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Nehmat Houssami 

   



• BCT is the preferred Tx for unifocal BC
• ? Oncological safety of MIBC 
• Phase 2, single arm, prospec:ve trial- Evaluate the oncological 

outcomes in pa:ents undergoing BCT for MIBC



• Nov 2012- Aug 2016
• Women > 40yrs , Median age 61
• 2 to 3 foci biopsy proven (1 site) cT2N0-1 BC
• Lumpectomy – clear margin. Whole breast RT 

with boost to all excision beds
• Median f/up 66mo
• End point- cumulative incidence of LR at 5 yrs 

with a priori rate  clinical acceptability of <8%



• Maximum tumour 5cm
• (3cm) 2cm of normal 4ssue
• Disease extent limited to 2 

quadrants
• Preop MMG/ +- USS
• Preop MRI- amended May 2015 

(op4onal)
• Excluded –contralateral BC, BRCA, 

implants
• ER 83.5% HER2 11.5% TPN 5%
• SLNB 84% ANC 5% SLNB-ANC 8%
• No. of lumpectomies 1 =30%, 2= 

68%, 3= 2%



•  6 pts developed LR - 3.1% - lower than predicted
•  Age, MIBC, ER, HER2, T/N staging were not assoc 

with LR risk.
• None of HER2 pts developed LR
• 20 pts ER+ didn’t receive ET, the 5 yr LR incidence 

was 12.5% vs 1.9%  (ET)
• Breast MRI was done in 92.6% & 7.4 % no MRI (n=15)
• MRI detected 42% of NBL not seen on MMG/USS
• LR rate without MRI 22.6% vs 1.7% with MRI

Results



• Advances in systemic Rx, high quality digital imaging, targeted surgical resection, 
assessment of margins, LR rates are low making it acceptable to Rx MIBC with BCT



•  SLNB is standard of care for axillary node staging in early BC
• ? Questioned since surgery for examination of axillary nodes is 

not performed with curative intent
• Is omission of axillary surgery noninferior to SLNB in patients 

with small BC & negative results on preoperative axillary LN 
USS?



• ProspecYve noninferiority phase 3 RCT
• Italy, Switzerland, Spain & Chile (Feb 2013 – June 2017)
• 1463-women of any age with BC up to 2cm -  1405
• NegaYve preoperaYve axillary USS
• Outcomes - 1. Distant disease- free survival (DDFS) @ 5 yrs
• 2. CumulaYve incidence of distant recurrences, axillary       

recurrences, DFS, OS, and Adjuvant Rx recommendaYons

Methods









• Z11 – ANC was the standard of care in the presence 
of +ve SLNB.
• Now with befer systemic Rx, it is no longer 

necessary.
• SOUND– omission of axillary surgery is noninferior to 

SLNB in early BC & negaYve axillary USS.

Conclusions



• Definition of negative Axillary LN vs suspicious.
• 57 pts – doubtful node on USS- FNA – to exclude nodal metastasis
• SLNB – pts with nodal mets (13.7% +ve nodes : 5.1% micro mets, 

8.6% macro mets & 0.6 % > 4 nodes +ve)  had to undergo ANC – 
further randomized. ? Frozen section. 

• 114 pts (16%) randomized to No axillary procedure received ELIOT 
as full dose/ intraoperative boost.

• ? Mastectomy patients (9) ANC
• Radiotherapy not standardized

Limita1ons



• Preven4ng metastases by using periopera4ve interven4ons has not been 
adequately explored. 

• Local anaesthesia blocks voltage-gated sodium channels and thereby prevents 
ac4va4on of pro-metasta4c pathways.

• Open-label, mul4centre randomized trial to test the impact of presurgical, 
peritumoral in- filtra4on of local anaesthesia on disease-free survival (DFS). 



• Women with early breast cancer planned for upfront surgery 
• without prior neoadjuvant treatment
• randomly assigned to receive peritumoral injec:on of 0.5% 

lidocaine < 4.5 mg/kg body weight) around all 6 tumour 
surfaces, 7-10 minutes before surgery ([LA] arm) or no LA 
arm). 
• Operable BC, cT2N1, no mets, ECOG 0 - 1583
•  Par:cipants received standard postopera:ve adjuvant 

treatment. 
• Primary and secondary end points were DFS and overall 

survival (OS), respec:vely.

Methods







• Peritumoral infiltraYon of Lidocaine before surgery  
significantly increases DFS and OS.
• The benefit was evident in all subgroups based on T, 

LN mets, age, type of Sx (BCS / MX), HR status.
• The reducYon was seen in locoregional recurrences 

as well as distant mets.
• Downside- No placebo control. Not blinded.
• ? Lidocaine pharma kineYcs have anYmetastaYc 

effect.– could explore this theory in other solid 
tumours.



• Adjuvant RT is prescribed aXer BCT to reduce 
the risk of LR. 
RT is inconvenient, costly & associated with 
both short-term and long-term side effects. 

• Can they use clinicopathologic factors and  molecular 
subtypes to see in whom to omit RT ?



• Prospective cohort study, Multicenter
• Women > 55 yrs (median 67 )
• 500 eligible
• BCT for T1N0, 1mm margin, IDC GR1 /2, Luminal A -Ki67 index < 

13.25%
• Had to receive Adjuvant ET
• Calculated cumulative incidence @ 5 yrs < 5% - acceptable risk for 

LR
• F/up 5yrs – recurrent invasive or in situ cancer in ipsilateral breast

Methods



• 59% Aromatase Inhibitor 41% Tamoxifen
• 82.7% were s4ll on ET at 5yrs
• LR = 10 pts (invasive) – 6 true/ marginal 

recurrence & 4 elsewhere in the ipsilateral breast
• Cumula4ve incidence @ 5yrs was 2.3%

• Contralateral BC = 8, CI 1.9%

• Disease free survival – 11 recurrences, 7 
contralateral BC, 23 second primary cancers, 6 
deaths (47 overall).

• 5 yr DFS of 89%
• Of total deaths – 1 was related to BC = DFS 97.2%

CONCLUSIONS
RT CAN BE OMITTED AFTER BCS IN > 55 YEARS 
OF AGE
T1N0 GRADE 1 OR 2
LUMINAL A



• Can we use AI to improve mammography screening 
accuracy?
• And reduce screen reading workload?
• RCT- populaYon based, 40-80yrs, (general & 

moderate hereditary risk of BC), Sweden
• The AI system (Transpara version 1.7.0)





• AI-supported MMG can be 
considered safe.
• Resulted in similar rate of 

screen detected cancers, 
without increasing recalls, 
False positives.
• While reducing screen reading 

workload.
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