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Sunum akisi:

e Meme Cerrahisinde glincel
kavramlar ve uygulamalar

e Aksilla Evreleme ilkeleri

o AXSANA

e Salgin ddneminde

meme kanseri nasil yonetildi
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Epidemiyoloji-

Globcan2020 gére TURKIYE verilers

Summary statistic 2020

Males Females Both sexes
Poeulation 41636125 42702 9542 84 339 067
e —
CNumber of new cancer cases 132816 101018 233834
Age-standardized incidence rate (World) 291.5 188.0 2315
Risk of developing cancer before the age of 75 years (%) 29.2 184 233
Number of cancer deaths 78 949 47 386 126 335
Age-standardized mortality rate (World) 1716 814 1204
Risk of dying from cancer before the age of 75 years (%) 18.2 8.6 13.0
5-year prevalent cases 300071 281 565 581 636
Top 5 most frequent cancers excluding non-melanoma skin cancer Lung Lung
(ranked by cases) Prostate Thyroid Breast
Colorectum Colorectum Colorectum
Bladder Lung Prostate
Stomach Corpus uteri Thyroid

Other cancers
43 632 (43.2%)

Summary statistic 2020

Corpus uteri
5918 (5.9%)

Total: 101018

24175 (23.9%)

Thyroid
11 034 (10.9%)

Colorectum
9202 (9.1%)

Lung
7057 (7%)
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TNM

Tis: insitu
T1: 2 cm den kiiglik
Tl a (5mm), T1b( 5-10mm), Tlc ( 10-20mm)
T2:2-5cm
T3:5 cm den biiyiik
NO: Lenf nodu yok ( klinik ve radyolojik)
N1: Tek taraf levell-2
N2: Level 1-2 fikse veya kitle yapmis veya
Mammaria interna N+
N3: ayni taraf Levell-2 + MILN veya
N durumundan bagimsiz infrakalvikiiler N
Aksiller N durumundan bagimsiz supraklavikiiler N
M: Metastaz

EVRELEME
EBweO  TsNOMO



Guncel Evreleme- Prognostik dzellikler -
TNM gore degil Molektler ( biyolojik) alt tipe gére yapilir

e (a) Luminal A- (ER +, PR +, Ki-67 dlislik, HER-2- neu-):
Genellikle dusiik dereceli timorler, miikemmel prognoz ve endokrine yanit

e (b) Luminal B—(ER +, PR %, Ki-67 yuksek, HER-2-neu %):
Genellikle yliksek dereceli tiimorler kot prognoz ve yliksek proliferasyon orani

e (c) HER-2 benzeri (ER-, PR-, Ki-67 yiksek, HER-2-neu +):
Genellikle kemoterapiye ve anti-HER-2 tedavisine iyi yanit,
olumsuz prognoza ve yiiksek proliferasyon oranina sahip yiiksek dereceli tiimorler.

« (d) Bazal benzeri (ER-, PR-, HER-2-neu-): Uglii negatif,
Genellikle kotu prognozlu 3. derece tiimorler.



Radyolojik-Patolojik- Prognostik belirtecler

e Mesenkimal kok hiicreden
kaynaklanan timarlerde

beklenen sonuglar alinmayabilir

e Az ve kotu diferansiye olur,

metastaz ve hizli agresif seyri izah edebilir
* Epithelial mesenchymal transit ??

e TIL: tumor-infiltrating lymphocytes (TILs)
NAK alan olgularda, 6zellikle de

Uclii Negatif kanser prognozu icin 6nemli,
coklugu iyi prognoz ile uyumludur.

e Ki 67 : Tam yanit olasiligi ile dogru orantili



Meme Yaklasim
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DIAGNOSIS WORKUP? CLINICAL STAGE

 History and physical exam

RS Diagnostic bilateral mammogram
b Ultrasound as necessary i -
» Breast MRIP (optional), with special cTO,N+,M0 |See NCCN Guidelines for
consideration for mammographically Occult Primary
Po;:l_tl:ullt tumors e
= Pathology revie
» Determination of tumor estro lgemf Not IL"QW‘)MMW
progesterone raceptor (ER/IPR) status considering 1
Non-Metastatic and HER2 statusY preoperative i1 BINV-2
(MO) Invasive « Genetic counseling if patient is at risk® systemic y or
Breast Cancer for hereditary breast cancer See thein . |sSee Mastectomy
« Address fertility and sexyal health criteria for Py lE i
concerns as appropriate cT1=T3, _ |preoperative B =
" Chilibearing potentiall (f pregnant, il -y ’
c earing potentia pregnant, see_
PREG-1) (BINV-M) Gonsidering iti
» Assess for distress? preoperative| _ (5= " o0 =
= Consider additional Imagins studies only systemic Systemic Therapy (BINV-12)
in the presence of signs an symptoms therapy
of metastatic disease" (
.. Stage IV (M1) or See Workup for Recurrent or
Metastatic (M1) Invasive Breast Cancer Recurrent disease . |Stage IV (M1) Disease (BINV-18)
Clinical pathologic diagnosis of inflammatory breast cancer (IBC) See Workup for IBC (IBC-1
@ For tools to aid optimal assessment and management of ! For Fertility and Birth Control (see BINV-C). The general considerations for fertility and sexual
older adults, see NCCN Guidelines for Qider Adult Oncology. health/function outlined for specific populations in NCCN Guidelines for Adolescent and Young
b Breast MRI may be useful for characterizing axillary and/ Adult (AYA) Oncology and NCCN Guidelines for Survivership are applicable to all patients
or internal mammary nodal disease. See Principles of diagnosed with breast cancer.
Dedicated Breast MR| Testing (BINWV-B). 9 See NCCN Guidelines for Distress Management.
¢ The panel endorses the College of American Pathologists " Routine systemlc. staging is not indicated for non-metastatic (MQ0) cancer in the absence of
Protocol for pathology reporting for all invasive and systemic symptoms. If metastatic disease is suspected, see Workup on BINV-18.
noninvasive carcinomas of the breast. http./fwww.cap.org. ! Patients with a known or suspected genetic predisposition to breast cancer may have an increased
d See Principles of Biomarker Testing (BINW-A), risk of ipsilateral breast recurrence or contralateral breast cancer with breast-conserving therapy.
& For risk criteria, N ideline tic! il These patients may be considered for prophylactic bilateral mastectormny for risk reduction. See

High-Risk Assessment:. Breast, Ovarian. and Pancreatic. NCCHN Guidelines for Genetic/Familial High-Risk Assessment. Breast, Ovarian, and Pancreatic.




Meme Klinik Yaklasim- ilk géren hekim prognstik

e Fizik Muayene , Sorgulama, Kayit

e GoOriuntileme: Mamografi-Ultrasonografi- MR *

e Doku o6rnekleme ( biyopsi):

e Meme: Kalin igne biyopsisi (KiB) (IIAB -insizyonel veya punch degil) :
Mikroskopik 6zellikler ile birlikte Niikleer ve Histolojik derece, ER, PR, Her 2; Ki 67
e Aksilla: 11AB

MULTIDISIPLINER konseyde tedavi planlama

e Genetik Danismanlik**

* Fertilite danismanhg***

e Rutin Kan testleri — (CEA ve CA15-3 dahil, gen¢ olguda CA125)???

e Kemik Sintigrafisi * Toraks ve Batin BT* PET BT*

*olgu 6zelligine gére degismekle birlikte tiimér voliimii ile takip ve ilk tedavi sonu yeniden evrelemede 6nemli, yapiimali
**Geng hastalarda , ailesel yiiksek riskli olanlarda

*** Geng ve ¢ocuk isteyen olgularda



Meme Cerrahi MKC-OPC -'Q I"
Meme koruyucu cerrahi (MKC) " ¢ ’ ‘ W, {

Tumorin ( kanserli dokunun) geride kanser dokusu

birakmayacak sekilde memeden glivenli olarak ¢ikartilmasidir. I
‘no ink on tumor’ B
RT mutlaka yapilir: Boost ve Tim Meme RT seklinde ot i .

Onkoplastik cerrahi (OPC) :’W.Audresch’ 87”
* Meme kanserinin guvenli cerrahi sinir ile ¢cikarilirken temel plastik cerrahi
yontemlere dayanarak memeye yeniden sekil verilmesi teknigidir.

Level | OPC

Kesiyi takiben deri derialti agilir
Fasyaya kadar inerek doku hazirlanir
Tamor cikarilir- isaretlenir

Kaydirma ilerletme teknigi ile meme
modellenir

e Klasik MKC den farki daha guvenli sinir saglayarak niks olasiligini azaltmasi ile Gstinddr.
Memenin yapisina ‘ yogun veya yagh ?’ , timoriin memedeki yeri ve timor boyutuna gore farkhlik gosterir

e iki diizeyde ele alinabilir,
Tumor glvenle c¢ikarildiginda meme voliminin
e <%20 - ise Level | : ‘meme cerrahlari’ tarafindan

* %20-50 ise Level lI: Plastik cerrahi ve OPC icin egitimli cerrahlar tarafindan uygulanabilir
Clough KB, Ann Surg Oncol. 2010 May;17(5):1375-91.



Review Article

From Radical Mastectomy to Breast-Conserving Therapy

and Oncoplastic Breast Surgery: A Narrative Review Comparing
Oncological Result, Cosmetic Outcome, Quality of Life, and
Health Economy

Ahmad Kaviani,"” Nassim Sodagari,' Sara Sheikhbahaei,”* Vahid Eslami,*”
Nima Hafezi-Nejad,>*? Amin Safavi,” Maryam Noparast,® and Alfred Fitoussi®

International Scholarly Research Notices, vol. 2013, Article ID 742462,

n

v “Mastectomy,” “Breast Conserving Therapy,” and “Oncoplastic Breast Surgery.” terimleri kullanilarak
2000-2013 arasinda yayinlanmis Ingilizce ve Fransizca tip literattriindeki tim makaleler incelend.i.

v’ Temel amacg ve ydntemi; onkolojik yanit, kozmetik sonug, sag kalim, lokal yineleme , yasam kalitesi ve
saglk ekonomisi alaninda, kalitesi en Gst diizeyde olan 60 < makale secildi.

v"MKC ye gbore MKC+OPC, Uzun dénem ( 2 sene< ) sonugclari kozmetik bakimdan benzer ya da tstin

v ‘Qol’ yasam kalitesi bakimindan karsilastiriimasinda : OPC diger iki yontem gore Ustin

v Yiksek hasta memnuniyeti ve kanitlanmis onkolojik gliivenlik bakimindan OPC istiin bulunmustur.
Sonug, Oneriler:

v"OPC nin MKC ile birlikte uygulanmasi ve bunun i¢cin meme kanseri cerrahisi yapan cerrahlar egitilmeli

v’ Saglik harcamalari bakimindan da otolog veya prostetik rekonstriiksiyonlara kiyasla avantajlidir.



> Acta Oncol. 2021 Jun;60(6):750-759. doi: 10.1080/0284186X.2021.1900907. Epub 2021 Mar 31.

Oncoplastic breast surgery versus conventional
breast conserving surgery — a prospective follow—up
study of subjective loco—-regional late morbidity

Katrine Rye Hauerslev ', Jens Overgaard 2, Tine Engberg Damsgaard >, Helle Mikel Hvid %,
Eva Balling ®, Lone Fischer ', Peer Christiansen

v’ Erken evre timdrlerin taramalar nedeniyle giderek artan sayida saptanmaktadir.

v'Meme kanseri kronik bir hastaliktir ve uzayan yasamla artan morbidite 5Gnem kazanmaktadir
v Estetik sonug, hem hastalar hem de hekimlerin icin dnemlidir.

v En yash yas gruplarinda bile meme koruma teknikleri giderek daha fazla kullaniimaktadir.

v MKC yapilan olgulara MKC ile OPC yontemlerinin birlikte ve

«meme cerrahlari» tarafindan uygulanmasi sonuclarin iyilesmesi bakimindan énemlidir .

ClinicalTrials.gov: NCT02159274
364 hasta, 229 MKC — 105 OPC; 18 ay ortalama takip sliresi ve uzun donem sonuglari

yas, ko morbidite ,VKI, reeksizyon orani ve aksillaya girisim benzer iki grup anket yoluyla degerlendirilmis

* omuz, kol ve meme morbiditesinin subjektif semptomlari benzer, kozmetik sonu¢ bakimindan OPC grubu iistiin
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DIAGNOSIS WORKUP? CLINICAL STAGE
= History and physical exam
* Imaging:

» Diagnostita bilateral mammogram
» Ultrasound as necessary e
» Breast MRIP (optional), with special cTO,N+,MO0 See NCCN Guidelines for
consideration for mammographically Occult Primary
occult tumors
* Pathology review®

- Determination of tumor estrolgem' Not Locoregional treatm_ant'
progesterone receptor (ER/PR) status considering B -Conservin
Non-Metastatic and HER2 status9 preoperative | | LD INV-2
(MO) Invasive |—|* Genetic counseling if patient is at risk® systemic or
Breast Cancer for hereditary breast cancer therapy See Mastectomy_
= Address fertility and sexpal health Followed by RT (BINV-3)

concerns as appropriate

= Pregnancy test in all ?ratients of 2cNo,Mo &
childbearing potential' (If pregnant, see_ ’ 4
E.BE.G.—.‘!}

* Assess for distressY
= Consider additional lmaging studies only
in the presence of signs and symptoms

of metastatic disease" (see BINV-18)

4
See Workup for Recurrent or

. Stage IV (M1)
Metastatic (M1) Invasive Breast Cancer Reaurrant > | sta IV (M1) Dis (BINV-18)
Clinical pathologic diagnosis of inflammatory breast cancer (IBC) » See Workup for IBC (IBC-1)
@ For tools to aid optimal assessment and management of ! For Fertility and Birth Control (see BINV-C). The general considerations for fertility and sexual
older adults, see NCCN Guidelines for Older Adult Oncology. health/function outlined for specific populations in NCCN Guidelines for Adolescent and Young
b Breast MRI may be useful for characterizing axillary and/ Adult (AYA) Oncology and NCCHN Guidelines for Survivorship are applicable to all patients
or internal mammary nodal disease. See Principles of diagnosed with breast cancer,
Dedicated Breast MR] Testing (BINV-B). 9 See NCCN Guidelines for Distress Management.
© The panel endorses the College of American Pathologists " Routine systemic staging is not indicated for non-metastatic (M0) cancer in the absence of
Protocol for pathology reporting for all invasive and systemic symptoms. If metastatic disease is suspected, see Workup on BINWV-18.
noninvasive carcinomas of the breast. http.//www.cap org. | Patients with a known or suspected genetic predisposition to breast cancer may have an increased
d See Principles of Biomarker Testing (BINV-A). risk of ipsilateral breast recurrence or contralateral breast cancer with breast-conserving therapy.
€ For risk criteria, see NCCN Guidelines for Genetic/Familial These patients may be considered for prophylactic bilateral mastectomy for risk reduction. See_

High-Risk Assessment: Breast, Ovarian. and Pancreatic. NCCN Guidelines for Genetic/Familial High-Risk Assessment: Breast, Ovarian, and Pancreatic.




Meme Yaklasim

W(e{®'B Cancer
Network®

Hrinted by Semra Lunay on 17/714/2027 11:37:36 AM. For personal use only. Mot approved for disinibution. Copynight = 2021 National Comprehensive Lancer Network, Inc., All Rights Heserved.

o ensive NCCN Guidelines Version 8.2021
Invasive Breast Cancer

NCCN Guidelines Index
Table of Contents
Discussion

PRINCIPLES OF PREOPERATIVE SYSTEMIC THERAPY

+ Facilitates breast conservation
+ Can render inoperable tumors operable

» Treatment response provides important prognostic information at an

individual patient level, particularly in patients with TNBC or HER2-
positive breast cancer
+ Identifies patients with residual disease at higher risk for relapse to

allow for the addition of supplemental adjuvant regimens, particularly

in patients with TNBC or HER2-positive breast cancer.

+ Allows time for genetic testing

+ Allows time to plan breast reconstruction in patients electing
mastectomy

» Allows time for delayed decision-making for definitive surgery.

niti

+ May allow SLNB alone if initial cN+ becomes cNO after preoperative
therapy.

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

» May allow for more limited radiation fields in patients with cN+ who
become cNO/pNO after preoperative therapy.

» Excellent research platform to test novel therapies and predictive
biomarkers

* 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

Candidates for Preoperative Systemic Therapy
+ Patients with inoperable breast cancer:
» IBC
» Bulky or matted cN2 axillary nodes
» cN3 nodal disease
» cT4 tumors
+» In patients with operable breast cancer, preoperative systemic
therapy is preferred for:
0 HER2-positive disease and TNBC, if cT 22 or cN 21
O Large primary tumor relative to breast size in a patient who
desires breast conservation
O cN+ disease likely to become cNO with preoperative systemic

therapy
» Patients in whom definitive surgery may be delayed.
Non-candi for Pr: rativ mic Ther:

» 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



Meme Yaklasim: PST ‘NAKve NET’

Bilinen yararlari:

inoperabl timér operabl olabilir - MKC uygun olmayan olguda MKC ( + OPC) iyi kozmetik de miimkiin

TN ve Her 2 + olanlarda Toplam ve Hastaliksiz SK GstlnlGgu gosterilmistir

Genetik inceleme i¢in zaman saglar

Elektif cerrahi gecikecekse zaman saglar

* Mastektomi ve rekonstriiksiyon yapilacak ise planlama icin zaman saglar
Ustiinlugi:

» Aksilla evrelemesini PST sonra yapilmasini mimkin kilar ( cN+ olgular :cN-)
e KT rejimi uygun degilse bunu gérmeyi ve gerekiyorsa degistirmeyi saglar

e Siurec¢ boyunca yeni nesil tedavilerin etkisini gormeyi saglar

e RT alanini daralmasina yardimci olur



Meme Yaklasim: PST ‘NAK ve NET’

PST kime yapilmal:

v’ Erken evrede TN ve Her2 ++ olgular

v cN(+)

v LIMK ve iIMK

v cT4 ve cN2

v MKC planlanan olgular ?

* Timodr mutlaka ve miimkiinse aksilla kuskulu nod isaretlenmelidir

v’ Cerrahi riski yiiksek olup hazirlik gereken ya da ameliyat olamayacak

PST kime yapilmamal:

Primer tumoru palpe edilmeyen ,tam tanimlanamamis ve yaygin DCIS



Aksillaya yakla§|m . Meme kanseri cerrahisindeki yeri sorgulanmaktadir

v"Uzun yillar aksiller lenf nodu diseksiyonu (ALND) meme kanseri hastalara standard olarak uygulandi,
v pN durumunu (teshis / evreleme) yani sira yeterli lokorejyonel kontrolun (terapotik) sagladigi distintldi.
v’ Oysa tedavi katkisi tartismalidir ve yiksek morbiditesi ile hayat kalitesinin dismesine neden oluyordu.

v’ Primer cerrahi yapilanlarda ALND’nun bir evreleme araci olarak kullanilmasinin yerini Toplam ve
Hastaliksiz SK tehlikeye atmayan sentinel lenf nodu biyopsisi (SLNB) almistir

Giuliano AE,. Ann Surg 1994; 3: 391-401
v’ PST sonrasi SLNB’nin giivenlidir
v  ozellikle baslangicta (cN+) ile basvuran ve ycNO'a donusen kadinlarda giderek daha cok yapilmaktadir.
v'Hedef %10 u asmayan hata payi ile hastayi dogru evrelemektir.
v'Bunun icin yapilmasi gereken PST sonrasi SLNB icin 3 ya da daha cok ganglion cikarilarak incelenmesidir.
v Glncel rehberlere gore (ESMO, NCCN) aksillada genis cerrahi giderek azalmakta-azalmalidir ve

v’ 1-2 pozitif SLNB olsa bile secilmis hastalarda ALND yapilmayabilir.



Aksilla cerrahisi azaliyor

Krag DN, et al : Sentinel-lymph-node resection compared with conventional axillary-lymph-node dissection in clinically
node-negative patients with breast cancer: overall survival findings from the NSABP B-32 randomised phase 3 trial.

Lancet Oncol. 2010 Oct;11(10):927-33.

v"NSAP B-32 Calismasi paradigma degisikligini netlestirdi ve tartismalari sonlandirdi
v'5611 hasta randomize edildi,

v’ Lokal niks hastaliksiz ve toplam sag kalim ayni, istatistiksel fark olmasa da SLNB grubu Ustin

%

8 senelik ortalama takipte T,
v SLND grubunda (n:2804) 8, I
v SLNB+ALND grubunda (n:2807)14 niiks oldu .
v"Qol bakimindan ise SLNB grubu anlamli Ustiin "

Miinih Kanser Enstitlisii 2017



Aksillaya yaklasim- lenfédem

* Meme kanseri cerrahisi ve aksillaya invazif grisimlerin
en dnemli morbiditesi LENFODEM (LO)
e Lenfodem yasam kalitesini dnemli 6lciide bozar

e Kisisel nedenler, kilo VKI, dominant kol ve yapilan ise bagl travma olasiligi, DM gibi enfeksiyona yatkinhgi
arttiran yandas hastalik

e Cerrahinin genisligi, cerrahi deneyimi ve Radyoterapi de 6nemli etkendir

* Aksilla cerrahisine bagh LO olasihgi cok sayida PR Calismaya konu olmustur.

* NSBP-B-32, IBCSG, ACOSOG-Z011 ve AMAROS calismalari ile gosterilmistir ki;

v SLNB grubunda %3 ve %8.1,3 degismekte

v' ALND, i % 33 ila60 araligindadir.

e Alinan tim onlemlere karsin bu oran ALND grubunda 6zellikle de ek olarak RT alanlarda,
5 yillik takipte LO %31.2 ile %38.7 degismektedir.



Aksilla Yaklasim

Effect of Axillary Dissection vs No Axillary Dissection on 10-Year
Overall Survival Among Women With Invasive Breast Cancer and

Sentinel Node Metastasis:

Armando E. Giuliano, MD, Karla V. Ballman, PhD, Linda McCall, MS, Peter D. Beitsch, MD,
Meghan B. Brennan, RN, ONFP, PhD, Pond R. Kelemen, MD, David W. Ollila, MD, Nora M.
Hansen, MD, Pat W. Whitworth, MD, Peter W. Blumencranz, MD, A. Marilyn Leitch, MD,

Sukamal Saha, MD, Kelly K. Hunt, MD, and Monica Morr Ayjllary dissection versus no axillary dissection in patients
with breast cancer and sentinel-node micrometastases
(IBCSG 23-01): 10-year follow-up of a randomised,
controlled phase 3 trial
Viviana Galimberti, Berard F Cole, Giuseppe Viale, PaoloVerones; ElisaVicini, Mattialntra, GiovanniMazzer Lancet Oncol 2018 ;o

I”'GIID Tﬂ‘]urem Dawd Littlejohn, Michael Knaver, Carfo Tondini, Arge[o Di Leg, Marco Colleoni, Meredith M Regan, Alan 5 Coates, Richard [ Gelber,
R | P RTESTE SPTRY ML SRR, - TR R Jﬂl23£\"1

Radiotherapy or surgery of the axilla after a posmve sentinel
node in breast cancer (EORTC 10981-22023 AMAROS):a

randomised, multicentre, open-label, phase 3 non-inferiority trial

Mila Donker, Geertjan van Tienhoven, Marieke E Straver, Philip Meijnen, Cornelis J H van
Aa WValda Rnahart F Man=al | niai Catalintti 4 Haelan Wastanhara _laan H S Klinkanhiil
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SURGICAL AXILLARY STAGING

Sentinel node

negative® No er axillary surgery (category 1)
N lpable | h node at Micrometastases seen in SLN _, Nofurther
di?ag:ogais :r grzns?usg?cigl?s post-mastectomy axillary surgery
nodes on imaging or £2 Sentinel node Sentinel nod . _
positive nodes confirmed mapplngnand positive® Meets ALL of the following criteria Yes - No further
by needle biopsy * clip excision®® (from ACOSOG Z0011 trial): toall . axillary surgery'
lacement? *T1orT2tumor
P * 1 or 2 positive sentinel lymph nodes
* Breast-conserving surgery Axillary

- * WBRT planned No —» |dissection

S";"‘?:"g‘ s + No preoperative chemotherapy level /1189
uspiciou
[palgahlej lymph FNA or Sentinel node
nodes . core biopsy not identified
or US-guided | |hegatived .
23 suspicious FNA or If no asection level I/l
core

gsdes on imaging | biopsy preoperative
Preoperative t clip FNA or chem?therapy
systemic therapy placement?® core biops was given
being considered i psy ‘
and suspicious positive
lymph nodes p
at diagnosis on NB (sentinel lymph node biopsy) in selected cases when nodes
exam or imaging clinically negative after neoadjuvant therapy (category 2B)"

" -

a|f a positive lymph node is clipped at biopsy, every effort should be made to remove the pc-mtwe nedes on SLNB, and have no axillary ssection, RT shc-uld mclude
clipped node at the time of surgery. chest wall supradawcular £ internal mammary nodes, and full axilla.

b Sentinel lvmph node mapping iniections.may by i 5 & 5 & e axilla who are underaoina mastectomy



Axilla yaklasim: Tedavi degil Evreleme

PST almayan olgularda :

» Klinik ve radyolojik NO ( cNO) olgularda SLNB standart: SLNB — ya da mikrometastaz :RT

cN+ olguda IIAB ve mumkiin ise isaretleme

T1 ve veya T2 + SLNB 1-2 (+)+ MKC(OPC) + TMRT (PST almayacak ise) ALND yapma :RT ( Z0011)
cN2 veya makrometastaz (1-2/3-4) : PST

PST alan olgularda tedavi sonrasi :

cN+ ise ALND

cNO ise SLNB ve sonucu da ayni sekilde degerlendirilir

Meme ve Aksillanin PST den yararlanma olasiligi %98 e varan oranlarda uyumlu bulunmustur ..

Ann Surg 2020;271:574-580)

Samiei et al :Correlation Between Pathologic Complete Response in the Breast and Absence of Axillary Lymph Node
Metastases AfterNeoadjuvant Systemic Therapy



Axillaya yaklasim- Guncel durum standart mi?

v Sistemik tedavi stratejilerinin optimizasyonu, PST tam yanit (pCR) oranlarinda artisa yol acmistir.
v' Alt gruplarda %70'e varan pCR oranlarina ulasiimistir .

v’ Baslangicta nodal tutulum ile PST alan hastalarin %50’sinde NO’a dénlisiim gorilebilmektedir.

v 2016 yilinda 6nce metastatik lenf noduna bir isaret (ornegin bir klip veya bir radyoaktif
isaretleyici) yerlestirmekten olusan yeni bir cerrahi yaklasim (TAD = hedeflenmis aksiller
diseksiyon) tanimladi.

v’ Isaretlenmis lenf nodunun (hedef lenf nodu = TLN) ve sentinel nodun basariyla cikarildigi
hastalarda yanlis negatif orani %1,4 kadar dusebildi.

Siso C, et al. (IRINA Trial). Ann Surg Oncol 2018;25:784-91
v/ Bazi Avrupa llkelerinde (isvec, Norvec, Finlandiya) ALND bu hastalar icin standart kabul edilmekte
v/ italya da hastaya, hedef lenf nodu isaretlenmeden ve cikarmadan sadece SLNB yapilmaktadir.

v/ Orta Avrupa ile ingiltere’de « 6zellikle de meme cerrahlari» SLNB ve TAD tercih edilmektedir



Axilla yaklasim- Glncel durum

Guncel ESMO rehberi, PST sonrasi cNO olgularda SLNB'nin yapilarak negatif olmasi durumunda
daha fazla aksiller cerrahinin gerekmedigini

SLNB'nin yanlis negatif oraninin biyopsi yapilan pozitif nodun (lar) isaretlenerek ¢ikarilmasi ile
iyilestirilebilecegini belirtmektedir.

Almanya’da farkli merkezler farkl uygulama yaparken, 2019 a kadar DEGRO baslangicta nodal
tutulumu olan hastalarda ALND’yi onermekte iken, artik PST sonrasi SLNB uygulamakta..

Alman Jinekolojik Onkoloji Calisma Grubu (AGO) onerilerini 2019'da degistirerek ve bu hasta alt
grubu icin TAD'yi tercih edilen teknik olarak onaylamistir.

NCCN’de TAD istege bagh bir teknik olarak kabul edilirken, PST sonrasi SLNB 6nermektedir.

Bu kosullarda EUBREAST EUropean Breast cancer REsearch Association of Surgical Trialists &

Fizibilite, guvenlik, morbidite ve uygulamada farkl teknikleri karsilastiran prospektif ¢cok
merkezli bir kohort ¢alismasi planlanmistir.
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poster presentation, abstract #1769, "AXSANA -

Ongoing Clinical Trials

| EUBREAST 3

AXSANA — EUBREAST 3 (AXillary Surgery After NeoAdjuvant Treatment): An ()
international prospective multicenter cohort study of the EUBREAST study group to

evaluate different surgical methods of axillary staging (sentinel lymph node biopsy, December 7-10, 2021 (2%\&45?%1%%&

. . . . . . . - . HENRY B. GONZALEZ CONVENTION CENTER SYMPDSIUM
targeted axillary dissection, axillary dissection) in clinically node-positive breast SAN ANTONIO, TEXAS
Hﬁ

cancer patients treated with neoadjuvant chemotherapy (NCT04373655)

Kuehn T (1), Hartmann S (2), Stickeler E (3), de Boniface J (4,5), Gentilini O (6), Frohlich S
(2), Ruf F (7), Thill M (8), Hauptmann M (9), Karadeniz Cakmak G (10), Rubio IT (11),
Gasparri ML (12,13), Kontos M (14), Bonci E-A (15,16), Niinikoski L (17), Di Micco R (6),
Murawa D (18), Pinto D (19), Peintinger F (20), Solbach C (21), Appelgren M (4), Blohmer J-
U (22), Weigel M (23), Kaltenecker G (24), Schrauder MG (25), Simons JM (26), Smidt ML
(26, 27), Schlichting E (28), Dostalek L (29), Emelyanov A (30), Thiemann E (31), Gunay S
(32), Laibl S (33), M@M i (7, 34) and the AXSANA Study Group

(31) Brustzentrum Osnabriick / Nlels-Stensen-Kllnlken, Osnabriick/Georgsmarienhitte,
Germany

(32) Ministry of Health Istanbul Provinicial, Health Directorate Prof. Dr. Cemil Tascioglu
City Hospital, Istanbul, Turkey

(33) GBG — German Breast Group, Neu- Isenburg, Germany

NARARAAARARAA

FAY AMMadiaal Taanlbie | laimriabk | laima | labaraibhe Midiaaa ldarf Mitanaldar Mammaasr



Salgin doneminde Meme Kanseri yonetimi

Covid 19 salgini sirasinda meme kanseri yonetim planlarinda hem dinyada hem de lilkemizde bazi diizenlemeler
yapildi, cerrahi islemler olabildigince ertelenerek tedavi planlari yenilendi.

* Turkish national consensus on breast cancer management during temporary state of emergency
due to COVID-19 outbreak

TCD & SENATURK Senology Academy-Turkey, Istanbul, Turkey
ORIGINAL ARTICLE Turk J Surg 2020; 36 (2): 147-163

Delphi metodu ve Likert skalasi ile 28 olgu senaryosu 47 baslikta 51 panelist tarafindan oylandi

Turkish National Breast Oncology Specialists Task Force for COVID-19 consists of

Miifide Nuran Akgay, Erol Aksaz, Kemal Atahan, Semih Baskan, Betiil Bozkurt, Neslihan Cabioglu, N. Zafer Cantiirk,
Hasan Senol Coskun, Murat Calikapan, Biilent Citgez, Orhan Demircan, Liitfi Dogan, Mustafa Emiroglu, Ozlem Er,
Serap Erel, Ali ilker Filiz, Ertugrul Gazioglu, Sadullah Girgin, Sema Sezgin Goksu, Semih Gorgiilii, Mehmet Ali Giilgelik,
Semra Giinay, Giinay Giirleyik, Veysel Hakséyler, Abdullah igci, Hasan Karanlik, Abut Kebudi, Saadettin Kilickap,
Belma Koger, Hande Kéksal, Fatih Kdse, Bekir Kuru, Semra Paydas, Ayfer Kamali Polat, Serdar Ozbas, Necati Ozen,
Vahit Ozmen, Giirhan Sakman, Aykut Soyder, Ozlem S6nmez, Mehmet Ali Nahit Sendur, Cemalettin Topuzlu, M. Umit
Ugurlu, Hilal Unal, Levent Yeniay, Cem Yilmaz, idris Yiicel.



Salgin ddneminde neler oldu

Covid 19 salgini sirasinda meme kanseri yénetim planlarinda bazi diizenlemeler yapild.
Konsey ilk 3 ay ¢evrimici sonra eski yontemle devam etti

Covid-19 Salgininin Meme Kanseri Tedavi Planlamasina Etkisi
Semra Gunay Ali Murat Pussane, Binnur Yilmaz, Pinar Ozay Nayir, Muhammed Mustafa Atci, Arzu Akan
MCK21 de en iyi Bildiri 3. odiilii

EAMR-92063: Research Article

GIRIS ve AMAC: Covid 19 Sa|%<lnl tum diinyada meme kanseri yonetiminde énemlnggIUklere neden oldu, biz
de bu zorlu durumun meme kanseri tani ve tedavisine etkisini incelemeyi amagladik.

YONTEM ve GERECLER: Bu calismada Mart 2019 ile Nisan 2021 arasindaki 26 aylik siire salginin tilkemizdeki
baslangic tarihine gore iki doneme ayrildi.

Onceki 13 ay A, sonraki 13 ay B ve her iki donemin ilk 3 ayi da ayri ayri, A* ve B* olarak tanimlandi. Meme
kanseri tanisi alan tim hastalar hastane kayitlarina dayali olarak timoérun histopatolojik ve molekuler alt
tipleri, primer sistemik tedavi (PST) sikligi ve modeli, PST 6ncesi aksiller evreleme yontemi olarak Sentinel
Lenf Nodu BiyopsisiJa da non invazif yaklasim ile cerrahi yontem gibi bazi 6zellikler agcisindan retrospektif
olarak degerlendirildi.

Sonuclar ki-kare testi ile incelendi ve p> 0.05 istatistiksel olarak anlamli kabul edildi..



Salgin ddneminde neler oldu .....

BU LG ULAR: First line of treatmentand A B P

. . approach to axilla
A doneminde 356 olgu,
PST 108 116 0,005

108 olgu -%30.3’U PST aldi, %37'si (n: 40) PST oncesi SLNB yapilmisti.

NAC 108 106 0,005

NET 0 0,000
SLNB 0 0,000

Total 356 281

B doneminde 281 olgu vardi,

116 olgu PST aldi (%41,2); PST olarak NAC (106) ve NET (10) aldi;

Hig birine SLNB yapilmadi,Aksilla radyolojik ve sitolojik olarak evrelendi.

A ve B periyotlarinin bulgulari karsilastirildiginda,

B'deki PST' deki fark A periyoduna gore istatistiksel olarak anlamli (p: 0,005),
Neoadjuvan Kemoterapi (NAK) icin 6nemsiz (p:0.849) ve

PST baslama sekli olarak Neoadjuvan Endokrin Tedavi (NET)

Aksillaya yaklasim NAK sonrasi SLNB icin ylksek derecede anlamliydi. (p:0.000).

B doneminde, PST'nin daha fazla baslatilmasindan kaynakli, sayica daha cok meme koruyucu cerrahi uygulandi.
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