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Surgery

▪ How?

▪ When?

▪ When not?



When not to?

▪ Urgent settings: experience, reasoning and gut feeling

▪ Planned situations: evidence-based

Do we have new evidence to help us decide?



SABCS 2020: de-escalation 

▪ DCIS

▪ ALND in limited pN1

▪ Axilla in cN1 with ycN0 after NAC

▪ Breast after NAC



SSO-DCIS debate: Active monitoring vs Excision 

Dr. Eun-Sil

Shelley Hwang

Duke University

Dr. Sarah 

McLaughlin

Mayo Clinic 

Florida 

Points of agreement:

High grade and/or extensive DCIS

Young patients 

Symptomatic disease: palpable mass or mass on 

imaging

Frail 

High comorbidity



Occult invasive disease

6-18%



Occult invasive disease missed - so what?

6-18%



Occult invasive disease missed - so what?

6-18%

https://seer.cancer.gov/statfacts/html/breast.html



Occult invasive disease missed - so what?

Innocent DCIS does not always lead to “innocent” invasive disease.

Pilewskie et al. ASO 2016 reported a 20% upstage-rate

18% of them had adjuvant CT recommended

6% TN, HER2+, LVI, LN+

Alexander et al. Arch Path Lab Med 2019 reported a lower upstage rate of 8% but

10-14% of the low-intermediate grade group presented with 

TN, HER2 or LN+ invasive cancers



SABCS 2020: no new evidence supplied

LORIS COMET LORD LORETTA

Country UK US Netherlands Japan

Age >48 >40 >45 >40, <75

Design RCT RCT Patient  

preference

Single arm

Endocrine therapy Possible Possible Not allowed Tamoxifen

Primary outcome 10 years 2, 5, 7 years 10 years 5, 10 years

Opened 2014 2017 2017 2017

Patient accrual 166 600 40 60

Target closed 1200 (900) 1240 340



Until prospective studies are concluded and reported: 

multidisciplinary discussion  & informed decision making

SSO-DCIS debate: Active monitoring vs Excision 



SABCS 2020: de-escalation 

▪ DCIS

▪ ALND in limited pN1

▪ Axilla in cN1 with ycN0 after NAC

▪ Breast after NAC



ALND omission in limited pN1 disease



ALND omission in limited pN1 disease

ACOSOG Z0011

45% N1mic

100% BCS



SABCS 2020: When not to?

▪ Excise DCIS

▪ ALND in limited pN1

▪ ALND in cN1 with ycN0 after NAC

▪ Breast resection after NAC



Axillary management after NAC

Elizabeth Mittendorf

Dana-Farber Cancer Institute



SLNB in cN+ with ycN0 after NAC 



Reduce FNR of SLNB - tricks



Reduce FNR - RISAS trial Netherlands

Janine M. Simons, SABCS 2020

Primary Radioactive Iodine Seed Localisation in the Axilla in 

Axillary Node Positive Breast Cancer Combined With Sentinel 

Node Procedure (RISAS) Following Neoadjuvant Chemotherapy



Oncological outcomes of ALND omission



ALND after residual tumor in SN - does size matter?



SABCS 2020: When not to?

▪ DCIS

▪ Axilla in older cN0 patients

▪ Axillary dissection in limited pN1

▪ Axilla in cN1 with ycN0 after NAC

▪ Breast after NAC



SSO: Eliminate surgery in excellent responders to NAC

Points of agreement:

Not enough science to indicate we can

Dr. Monica Morrow

Memorial Sloan Kettering Cancer Center

Dr. Jörg Heil

Heidelberg University Hospital



Surgical excision after chemotherapy  = important

There is insuffcient data to support another method

Eliminate and measure residual disease

Measuring response : pCR - need for change in adjuvant 

strategy 

(Capecitabine for TNBC -T-DM1 for HER2 positive)

The missing link?

Alternative to predict pCR



Alternative pCR-predictor

MR
• rCR is not accurate enough to serve as a surrogate marker for pCR on MRI after NAC.

(Sener et al, JSO 2019)

• MRI is in fact not an accurate prediction of pCR

(Yu et al, WJS 2019)

Image-guided biopsies

FNR varied from 5 to 49% in retrospective studies



Alternative CPR-predictor

Seoul Nat’l University 

Hospital

German Multicenter study Dutch MICRA Trial NRG-BR005

N 40 398 167 98 (cCR)

Imaging characteristics MRI Tumor < 5cm   

OR lesion/backgroung 

enhancement <1.6

Mam/US MRI complete response                    

OR > 30% size reductiion 

AND residual <2cm

rCR OR              

Mam: mass<1cm, no 

calcifications         

US: mass<2cm     

MRI: no mass with suspicious 

kinetics

Exclusion Diffuse residual calcifications.    

Multifocal cancer >3 at 

presentatiion

Biopsy At least 5 cores.   Alternating 

14G CB and 10G VAB

US guided VAB (63% 7-8G) 8 US guided 14G cores of clip 

site

8-11G VAB, 4 cores

FNR 30.8%                   

(95% CI 14-70%)

17.8%                  

(95% CI 3.4-10.5%)

37% overall               

45% in rCR group

FNR 22.5%

In case of

MRI ≤ 0.5, L-to-B SER ≤ 1.6, 

and cores ≥5

FNR 0 

(n=27)

In case of  normal mammo, 

US + VAB

FNR 6.2% 

(95% CI 3.4-10.5%)

Lee HB, BCRT 2020;182:97 Heil J, SABCS 2019 Vrancken Peeters M, SABCS 2019 Basik M, SABCS 2019



Invest in studies?

Combining negative VAB with promising 
radiological results

Larger-core VAB

Combining VAB and machine learning with deep 
learning algorithms

MRI guided biopsy (Sutton et al, JAMA Network Open 2021:4)

NPV 92.8%

accuracy 95%



General Conclusion SABCS

We are planting the seeds of change…

Seeds of further surgical de-escalation



SABCS 2020: Take home message

▪ DCIS - Seeds planted, waiting for fruit

▪ Omission ALND in limited pN1- Fruit tasted and approved

▪ Axilla (cN1-ypN0) after NAC - Fruit ripe, plant our own Belgian seeds

▪ Breast after NAC - Plant more seeds?

Questions?
marian.vanhoeij@uzbrussel.be
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