Chapter 16 The Breast 

Structure and Physiology

STRUCTURE

Glands and branching ducts in fibrofatty tissue.

Fixed to chest wall by suspensory ligaments.

Abundant blood supply and lymphatic drainage.

PHYSIOLOGY

Responsive to hormonal stimulation.

Undergo cyclic changes.

Hypertrophy of glands in pregnancy.

Involution after menopause.

Examination of the Breasts

CLINICAL EXAMINATION

Inspection.

Palpation.

Examination of axillary tissues.

MAMMOGRAM

Application: may identify lesions not detected on clinical examination.

Limitation: less useful for examining dense breast tissue of younger women.

MAGNETIC RESONANCE IMAGING (MRI)

Useful to supplement mamogram in selected women with a high-risk of breast carcinoma.

Abnormalities of Breast Development

ACCESSORY BREASTS AND NIPPLES

Breasts develop from mammary ridges extending from axillae to groins.

Extra breasts and nipples occur occasionally.

UNEQUAL DEVELOPMENT OF BREASTS

Breasts may not develop equally.

Disproportion accentuated if breasts enlarge.

BREAST HYPERTROPHY

Overgrowth of fibrous tissue.

Treated by surgical resection of excessive tissue.

GYNECOMASTIA

Enlargement of male breast.

Temporary hormonal imbalance at puberty.

Treated by surgical resection.

Benign Cystic Disease

PATHOGENESIS

Irregular cyclic response of breast to hormones.

May appear as solitary lump.

TREATMENT

Aspiration or surgical excision.
Fibroadenoma

APPEARANCE

Well-circumscribed tumor of glands and fibrous tissue.

Common in young women.

TREATMENT

Surgical excision.

Carcinoma of Breast

NATURE OF PROBLEM

Common malignant tumor in women.

Prone to late recurrence (see Chapter 10).

Early diagnosis and treatment improves cure rate.

BREAST CARCINOMA RELATED TO HORMONE TREATMENT

Long-term estrogen–progestin use by postmenopausal women significantly increases breast carcinoma risk.

Use of estrogen without progestin only slightly increases risk.

BREAST CARCINOMA SUSCEPTIBILITY GENES

Mutant tumor suppressor genes transmitted by Mendelian inheritance patterns.

BRCA1 and BRCA2 mutations increase both breast and ovarian cancer risk.

CLASSIFICATION AND EVOLUTION OF BREAST CARCINOMA

May arise from ducts (ductal carcinoma) or lobules (lobular carcinoma).

Initially in situ but eventually becomes invasive.

May metastasize to axillary lymph nodes and eventually spread throughout the body if untreated.

APPEARANCE OF CARCINOMA

Often has characteristic gross appearance.

Mammogram assists in diagnosis.

CLINICAL MANIFESTATIONS

Lump in breast.

Nipple or skin may be retracted owing to pull on suspensory ligaments.

Skin edema: caused by plugging of lymphatics.

Fixation of tumor to chest wall: late manifestation.

TREATMENT

Modified radical mastectomy or partial mastectomy/lumpectomy followed by breast radiation.

Examine axillary nodes for tumor as guide to prognosis and treatment.

Negative sentinel node avoids need for axillary dissection.

ESTROGEN RECEPTORS IN BREAST CANCER

Estrogen receptors (ER) in cytoplasm fix hormone, move to nucleus, and stimulate cell functions.

HER-2 GENE AMPLIFICATION

Indicates aggressive tumor.

Requires special treatment methods.

ADJUVANT THERAPY

Recommended for most patients.

Anticancer drug chemotherapy.

Antiestrogen drug (tamoxifen) for women with ER-positive tumors.

Aromatase inhibitor drugs useful in postmenopausal women with ER-positive tumors.

TREATMENT OF METASTATIC CARCINOMA

Chemotherapy, hormones, radiation control tumor growth, relieve symptoms, improve quality of life.

Sarcoma of the Breast

FREQUENCY

A rare tumor.

Often large and bulky.

Treated by surgical resection.

Lump in the Breast as a Diagnostic Problem

DIAGNOSTIC POSSIBILITIES

Cystic disease.

Fibroadenoma.

Carcinoma.

Other less common conditions.

DIAGNOSTIC APPROACH

Clinical evaluation.

Mammogram.

Biopsy.
