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LE ULTIME NOVITA’ IN TERMINI DI CHIRURGIA

Al momento, NON esistono
tecniche radicalmente nuove

ma “
si opera sull’'ottimizzazione dell’esistente in termini di
APPROCCI TERAPEUTICI e TECNICHE

Offimizzazione =

Produlfivitag



A LIVELLO MAMMARIO: APPROCCIO TERAPEUTICO

PROSEGUE IL PROCESSO Dl
TAILORING CHIRURGICO-TERAPEUTICO

Ad esempio:

per una neoplasiadi 2 cm

e chirurgia conservativa standard

 mastoplastica bilaterale
* mastectomia con ricostruzione immediata

 chemioterapia neoadiuvante



PERSONALIZZAZIONE APPROCCIO
DEMOLITIVO - RICOSTRUTTIVO

4((

e QOttimizzazione tecniche
di ricostruzione protesica

* Ottimizzazione tecniche
di ricostruzione con lembi




A LIVELLO MAMMARIO: TECNICHE

PERSONALIZZAZIONE APPROCCIO DEMOLITIVO - RICOSTRUTTIVO

RETE DI STABILIZZAZIONE: materiali

SURGIMEND: matrice acellulare di derma bovino, biocompatibile,
da reidratare, fenestrato, provvede supporto per i fibroblasti che vi
depongono nuovo collagene, costo elevato

Surgimend




PERSONALIZZAZIONE APPROCCIO DEMOLITIVO - RICOSTRUTTIVO
RETE DI STABILIZZAZIONE: materiali

TYLOOP BRA: rete di polipropilene titanizzata, provvede supporto
per i fibroblasti che vi depongono nuovo collagene, costo= §1/3 delle

ADM :
Tyloop Bra Integrazione del

Tyloop Bra a un anno




EVOLUZIONE DELLA MASTECTOMIA



A LIVELLO MAMMARIO: TECNICHE

PERFEZIONAMENTO DELLIMPIEGO
DEI LEMBI MICROCHIRURGICI

* Maggiore accuratezza dello studio preoperatorio

* Impiego PDE per lo studio della vitalita del lembo

|

 Ottimizzazione tempi chirurgici e risultati estetici

e Aumento delle indicazioni nelle donne giovani in
relazione al mantenimento nel tempo



Area del lembo

non vascola
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The Breast 20 (2011) 351-357
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Original article

Autologous fat transplantation in patients with breast cancer:
“silencing” or “fueling” cancer recurrence?

Visnu Lohsiriwat *<*, Giuseppe Curigliano® Mario Rietjens?, Aron Goldhirsch®, Jean Yves Petit?

*Division of Reconstructive Surgery, European Institute of Oncology, Milan, Italy
b Department of Medicine, Division of Medical Oncology, European Institute of Oncology, Milan, Italy
*Division of Head Neck and Breast, Department of Surgery, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok, Thailand

& 2011 Haevier Lud. All rights reserved.

We provide direct and indirect effects of lipotransfer in breast caneer patents, hghlghting pro and
o related issees. To oonfinm the safety of lipotranser in breast canoer patients we need climical Stdies
with contred roup based on kg term follow wp.
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improve the cosmetic results of the conservative treatment, partic- activity. In 2007, the French Society of Plastic Surgery addressed the

ularly in case of defect resulting from the tumorectomy followed by
the radiotherapy® "(Fig. 1. For several teams, lipofilling becomes
part of the ammamentarium of the oncoplastic surgery® = The
indications of lipofilling indude micromastia, tubemous breasts,
Poland's Syndrome, post-lumpedomy deformity, post-mastechomy
deformity, post mdiothempy sequelae, secondary reconstruction
after flap or pmosthesis mconstrucion and nipple reconstmc-
tion.""'#* However, the indication and case selection for lipotransfer
should be sandardized base on large series studies and long term

* Carresponding authar. Division of Plstic Surgery, Europsan Institute of
Onanlogy. viaGuseppe Ripamanti 435, Milan Ml 20141 Haly. Tel: - 390257489723
3 IG5 (mobile); Goc -39 024370203
Esmail address: bohsirwab@gmail com (V. Lohsirwat )

B 60-597 76/3 — oee front matter @ 2071 Elsevier Itd_ All rights nessrved
doi101016] breast 201100003

question of cancer safety for the lipofilling technique in breast
cancer patients. The Society sent a recommendation to the French
plastic surgeons to postpone the lipofilling in the breast with or
without breast cancer history unless it is performed under
prospective controlled protocol. One year later, the American
Society of Plastic Surgeons (ASPS) gathered B important American
plastic surgeons in “The ASPS Fat Graft Task Force™ to assess the
indications, the safety and efficacy of autologous fat grafting ** Five
major endpoints were identified: 1. What are the current and
potential applications of fat gmfting? 2. What risks and complica-
tions are associated withfar grafting? 3. How does technique affect
outcomes of fat grafting? 4. What risk factors need to be considered
for patient selection? 5. What advancements in bench research/
molecular biology should potentially impact current or future
methods of fat grafting?
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LIPOFILLING: DISCUSSIONE

The Breast

Yolume 22 Issue 1, Februany 2013, Pa

Short commentaries on data published by Petit et al. on
locoregional risk after lipofilling in breast cancer patients

Lea Regolo®, Licia Galli™ & B Gianfranco Petrolo®, Elisabetta Scoccia®, Alessia De Simone®, Susanna
Fissi, Alberto Zambelli®, Angela Amato®, Vittorio Zanini®
* Division of Breast Surgery, Salvatore Maugs
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LIPOFILLING: DISCUSSIONE

Annals of COncology

nals of Oncology 24: 1479-1484, 2013
doi:10.1093/annonc/mds6e0
Published online 7 February 2013

Evaluation of fat grafting safely innatients with intra
epithelial neoplasia: a matciird-2ohort study

J. Y. Petit’™, M. Rietiens’, E. Botteri?, N. Rotiariolings. Rertolini®, G. Curigliano?, P. Rey’,
C. Garusi', F. De Lorenzi!, S. Martella' #mManceni', B. Barbieri!, P. Veronesi®, M. Intra®,
T. Brambullo!, A. Gottardi', M. Somi ario' G. Lorzo!, M. lera’, V. Giovinazzo! & V. Lohsiriwat':©

"Department of Reconstructive Surgery; “Division of Epidemiology « W Siostatisoe )V Laboratory of Hematology-Oncalogy, *Division of Medical Oncology, “Departrment
of Breast Surgery, European Institute of Oncology, MiCipttaly: "Depart St of Surgery, Faculty of Medicine, Mahidol Universify, Banglok, Th

wailand
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Conclusion: Higher risk of [ Wip,ol served in mtraepﬁhehal neoplasia patients following lipofilling. Although further
studies are required to v idate " wr coriclusions, patients belonging to this subgroup should be informed of these
results and the potential risks:

events (L05] 1N e group wno nad Uaergone Nponuing,

Though, because of the small sample size in Ihl subgroup, no
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LE ULTIME NOVITA’ IN TERMINI DI CHIRURGIA

13 5t. Gallen IBCC, 2013

O Skin nipple sparing mastectomy is an acceptable treatment
without RT.

O Skin nipple sparing mastectomy is an acceptable treatment in
only if margin toward nipple is tumor free and immediate
reconstruction planned.

O MRI should not be routine for patients with newly diagnosed
disease (to assess decision on breast conserving surgery).

O In woman undergoing breast conserving surgery the minimum
appropriate surgical margin is: “ne ink on invasive tumeor”.
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Studio intraoperatorio, in loco ,
del margini




A LIVELLO MAMMARIO: APPROCCIO TERAPEUTICO

Dal congresso di St. Gallen, 2013

Probabile cambiamento nell'approccio sulla valutazione

Se non vi sono cellule tumorali sul margine, non si prende piu in
considerazione la distanza minima alla quale si trovano
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OLTRE LA CHIRURGIA...

Partial Breast Irradiation
(IORT e non solo...)

— Messa a punto delle indicazioni

13t 5t. Gallen IBCC, 2013

Following breast conserving surgery partial breast RT may be
used

A0
a0 L
N 20,0
only in the absence adverse fumor
Jf 101 :.-:;; b

mio  Abstain




LE ULTIME NOVITA’ IN TERMINI DI CHIRURGIA

A LIVELLO ASCELLARE

in termini di tecnica e di
approccio globale

second Level
,;flll.',m'@h nodes




Tecnica con iniezione di colorante fluorescente
Verde indocianina: aumento del tasso di identificazione al 99-100%




A LIVELLO ASCELLARE: TECNICA del LINFONODO SENTINELLA

Colorante fluorescente: verde indocianina




Positive sentinel node: what to do today

To Dissect or Not to Disse

When
Who
Why

Does knowledge of node positivity affect
management

Does removing these extra focli
of cancer improve survival or risk of recurrence



Breast Ca
DOL 10,

1007/512282-012-0421

SPECIAL FEATURE

Sentinel node biopsy for bre:

zuyoshi Motomu

wer Society 2012

19 Sey 15 October 2012

The Japanese Bre

Accepted

Abst
lymph node dissection as the standard of care in early
ly

which allows

has replaced axillary

et Sentinel node biopsy

breast cancers. Sentinel node biopsy represents a hi

accurate and less-morbid axillary staging,
most patients 1o avoid unnecessary axillary lymph node
dissection and its morbidity. This review provides infor-
mation including several issues which are still under
debate, such as clinical significance of micrometastases,
avoidance of axillary lymph node dissection for patients

with positive sentinel nodes. accuracy and timing of sen

tinel node biopsy in patients undergoing neoadjuvant che
motherapy, and how many sentinel nodes are sufficient for

removal

Finally, a new topic is introduced: superpara

etic iron oxide (SPIO)-enhanced magnetic resonance

g for the detection of metastases in sentinel

nodes localized by computed tomography (CT)-lymphog-
(CT-LG) in patients with breast cancer. SPIO
enhanced MR imaging is a useful method of detecting
CT-LG in

patients with breast cancer. Patients with clinically ne

raphy

metastases in sentinel nodes localized by

tive nodes may be spared even sentinel node biopsy when

the sentinel node is diagnosed as disease free using SP1O-

enhanced MR im:

Keywords  Sentinel node - Sentinel node biopsy

Axillary lymph no

ancer - Stag

> dissection - Brea

Recent advances in sentinel node biopsy [

Center for Cancer
ichi, Higash

e-mail: motomur

t cancer: past, present, and future

Introduction

Sentinel node biopsy has rapidly emerged as

invasive, highly accurate method of axillary s

an alternat

ve 10 axillary lymph node dissect
standard of care in breast cancer. The concept ¢
node was first introduced by Morton and

|. The sentinel nd

early cutaneous melanoma

nod

fraining the primary wmor and the nod
likely node to contain metastatic disease

technique for breast cancer was first validated
strated by Giuliano et al. and Krag et al. Giuli
reported the results of sentinel node biopsy ug
alone. Sentinel nodes were identified in 114 (¢
patients and precisely predicted the status of t
axillary nodes in 96 % of patients. In their
Giuliano et al. identified | 3] sentinel nodes in |

107 patients, with 100 % accuracy for predid

nodal status. Krag et al. [4] were able 1o ideg
2 %) of 22 p

nodes in 18 (& ) o ad

ients using

gamma probe. Motomura et al. [5] reported §

sentinel node biopsy using indocyanine gree

alone. The identification rate and false-ne
)

galiy

tients with §

ICG-alone technique in 1

were 74 and 11 %, respectively. Furthermorg
et al. [6] demonstrated that the combination
radioisotopes is superior 10 dye alone for s
biopsy. The initial 93 patients had sentinel

guided by dye alone. The next 138 patients

radioisoto

node biopsy guided by dye

nodes could be identified in 95 % of 138 patief

and ra
I

ioisotopes, but in ¢ 84 % of 93 patie

ne. The sensitivity, specificity. and overall

th
lymg

combination method in the prediction ol

wode status were 100, 100, and 100 %

- breast cancer
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IL LINFONODO SENTINELLA DOPO ST GALLEN 2013
SN MICROMETASTATICO

Articles

Lancet Oncad 2013; 14

Axillary dissection Verst. noweiliary cissect.on inpatienss 'k
with sentinel-node micrometastases (IBCSG 23-01):
a phase 3 randomised controlled trial




FOLLOW UFP AXILLARY
447 Pfﬁ DISSE ™~ v. ozmen

13t 5¢. Gallen IB 2013
464 eni8E6,



Approccio in presenza di LFN SENTINELLA POSITIVO

Macrometastasi
777




Positive sentinel node: what to do today

ACOS0OG 20011

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

and Sentinel Node Metastasis
A Randomized Clinical Trial

/\

ALND Arm
N= 445

Nzﬂ

S

N Jn

Treatment Recelved Sample

AE Giuliano et al, JAMA 2011



Alive and Disease-Free
""'\-\.-'_\__\__""'-\.._\____\1\_'
— —
Five-yr OS: Five-yr DFS: =
AD 91-8% [89-1, 94-5] : AD 82-2% [78-3, 86-3]

No AD 92-5% [90-0, 95-1] “1 No AD 83-9% [80-2, 87-9]

it
=
-
0
=
=
C
=
=
ol

Log-rank P=.14

Mo. at nek
ALND 420 408 308 - . 74 420 369

SLND alone 4368 421 41 3 387 3 ' 142 74 436 385

ALND indicates axillary lymph node dissection; SLND, sentinel lymph node dissection.

Giuliano et al. JAMA 2011




“It IS time to abandon AD In
early BC pts with a positive
SN provided they recelve
systemic adjuvant treatment
and whole breast RT”



Positive sentinel node: what to do today
Positive SNB

ALND could be avoided:

cT1/2, cNO, G1-2

Hormone sensitivity

Older than 60 years

Less than 3 sentinel nodes involved
BCS plus tangential breast irradiation

from Z0011 trial
RESULTS



Positive sentinel node: what to do today
Positive SNB

ALND Is needed:

Clinically Nodes Positive
Neoadjuvant Chemotherapy

More than 3 sentinel nodes involved
No BCS + tangential breast irradiation
No adjuvant therapies

from Z0011 trial
RESULTS



OSSERVAZIONI SU ACOSOG Z011

‘ Pazientli SN+
selezionat'n

Totale pazienti SN+

T1=67-70% SELEZIONE FAVOREVOLE
Nomogramma
ER+ =~ 82% MSKCC
>50y = 62-67% ‘ ~22% probabilita di
. avere altri linfonodi
Grading = soprattutto G2 e ALl
LVI = assente

96% trattamento sistemico
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Review

Which sentinel lymph-node (SLN) positive breast cancer patient needs an axillary
lymph-node dissection (ALND) — ACOSOG Z0011 results and beyond

Wolfgang Gatzemeier **, G. Bruce Mann”

* Humanitas Clinical Institute, Breast Unit, Via Manzoni 56, Milan, Toaly
" The Breast Service, The Royal Melbourne and Royal Women's Hospital, Victoria Australia

The presentation and publication of the ACOSOG Z11 study has
posed challenges to those treating breast cancers and to patients
with the disease. The suggestion that there is no oncological benefit
to the ALND in the presumed 28% of patients in the no-dissection
arm of the study who had residual disease was counter-intuitive
to most, and has challenged many entrenched beliefs about the
disease and its treatment. While many major institutions, especially
in the USA, have significantly changed their practice for patients
meeting the inclusion criteria of the study, clinicians in many parts
of the world have not embraced these findings and interpretations.
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Review

Which sentinel lymph-node (SLN) positive breast cancer patient needs an axillary
lymph-node dissection (ALND) — ACOSOG Z0011 results and beyond

Wolfgang Gatzemeier **, G. Bruce Mann"®

* Humanitas Clinfoal Instituee. Breast Unit, Via Manzoni 56, Milan, [raly
" The Breast Service, The Royal Melbourne and Royal Women's Hospital, Victoria, Australia

We are not yet able to accurately define the groups
who do. These decisions may not be able to be made in isolation
from other practice patterns.

If adjuvant systemic therapy is used
more selectively, or if radiation therapy is tailored to the disease,
the implication of leaving axillary disease undissected may vary.




The results of the ACOSOG Z0O11 trial are impressive and
informative for the axillary management of patients with a positive
SN, a low risk of nonSN involvement who will receive adjuvant
systemic therapy and WBI.

They are provocative but by no means

conclusive for patients with a higher risk of nonSN involvement
would have been eligible, but not informative for those not treated
in this manner.

[t would be unwise to conclude that regional re-
currences will not occur, or that they do not matter, without sub-
stantially more evidence than is currently available.




Positive sentinel node: what to do today

AMAROS TRIAL

After Maoping of The Axilla: Radiotnzrapy Or Surgzry

4

Phase IIT Randomized Study of Complete Axillary Lymph Node Dissection Versus Axillary
Radiotherapy in Sentinel Lymph Node-Positive Women With Operable Invasive Breast

Cancer

Randomization:
ALND vs. axillary radiotherapy

Sentinel node biopsy procedure

ORIGINAL ARTICLE - BREAST ONCOLOGY

Sentinel Node Identification Rate and Nodal Involvement
in the EORTC 10981-22023 AMAROS Trial

re the sentinel node biopsy procedure. In sentinel
nts, no further axillary treatment is pr ed
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ROVESCIO DELLA MEDAGLIA IN RELAZIONE ALLA
RISCHIO DELLA SITUAZIONE ATTUALE

nella presunzione di OVERTREATMENT DA PARTE
UNDERTREATMENT CHIRURGICO DEGLI ALTRI TERAPEUTI

Aumento indicazioni chemio ?7???
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Controindicato sempre

Indicato pre NAD
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Indicato post NAD solo se cNO

Indicato post NAD solo se cNO post NAD



Sentinel-lymph-node biopsy in patients with breast cancer = {!_';'I
before and after necadjuvant chemotherapy (SENTINA): -
a prospective, multicentre cohort study

: accuracy (false-negative rate) of
sentinel-lymph-node biopsy after neoadjuvant
chemotherapy

chemotherapy, and also the false-negative rate and detection

for patients who converted from cN1 to ycNO rate of sentinel-lymph-node biopsy after removal of the sentinel

disease during neoadjuvant chemotherapy (arm lymph node.

C).
Sentinel-lymphnode biopsy provides less reliable results if it is Sentinel-lymph-node biopsy is a reliable diagnostic
undertaken after neoadjuvant chemotherapy in patients who method before neoadjuvant chemotherapy. After
convert from a positive to a negative axillary status, systemic treatment or early sentinel-lymph-node
compared with women who undergo sentinel-lymphnode biopsy in biopsy, the procedure has a lower detection rate and a
primary surgery (panel). higher false negative rate compared with sentinel-lymph-

node biopsy done before neoadjuvant chemotherapy.
In patients who converted after neoadjuvant chemotherapy from

cN+ to ycNO (arm C), the detection rate was 80-1%

(95% CI 76-6-83-2; 474 of 592) and false-negative rate was In our study, a second sentinel-lymph-node biopsy
14-2% procedure after neoadjuvant chemotherapy in women
with a positive sentinel node before systemic treatment

resulted in the detection rate 60-8% and a false-negative rate
of 51+ 6%, indicating that this procedure is not a useful

option.



Available online at www.sciencedimct.com
SciVerse ScienceDirect I E, ' : ; O
thee Journol of Cancer Surgery
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EXSCry 39 (2013 ) 417 —424

Review

Timing of the sentinel lvimph node biopswy in breast cancer patients receiving

neoadjuvant therapwy Recommendations for clinical guidance

Duveken B Y. Fontein, Willemien van de Water, J. Sven D. Micog. Gerrit-Jan Liefers,
Cornelis J.H. van de Velde™

on the basis of our findings, we recommend

that the SLNB can be performed after One of the major advantages of axillary surgery after

NAC in all cases. In patients with a clinically neoadjuvant therapy is the potential for less extensive surgery
node-negative (cNO) status prior to NAC, the

as well as reducing surgery to a single procedure.

SLNB should be performed after NAC. and in Overall, 20-44% of node-positive patients achieves a complete
case of a histologically confirmed negative pathological response in the axilla with NAC and
SLNB. a Completion axillary Iymph node may thereby be spared an ALND, with its well-known

. ’ comorbidities. Moreover, patients who are clinically
dissection (ALND) has no added value and nodenegative
can be omitted. In patientS with Clinica”y before NAC may also be spared a second surgical
pOSItIVG nodal involvement (CNb) prior to procedure when the SLNB is performed after NAC.

NAC, all axillary surgery can also be
performed after NAC.
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It’s today
reasonable try to
avold further
unnecessary
axillary dissection




A topic that is generally on the mind of
every breast surgeon these days:

Should | go back to do a completion axillary
lymph node dissection or not?
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APPROCCIO A LIVELLO ASCELLARE: LINFONODO SENTINELLA

Gruppo di lavoro
SENONETWORK 3\‘ x

l WORK IN PROGRESS

Documento per consensus conference

attualita  senologia

Firenze, Palazzo dei Congressi, 22-24 gennaio 2014
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grazie per | ’attenzione !!!!

e

26-27 SETTEMBRE 2013

Sermig - Arsenale della Pace
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