[TANEIIIZTHMIO

LIATL PON

OrkKiAlO & MH WYHAA®PHTH BAABH MAZTOY

Mapiavva Apyévrou
Etrikoupn KaBnyntpia NevikAg Xe1poupyikAg
Kai Xeipoupyikng Maotou

2020



Lymph nodes P ¢
‘o Jifg

D

I |
W o

Nipple

)
Areola-'/v

Anatomy of the Female Breast

Chest wall
"1

_Fatty tissue

1 .
-Muscle <—- _Lobe

> Ducts
,. J,,“;’\';i -//
e / _Areola

BT fﬂ}}Nlpple

y

s o
A AT -~
&P

e —Lobules

g




AITIEC TTPOCEAEUONG
OTO IOTPEIO NOOCTOU

o [1POCUUTITWHATIKOG EAEYXOGC
« WYnAaentn yada

« Mn-wnAaenth BAABN
 MaoTaAyia

o 'ExKpiypa atro n OnAn



ANWN 1I0TOPIKOU

* ATOMIKO I0TOPIKO (I0TOPIKO ca paoTtou, AKO oto Bwpaka,
Biowiec yaoTtou, nAIKia epunvapxng, EuNvVOTTaUCoNC,
TTPWTNG KUNONG, aplBuou TEkvwy, BnAacpuou,
KATTVIOMATOG, AWng OpuovWwY)

« OiIkoyevelakd 10TOPIKO (Ca paoTou ) wobnKwy Kal o€
TTOI0 NAIKIQ)

o XAPOKTNPIOTIKA OYKIOIOU (TTOTE EN@PAVIOTNKE, AAAQYEC
OTO UEYEDBOC KAl CUOXETION YE KATAMMAVIO KUKAO, TTOVOG,
EKKPIMMa BNANG, epuBpotnta, BepudTnTa)




Duoikn g¢ETaon

e /N NUEPA TOU KATAPMNAVIOU KUKAOU

Superficial Level

Deep Level

Clinical Breast Examination: Practical

Recommendations for Optimizing
Performance and Reporting




Change in skin Change in how the
color or texture nipple looks, like
pulling in of the
nipple.

Clear or bloody fluid
that leaks out of
the nipple




ATtreikovion: MaocToypagia

DIAGNOSTIC MAMMOGRAPHY

Diagnostic mammography can help physi-
cians determine whether a lesion is poten-

tially malignant, and it also screens for occult

disease in surrounding tissue. A radio-opaque

n of Palpable Breast Masses




MaoToypapia

ETnoiwc yvia yuvaikec >40 eTwv P NECO KivVOUVO

OAAQ...

« American Cancer Society — Recommendations for breast
cancer screening 2015 --> paocToypa@ia €TNCiwg yia
NAIKIEC 45-54 €TWV Kal KABE 2 £€Tn >55 €TwWV



BI-RADS

(Breast Imaging Reporting and Database System)

0 (atrapaitnTn N TTPOCOETN ATTEIKOVIOTIKN EKTIMNON)
1 (apvnTIKN)
2 (KkaAonon eupnuaTta)

3 (mBavov kaAontn eupnuaTta — CUVICTATAI
gTTavagioAdynon o€ oUVTOPOo dIACTNHA)

4 (UTTOTTTA EUPAMATA — OUVIOTATAI BloWia)

5 (upnAn MBavoTNTa KOKONBEIa¢ — ouoTaon ATTapaiTATWY
XEIPIOPWYV)



Nol cancer




YNEPHXOIMPAOHMA MAZTOY

AIGKPION KUOTIKNG | CUPTTIayous BAGRNGS

‘EAeyxoc¢ wnAaenTtiic BAGBNG 0€ YUVAIKEC PE TTUKVOUC
MaAOTOUG, O0€ Yuvaikeg <30 £TWV KAl O€ EYKUEG

KaBodriynon xeipiopwy ottwsg FNA, Core biopsy kai
EVTOTTIOUO UE CUPUATIVO 0ONYO

Eav Tapéxeral n duvarotnTa duvauikou Eyxpwuou doppler
EAEYXOC TNG ayyEiwong oupTtraywyv BAaBwyv (CupPoAn oTn
dIaKPIoN KaAoNBwv aT1rd KAkorno<Ig)

MelovEKTNUA : ECAPTATAI ATTO TNV TTOIOTNTA TOU
UNXOVAMOTOC KAl TNV IKAVOTNTA TOU AKTIVOOIAYVWOTN
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MAINHTIKH TOMOI'PA®IA MAZTOY

* YywnAn evaiobnaia (99% yia dinBnTiko, 50-95% yia DCIS)

MeTpia 10IkoTNTa (30-90%) €€ OU KaI OeV evOEikvUTAl YIA
screening Tou TTAnBucuou

Evdeiceic

AcBeveic uwnAou kivouvou (>20% kivduvo £ 6pou (wng)
BRCA1-2 @opcic

[TOAU TTUKVOI paoToi (apa XaunAng d1ayvwOoTIKAC acgiog
uaoToypagia)

EvBEpaTa alAIkovng | TTponynbeica TTAACTIKN €TTEURAON
AIGKpPION TNG TOTTIKNG UTTOTPOTING ATTO TNV OUAN

ExTipnon TNG £€KTAONG TNG VOOOU (TTOAUECTIOKOG,
TTOAUKEVTPIKOG) VIO oXeQIQOMOC TNG BepaTtreiag



@ DenseBreast-info.org and Dr. Wendie Berq ~al




Breast MR| multifocal tumors







*H emiloyn Tty ypnons Ty Kabe amelKoVIGTIKIG ECETAGHS GTO
HOAGTO ECOPTATAL ATTO TV NAIKIA THS AGOEVOUS, TO GKOTTO THS
ECETAONG, TPONYOVUEVOVS OTTEIKOVIGTIKOVGS EAEYYOVS KOL TV
KAIVIKH EIKOVOL

*BEATIOTH OMOTEAEGUATIKOTHTO THG OLAYV(WIGHS EMITVYYAVETAL UE
OUVOVAGUEVY YPOH ATEIKOVIGTIKOY ueoowv

2 UTTOTITH UAGTOYPAPIKA 1] VEEPHYOYPaAPIKA fLAfN, frovia
1670V Oa TPETEL VO TPOTIUATAL EVOAVTL TOD TEPAITEP D)
ATIEIKOVIGTIKOV EAEY Y0V THS PLAfinS

*H ancikovietikng uedooog kata tyv omoia y vmwonty frafiy Kol y
EKTOON AVTHG VAL KAAVTEPA 0paTES, Oa mpémel va gival avtiy
IOV TTPOTIUADVTAL VIA TH AN PLroyiog Kai yio Ty
TIPOEYYEIPNTIKY CHUAVEY THGS PLAPNS, EPOGOY AVTH EVOEIKVOTAL



AlOYVWOTIKEG TEXVIKEG

« Core-biopsy (Biowyia pe KOTITOUCA BEAGVN)
o AIAOEPUIKEC OTEPEOTAKTIKEG TEXVIKEC (Mammotome Ka)

* FNA (TTapakévinon Je AETTTr) BEAOVN KAl KUTTAPOAOYIKN
eceETaon)

« Biowia dI' EKTONNG

R
RMCC RCC RMLO




Ultrasound

Mass in
breast




Biopsy needle




The triple test

1. QuoIkn eg¢ETaoN
2. ATTEIKOvIon
3. Bioyia

Iriple Assessment of Breast — Gold Standard in Mass Screening

for Breast Cancer Diagnosis



OlKIAIO MAZTOY



KAAOHOEIZ YHAAOHTEXZ MAZEX

lvoadevwua

« PuAAocIdic GyKoC
Auaptwua
Evdotropikd OnAwpa
« Adévwua

NiTTwPa KA

* |VOKUOTIKEC QAAOIWOEIC



O1 110 OUYXVEC aITiEC YNAAPNTAG
MadaG OTO HOOTO

« KuoTeg

e |voadevwuara

» Kapkivog

Benign ..
nodularity .-~ N

Age in years



YnAapntn pala oto HAOCTO:
KUuoTIKO N CUNTTOYEC HOPPWHA?

« To utrepnxoypa@nua Bonba otn diagpopikn didyvwaon

QVAUEOQ O€ KUOTIKO [ CUNTIAYES HOPPWHA




INOAAENQMA

AIPAOCIKOC OYKOC (ETTIOAAIO + OTPWHA)
O 110 CUXVOC KaAONBNG GYKOC

NEEC YUVAIKEC

10-15% T1TEPICCOTEPA TOU EVOC
OpUOVOECAPTWHEVOGS
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40
Age in years




KAINIKH EIKONA

« OpaAo, eukivnto

« Ox1 ouyxva >5 eK. --> yiyavTiaio (giant) ouvnbwcg o€
epnPec (juvenille) N oTTaAVIOTEPA O€ TTPOEUPNVOTTAUCIAKES

e 2TTAVIA IVOADEVWHATWON (>3 1] KA1~ AAAouG >5 aTov idIo
MAOTO) OUVNBWC O JETAPNOOXEUON VEPPOU UTTO
KUKAOQTTOPIVN



US = g€€taon ekAoyng

MaaoToypagia: oxl <35 eTwv (0€
LMEYaAUTEPEC UTTOPEI “pop corn” like
QATTOTITAVWOEIG

EAacToypagia: TreplopIouEVN XPNOoN
ETTIKOUPIKA Tou US (0€ UTTEPKUTTAPIKA I
oUVOETA IVOADEVWHATA QUENMUEVOC
OEiKTNC OKANPATNTAC)

MRI: TTEplopliopEVN XPHON

}
I




ENAEIZEIZ XEIP/KHZ EZAIPEZHZ

 MégEyeBog > 3 cm

« HAIKia aocBgvoucg

« Tayeia augnon ueyEbouc (0.0. uANoeIdnc ) Ca)
« YTmroyia Ca (KAIVIKQ, OTTEIKOVIOTIKA )

« EmOupia aocbevoug

« Ta voadevwuarta kata kavova AEN ecadaocoovtal o€ Ca.



OYAANOEIAHZ OI'KOZ

* IvoemmBOnAIOKOG GYKOC
« WHO: KaAonBng, borderline, kakonong

* AUOKOAN 0 a1rd Ivoadévwua (KAIVIKA,
QTTEIKOVIOTIKA, aKOPa Kal ue FNB)

« TOTTIKI) UTTOTPOTTA + OUVAUIKO
METAOTAONG

« EKTOMN £TTi UYIWV OPIWYV

lpoooxn o€ nAikisc >35 sTwv ue
“veosupaviobévra ivoadsvwuara”
Kal o€ “ivoadsvwuara’” ue raxeia
auénon Tou usyEBoug Toug




AINMQMA

e 2TTAVIO

o Xelp/Kn agaipeon:

uEYEBOC, aloBbnTIKO TTPORANMA,
oTravia yia Aoyoug Ad

XAPOKTNPIOTIKA £IKOVA AOYW
OKTIVOOIQTTEPATOTNTAG AITTOUG



AMAPTQMA

'H adevoAiTtwua n
IVOOOEVOAITTWHA

o Mipueital Ivoadevwua

« ATToTEAEITOI ATTO OTOIXEIO
adevikou, AITTwdouc Kal
OUVOETIKOU 10TOU




AAENQMA

* AANBNAC €mMONAIAKOC OYKOC O€ YUVAIKES QVATTAPAYWYIKAG
NAIKIQG

o 2WANVWOoeg Adévwua (tubular adenoma Ry pure
breast adenoma) --> AdUvaTn ouxVva n TTPOEYXEIPNTIKNA
Ad a1To Ivoadevwua

« AdOEVWwHA TNG YaAouyiag e~




ENAOINOPIKA OHAQMATA

A Intraductal
y %\ papilloma

« KaAonlncg oykocg Tou €1miOnAiou
TWV TTOPWV

» MeyGAwv TTOPWV: Hovipn

DWOEG N AIPNATNPO EKKPIUNA BNARG

e [lepIpEPIKWV TTOPWV: TTOAAATTAQ

EKKpIMa BNANG N
MIKPOATTOTITAVWOEIC

| (Z€ TOMATTAY BNAWHGTWON ENGPPG
=== augnuévog Kivduvog Ca)




KY2TEIZ

* [1pOEPPNVOTTIAUCIKEG

e YTTOOTPEQPOUV UETA TNV EUUNVOTTAUCH

« FNA

« [lpoooxn yia evOokuaoTIKO BnAwpa n Ca

« Evodeigeig x/ou

e AINATNPO TTEPIEXOMEVO
*  OETIKA KUTTAPOAOVYIKI)
* YT1roAeimropevn pada




AATOPIOMOZ ANTIMETQIIZHZ
KY2ZTEQN

« EvdokuoTiké Ca = 0,5% Ttwv Ca paoTou

« 1 evdokuaoTiKO Ca / 1000-5000 TTapakKeVTAOEIC KUOTEWY

NMAPAKENTHZH (FNA)
* [1ARpPNC ecagavion -> NapakoAouBbnon

» QETIKN KUTTAPOAOYIKN N algatneo uypo n
UTTOAEITTOMEVN pMada -> Bloyia



2KAHPYNTIKH AAENQZzH

* [loAopOG TIONAIOKWY KAl JUOETTIONAIOKWY KUTTAPWY OTOUG
MIKPOUG Kal TEAIKOUC TTOPOUG

 Mipeital Ca 1600 KAIVIKA 600 KOl HOCTOYPAPIKA

sclerosing adenosis




AKTINQTH OYAH (radial scar) &
2YNOETH ZKAHPYNTIKH AAAOIQZH
(complex sclerosing lesion)

e H didkpion avaloya pe 10 HEYEDOC (<1 €K. N >1 €K.)

* |VOEAQOTIKOG TTUPAVAG PE TTOPOUG KAl AOPBIO O€ aKTIVWTH
dlaracn

 MaoToypa@IiKr Kal MOKPOOKOTTIKN €IKOVA UTTOTITN YIA Ca

A
o 2XETICETAI JE ATUTTIA I KOI KAPKIVO

* [1podiaBeaikog TTapayovriag Ca aAupw

}
« Edv Bpebei o€ tru-cut KaAo eival va £caipedei o 1L t

»

OAn n BAGRN




KAPKINOZ MAZTOY

« Mrtropei va TTapouaialetal ws ynAaentn pada n wg pn-
wnAaentn BAGBN

el Intradu L"reall Intraductal Invasive
Normal duct hyperplasia carcinoma ductal

hyperplasia

with atypia in situ cancer
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EtriTrTwoon

1 oTIC 8 YUVOiKEC OTO YVEVIKO TTANOUO O

Table 5. Age-specific Probabilities of Developing
Invasive Female Breast Cancer*

If current  The probability of developing breast
age is ... cancer in the next 10 years is:* or1in:

e Ta s i ¢
20 1,67

1

eqguivale
Source: 1
using NC




MNapdayovTteg KivOUvou

HAIKia >50 eTwv (<5% TWV KAPKiVWV Eival 0€ YUVAIiKEC <35 £TWV)
AKO TrpIv Ta 30 £€1n (ouvnBw¢ og vooo Hodgkin)

ATOUIKO 1I0TOPIKO Ca paoTou

loTopikd Ca paoTou o€ punTéPa, adeAgn N Kopn (o Kivouvog x2)
BRCA 1 kai 2 ueTaAAGEEIS

loTOPIKG ATUTTNG UTTEPTTAACIAC O€ BlowieC paocTou

Makpoxpovia BepaTtreia OpUOVIKAG UTTOKATACTACNG

[MpwTo TTaIdi o€ NAIKia > 30 £TWV

ATtekvia

ATtroucia BnAaopuou

Eupnvapxn <12 kal egunvotrauon >50

Mayxuoapkia (BMI>30), aAkoOA, AiTtog oTn diatpo®r), EAAEIYPN AoKNoNG)
AVTICUAANTTTIKA yIia >5 £Tn

AuZnuEvn HOOTOYPAPIKNA TTUKVOTNTA



Evoomopuko
OnAouo




ATTEIKOVION

\ = i S
O B e e
* MaoTtoypagia (aKTIVOEIDEIC TIPOTEKBOAEG, UTTOTITEG
UIKQOOTTOTITAVWOEIG, dIATAPAXI APXITEKTOVIKNG, OIAXUTN
augnon TTUKVOTNTAG, OTTAVIOTEPA WS AOBWTN 1 OpaAn pada)

« US emkoupikda



ANATOMIC STAGE/PROGNOSTIC GROUPS
Stage 0 Tis NO

Stage llIC Any T
Stage IV Any T Any N




Intrinsic Subtype Clinicopathological definition

Luminal A ER-positive
HER2- negative

Ki67 low
PR high
Low risk, molecular signature (if available)

Luminal B ER-positive
(HER2-negative) HER2- negative
and either
Ki67 high or
PR low
High risk, molecular signature (if available)

Luminal B ER-positive

(HER2- positive) HER2-positive
Any Ki67
Any PR

HER?2 HER2-positive
(non-luminal) ER absent

PR absent
“Basal like” HER2 absent

(Triple Negative) ER absent
PR absent




XeEIPOUPYIKN AVTIMETWTTION

MaoT1OC

« TpotrotroinueEvN PICIKN UACTEKTOWN

« ETmeppdocic diatipnong Tou paoTou
 MaoTekToun e dlathpnon Tou dEPUATOG
N/Kal Tou CUPTTAEYPATOC BNANC/EnAdiag aAw

MaoyxdaAn

* Bioyia Aeu@adevwy @gpoupwv
* NAgPPADEVIKOC KABAPIOPOS HAOXAANC



XUOVTIKOL 0PLGHOL TOV ALPOPOVY T HOCTEKTOUN

MaotekTopn

Extoun oAoxAnpov tov polikon

aoéva,

Maoaotektoun ywpig d1aTrpnomn Tov

LOGTOV

POk pootektoun

(Halsted)

Extoun tov palikov adéva, tov
VIEPKEILEVOV OEPLLATOC, TOV
CLUTTAEYLOTOC ONANC-OnAaiog GA®
(NAC), tov ueilovog ko
eEMAOGOVOG OPOKIKOD KOl TV
GUGTOLY®V LOCYOAMAI®V

AEUQAOEVOV

MoaoctekTopun Yopic d1oT)pMnomn Tov

LOGTOV

Tpomomomuévn prlikn

noostekroun (MRM)

Extoun tov palikod adéva, Tov
VIEPKEIUEVOV OEPUATOG, TOV
ocLUTAEYLaToC OANnc-Oniaiog dAm
(NAC) ko Aeppadevikdg
kaBapiopog emmédov I-11

(ALND)

Maoaotektoun ywpig daTrpnomn Tov

LOGTOV




AT\ pootekTOu

Extoun tov palikod adéva, Tov
VILEPKEILEVOV OEPLLOTOC KO TOV
ocuuTAEYLoToc OnANc-Onlaiac dAm
(xopic Aepeadevikd kabopiouo)

Moaotektoun ywpic datnpnomn Tov

LOGTOV

MoaotekTopn pe

olaTi|pnon Tov
oéppatog (SSM)

Extoun tov palikov adéva Kot Tov
cuumAEypatoc OnAnc-Oniaioc GAm ,
JL0LTIPTON TOV VIEPKEILEVOV
dépuatog (akoAovbet dueon

OTOKOTAGTOOT )

MootekToun He ST POt TOV

LOGTOV

MoaotekTopn pe

ot pNoN TNG
Onig (NSM)

Extoun tov palikov adéva e
JLOTPNOT| TOL VIEPKEIUEVOD

OEPUOTOC KOl TOV GUUTAEYLATOG

OnAng-Oniaiog dAo (akoAovBel dueon

OTTOKATACTOG

MoaoctekToun He dloTpnon Tov

LOGTOV




MA2ZTEKTOMH

« Radical mastectomy
« William Stewart Halsted




TpoTtrotmroinuévn Pi1{ikn MaoTekTOMN

PATEY DH, DYSON WH. The prognosis of carcinoma of the
breast in relation to the type of operation performed.
Br J Cancer. 1948 Mar;2(1):7-13

POVI| [LE TOTTIK] VOO % Etl]
HETT 1 koto, Halsted



TETAPTEKTOMN

« Quatrandectomy
« Umberto Veronesi
« 1970




2UVTNPNTIKN ETTENRAON
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QU.A.RT (U. Veronesi)

Lumbectomy (B. Fischer§f



OyYKeKTOMN

« Lumpectomy + RT = Mastectomy
« Bernard Fischer




O1 etrepBdocig diatpnong Tou JaoTou OTAV CUUTTANPWVOVTAI JE
eTMIKOUpPIKA AKO TTapéxouv Tnyv idla emRiwon JE TV
TpoTroTToINMEVN PICIKI MOOTEKTOMN

BCS (vreast conserving surgery) + RT = Mastecto my




Breast Conserving Surgery

*H orwot)pnon Tov paoetov TPETEL VO YIVETUL TAVTO OTAY
gival emOopta ¢ 060evovg Kt €9’ 060V 0V VITAPYOVY
OVTEVOEICELS

*H amoivtn avrévoetn otn BCS gival n amotuyio
EMITEVENS UGPUAMDY 0PLOV EKTOUNS

“Eva €uvoik0 aloONTIKO amoTéEAEoNA ELVOL EVOG
ONUAVTIKOS 6T0Y0¢ TS BCS

*Or evocicerg Yo BCS umopovv va erektafovv Kot 10
oeONTIKO amoTéAEond Vo BEATIMOEL HE OYKOTAUGTIKES
TEYVIKEG neta amo PST



Evosilelg Yo pootektom)

. Extetopévn, moiveotioxkn domOntikn 1 In Situ vocog, mov dev emogyeton BCS

. Ymotpomn N 0€0tEPOC TpmTomadn ¢ Kapkivog opomievpa petd omd BCS ko
aKTivoOepameio

. Em\oyn acBevoig

. IIpoguraxtikn (pLelmong Kvovuvov) yelpovpyikn enépPaocn oe acbeveig e
VYNAO OIKOYEVELOKO KIVOLVO Y10 KapKivo TOv LooTOD (dNAadT] popeig
uetaAlaéng BRCA)
Tomikd TPOYWPNUEVO UM PAEYUOVAOOES KapKivo (oyeTIKN £VOEIEN)
dAeypovoong kopkivog (amdAvTn EVOEIEN)

. IIponyobduevn axtivoBepamneio oto Onpaka

. AvoAoyio Tov OYKOL TOV HOGTOV TPOG TOV OYKO TOVL KOPKIVOL




NeoTepeg eCeAieEIC OTO HAOTO

« BCS+RT -> Bepartreia ekKAoyng
* LR =8,8-20% petd pakpoxpovio follow-up

* [1poo@ara TTapaTnEEiTal AUCAVOUEVN XPNoN
skin-sparing & nipple-sparing
MOOTEKTOMWY O€ ETTIAEYUEVEC AOOEVEIC

. (o€ aoBeveic PE TTOAU
uwnAo Kivouvo Ca, otmtwg BRCA carriers)

. (o€ aoBeveic pe Ca).




The Amencan Joumal of Surgery 188 (2004) 78-84
Review

Skin-sparing mastectomy

Giles H. Cunnick. M.D .2 Kefah Mokbel. M.S.2-P-#

A o
Department of Breast Surgery, 5i. George s Hospital, Tooting, London, United Kingdom

EvOeigeig TTOoU avagpEpovTal:
T1/T2 OyKol, TTOAUKEVTPIKOI OYKOI,
- A DCIS, TTPOQUAAKTIK) HOOTEKTOMN

Intemational Seminars in Surgical Oncology 2006, 3:14






Level |l

2T10d010TTOIiNON HAOXAANG

¢ O Agp@AdEVIKOGS KOABAPIOHOG EXEI
ONUAVTIKEG ETTITTAOKEG (Aepoidnua,
TTOVOG, UTTaIoOnCia HaoXaAng Kai
TTEPIOPIOCHOG TG Kivnong TOU WHOU)

o Asppadévag @poupog (evrotTideTal PE
XPWOTIKA N ME PAOIOICOTOTIO I ME
ouvOUAOo MO Kal TwV OUO)

 Giuliano 1994




MeBodol SLNB

[Sentinel lymph \
\ | node and vessels 1

Mme ypootich ( isosulfan blue, methylene blue “"ﬁf
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Sentinel Lymph Node Biopsy
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Radioactive | | / | Tumor and
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NeoTepEG £CEAICEIC OTN HAOXAAN

« 'Ewc¢ onuepa yvwpilaue o1 eav SLN(+) 10T1€
xpelaletal ALND

o [p€tTel OPWC va yiveTal o€ OAEC TIC a0BEevEiC
uE dINBNUEVO Acp@adéva ppoupo
AEPPADEVIKOC KOBAPIOUOC TNG NAOXAANC?



The American College of Surgeons
Z0011 trial

Axillary Dissection vs No Axillary Dissection
in Women With Invasive Breast Cancer

and Sentinel Node Metastasis
A Randomized Clinical Trial

Armando E. Giuliano, MD Context Sentinel lymph node dissection (SLND) accurately identifies nodal metas-

JAMA. 2011;305(6):569-575



NCCN 2015

Sentinel node — No further axillary surgery (category 1)
negative3

No further axillary
surgery
N
Meets ALL of the following criteria: /
Sentinel node ___ *T1o0rT2 tqr_nor _ Yes to all
positive3 * 1 or 2 positive gentlnel lymph nodes
» Breast-conserving therapy
« Whole-breast RT planned No
* No neoadjuvant chemotherapy \

Axillary dissection

4
Sentinel node level I/
not identified

Staging (BINV-E
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SURGICAL AXILLARY STAGING - T1-3,N0-1,M0 DISEASE

Axillary dissection level I/lII°

FNA or core or
biopsy positive —|lf meets ALL the ACOSOG

Clinically node Z0011 trial criteria listed below | —» M3y consider sentinel
positive at time and low tumor burden® lymph node biopsy
of diagnosis?® FNA or core

biopsy negative

i:;;'{::;gc’de — No further axillary surgery (category 1)
T1-3,NO-1,M0

Only micrometastases seen in SLN— No further axillary surgery

mapping and

negative at time
excision®d

of diagnosis

Chtically nods i Séndilns! node Sentinel node Yes No further axillary

positived to all surgery

Meets ALL of the following criteria

(from ACOSOG Z0011 trial):

*T1 or T2 tumor

= 1 or 2 positive sentinel lymph nodes

« Breast-conserving surgery

* Whole-breast RT planned

* No preoperative chemotherapy Axillary dissection

Sentinel node ___ Axillary dissection level I/I1P:f © level 11I®

not identified

2 Consider pathologic confirmation of malignancy in clinically positive nodes using
ultrasound-guided FNA or core biopsy.
See Axillary Lymph Node Staging (BINV-E).
€ Sentinel lymph node mapping injections may be peritumoral, subareolar, or ® Low tumor burden in the axilla means nodal disease that 1) is image-detected
subdermal disease not apparent on clinical exam; and 2) appears to be limited to one or two
@ Sentinel nede involvement is defined by multilevel node sectioning with axillary nodes.
hematoxylin and eosin (H&E) staining. Cytokeratin immunohistochemistry (IHC) For patients with clinically negative axilla who are undergoing mastectomy and
may be used for equivocal cases on H&E. Routine cytokeratin IHC to define node for whom radiation therapy is planned, axillary radiation may replace axillary
involvement is not recommended in clinical decision-making. dissection level I/ll for regional control of disease.

Note: All r dati are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.
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TOTTIKA TTPOXWPNMEVOG KOAPKIVOG
(otadia llIA kai IlIB)

Oykog >5 ek

AINBnon d€puaToC ) BWPAKIKOU TOIXWUATOG
KaBnAwpéEvol paoxaAiaiol AENPAdEVEC
DAeypovwodnc KapKivog

AvTIHETWTTICETAI PE 1I0TOAOYIKN ETTIBERAIWON (OTTWC tru-cut
N Bloyia d€puaTog), ouoTnuaTik Bepartreia (XMO ry/kai
oppovoBepartreia) Kal €TTi KAANG AVTATIOKPIONG XEIPOUPYIKNA
ETEPRAON



Early Breast Cancer

a4 i A4 N N
Tumour =2 em or optimal surgery not feasible

Tumour =2 cm and/or optimal surgery feasible® No wish for breast conservation

with the exception of aggressive phenotypes® and wish for breast conservation . or breast conservation not possible
and breast conservation potentially feasible after downstaging with the exception of aggressive phenotypes®

TNBC/HER2-positive tumours >2 cm
and/or with positive axilla
regardless of feasibility of optimal surgery

-

£

Systemic induction therapy® [I, A]

w

- -

AV A
Satisfactory response Unsatisfactory response
w l l v

Breast-conserving surgery [I, A] Mastectomy + reconstruction [I, A]

Postoperative ChT + anti-HER2
if applicable [I, A]

Postoperative RT® if applicable Postoperative ET®
(mandatory after BCS) [I, A] if applicable [I, A]

Figure 1. Early breast cancer treatment algorithm.
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PRINCIPLES OF PREOPERATIVE SYSTEMIC THERAPY

Known benefits of preoperative systemic therapy

« Facilitates breast conservation

« Can render inoperable tumors operable

* Provides important prognostic information at an individual patient
level based on response to therapy, particularly in patients with triple-
negative and HER2-positive breast cancer

= Allows the modification or addition of adjuvant regimens among
patients with HER2 positive and triple-negative breast cancer with
residual disease

= Allows time for genetic testing

« Allows time to plan breast reconstruction in patients electing
mastectomy

nit

* May allow SLNB alone if a positive axilla is cleared with therapy

* May provide an opportunity to modify systemic treatment if no
precperative therapy response or progression of disease

* May allow for smaller radiotherapy ports or less radiotherapy if axillary
nodal disease cleared

« Excellent research platform to test novel therapies and predictive
biomarkers

Cautions

* Possible overtreatment with systemic therapy if clinical stage is
overestimated

* Possible undertreatment locoregionally with radiotherapy if
clinical stage is underestimated

* Possibility of disease progression during preoperative systemic
therapy

* Patients with inoperable breast cancer:
v IBC
» Bulky or matted N2 axillary nodes
¢ N3 nodal disease
¢ T4 tumors
* Patients with operable breast cancer:
¥ Large primary tumor relative to breast size in a patient who
desires breast conservation
» With node-positive disease likely to become node-negative with
preoperative systemic therapy

* Patients with extensive in situ disease when extent of invasive
carcinoma is not well-defined

« Patients with a poorly delineated extent of tumor

* Patients whose tumors are not palpable or clinically assessable

Mote: All recommendations are category 2A unless otherwise indicated.

Clinical Triaks: NCCN believes that the best managemaent of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged,

‘ersion 3.2018, 090618 © 2018 Mational Comprehensive Cancer Metwork® (MCCNT), A nghts reserved. NCCN Guidelines® and this #lusiralion may nof be reproducesd in any fomm without e sxpeess writen pemission of NCCH




Anoteléopata NAC (Neo-Adjuvant Chemotherapy)




MH WYHAAOHTH BAABH



Mn-gnAagnTtn BAABn
AKTIVOAOYIKO eUpnua

2TN JOooTOoypPAPia WE aKiaan N WS MIKPOATTOTITAVWOEIG
2TOV UTTEPNXO
2Tnv MRI

ATTQITEITAI TTPOEYXEIPNTIKOC EVTOTTIONOC JE CUPMATIVO
odnyo (uttd pacTtoypagikn N U/S kaBodrynon) kabwc Kai
HagToypa®ia TOU XEIPOUPYIKOU TTOPACKEUAOATOG

2TEPEOTAKTIKA PBlowia (0€ KEVTPA TTOU UTTAPXEI N
duvaToTNTA)



DCIS (ductal ca in situ)

® To DCIS artrokaAgital Kal €vOOTTOPIKOG KAPKIVOG Kal Ogv
ETTEKTEIVETAI TTEPA ATTO TN Pacikr) peUPpdvn OTO OTPWHPA TOU
uaoTou

® 2xedOV OAolI o1 dINONTIKOI KAPKiIVOl TTPOEPYXOVTAI OTTO In
SItU KAPKIVWMATA (TTX KOIVEC XPWHOOWWMIKEG aAAayEC avaueoa
oe DCIS ka1 ouyxpovoug TTapaKEiMEVOUG dINBNTIKOUG KAPKIVOUG)

“h . — R st e - 3 & ’, ] NS P
_‘:. E .l : "‘v 3 ." i o~ ) ™ : t r
“ Y N A et ;s S i o & ) kD Ty I Ib'n
Benign Proliferative Atypical Hyperplasia Ductal Carcinoma Invasive Carcinoma
Ductal Lumen Changes in Situ

Accumulation of genetic and epigenetic changes

N Engl | Med 2004:350:1430-41.



Quoikni 1oTopia Tou DCIS

* To DCIS xapaktnpiletal atrd BioAoyikn
eTepoyévela kal Oev e€eAicoovTal OAeg

aOIaKPITWG Ol TTEPITITWOEIC O dINONTIKO
KOPKIVO.

* AoOeveic ye pikpd, non-comedo, low-grade DCIS
TTOU QVTIUETWTTIOTAKAV JOVO UE Bioyia
geppavioav o€ TooooTo 39% d0INONTIKO KAPKIVO
ueTa atmmo 30 xpovia

M. E. Sanders, P. A. Schuyler, W. D. Dupont, and D. L. Page,
“The natural history of low-grade ductal carcinoma in-situ
of the breast in women treated by biopsy only revealed over

30 years of long-term follow-up,” Cancer, vol. 103, no. 12, pp.
2481-2484, 2005.




KAIvIKR €1kova DCIS

Me TNV epapuoyn
TTANBuouIakoU
eAEYXOU, N
TAsioyn@ia
(90-95%) Twv
TTEPITITWOEWV
TTapouCIaleTal e
W[eJeliy ,
MIKQOOTTOTITAVWO EWV




=_ KAIvikn eikova DCIS

‘Eva 5-10%
TTapouaciadeTal wWg
pnAaenTn paca

WG EKKPINA ATTO TN
OnAr




EtriAoyn OepaTreiag?

O aroxoc¢ 1n¢ Bgparreiag gival N TpoAnWn 1Ng
TOTTIKNC UTTOTPOTTNC, KUPIWC TOU 8InénTikou
TUITOU

loTopIKA, 01 TTEPpIooOTEPEC aoBeveic pe DCIS
QVTIMETWTTICOVTAV JE JAOTEKTOMN

# [Napdadoco va uttofaAAovTal o€ pPICIKOTEPO
XEIPOUPYEIO Ol aoBeveic e unN-0INBNTIKO KAPKIVO
(o€ oxeon pe eTeuPAoceIc diaTrPENONS TOU PaOoTOU Yia
dINbnTiko Ca)

MaoTeKTOUN
ETrEuBaon diatnpnong 1ou yaoTtou + AKO




MaoTtekToun og DCIS

* Oykoc > 3-4 cm (cvykp. UE LAGTO)

*[ToAvkevTpikn vOGOC (GE OLaPOPETIKA 4LOPLaL)

* AI0YVTEC UIKPOUTOTITAVOGELS

*Aodvvapia emitevéng kabapmv opimv petd and BCS
*Tomikn votpon uetd arnd BCS

* Avtévoelln yio AK® (my koAloryovikn vOGog)
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Network® Ductal Carcinoma in Situ

DIAGHOSIS WORKUP PRIMARY TREATMENT

Lun'|||:h.':c:t::-n'll'_-.rf-EI without lymph node
surg&r}.r_h_ + whole breast radiation
therapy--Elm (category 1)

or

+ History and physical exam

« Diagnostic bilateral mammogram
+ Pathology reviewt

+ Determination of tumor estrogen

DCIs

Total mastectomy with or without - .
I:H'-'-."-'- [I 1:'

Stage 0 —_— : —= | sentinel node biopsy™* + —_
ge receptor (ER) status e blopsy Treatment

is, b na - . L ) N ECONS tion" Pr——
Tis, NO, M - Genetic counseling if patient is high reconstruction Dcis-2)

or
Ll.ll'l'lp".-.-'[:t[rll‘i'_-.l'f"ﬂ without lymph node
surgery? without radiation therapyklm
{category 2B)

risk for hereditary breast cancer®
- Breast MRI%-2 (optional)

*H counAnpouatikiy AKO ueiwver tnv vrotponn kot S0%

] Iepimov o1 picéc vrotpomég etvorr DCIS ko o1 vmoéLowmeg etva
OMONTIKEG

*Mmopovue va mtapareiyoovue tnv AKO ce acbeveic mov kpivovton
“yaunAov Ktvovvov”
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A ancer Ductal Carcinoma in Situ (DCIS)

Network

DIAGNOSIS WORKUP PRIMARY TREATMENT

Lumpectomy® without lymph node surgery'

+ whole breast radiation therapy (catoﬂory 1)

« History and physical exam with or without boost to tumor bed%"

« Diagnostic bilateral mammogram or

« Pathology review® Total mastectomy with or without sentinel node

« Determination of tumor estrogen bnopsy M 4 reconstruction (optional)* See Postsurgical
receptor (ER) status or Treatment (DCIS-2)

. Genetic counseling if patient is at Lumpectomy® without lymph node surgery' +
risk® for hereditary breast cancer accelerated partial breast irradiation (APBI)9-"J

« Breast MRIS as indicated or

Lumpectomy® without lym%h node surgery’

without radiation therapy9-"J (category 2B)

* The panel endorses the College of Amencan Pathologists Protocol for p,amotogy
repcrtmg for all invasive and noninvasive carcinomas of the Dfeaﬁ hit
bFor nsk criteria, See N N ( . ‘ one 3 al High-Risk Asse

Breast and Ovatiar

€Sy P f D -.»f.v ' .." BIN :. - R fiat T " C'
! ~ [~ 3 N

9The use o! MRI has not been shoan to lncrcasc Ilkohhooa of negative margins ' F’abcnts found to have invasive d\scasc at total mastectomy of rc-cxcxsaon
decrease conversion 1o mastectomy. Data 1o support improved long-term oulcomes should be managed as having clinical stage | or stage |l disease (Jee ST1-1)
are lacking mcludn lymph node smgmg
* Re-resection(s) may be performed in an effort to obtain negative margins in patients ° g 1o Bre
desiring breast-conserving therapy. Patients in whom adequate surgical margins herapy (B N\
cannot be achieved with lumpectomy should undergo a lotaj mastectorry For ! Who«e b(east radiation merapy following lumpectomy reduces recurrence
definition of adcqua!c surg cal marqms see Margin Status Recommendations for rates in DCIS by about 50%. Approximately half of the recurrences are
ind Invasive B incer (BINV-F invasive and haif are DCIS. A number of factors determine local recurrence
'Compln(r axm:uy )rnph node dissection (hﬂllld not be performed in the absence risk: palpable mass, larger size, higher grade, close or involved margins
of evidence of invasive cancer or proven axillary metastatic disease in women with and age <50 years. If the patient and physician view the individual risk as
apparent pure DCIS. However, a small proportion of patients with apparent pure DCIS “low.” some patients may be treated by excision alone. Select patients with
will be found to have invasive cancer at the time of their definitive surgical procedure low-risk DCIS may be considered suitable for APBI If they meet all aspects
Therefore, the performance of a sentinel lymph node procedure should be strongly of the definition of low-risk DCIS from the RTOG 9804 trial, inciuding
considered if the patient with apparent pure DCIS is to be treated with mastectomy screen-detected DCIS, low to intermediate nuclear grade, tumor size 2.5
or with excision in an anatomic location compromising the performance of a future cm and suvgvcal resection with ma'glns negative at >3 mm
sentine! lymph node procedure et pipies of Breast Reconstruction Following Surgery (BINV-H

Note: All r ond are category 2A unk otherwise indicated
Clinical Trials: NCCN belioves that the best of any pa with cancer is in a clinical triad Participation in chinical trials is especially encouraged

Y N e C oyt Carces Netmern® (NG




DCIS kal yaoXaAiaiol AEUPADEVEC

o [hBavotnTa Aeppadevikwy petaotacewyv oto DCIS ~1%

 H dievépyeia SLNB tmrporeiveral o€
EMAEYMNEVEC aoBeveIC uwnAou Kivouvou

* O£ OYKOUC >4cm
* O€ UIKp0OINBnon
o OTQV TTPAYUATOTTOIEITAI UAOTEKTOUN
orav 1o DCIS su@aviletar w¢ ynAaentn
uala
o€ high Grade DCIS



NofIakO Kapkivwua in situ (LCIS)

AvTioToIxei o€ 2-3% TWwV Bloyiwyv
Tuxaio eupnua YeETa aTrd Blowia

2.UvNOwc¢ un wynAaento

H yaoTtoypagia Kal 0 UTTEPNXOG OEV £XOUV POAO OTN
dlayvwon viati ouvnlwcg 1o LCIS gival dveu eupnudatwy

2.UVNOWC apPoTePOTTAEUPO (30%) KOl TTOAUECTIOKO
(>50%)

10-35% 1wV aocBevwyv Ba avatrtu¢ouyv dINBNTIKO
KOPKIVO OTOV idI0 Il OTOV ETEPOTTAEUPO PYOACTO TA
ETTOMEVA 25 €Tn aTTO TN dIdyvwon (o1o 50% Ba
gival TTopoyevNG Kal OxI AoBIaKOC KapKivog)



AoB1ako Kapkivwua in situ (LCIS)

Oswpsitar
IOXUPOC Tapayovrag Kivouvou
avamruéng 0inénTiIKou KapKivou,
ITapa avarouiKo 1TpoOPOUIKO
OTAOIO KAPKIVOU




Nof1ako kapkivwua in situ (LCIS)

O1 kaTeuBuvTnpleg odnYieg yia Tnv avripeTwrion LCIS
TTOPOMEVOUV OHPIAEYOHEVEG AOYW THNG OCUVEXICOMEVNG
oulnTNONG OXETIKA ME TN BIOAOYIKI) OnNUHACia auTwy Twv BAaBwv
KOl TOU PIKPOU ap1BuouU Twv ONUOCIEUPEVWY EPYAOIWY OXETIKA UE TO
OXI Kal T0oo ouxVvo eupnua (0,34-2,9% O6Awv Twv Biowiwv)

EJISO 40 (2014) 168—175

A systematic review of surgical biopsy for LCIS found

at core needle biopsy — Do we have the answer yet?

Lobular Neoplasia on Core-Needle Biopsy—~Clinical
Significance

“‘LN (ALH, LCIS) on core biopsy -->10 -20% coexisting DCIS or
Invasive cancer at the core biopsy site”
Cancer 2004;101:242-50.




TutTol LCIS

O KAaOI1KOG TUTTOG L€
OMOIONOPPA PIKPA KUTTAPA KAl
KEVTPIKN VEKPWON TTOU Eival
OUOKOAO va dIaXWPICTEI aTTO TO
DCIS trapd poévo ye 1n Xprion
TnG E-cadherin n otroia dgv
ep@aviCetal oto LCIS kai autd
Ox! TTavTa

O TTAEIONOPPIKOG TUTTOG SR RS ot e (7 NS

(PLCIS) “dAAOV O-Uvoasljg-ral Fig 2 Haematoxylin and eosin stained section showing dassical-type LCIS (right)
s s with admixed and adjacent PLCIS (left) (200x magnification).

KAl JE MEYAAUTEPO KivOUVO YIa

avaTrTu¢n dINBNTIKOU KapKivou

HaoToU yI'auTto Kal otav

EVTOTTICETAI TTPOTEIVETA :
G(PGip&OT] Challenges in the management of hic lobular carcinoma in

The Breast 22 (2013) 194—196

situ of the breast

“Excision with clear margins is advised”



Nof1ako kapkivwua in situ (LCIS)

Tpeyovoa avriuetomion Tov LCIS
TAKTIKH ITAPAKOAOY®HXH
ALPOTEPOTAELPT TPOPVAOKTIKN
LOGTEKTOUT KOl GLUECT] OTTOKOTACTOO
(risk reduction) ???

Agev mpotetveton AKO

AMOXIFEN?
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Network? Lobular Carcinoma in Situ Discussion

DIAGHNOSIS WORKLUP RISK REDUCTION SURVEILLANCE

Surveillance as per

. . * NCCHN Guidelines
Counseling regarding

rick reduction for Breast Cancer
Biopsy was core LCIS without see NCCHN Guidelines | —= Risk Reduction

needle biopsy Perform other cancer for Breast Cancer * MCCM Guidelines

. |- |surgical |[—= . .
{less than surgical = Risk Reduction
. ab excision
biopsy)™

Lobular * History and
carcinoma physical

in situ (LCIS) * Diagnostic |, Ductal carcinoma . See NCCHN Guidelines for DCIS
identified on bilateral in situ (DCIS) (DCI5-1])

breast biopsy MM gram
Stage 0 * Pathology
Tis, HO, MO review

Initial bicpsy was Invasive
surgical biopsy®2® breast cancer




XOYYPOVES TAGELS GTNV UVTIUETOTLON

TOV KOPKIVOV HOGTOV

ITANOvoaKOg ELEYYOG: GLVEXDG WKPOTEPOL OYKOL KATA TN O YVOGO)
[IpoeyyxelpnTikn 1GTOAOYIKN OLALYVMOGT: GUVEYWDS MYOTEPEC TOYELEC Proyieg
OepamevTiKT anokApdkmon otn yeypovpykn: SLNB vs ALND
Elatopucevpévn 1atpikn
o Ogpameio Pacel Tnc Proroyiog Tov OYKOL (LOPLAKOS VTOTVTOG), TAP,
Bdoel oTadiov
o 'EAeyyoc yia o€ikteC TOL oYeTICOVTAL LE QvTATOKPIOT 0T Oepameia
(ER, PR, HER?2)
*OEPATEVTIKT] ATOKALLAKMOGT GTNV OYKOAOYid : LOPLOKES VTTOYPAPES

LLE TPOYVMOGTIKO POAO







