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Abstract 

There are numerous serious varieties of cancer that are extremely difficult to treat. As a result, understanding the origins 

of cancer, as well as the practical application of cancer in terms of its role of diagnosis and therapy. Detecting Gastric 

cancer early and correctly diagnosing it histopathologically increases the odds of an effective treatment.  

Histopathological expertise can help speed up and simplify oncological examinations in this method. According to 

their various natures, breast and gastric cancers have different tissues and rates. Gastric cancer is still one of the most 

lethal cancers with a dismal prognosis. New gastric cancer classification based on histologic characteristics, genotypes, 

and molecular phenotypes aids in better understanding the peculiarities of each subtype and improves early detection, 

prevention, and treatment. The goal of this essay is to go over the new gastric and breast cancer classifications so that 

they can be used in management and therapy. 
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Introduction 

Breast cancer is the most common cancer in women, 

and unfortunately, the age of onset of this disease has 

decreased. The reason for this is the referral of patients 

in the advanced stages of the disease so that still the 

most common cause of death and severe disability due 

to breast cancer late diagnosis (1). Cancerous and non-

cancerous masses in the breast are also different. 

Fibroadenoma is also an important tissue mass in the 

breast (2).The most common benign breast mass is a 

fibroadenoma, which is usually a painless, circular 

mass with a rubbery or cartilaginous consistency. 

Fibroadenomas are usually solitary, but in 10-25% of 

cases can be multiple. 

 

 

  

The disease is more common at younger ages but can 

occur in all age groups 3. In most cases, these lumps 

are 2-3 cm at the time of diagnosis but can grow within 

a few months. When the fibroadenoma is larger than 5 

cm, it is called Giant fibroadenoma. Definitive 

diagnosis of fibroadenomas is made by a combination 

of physical examination, ultrasound, and postoperative 

Fine needle aspiration (FNA) examination. On physical 

examination, these lumps are firm with a smooth, round 

wall with a rubbery consistency, there is no 

inflammatory reaction around them, they are fully 

mobile, they do not cause sagging of the back or nipple, 

they are often palpable, and a groove is felt when 

touched (3-5).  
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In the classical form, a mass with definite soft and solid 

boundaries is seen whose craniocerebral length is less 

than transverse length. In the diagnosis between a cyst 

and a fibroadenoma, mammography cannot help much, 

but ultrasound clearly shows the cyst cavity. The 

presence of fibroadenomas does not increase the risk of 

breast cancer (4). Of course, neoplasms may occur in 

the epithelial elements of a fibroadenoma - like the 

epithelium of other parts of the breast - but overall 

cancer is very rare in a newly discovered 

fibroadenoma. Half of the neoplasms that occur in 

fibroadenomas are ICSI (in situ lobular carcinoma), 

25% are infiltrative carcinomas, and 15% are 

intraductal carcinomas (5). The possible diagnosis of 

fibroadenoma in the breast must be confirmed by FNA 

and CNB (Core needle biopsy). Unfortunately, this 

stage is not well established in our country, and due to 

the lack of sufficient facilities for needle aspiration 

with ultrasound guidance and the lack of CNB in all 

centers, there is a strong desire to remove a 

fibroadenoma. Simple and digital mammography and, 

if necessary, magnification mammography - performed 

in one day for the patient. In the case of benign masses 

such as fibroadenoma, after a thorough and accurate 

history and appropriate physical examination, the 

patient is sent to a special doctor's room for ultrasound 

and simultaneous needle aspiration with ultrasound 

guidance (6). Ultrasound is performed with a 14 and 16 

MHz probe and in addition to accurately determining 

the volume and nature of the mass, a new and very 

interesting elastography method is used to better 

identify the accompanying masses and the consistency 

of the mass. At the same time, the orthopedic surgeon 

solids the mass (Cystic) with the help of ultrasound, 

and the sample is immediately taken to the pathologist 

for observation. In less than an hour, the pathology and 

cytology results are known and the patient is sent to the 

CNB room to confirm the diagnosis. Core sampling is 

performed carefully and after examining and 

determining the benign nature of the mass, even in 

cases of large fibroadenomas, the patient is scheduled 

for further control and large incisions and resection of 

the mass are not performed (7). 

The anatomical structure of the breast 

Each breast is made up of lobes and lymphatics. Each 

breast is made up of 15 to 20 sections called lobes. Each 

of these lobes is made up of several smaller parts called 

lobes. The lobes and lobular are connected by tiny 

ducts called lymphatics. There are also several blood 

vessels and lymph vessels in each breast. Each of these 

lymph vessels carries a colorless fluid called lymph. 

All of these lymph vessels lead to small organs and 

beans in a shape called lymph nodes. These lymph 

nodes help the body fight disease and infection. Lymph 

nodes are present all over the body. Lymph nodes are 

found in groups near the breast, under the armpits, 

above the clavicle, and in the chest (8, 9). 

Morphological and histological signs of breast cancer 

include the presence of a swollen or firm mass inside 

or near the breast or under the armpit, changes in the 

shape or size of the breast, the presence of wrinkles or 

dimples on the skin of the breast, and the release of any 

fluid. Apart from nipple milk, especially if this fluid is 

bloody, scaling, redness, or swelling on the breast, 

nipple, the presence of depressions in the skin of the 

breast, so that these depressions look like orange peel. 

In this case, this complication is called Peau d’orange. 

These symptoms may occur in some normal people and 

are not necessarily "specific to breast cancer" (10, 11). 

Breast cancer is often very difficult to diagnose in 

pregnant or breastfeeding women, who usually have 

tender and swollen breasts. Women who are pregnant, 

breastfeeding, or giving birth often have sensitive and 

swollen breasts. In this case, the diagnosis of small 

tumors is very difficult and often the diagnosis of breast 

cancer is delayed. Because of these delays, cancer is 

usually diagnosed in this group of women in the 

advanced stages of the disease (12).   

Biopsy  

A tissue sample from a suspicious mass and examined 

by a pathologist under a microscope to look for cancer 

cells is called a biopsy (13).  

Factors affecting the chances of recovery and 

treatment of breast cancer 

Factors influencing recovery include the stage of 

cancer (mass size, axillary lymph node involvement, 

and distant metastasis), the status of the estrogen and 

progesterone receptors in the cancer cells, the status of 

the HER2 receptor cancer cells, the presence of general 

cancer symptoms, and the patient's general health (14, 

12 
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15).  Once breast cancer is diagnosed, tests are done to 

see if the cancer is present only in the breast itself or if 

it has spread to other organs.  Some ways of spreading 

breast cancer include spreading through adjacent 

tissues, invading adjacent tissues, spreading through 

the lymphatic system, cancer also invading the 

lymphatic system and spreading through the lymph 

vessels to other parts of the body, and finally Through 

the blood, cancer invades the blood vessels and spreads 

through the blood to other parts of the body (16).    

When cancer cells are isolated from the primary tumor 

and spread to other parts of the body through the blood 

or lymph, another (secondary) tumor forms. This 

process is called metastasis. The second (metastatic) 

tumor is the same as the first tumor. For example, if 

breast cancer spreads to the bones, the cancer cells in 

the bone are the same as the breast cancer cells. In this 

case, the disease is metastatic (17).  

Staging of breast cancer   

The stage of breast cancer represents the rate of 

progression of the disease in breast tissue and other 

organs of the body and directly indicates the survival 

rate of the patient following cancer. The more 

advanced the disease, the shorter the patient's lifespan. 

Breast cancer stages include Stage 0 to stage four 

(Stage IV) It is worth noting that the choice of 

treatment is based on the stage of the disease (18).  

Stage 0 or intraductal carcinoma (in situ) 

There are two types of breast cancer in the in-situ stage.  

1. Ductal carcinoma in situ (DCIS) 

At this stage of breast cancer, abnormal cells are seen 

non-invasively exclusively in the lining of the ducts of 

the breast and have not invaded the basement 

membrane and other parts of the breast. If the disease 

is not detected and treated in the DCIS stage, the cancer 

cells continue to grow and invade the basement 

membrane and other breast tissues (19). 

2. Lobular Carcinoma in situ (LCIS ) 

At this stage of the disease, cancer cells are found only 

in the lips of the breast. LCIS rarely become invasive 

cancer, but having LCIS in one breast can increase the 

risk of developing cancer in the other breast (20).  

 Stage I 

In Stage I, cancer has formed and this stage is divided 

into two stages: Stage IA and Stage IB. 

Stage IA and Stage IB. 

1. Stage IA  

The tumor is less than 2cm or 2cm in size and the 

cancer cells have not spread outside the breast tissue. 

2. Stage IB 

No disease or tumor is found in the breast at this stage, 

and only small clusters of cancer cells (larger than 0.2 

and smaller than 2 mm) are seen in the lymph nodes. 

Or, the tumor is 2 cm or smaller, and small clusters of 

cancer cells (larger than 0.2 and smaller than 2 mm) are 

found in the lymph nodes. 

Stage II 

The second stage is divided into two stages, Stage II A 

and Stage II B. 

Stage II A  

No tumors are found in the breast, but cancer is found 

in the axillary lymph nodes. The tumor is 2 cm or 

smaller in size and has spread to the axillary lymph 

nodes. Or the tumor size is larger than 2 cm and smaller 

than 5 cm and has not spread to the axillary lymph 

nodes. 

Stage II B 

The tumor is larger than 2 cm and smaller than 5 cm 

and has spread to the axillary lymph nodes. The tumor 

is larger than 5 cm but has not spread to the axillary 

lymph nodes. 

Stage III 

The third stage is divided into three stages, Stage III A, 

Stage III B and Stage III C. 

Stage III A 

No tumors are found in the breast at this stage. And 

only cancer is found in the axillary lymph nodes, glands 

that are either attached or to other parts of the breast, or 

cancer may even be found in the lymph nodes near the 

breastbone (10). The tumor is 2 cm or smaller. In this 

case, cancer may spread to the axillary lymph nodes, 
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which are either connected or to other parts of the 

breast, and cancer may even spread to the lymph nodes 

near the breastbone. The tumor is larger than 2 cm and 

smaller than 5 cm. In this case, cancer has spread to the 

axillary lymph nodes, glands that are connected or to 

other parts of the breast, or may even have spread to 

lymph nodes located near the breast bone (11). The 

tumor is larger than 5 cm. In this case, cancer has 

spread to the axillary lymph nodes, glands that are 

connected or to other parts of the breast, or may even 

have spread to the lymph nodes near the breast bone.   

Stage III B 

At this stage, the tumor may be of any size and cancer 

has spread to the chest wall or breast skin, or cancer has 

spread to the axillary lymph nodes, glands that are 

connected or to parts of the breast. It may or may not 

have spread to the lymph nodes near the breastbone. 

This stage of the disease is called inflammatory breast 

cancer, which is associated with skin involvement (12). 

Stage III C 

At this stage, there may be no signs of breast cancer or 

a breast tumor of any size. Or cancer may have spread 

to the chest wall or even to the skin of the breast. 

Cancer has also spread to the lymph nodes above or 

below the collarbone. It has spread to the axillary 

lymph nodes and lymph nodes near the sternum. Stage 

IIIC Breast cancer itself is divided into operable and 

non-surgical. In the operative stage, the cancer is found 

in 10 or more lymph nodes. The cancer is found in the 

lymph nodes below the clavicle. Cancer of the axillary 

lymph nodes is found near the sternum. Inoperable 

Stage IIIC cancer has spread to the supraclavicular 

lymph nodes (21). 

Stage IV 

In stage 4 breast cancer, the disease has spread to other 

parts of the body. These organs often include bone 

tissue, lungs, lungs, liver and brain (22) (Figure1). 

 

 

Figure 1. Advanced (metastatic) breast cancer. 
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Inflammatory breast cancer 

At this stage, cancer invades the lymph vessels of the 

breast skin, causing them to become blocked and the 

breast to become red and swollen, and the person may 

feel warmth at this point. It is called d 'orange. In this 

case, a certain mass in the chest may not be touched due 

to severe swelling. This condition of breast cancer can 

occur in any of the stages of Stage III B, Stage III C, 

Stage IV (23, 24).  

Recurrent breast cancer 

Recurrent breast cancer is cancer that has come back 

after a full course of treatment. Cancer may come back 

in the breast tissue, chest, or any part of the body (25). 

Gastric cancer 

Gastric cancer (GC) is a type of cancer and its most 

common form is adenocarcinoma or glandular cancer 

of the stomach (26). 

Other less common types of stomach cancer include 

lymphoma (cancer of the lymphatic system) and 

sarcoma (cancer of connective tissue such as muscle, 

fat, or blood vessels). Gastric cancer kills about one 

million people worldwide each year (27). 

It kills many people around the world and is twice as 

common in men as women and is the fourth most 

common cancer in the world. It is more common in 

people with blood type A. Embryonic cell debris in the 

esophagus and upper third of the stomach is a risk 

factor for gastric cancer. Embryonic cell debris has the 

potential to become cancerous with routine diagnostic 

tests, X-rays and CT scans that are not detectable (26, 

28).    

Gastric cancer, also known as abdominal cancer, is 

cancer that occurs in the stomach and upper abdomen. 

The prevalence of gastric cancer is relatively low in the 

United States, and it is more common in countries such 

as China and Japan. Gastric cancer is divided into 

several types, and the most common type (about 90 to 

95% of all types) is cancer that occurs in the glandular 

area of the stomach. Gastric cancer may be cured if 

diagnosed early, but unfortunately in the advanced 

stages of the disease the result is not very satisfactory 

(29, 30). It should be noted that the presence of risk 

factors does not always mean getting the disease and 

only increases the conditions for getting the disease. 

Helicobacter pylori infection leading to chronic 

gastritis. Of course, many people who carry this germ 

will never get stomach cancer (31). 

Helicobacter pylori (H. pylori) 

Helicobacter pylori is a curved gram-negative bacillus 

that lives in the labia of the gastric mucosa and 

sometimes in the duodenum and esophagus. This 

bacterium is by no means part of the natural flora but 

causes chronic superficial and diffuse inflammation in 

infected people in the stomach (32). 

The biochemical properties of this bacterium are the 

production of the enzyme urease. The disease is usually 

transmitted through oral feces. This is because the 

bacterium is more common in people who are in poor 

health or in people who live in groups. The prevalence 

of Helicobacter pylori is primarily dependent on age 

and geographical area and its prevalence are the same 

in men and women (33). 

Helicobacter pylori can survive in the gastric mucosa, 

where many bacteria are unable to survive. But when 

the acidity of the stomach decreases, other bacteria can 

survive because it may compete with other bacteria. 

Diagnosis is based on radiology, endoscopy, urease 

test, and medical history. But these methods are time-

consuming and sometimes aggressive, and their 

sensitivity is not entirely clear. However, the ELISA 

method has eliminated this problem by identifying 

specific antibodies so that the desired results can be 

achieved in a short time with a non-invasive method 

(34). 

Various studies have shown the presence of antibodies 

against Helicobacter pylori and gastric disease. There 

is a clear relationship between serum IgM antibody 

levels and clinical tissues so that an increase in serum 

immunoglobulin levels is seen in acute gastritis. This 

test is very useful as a rapid screening test and also in 

the early detection of Helicobacter pylori infection 

because the immune response often occurs before 

clinical signs (Figure 2) (35, 36). 
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Figure 2. The process of gastric cancer by Helicobacter pylori.

Conclusion 

Globally, GC is the second leading cause of mortality 

from cancer. Clinical behavior, the biology of tumor 

and outcome may all be predicted by histologic 

categorization. The disease is split into two forms, 

diffuse and intestinal, based on the current Lauren 

classification, with the latter having a better prognostic. 

Diffuse-type GC is the most common subtype in the 

general population, and it is linked to a poorer 

prognosis. BC is the most frequent cancer in the world, 

with a high mortality rate, particularly among women. 

Early detection and proper medical care might raise the 

chances of survival. Because the diagnosis procedure is 

time-consuming and the results may differ amongst 

pathologists, the computer-Assisted Diagnosis (CAD) 

system is critical for enhancing precision. 
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