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1. nImmauNsqenued (breast self examination:
BSE)
2. neamarnunineunndvisayaanmenisunngn lfsunag

Wnausu (clinical breast examination: CBE)

3. ngamafaulATastnanIniaiIun (mammeography:

MM)
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2. Voluntary screening
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2. Voluntary screening
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* nistinsim (surgery)

* nisananas (radiotherapy)

* 2pll (chemotherapy)

* egeflun (hormonal therapy)
* Target therapy
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Role of surgeon

D efinite treatment
Palliative treatment

advance surgery management in breast
" ancer by dr.chanin apiwanic



Tissue diagnosis

advance surgery management in breast
] ancer by dr.chanin apiwanich




° Age  Ultrasound e FNA
© Examination * Mammography * Core-cut biopsy

s = |+ . .
Confident d.tagnosls in 95% cases
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* Fine needle
aspiration

e Core needle
aspiration

* |ncision biopsy

%7 Tissue diagnhosis

* Excision biopsy

* Needle
localization biopsy

* microdochectomy
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Fine needle biopsy us

needle to make mult
Needle biopsy:

A needle is used to draw th h 1
sample fluid and tissue passes throughn a lum

from a lump to be studied
drawmg out tissue anc

Withdrawn fluid and tiss
|
further evaluated to
determine if there :

cancerous cells pr
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small incision 2rtiR
insertion of a spring
loaded hollow needle
specmen removes several sa
’ The patient only re

local anesthetic.
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Core needle biopsy
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) IDIEE nostic Accuracy of Various

Test gensitivity Speci 1city

CBE 60-89 % 60-99 %

|
' Mammography 83-93 % 73-97 % }

~ Ultrasound 89-91 % 97-98 %

FNAC 65-98 % 93358

Cp bined 99-100 % 99-100. %0

advance surgery management in breast
cancer by dr.chanin apiwanich
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management:Operation

1. Breast management
2. Axilla management




R Breast management
* Old concept  New concept
1. Radical mastectomy 1. more aggressive in
2. Total mastectomy breast conserve
3. Modified radical SUrscls
mastectomy(MRM) 2. Less invasive in
MRM

4. Breast conserve
surgery(BCS)
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EC/ Breast-Conserving Surgery for Central
Tumours: “NACectomies”

* Periareolar Technique




W/ Plastic Surgical Techniques In Breast
nc - Cancer Surgery (Oncoplastic Breast
Surgery)
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before

Breast conserve surgery with
reduction mammoplaty




Breast conserve surgery with
reduction mammoplaty
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”C{ Breast conserve surgery with
reduction mammoplaty

before
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\?C/M/ Breast conserve surgery with
reduction mammoplaty

o After







AV

NC]|

T!ha .a'J'J 20,9

gery mana




&1 Partial mastectomy with LD Flap

advance surgery management in breast
cancer by dr.chanin apiwanich




nct - Nipple-areola sparing mastectomy and
TRAM flap reconstruction




Thailan

Mastectomy with autologous reconst.

* LD flap
e TRAM flap

Mastectomy

Mastectomy with implant

reconst

Reconstruction with
skin redundant

Reconstruction with
skin
insuficiency




nel Mastectomy planning

* Staging
* Oncologic margin
* |ncision
— Periareolar
— Tennis racket
— dumbell
e Purpose of reconstruction
— Aesthetic

— Defect correction
— palliative
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"<l contraindications for breast reconstruction

e Uncontrolled and non-resectable local
chest wall disease

* Rapidly progress systemic disease
* Pt. who have serious co-morbidity

e Pt. who are psychologically unsuitable




‘z\i// LD flap reconstruction

NCi . .
T hailand 7
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Risk factor for flap reconstruction and
need delay vascular procedure

e Obesity

* Smoking

e DM

* Autoimmune disease




d donor-site morbidity after bre

Pedicled Free

TRAM TRAM
flap flap

Total flap <1% 5-7%
loss

Partial flap  28-60% 6-8%

loss

Fat 27-40% 7-13%
necrosis

Abdominal 8-28% 5-8%
bulge
Abdominal >6% 4-6%

IththQ'rOQéén ELB, Mala;(ﬁ/g\M-surgery management in breast

cancer by dr.chanin apiwanich

Breast Disease 2002; 16:93



nél Complication

e Partial flap loss
— Debridement and direct closure
— STSG
— Further flap procedure

e Unexpected loss of volume after RTx or following
atrophy of muscle component

— Corrected by augmentation or addition surgery to the
opposite breast

e Complete flap loss
— Debridement of all necrosis tissue
— STSG
— Further flap procedure




Surgical techniques

Pre operative planning
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Mastectomy and TRAM flap
reconstruction




NV
ncr Skin sparing mastectomy and TRAM
flap reconstruction




\
wc/m/ Skin sparing mastectomy and TRAM
flap reconstruction




%/ Skln sparing mastectomy and TRAM
flap reconstruction







lymph node dissection
tinel lymph biopsy

advance surgery management in breast
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D ADVANTAGES

Staging of the axilla
= Prognostic factor
= Subsequence adjuvant therapy

Loco regional control of the disease
= Decrease axillary recurrence ( 0-2%)

mogram era
reening / Early detection
Negative

advance surgery management in breast
" ancer by dr.chanin apiwanic




PLICATION OF A

MORBIDITY AND COMPLICATIONS INCIDENCE

Seroma 4.2-92%
Paresthesia 53-70%
Lymphedema 2-32%
Pain 4-22%
Stiffness 0-10%

Wound infection 5.6-14.2%

Brachial plexopathy 0.3-5.6%
advance surgery management in breast
cancer by dr.chanin apiwanich




RAL HISTORY OF AX
METASTASIS

PRIMARY TUMOR SIZE AXILLARY LN METASTASIS

Less than 1 cm.
1-5 cm.

Greater than 5 cm.

*Carter CL, et a
1989; 63:181-7

advance surgery management in breast
cancer by dr.chanin apiwanich




NCi

Thaiyand

Axillary nodes
Level Ill

Axillary veir}

Pectoralis minor \\\} \\\\m\ \

muscle

Latissimus dorsi ‘
muscle —— —— \ \

FIGURE 76.3 The axillary lymph nodes are divided into three levels by the pectoralis minor muscle. The level I
nodes are inferior and lateral to the pectoralis minor, the level II nodes are below the axillary vein and behind
the pectoralis minor, and the level III nodes are medial to the muscle against the chest wall.
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Principle is that b
cancer will drain to
"first" node or senti
node before draini
higher echelon node

Negative SLNB =
Remainders are Neg

Axillary recurren
ALND

Skip metastasi




Table 5. Axillary recurrence after negative SLNB and no ALND

Giuliano et al. [14] 67 xn 0
Roumen et al. [15] 100 4 1 (1)
Veronesi et al. [16] 285 14 0
Chung et al. [17] 208 26 3 (1.4)
Reitsamer et al. [18] 116 22 0
Blanchard et al. [19] 85 29 1 (0.1)
Badgwell et al. [20] 159 32 1 (0.6)
Naik et al. [21] 2340 31 3 (0.12)
Winchester et al. [22] 614 28 1 (0.16)
Janssen et al. [23] 401 26 2 (0.5)
Van der Vept et al. [24] 106 35 1 (1)
Torrenga et al. [25] 104 57 1 (1)
Swenson el al. [26] 580 33 3 (0.52)
Veronesi et al, [7] Q53 38 3 (0.3)
Zavagno et al. [27] 479 36 1]
Langer et al. [28] 123 42 1 (0.8)
Kokke et al. [29] 113 37 1 (1)
Jeruss et al. [30] 633 n 2 (0.4)
Veronesi et al. [9] 167 i) 1 (0.6)
Palesty et al. [31] 335 33 2 (0.6)
Takei et al. [32] 822 3 4 (0.5)
Heuts et al. [33] 344 43 3 (0.9}
Berghvist et al, [34] 2246 37 13 (0.6)

advance surgery management
SLNB, sentingl lymph node biopsy; ALND, axillary lymph aede dissestiom apiwa
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”_ nel SLNB |

" New modality to assess axillary LN status
= SLND ADVANTAGE

® | ess invasive

" | ess morbidity

= STANDARD METHOD OF AXILLARY
ASSESSMENT







Subcutaneous

Deep Fascia

Deep
Tissue

Lymph
Capillaries
(20~70 (£ m)

Superficial
Lymph
Collecting
Vessel
(150~350 £ m)

Deep
Lymph
Collecting
Vessel




INDICATION ﬁm

= INVASIVE CANCER
1. Clinically node-negative T1-2

b C|S

1. High risk of invasive disease
=  Microinvasion, high grade, lesion > 4 cm

2. Required mastectomy




ald CONTRAINDICATION

Pathologically (FNA) node-positive
Inflammatory breast cancer

Prior breast surgery

Prior Axillary surgery

Prior breast Or axillary RT

Palpable axillary LN

Pregnancy

Allergy to blue dye or radioisotope

1.
p.
3.
4.
5.
6.
.
8.




~ = Frozen section
= Touch imprint cytology

Histopathologic study

| [mmunohistochemistry
‘Reduced FNR




SURGICAL TECHNIQUE

MAPPING TECHNIQUE

1. Vital blue dye injection
= 1% isosulfan blue dye/ patent blue V dye
= Visually identified blue-stained LN

2. Radiocolloid injection

= Technetium-labeled sulfur colloid

=  lLymphocintigraphy with gamma camera or
handheld gamma probe

3 Combine technique
" |ncrease identification rate




Panel 3: Technical aspects of sentinel-lymph-node biopsy
Type of tracer

Blue dye-eqg, patent blue dye, isosulphan blue, methylene
blue

Isotope-eg, sulphur colloid, nanocolloid
Site of injection

Peritumoral

Intratumoral

Subdermal

Intradermal

Subareolar
Timing of injection
Blue dye: intraoperative
Isotope: 1-2 h presurgery or 24 h presurgery
Postinjection massage of breast
Preoperative lymphoscinti ment in breast

cancer =Dy drichaffin apiwanich







Table 1+ Comparison of results of sentinel node biopsy guided by dye alone with
dye and radioisotope

Dye alone  Dye and radioisotope Pvalue
Success rate 83.9% 94.9% 0.006
Sensitivity 81.0% 100 % 0.011
Specificity 100 % 100 % 1.0
Accuracy 94.9% 100 % 0.018
False negative rate 19.0% 0 % 0.011
Mean number of sentinel node (range) 1.8 (1-6) 1.9 (1-12) (a7

Kazuyoshi Motomura Sentinel Node Biopsy for Breast Cancer: Technical Aspects and

Controversies Breast Cancer Vol. 14 No. 1 January 2007




Table 2+ €omparison of results of sentinel node biopsy between intradermal injection and

subdermal injection

Intradermal injection  subdermal injection Pvalue
Success rate 100 % 92.7% 0.048
Sensitivity 90.5% 94.7% 1.0
Specificity 100 % 100 % 1.0
Accuracy 96.7% 98.0% 1.0
False negative rate 9.5% 5.3% 1.0
Mean number of sentinel node (range) 2.5 (1-6) 1.9 (1-12) 0.056
Success rate of lymphoscintigraphy 96.7% 37.0% <0.0001

Kazuyoshi Motomura Sentinel Node Biopsy for Breast Cancer: Technical Aspects
and Controversies Breast Cancer Vol. 14 No. 1 January 2007

T —




Table 134-1 -- Technique of SLNB
Technique MNo. of Studies No. of Patients ID Rate % FN Rate %
Periturmoral (dye) 13

Fentumoral (Isotope) 11
Periturmoral (both) 7
Dermal/subdermal a
Subareolar 14
SLNB, Sentinel lymph node biopsy.

733 793
1186 86.1
3288 882
1487 96.75

256 97 3

9.3
78
a0
2.9(523)
1.1(268)




("

Table 4+ dThe results of intra-operative examination of imprint
cytology and frozen section of sentinel nodes on a patient basis

Imprint cytology  frozen section Pvalue
Sensitivity 90.9% 52.0% 0.002
Specificity 98.5% 100 % 0.47
Accuracy 96.0% 88.1% 0.06

Kazuyoshi Motomura, Sentinel Node Biopsy for Breast Cancer: Technical Aspects and
Controversies, Breast Cancer Vol. 14 No. 1 January 2007



Table 134-2 -- Intraoperative Assessment of Sentinel Lymph Node
Author

Patients (n) Sentinel Lymph Node Positive Intraoperative
Rubio et al.

Permanent Sensitivity
Cwill et al.

Z hitrasin et al.
Maotormura et al.
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Advance surgery management in breast cancer
* breast management
breast conserve surgery = more aggressive
mastectomy = less aggressive

oncologie and cosmetic concern both breast
e Axilla management

SLN
ALND







