Lympho-vascular invasion
* Axillary radiotherapy

* 5 Days a week for 3-5 weeks

O gl P md.:.-\»hram b7 W @S K mastechey WUSY ¢




Systemic adjuvant therapy

Include
= Hormonal - .3

= cytotoxic chemotherapy +- [n&w&wﬂt& Cumothempy)

) mas'\e_c:\oma. CdJ\ju\mn-\ c,kzmo-\ucqm}..

Woman risk of recurrence Pre. o ferative
* Nodal status

= Tumor size

= Tumor grade

Hormone receptor status

Menopausal status, age

Vascular, neural invasion




cndocrine therapy
SERM <« "

.
1. (Tamoxifen\ Steroidal drug

= Synthetic partial estrogen agonist.

= Anti estrogen , compete with estrogen on its
receptors. “or st ool o edmen in W)

* Reduce recurrence rate by 25% and death by
17%.

* Reduce risk of contralateral breast cancer by
50%b.

* For estrogen receptors +ve.
* Pre and post menopausal patients
* Preventive agent.




TAMOXIFEN

= Dose:(20mg daily for 2-5 years
Sidéveffects

= Endometrial cancer.

= DVT,PE.

* Hot flushes weight gain.

= Loss of lipido , vaginal dryness.

* Hyper-calcaemia.

* Nausea and vomiting.

2. Raloxifene evista 60-120 mg daily
Antiestogen on breast and uterus

Positive effect on lipid profile,




Aromatase INhIbItOrs ;. uedn gt mmspasa

e VAL N oo

* Prevent conversion of androgens to estrogen
iggfat and muscle, and breast cells.
P

st menopausal women

» Anastrazole( Arimadex) 1mg daily
» [etrezole (Femara) 2.5 mg daily

* NO side effects of tamoxifen

* Pure antieostrogen

* Fluvestrant (Fasoladex)
= 100 Time affinity of TAM on estrogen receptors
= IM injection 250mg monthly

* No hot flushes , no effect on uterus.




Biological response modifiers

= Bind with certain proteins in breast cancer
cell, prevent their growth

» Trastuzumab( Herceptin) .-
* Humanized monoclonal antibody

* In over expression of HER2/neu in one third
of breast cancer patients.

* [HRH agonist .-

= Goserelin acetate (zoladex) 3.6 mg sc
monthly

= Ovarian ablation in premenopausal women
= Reversible




Ovarian ablation

+

= Surgical( open, laparoscopic)

* Low dose radiotherapy

* Medical by LH-RH analogue

* Benefit only premenopausal women

* Oestrogen receptor +ve women.




Cytotoxic chemotherapy

Réduce recurrence rate by 30%
Reduce mortality by 17%
Effect decline with age

Same effect for node+ve and node —ve
patients, OR status

Standard regime was CMF 6 cycles
Advanced disease @ CAF 4 cycles
Taxanes paclitaxel .




Primary systemic chemotherapy
Neoadjuvant chemotherapy

_1..

Systemic chemo before surgery
Reduce tumor size and lymph node status.

Change your surgical options.
Response in 75-90%.
Pathological response less than15%




Locally advanced breast cancer
LABC L'S-‘**a-z 3 Rieast CanCer.-

.@/_OJOf breaSt CaNCer. b4} s\ screen (roarmw 4w incidance reduced-
- d

= 30% will have metastasis

= Tumor which is not cured by local means
« (T3-4 NO-2 MO\

= Measure oestrogen receptors.

* Neoadjuvant chemotherapy Surgery,
followed by chemo-radiation.
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Inflammatory breast cancer

La 222 R Roeast cancey..

» Aggressive type LABC stage II11-6% * it
* Young age, rapid onset. s

= Inflamed, tender breast ,peau d’ orange

= Mass, no mass.

= Erythematous ,indurated ,edematous breast -: cu.:+

- T Cinfection) S0 & teated loa

* Failure of two weeks(antibiotiC\therapy ... ... it wo+wgoed
. Diggposis by core biopsy , stage I1I B-C ‘*_‘%;\‘“ B :;Mi‘:‘*‘
* Neo-adjuvant chemotherapy 2’

““Surgery,¥adiotherapy chemotherapy.

= Bad prognosis. 1 merkliymde.




IBC

= Rapid onset of breast erythema , brawny
induration edema and/or peaud’orange, and/
or warm breast, with or without an underlying

palpable mass. S
= Duration of history no more than six months.

= Erythema occupying at least one-third of the

breast. severe enlacaed axillwy LN -

" have palpable ainTary LNs.

= Pathologic confirmation of invasive carcinoma
by Dermal lymphatic invasion by tumor cells.

C ndi Ge I___E__,_C_—
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Local recurrence
0P qyd’w
q?r)
The best treatment for local recurrence is
ention

. If after breast conservation surgery do
completion mastectomy

After mastectomy

- Small recurrence local excision

- Multiple recurrence wide local excision +skin
graft

- Radiotherapy if not given
- Chemotherapy
- Bone metastasis




Prognosis

[1- Patient related factors:

- Age

2- Sex
3- Pregnancy

4- Obesity




Male breast cancer

= (MBC| 1% of breast cancer.
@ Increase estrogen(Cirrhosis ,0besity). a . gyerssie
“Decrease testosterone(Infection —Trauma-; ¢~ *=*-

GMamps vifus.-

“{j‘;‘,}‘_{'f\‘f ~undescended testicle). (... acei- ocrits - puaiss - Bremd Cancac.
Y BRCAI , BRCAIL. -t
= Most are invasive ductal 95%,/HR +VE .
= Diagnosis: by Triple Assessment  hx:ctaiciewnm - mokilogy _ Bivfeq)
Treatment is modified radical mastectomy

RadiOtherapy o of m-:j'be Chevno \wfa fa
Tamoxifen , LHRH analogue
= CMF




MBC




Breast mass during pregnancy

(Ges}ational Breast Cancer)
e

= (1.5%)of women in child bearing period.
= Most common non-gynecological cancer. i- ovci-

. 2- Vieline -
= Gestational breast cancer. At
b5\, L7 g i
B e ¢k One year celay l w10 and RY

= Lactational changes should be symmetrical. & it i+ Agymeiae
E reESt u l S core biOPSY. AWk abewd Bieasd Gnr--

s (Mastectomy:\is usually recommended.

Q’q‘\— 2ned Jrimester . P“ﬂ Mnca..

v b3 o o3\ w(yé bus Gz —
e Chme dhefapy %}Jv 2 e—
- Seateval LN Q.’opxa‘yl AT




\
/’%

low-level absence of mntemal
-heterogencous echoes (anechoic
internal echoes mtenor),

-ill-defined margins,

-clearly defined
posterior wall, and
enhancement of distal

\‘Ch(y’




