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Breast cancer: presentation

Lump/mass   69%   

Screening   23%

Nipple discharge  2%

Pain    1%

Skin tether   1%

Others    4%  

< AGE 40 94% PRESENT WITH A 

LUMP/MASS!!!



Triple assessment

1) History and Physical assessment P score

 

2) Imaging (Ultrasound + >40 Mammogram)

   U score and M score (or R score)

3) Needle core biopsy:     B Score 

     1-normal, 2-benign  3-indeterminate

         4-suspicious    5-malignant 



Taking a history: Age
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 risk of 

breast cancer

10% reduction for 

every year delay,14

x2 risk if over 30 

compared to <20

x3 risk compared to 

women >3 

pregnancies

10% increase

Age of menarche

Age 1st pregnancy

nulliparity

late menopause

post-menopausal

obesity

Approx. 1% for 

each Kg > ideal 

weight

Endogenous oestrogens and breast cancer risk



HRT effects on breast cancer 

incidence in 50yr old women

Time on HRT Expected 

cancers

Extra cancers in 

HRT users

Never users 45 in 1000 N/A

5 years use 47 in 1000 2 in 1000

10 years use 51 in 1000 6 in 1000

15 years use 57 in 1000 12 in 1000

Remember 6 less colon cancers 













Biopsy: The Mammotome
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Willet et al Best practice  2010



DCIS: ductal carcinoma in situ

Low grade

uniform cells

cribriform/ 

micropapillary

no necrosis/ atypia

Intermediate grade

mild/moderate atypia

cribriform/ 

micropapillary/solid

with/without 

necrosis

High grade

pleomorphic nuclei

irregular nuclei

frequent mitoses

necrosis



Grade 1                                         2                                          3

Least Aggressive / slow growing                                   Most Aggressive/fastest growing

Other cancer Lobular 10% (medulary, tubular, papillary, metaplastic= Special types 10%)    

Invasive Ductal Carcinoma   of  No Specific Type 

(NST)

80% of all cancer



FIGURE 7.3
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Anatomy and lymph nodes 



Sentinel Node Biopsy



FIGURE 8.7
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Adjuvant Treatment after Surgery

All patients who have had WLE need Radiotherapy.

If ER or Pr receptor positive- Endocrine therapy for 

at least 5 years.

Premen   =Tamoxifen

Post men=Aromatase inhibitors 

         eg Arimedex ,Letrozole, Exemestane



Adjuvant Treatment after Surgery

Chemotherapy:

All  who are node +ve or ER/ Pr-ve

Node –ve patients who are:-

Young women under 40. 

Large cancer >3cm if grade 3, or LVI+ve
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Obstetric claims total 

13% but cost 64%

Breast is lost in General 

surgery costing 3%

Total cost of claims 

£2.6 Billion

2022-2023.
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Standard of Care:--What is it 
for Breast?

Best Practice Guidelines                  Oncoplastic guidelines 2012 updated 2021            Nice 2009/2018

ABC of breast diseases 1994-2012
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Beware the focal nodularity-P3

Needs a core biopsy!

Willet et al : Best Practice 
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comMissed cancers are usually  P2-3 U1, 

                    without review or biopsy
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Tumour Volume Doubling Times: TVDT: How fast does it grow ! 

Benjamin Gompertz 1779-1865



Tilanus-Linthorst et al Clinical Cancer 
Res 2007;13(24) December 15, 2007

Peer et al :.Cancer, June 1,1993,Volume 71, No 
11. 

Ryu et al Eur Radiol 92014) 24:2227-2235.

Faster Doubling times seen in:

AGE <50   (single most important factor )

Grade III

Biology: Triple negative > HER2> ER pos

Pregnancy

BRCA status (often Triple negative)

Ki 67 positive: a marker of proliferation

Gene carriers grow the fastest = 28 days  

80 days for under 50s

188 days for >70s
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Tools to demonstrate causation

https://nomograms.mskcc.org/breast/

https://breast.predict.nhs.uk/predict_v2.0.html

http://radclass.mudr.org/content/doubling-time-calculation-
growth-rate-lesion-or-mass

http://www.lifemath.net/cancer/breastcancer/therapy/index.
php

For tumour size

For nodal status

For survival prognosis

For years of life lost 



Example of back calculation:

35 female, No FH, referred with lump UOQ left breast .

Patient seen in clinic: 1/1/20  P3 lump uoq: imaging normal u1: discharged.

Patient seen in clinic 1/1/21   P5 lump with lymph node : final pathology 
   T2 35mm IDC G3, Er positive Her 2 neg. 1 node pos.
 
Back calculation:

http://radclass.mudr.org/content/doubling-time-
calculation-growth-rate-lesion-or-mass
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Treated : T2 (35mm) N1 M0
Mastectomy, ANC, Chemotherapy , 
Radiotherapy.

Hypothetical : T1(8.5mm) N0 M0 

WLE/SLNB,   RT, Endocrine therapy. 



Supplementary Figure 4a.  Proportion node-positive vs. primary tumour volume (logarithmic scale) 
among ER+/HER2- patients stratified according to tumour size by 1-mm intervals (N = 693,686) 
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T1 8.5mm N0 M0 Tamoxifen                                                            T2 35mm N1 M0 

Survival reduced by 11% over 15 years .



15.9 yrs-11 yrs=  4.9 years lost3.8 yrs -1.2 yrs=2.6 years lost

Amount loss due to breach=   4.9-2.6 = 

                       2.3 years of life lost



What’s been lost?

Breast Form

Shape, volume, skin 

surface area

Nipple/areola complex 

specialised structure

Ptosis, movement

Function - lactation, 

sports, activities, sexual 

wholeness

Psychological and social 

deficit





Skin Reducing Mastectomy- utilising patients own dermis

Journal of Plastic reconstructive and Aesthetic Surgery (2007)xx,1-6



Pre operative skin 

marking for skin 

reducing mastectomy 

and single stage 

reconstruction

A:Proposed nipple height 

when nipple reconstructed.

B+C new NAC-IMF (6-9cm)

D-optional skin bridge    



Head

Skin

Pect Maj sutured to 

dermal flap

Pectoralis  Major sutured to Dermal-fatty flap covering implant



Closure of skin envelope in Reduction  Wise Pattern



Acelluar Dermal Matrix Implant recon

Total Pre pectoral cover

Most common used technique today

2016 to current 

Subpectoral ADM Implant 

Reconstruction 2008-current 

Useful technique in some complex cases



Implants

Benefits

Relatively ‘simple’

Small scars, no 
donor site scars

Reversible and 
replaceable

Short anaesthesia 
and recovery period

Problems

Engineering/prosthetic 

limitations/deflation

Foreign body/infection

Capsule formation

Limited 

projection/ptosis

Poor Inframammary 

fold

BIA-ALCL a rare cancer

      1 in 5000 cases



Skin Necrosis Ultimately leading to loss of implant 

Aggressive management even if strattice not exposed. Consider Exchange of 

Implant for tissue expander with lower initial volume with skin debridement





Latissimus dorsi flaps

Large volume

Autogenous fat layer

Weight & ptosis

Flap viability

Variable skin shape/size

Acceptability with 
implants

Bicipital groove tendon 
division



4 stage Procedure

1 2

3

4



LD flap complications

Poor back scar

Shoulder dysfunction

Shrinkage, retraction

Back seroma

Implant problems if used

Longer recovery / time off work



DIEP flap



DIEP flaps

Benefits

– Weight, warmth, 
volume, movement, 
‘natural’

Problems

– Intense peri and 
postoperative care

– Abdominal 
complications

– Flap complications

– Long scar



TRAM complications

Ischaemia and flap failure

Fat necrosis

Poor planning

Abdominal hernia

Loss of sensation in abdomen



40 % of  women treated for Breast Cancer

 require mastectomy

But most can have both an 

oncological and cosmetically good outcome..
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