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Breast Anatomy

Anatomy

Most of the breast tissue extends from the edge
of the sternum to the anterior axillary line and
from the second or third to the sixth or seventh
costal edge. It overlies the second to the sixth
ribs and pectoralis major muscle.

Production and secretion of milkare the primary
functions of the mammary glands.

The human breast consists of approx imately 20
separate glands or lobes, each with its own
duct opening separately onto the surface of the
nipple.

The medial limit is the sternum.

The lateral limit is the anterior axillary line.

Mammary tissue also overlies the pectoralis
major muscle on the anterior chest wall and is
attached to it by a layer of connective tissue.

Lymph drains into the axillary, suprac lav icular,
internal mammary and abdominal lymph nodes.

More than 75% of lymph from the breast drains
to the axillary nodes, of which there are 5 sets.

Much of the remainder drains from the medial
portion of the breast to the internal mammary
nodes which lie para-s ter nally.

 

Anatomy (cont)

The breast is very rich in vascul ature (potential
for haemat ogenous spread). The arterial supply
is via the thoracic branches of the axillary,
interc ostal and internal mammary arteries.
Veins form an anasta mosic circle around the
nipple known as the Circulous Venosus. From
here, branches drain blood to the
circum ference of the breast and empty into the
axillary and internal mammary veins.

Predis posing factors

Genetic factors - a family history of breast
cancer, especially in a mother or sister; carrying
a mutation in either of the two recognized
breast cancer genes BRCA1 or BRCA2

Horm ones –prolonged oestrogen exposure in
early menarche, late menopause, nullip arity
(never having borne a child), delayed
pregnancy (having first child after age 35) or
the use of HRT

Previous cancer in one breast

Exposure to ionising radiat ion

Diet and weight

Viru ses

Histology and Pathology

The majority of breast carcinomas are
adenoc arc inomas and are generally classified
on morphology as either ductal or lobular

Most cancers in the breast originate in the
ducts.

Either in situ (non-i nva sive) or infi ltr ating
(invasive)

Invasive ductal carcin oma with no special
features is the most common type of breast
cancer comprising more than 80% of all cases

Invasive tumours are further classified
according to their micros copic appearance and
histol ogical grade such as Medu llary, Tubular,
Mucinous and Papill ary.

 

Histology and Pathology (cont)

Infl amm atory breast cancer  is a rare form of
invasive carcinoma with poor prognosis.

Pagets disease of the nipple is a variation of
ductal carcinoma in situ commonly associated
with an underlying invasive ductal carcinoma.

(40%) originate in the upper outer quadrant of
the breast, 30% occur in the central part of the
breast, 15% in the upper inner quadrant, 10% in
the lower outer quadrant and 5% in the lower
inner quadrant.

Simult aneous bilateral breast cancer is rare.

Diagnosis

Regular mammog raphy is an integral part of
early detection of breast cancer.

Younger women have denser breast tissue,
making it radio- gra phi cally more difficult to
detect malignant change.

Breast screening is aimed at women in the age
groups of 40 – 69.

Women with a geneti c/f amily history of breast
cancer may undergo screening early.

After a suspect lump is located and
mammograms confirm that the lump may be
malignant, a pathol ogical diagnosis is required.

A biopsy or Fine Needle Aspirate (FNA) will
be performed to obtain a histol ogical diagnosis.

Staging

Often follows the TNM staging system.

There is much debate in the area of surgical
staging on whether sentinel lymph node
biopsy or axillary lymph node dissec tion  is
the desired procedure to determine the extent
of metastasis to the axillary lymph nodes
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Staging (cont)

If a diagnosis of breast cancer was invasive, an
axillary lymph node dissec tion  would
determine if the cancer has spread to the lymph
nodes underneath the arm. The surgeon makes
an incision underneath the arm, and removes
the bulk of the lymph node tissue that drains
from the breast.

10 to 15 lymph nodes are removed with this
operation. The remaining tissues underneath
the arm tend to “leak” some lymph fluid when
the lymph nodes are removed; a post operative
drain is left in place for 2-3 weeks.
Approx imately 5-10% of the patients who
undergo an axillary lymph node dissection
experience chronic problems related to the
dissection such as arm swelling
(lym pho ede ma ), or pain or discomfort in the
area of the dissec tion. Almost all women will
have some residual numbness under the inside
of the arm.

Sentinel lymph node biopsy was developed
as an altern ative to the dissec tion.

The lymph ducts of the breast usually drain to
one lymph node first, before draining through
the rest of the lymph nodes underneath the
arm.

That first lymph node is called the sentinel
lymph node. That is the lymph node that helps
sound the warning that the cancer has
metast asised. Lymph node mapping helps
identify that lymph node, and a sentinel lymph
node biopsy removes only that lymph node.

The sentinel lymph node is identified in one of
two ways, either by a weak radioa ctive dye
(techn eti um- labeled sulfur colloid) that can be
measured by a hand held probe, or by a blue
dye (isosulfan blue) that stains the lymph tissue
a bright blue so it can be seen. Most breast
cancer surgeons use a combin ation of both.

 

Management of Breast Cancer

Can involve a combin ation of surgery,
chemot herapy, hormone therapy and radiation
therapy.

The majority of the breast cancer patients that
seen in Radiation Therapy centres will be
treated post operat ively.

Breast cancer management decisions are
based around key patient charac ter istics:

-Age 
-Tumour classi fic ation 
-Tumour grade 
-Tumour size
-Oestrogen receptor (ER) status: positive or
negative 
-Pre or post menopausal

All treatment modalities endeavour to improve
conser vation of the breast, minimize side
effects and enhance the cosmetic outcome for
the patient

Surgical Management

The aim is to eradicate the primary tumour
and any local extension in the hope of
achieving total disease control

Two options: cons erv ative surgery: wide local
excision, and total mastec tomy: complete
excision of the breast parenchyma with
preser vation of the underlying pectoral muscles

Comple teness of excision minimises the risk of
local recurr ence.

The size of the tumour must be taken into
consid eration when deciding between
lumpectomy and mastec tomy.

Breast conserving surgery with post operative
radiation is accepted as being equivalent to
mastectomy in terms of reducing local
recurrence for node negative disease.

There is no absolute limit to the size of a
tumour which can be locally excised without
incurring a high risk of recurr ence; 3–4cm is
often regarded as a practical limit.

 

Surgical Management (cont)

Mastectomy is also preferred when there may
be extensive intra ductal carcinoma or DCIS
which is of high grade and cannot be excised
with clear margins and also in patients where
there are widespread breast calcif ication that
may make mammogram follow up difficult.

Relativity of tumour size to breast size and the
achiev ement of an acceptable cosmetic result
are equally important consid era tions.

Axilla staging – Axillary lymph node status
is the most powerful single variable in the
estimation of progno sis

Axilla staging – Axillary lymph node status is
the most powerful single variable in the
estimation of prognosis. Axillary lymph node
involv ement is related to worse overall
surviv al.A xi llary clearance provides
inform ation about nodal status for both
prognosis and the planning of adjuvant
treatment. Axillary clearance is a standard
procedure accomp anying mastec tomy.

The aims of axillary cleara nce: Eradic ation
of metastatic disease within the axillary nodes,
Assessment of nodal status for evaluation of
prognosis, Assessment of nodal status to
determine adjuvant therapy

Hormone Therapy

The goal is to block the action of oestrogen
on the tumour cells either by inhibiting
oestrogen from binding to the specific
oestrogen receptor or by inhibiting its synthesis.

Tamo xifen is the most widely used hormon e-
r elated drug to treat breast cancer both in the
adjuvant and metastatic settings.

Tamoxifen blocks the uptake of oestrogen and
thus inhibits cell growth.
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Hormone Therapy (cont)

Tamoxifen is more effective in both pre and
post menopausal women who have tumours
classified as oestrogen –receptor positive.
Women with oestrogen receptor (ER)–rich
tumours have 3 – 10 times the benefits of ER-
poor patients.

Optimal treatment duration is still undecided but
current evidence suggests probably 5 years

Tamoxifen has relatively few signif icant side
effects in most patients. There may be mild
nausea or weight gain and younger women may
have annoying menopausal symptoms such as
hot flushes and vaginal dryness.

Randomised clinical trials are ongoing to
invest igate the role of aromatase inhibitors as
an alternate hormonal therapy that either
replaces or are used in sequence with
Tamoxifen.

Immuno therapy

The goal is to help the body produce
antibo dies to attack breast cancer cells.

Only mono clonal antibodies (MAbs) have
been approved for use against breast cancer so
far. But many other forms of treatment are
being studied.

25% of breast cancer patients have tumours
that are HER2+ (Human Epidermal growth
factor Receptor 2 positi ve). HER2+ tumours
tend to grow and spread more quickly.

Women with HER2+ breast cancer: 
-May be less likely to respond to certain breast
cancer treatments 
-May be more likely to have a recurrence

The MAb trastu zumab (Her cep tin) is used in
women with breast cancer whose cancer cells
have too many copies of the HER2/neu gene

 

Immuno therapy (cont)

These genes make extra receptors for growth -
st imu lating factors on the cells, which results in
a more aggressive form of breast cancer.
Trastu zumab attaches to the receptors,
blocking the access of the growth factors to the
cancer cells and slowing their growth. Other
HER2/neu antibodies are now being studied in
clinical trials.

Radiation Therapy

Radiation Therapy (RT) is indicated in all
patients who have undergone Breast
Conserving Surgery (BCS) and are node
negative. Signif icant reductions in the risk of
local recurr ence.

A common dose fracti ona tion regime used
for breast cancer patients is 50Gy in 25
fractions to the whole breast and/or SCF (if
required).

45-50Gy could control 95% of subcli nical
disease.

Doses above 45Gy delivered in 1.8 Gy fractions
resulted in permanent control of subcli nical
disease in approx imately 80% of patients.

Radiation therapy is generally confined to the
chest wall and relevant regional nodes.

The internal mammary (IM) nodes are often
excluded unless they are known to be positive,
due to the high risk of cardiac damage. (Eg.
Patients with left sided tumours and those who
have had Adriamycin chemot her apy). If
treatment of the IM nodal chain, which extends
from the 1 – 3 interc ostal space, is warranted,
electrons can be utilized to minimize the
underlying dose.

Radiation Therapy

 

Radiation Therapy

An elec tro n/p hoton mix  can be employed to
utilize the charac ter istics of an electron beam
as well as decrease the skin dose.

However, these field arrang ements are subject
to matching diffic ulties causing dose
irregu lar ities at the junction. The treatment of
the IM nodes can also be incorp orated in the
photon tangent beams. This is generally not
desirable, due to the signif icant increase of
lung volume irradi ated.

Supr acl avi cular nodal irradi ation is
commonly given to those patients who have
undergone axillary clearance where there is
extensive axillary nodal disease (eg >/= 4
nodes)

The suprac lav icular nodes are usually
encomp assed with a single anteri or- oblique
field. The field is angled medially to avoid the
trachea, oesophagus and spine or
altern atively larynx shielding can be utilised.
Irradi ation of the entire axilla is indicated if an
axillary dissection is not performed, incomplete
or if more that 50% of axillary nodes are
involved. In order to boost the mid axillary
lymph nodes, an opposing posterior axilla field
may be used with consid eration of divergence
issues and the dose to the brachial plexus.

A breast boost is a supple mentary dose of
radiation delivered to the tumour bed.
Rationale for the boost is that most local
recurr ences are at or near the primary site.

Post mastectomy patients may not need
radiot herapy.

Only if: tumours greater than 5cm, axillary node
positive disease, lympho -va scular invasion,
high-grade tumour, positive margins, muscle
invasion
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Simulation

The position that the patient will be planned
and treated in will depend on the size of the
patients’ breast.

The patient is normally treated supine on the
couch top. The patient may have the
ipsi lateral arm  raised above their head, or
both. The arm must be abducted away from the
chest wall to allow access for the treatment
beams laterally. Having both arms up can make
the patient too wide to fit through the CT
doughnut.A device may be required for the
patient to grasp with their hand, and possibly a
Vac Bag to support the arm and ensure
consistent positi oning.

A patient with large, pendulous breasts
represents a challenge to treat as gravity
pushes the breast laterally of the chest wall,
and sometimes superi orly. To treat the entire
breast in this position would mean treating a
larger portion of healthy tissues laterally, or
superiorly the chin. Neither situation is
accept abl e.They are pos0it ioned on an inclined
plane. This will move the breast anteriorly and
inferiorly on the chest wall.

Do not raise the incline plan to the extent that it
produces a breast fold inferi orly. The tissue fold
will produce a build-up effect increasing the
skin dose in the Infra mammary fold and
ultimately the toxicity for the patient.

 

Simulation (cont)

Other options for moving the breast into a
different position are breast rings. tubes of
polyet hylene, looped around the base of the
breast and attached with Velcro around the
patient. This physically lifts the breast, but is
associated with a slight increase in skin
reaction from treating through the tube. It is
possible that the placement of the ring varies at
daily treatment delivery, therefore
compro mising the accuracy of the radiation
therapy. This is minimised to a certain extent if
a tracing of the ring position is taken at
simulation in relation to the tattoo s/skin marks.

A comp ression sock can be used,
micr opore tape, and even Orfit
thermo plastic casts can be used to move the
breast into position. The accuracy of these
methods can vary on a daily basis.

The radiation oncologist defines the treatment
fields on the patient’s skin. Palpating the breast
tissue, and giving this a 1.5 – 2 cm margin,
and marking this as the field edge. Defining the
treatment volume (a PTV) on CT is difficult, as
it is hard to define were breast tissue starts and
stops based on density changes alone.
Therefore the tradit ional technique of field
definition on patient’s skin continues. For post-
m ast ectomy patients, the intact breast is often
used as a reference for the field defini tion.

The breast cancer treatment technique is often
known as “Tan gen ts”. This is from the
radiation fields being tangential in nature. To
treat the entire breast, the radiation fields are
angled across the patients’ chest wall, thereby
minimising the dose to the underlying healthy
lung and heart. There will be a small amount of
lung tissue within the tangent fields to
adequately cover the chest wall.

 

Field technique

Intact breast

The radiation oncologist will define the
treatment fields

Chest wall

For mastectomy patients, there is less tissue
within the treatment volume, often making the
task of homoge neous dosimetry difficult. There
is also an increased risk of seeding –
recurrence in the surgical scar for mastectomy
patients.

To increase the dose to the skin surface and
reduce the risk of recurr ence, the radiation
oncologist will so often prescribe the treatment
to include bolus across the entire treatment
area. The thickness and frequency of
applic ation may vary between centres and
doctors.

Chest wall field deline ation recomm end ations
by RANZCR suggest covering all breast tissue
(or where it would have been) from
approx imately the midline anteri orly, to the mid
axillary line laterally, 2cm inferior to the lower
pole of the breast and to just beyond its upper
pole or about the second rib.

‘The tangential nature of the fields minimises
lung and heart involv ement but ensures the
underlying pectoral muscles are included’

Fields may be outlined clinically on skin and a
CT virtual simulation used to confirm field
placement and coverage of underlying breast
tissue, lung and heart

Field Technique (Tangents + Supra
Clavicular field)

There are numerous techniques that are
applied to achieve a junctional technique for
three and four field treatment techni ques. The
technique can either involve two isocen tres, or
a common isocentre using asymmetric
collim ators.

By Molly
cheatography.com/molly/  

Not published yet.
Last updated 19th October, 2016.
Page 4 of 7.

 
Sponsored by ApolloPad.com
Everyone has a novel in them. Finish Yours!
https://apollopad.com

http://www.cheatography.com/
http://www.cheatography.com/molly/
http://www.cheatography.com/molly/cheat-sheets/2-2-female-reproductive-system-breast
http://www.cheatography.com/molly/
https://apollopad.com


2.2 Female Reproductive System - Breast Cheat Sheet
by Molly via cheatography.com/30516/cs/9527/

Field technique (cont)

Two isocentres means that the fields will
diverge towards each other.

Overlap of the SC field and the tangent fields
will result in a hot spot, which is not
accept able. Some centres will rotate the couch,
or collim ators to match the divergence of the
beams at the junction, thereby minimising the
risk of hot spots. Another technique uses a
common isocentre to achieve a junction match.
This includes a non-di vergent upper level of the
tangents, centring at this level, matching to the
non-di vergent lower level of the SC field.

If the patient is having the suprac lav icular field,
the upper level of the tangent field will junction
with the SC field at the level of the second
interc ostal space. The tangent fields will
otherwise be defined as described above for
the two-field technique.

The field is often angled 1- 15 degrees to angle
away from spinal cord, also minimising dose to
the trachea and oesoph agus. Some radiation
oncolo gists prefer to leave the gantry on zero,
but get the patient to move their neck away
from the field to attempt the same result.

There may be some shielding placed along the
medial edge if there is still spinal cord in the
field, or if the radiation oncologist is shielding
the larynx. The SC field is unlikely to be wide
enough to include any other the humerus. If the
is required to cover particular disease, then a
humeral head shield is to be added without
compro mising nodal coverage. Shielding may
also be used to reduce the dose to the apex of
the lung.

4 Field Techni que

 

Field technique (cont)

The option of irradi ating both the SC and
axillary nodes is made by the radiation
oncologist based upon the number of positive
nodes found at axillary clearance, and the size
of the positive nodes. The four-field technique
can be associated with an increased risk of
toxicity, therefore this will be discussed with the
patient prior to simula tion.

Info rmation to be recorded to ensure that the
patient is treated correctly each fraction.

-Patient Position
-UL reference line – this maintains the correct
arm position
-Tattoo/skin mark location
-Isocentre position in relation to anatomical
landmarks
-Clinical volume delineated by radiation
oncologist – this is the shielding that is to be
maintained each fraction
-Photos of the skin mark the doctor marked as
a permanent reference for any possible queries
at a later stage.

Virtual Simula tion

For those depart ments without a tradit ional
simulator the process for breast cancer patients
is similar to that described above.

The Radiation Oncologist marks the field size,
which are delineated for the CT images by
radio- opaque wires. CT slices will be acquired
at a spacing and thickness of a minimum of 5
mm. The determ ination of shield ing /MLCs, and
treatment angles will be done on the CT slices
– our virtual patient.

Boost to surgical site  a boost dose of 16Gy
after a 50Gy whole breast treatment decreased
the rate of 5-year local recurrence from 7.3% to
4.3%

The largest clinical benefit in patients <40 years
of age, reducing LRR from 19.5% to 10.2%.

To boost the dose received by the surgical site,
electrons are often used.

 

Field technique (cont)

he radiation oncologist will mark the field size to
include the tumour bed and scar by 1 –2 cm to
allow for the dosimetry of electrons belling in.
This clinical mark up is now often combined
with the CT obtained in the planning of the
tangent beams. By putting the electron field on
to the CT, the treatment depth and coverage of
any surgical clips can be confirmed. It is
possible the field delineated in simulation will be
altered to includ e/e xclude tissue inform ation
that the CT has provided. Some centres will use
ultrasound to confirm the depth to the chest
wall. A tracing, photos and measur ements of
field centre will be recorded to be able to
reproduce the electron field on treatment.

Planning

As with all radiation therapy you want to deliver
the entire dose to the treatment volume, while
minimising the dose to the critic al/ healthy
struct ures. For breast cancer this is achieved
by angling the radiation fields across the chest
wall. In this manner the entire breast tissue can
be included within the fields, and the underlying
lung and heart can be shielded out. To
compensate for the contour variation in the
anteri or- pos terior direction a wedge is placed
on the lateral field, with the hot-edge
poster iorly.

3D Optimi sat ion

Not only is there contour variation in the Ant-
Post direction, it is present in the sup-inf
direction.

A patient usually has the greatest separation
around the nipple region of the breast. It is at
this level that the lowest total dose is found,
and the TD that dictates the prescr iption.
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Planning (cont)

Superior and inferior to this level, the
separation decreases. The difference in the
reference conditions means that there as an
increase in the dose deposited at the smaller
separa tions. This can mean that the dose
received is up to 10 % greater than the
prescribed dose. These higher doses can lead
to an increased risk of tissue and lung fibrosis
and increased skin reaction. Ultimately this will
impact on the cosmetic outcome that the
patient will achieve after their course of
radiation therapy.

Beam -in -Beam  uses the asymmetric
collim ation or multi-leaf collim ators (MLCs)
moved into the treatment area, for a portion of
the treatment from each angle. The beam in
beam using asymmetric jaws requires that the
entire UL or LL are hot, because that entire
region will be cooled down. Therefore it can’t be
used for every patient, but MLCs can be used
to the same effect, but with greater degrees of
freedom as to how they are positi oned.

Beam attenu ators (BAs) are thin pieces of
lead that are placed on the patient’s shielding
tray. They attenuate the beam by a
percen tage, depending on the number of
thickness used. These BAs can be positioned
on the BEV on the planning system to reduce
the dose received at the hot spot regions. The
benefit over using asymme trical jaws is that
they can be positioned anywhere in the beam
and made in any shape.

A method of confirming that the correct wedge
size has been selected is by analysing the hot
spots on the central axis slice. If the volumes
(size) of the hot spots are similar magnitude at
the medial, lateral and anterior edges of the
target volume, then the wedge and weighting of
the plan are approp riate for the patient.

 

Planning (cont)

Comp ens ators  are another form of dose
optimi sation that is used to a lesser degree.
They are constr ucted from cement or steel.
These have to be calculated automa tically by
the planning system.

IMRT is a complex form of radiation therapy
that allows the dose to be tightly “Sculpted” to
the tumour volume, while having quick fall off of
dose to keep the dose to healthy structures as
low as possible. The beam is broken up into
tiny segments and the MLCs move to different
positions within the field, often while the beam
is on. This produces a beam profile that was
determined by the planning system.

Electron Boosts. The beauty of CT-pla nning is
that the affect of the patient’s lung can be seen
with the electron boost. It is common that a mix
of electron energies is used to treat the boost,
because the chest wall depth is between the
two treatment depths. For example, a 9 MeV
beam does not cover the chest wall depth, yet
a 12 MeV beam treats too much lung. If the
boost is planned with half of the dose delivered
from each beam, the dose to depth can be
optimised to satisfy the radiation oncolo gist’s
prescr iption.

Internal Mammary Chain (IMC) Metastases to
the IMC are more frequent from the inner
quadrant or centrally located lesions. The IMC
are at a depth of 4 – 5 cm, and can often be
determined with the assistance of the planning
CT. The field width is normally 5 – 6 cm, and
will junction with the medial field edge of the
tangential field.

 

Planning (cont)

Total Dose Plan is generated for any patient
that is receiving treatment to juncti oning
treatment sites. By analysing the total
contri bution of all treatment sites, hot and cold
spots can be located, and corrected if required.
Therefore for three-, four-field and IMC
patients a total dose will be done. It is most
likely that each treatment site will be prescribed
to a different dose, and a different TD.

Treatment

A radical prescr iption will be 45 - 50 Gy in
25 to 28 fractions at five fractions per week
to the entire breast prescribed to an
isodose line following the chest wall.

The SC/Axilla will only be taken to 45/25/5
usually. The SC region will be prescribed to a
depth between 1.5 – 3 cm. With the four-field
technique, the dose also needs to be delivered
at the patient’s mid separa tion.

The inte rna tional standard radiot herapy
schedule for breast cancer treatment delivers
a total dose of 50Gy in 25 fracti ons.

Hypo-f rac tio nated radiot herapy and this is now
becoming more commonly used for early
breast cancer, with the intent of reducing
overall treatment time whilst improving
outcome.

Treatment is often followed by a boost to the
primary surgical site.

The electron boost is usually prescribed 10 - 16
Gy in 5 – 8 fracti ons, often prescribed to the
90% isodose line. Some centres use
bach yth erapy instead.

Hete rog eneity should be between -5% and
+7% of the prescribed dose.
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Treatment (cont)

Typical doses for pall iative breast irradi ation
are 10/1 or 50/20/5. Another possib ility is to
treat to a total of 36-38 Gy treating in 3-4 Gy
increm ents, 3 times a week. All of the
fracti onation schedules aim for control of local
systems, treating large fractions per increment,
while minimising the inconv enience to the
patient.

It is important to remember that with opposed
photon fields, that any change you make to
match the lateral shielding will affect the medial
and vice versa. It is important therefore to check
the shielding of both fields prior to irradi ation.

Tang ential image verifi cation is a minimum
requir ement for breast cancer. This will be
acquired weekly as a minimum in most
centres. For those patients treated with a three
or four-field technique, these fields will also be
imaged to verify field position. The junction also
becomes important to avoid overlap with
tangent fields. Those centres with EPI
(elect ronic portal imaging) or an OBI (on board
imager) may image every field daily.

Compli cations

Info rmation and commun ication are the keys
to supportive care. It is vital that those
intera cting with patients deliver accurate and up
to date inform ation. It is also important that
health care profes sionals have an
unders tanding of the experience of breast
cancer patients in order to assist in the
develo pment of coping strategies

Potential side effects that patients receiving
radiation therapy for breast cancer are likely to
experi ence.

Card iac /va scular Damage

Osteitis of the Ribs is a brittl eness of the ribs
which occurs in up to 2 per cent of cases and
can lead to sponta neous fracture.

 

Compli cations (cont)

Acute Radiation Pneumo nitis s reported to
range from 0.7–7 per cent. When the breast
and axilla are irradi ated, the risk will be at the
upper end of the range because the risk
increases with the amount of lung in the
radiation field. It is, therefore, a rare
compli cation.

Brachial plexop athy is a very rare
compli cation and will only occur when the axilla
and supra- cla vicular fossa are irradi ated.

Seco ndary Malign ancy

Local side effects in the conserved breast
may include abnormal sensation varying
between discomfort and signif icant pain,
partic ularly in the first two years. The end
cosmetic result is affected by many factors.

There is confli cting evidence over whether
chemot herapy given at the same time as
radiot herapy affects the cosmetic result.

Lymp hoedema of the ipsila teral arm

The diagnosis of breast cancer presents
women with several psyc hos ocial issues the
dynamics of which often extend beyond the
patient and affect those around them. The
diffic ulties faced will vary from patient to patient
as personal circum stances and disease
management options differ.

Fati gue is a recognised side effect of cancer
treatment that can seriously affect quality of life
and hinder a patient’s ability to self care and
rehabi litate after treatment. Fatigue is also
tentat ively linked to depres sion.

 

By Molly
cheatography.com/molly/  

Not published yet.
Last updated 19th October, 2016.
Page 7 of 7.

 
Sponsored by ApolloPad.com
Everyone has a novel in them. Finish Yours!
https://apollopad.com

http://www.cheatography.com/
http://www.cheatography.com/molly/
http://www.cheatography.com/molly/cheat-sheets/2-2-female-reproductive-system-breast
http://www.cheatography.com/molly/
https://apollopad.com

	2.2 Female Reproductive System - Breast Cheat Sheet - Page 1
	Breast Anatomy
	Predisposing factors
	Anatomy
	Diagnosis
	Histology and Pathology
	Staging

	2.2 Female Reproductive System - Breast Cheat Sheet - Page 2
	Management of Breast Cancer
	Surgical Management
	Hormone Therapy

	2.2 Female Reproductive System - Breast Cheat Sheet - Page 3
	Radiation Therapy
	Radiation Therapy
	Immunotherapy
	Radiation Therapy

	2.2 Female Reproductive System - Breast Cheat Sheet - Page 4
	Simulation
	Field technique

	2.2 Female Reproductive System - Breast Cheat Sheet - Page 5
	Planning

	2.2 Female Reproductive System - Breast Cheat Sheet - Page 6
	Treatment

	2.2 Female Reproductive System - Breast Cheat Sheet - Page 7
	Complications


