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3. The future for nodal staging
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Background to nodal staging

A Nodal dissection
| Radical mastectomy (Halsted 1907)

A Purpose

I Therapy
ARemoval of involved nodes
| Staging
AWhy do we stage the axilla?
AHow do we stage the axilla?
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A Clinically node negative A 25 year followup

A No adjuvant systemic
A Clinically node positive therapy
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Distant-Disease—free Survival Owerall Survival

0

Years of Follow-up

No significant difference In
P e outcome!

Years of Follo




NSABP 84

A Clinically node positive
| Halsted Mx (incl ALND)  No difference in outcome
i Simple Mx + XRT to axilla &fter 25 years

A Clinically node negative

I Halsted Mx (incl ALND)  No difference in outcome
I Simple Mx + XRT to axilla after 25 years

I Simple Mx only



NSABP B4

A Clinically node negative patients
I Mx + ALND40% had positive nodes

I Mx only- 18.6% presented with nodal
metastasis during 25 years of follayp!

A Conclusions

I Radiotherapy is as good as surgery for




Axillary nodal surgery

A Method

I Clearance (level I, Il or llI)
I Sample




Axillary node clearance

A Definitive staging of the
axilla

A Treatment of axillary
disease

& A Morbidity

I Seroma
Lymphoedema (:30%)
Numbness
Paraesthesia
D ROM at shoulder




Axillary node sample

A Technique

| Steeleet al, 1985 BJS
A4 palpable nodes from lower axilla

A Utility
I Chettyet al, 2000 BJS

AALNDvSANSt axillary XRT in node
positive patients

ANo difference in survival (DFS or OS)



Sentinel Lymph Node Biopsy

A Blue dye and/or radioactive tracer directed
axillary node biopsy




Axillary sampld/sSLNB

A Macmillanet al, 2001EurJ Cancer
I SLN included in ANS in 80% of (200) cases
I 14% SLNB false negative compared to ANS

A 641 nodal staging procedures
I ANS 14.4% positive e v o

se ScienceDirect
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I SLNB 20-8% =Sentine|mdebiops;inh'eastcane'hasagedermdepusiﬁvityrdeﬂmz::]:

node sample: Results from a retrospective analysis

E.J Macaskill #*, S. Dewar 2 CA. Purdie®, K. Brauer €, L. Baker ©, D.C. Brown 2



Sentinel Lymph Node Biopsy

A Things worth remembering about SLNB
A False negatives

I 9%in Milan study Yeronesiet alNEJM 2003),
I 10% in NSABRE [Kraget alLancetOncol2010),
I 7% on metaanalysis of 9,220 patient®¢selket al
World JSurg2012)
I The positive SLN is frequently the only positive
node £50%n ALMANAG1%Iin NSABHB-32)

I 10% of SLNs are internal mammary nodes
(ALMANAL

I 6% had internal mammary node metastases with
negativeaxillary nodes (ALMANAC)




Nodal Staging of Breast Cance

A Why?

I Prognostic information
to inform treatment
lannin




Lymph node status and survival

Tayside 2002004 operable breast cancer patients
n=1074
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Lymph node status and survival

Tayside 2002004 operable breast cancer patients
n=1074

Mon-parametrc Kaplan-keier Survival Plot
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Prognostic Factors and Adjuvant
Systemic Therapy Planning

A Prognostic factors
I Grade, size, LVI, nodal status, ER, PR, HER2

A Adjuvant therapy
I Hormone therapy
I Chemotherapy
i Anti-rHER?2
I Binary decisiog Yes or No



Conclusions so far

A Axillary nodal assessment
I Prognostically very important

I Removing (presumed) nodal disease
In a clinically node negative axilla does
not alter prognosis




Nodal Staging of Breast Cance
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Current guidelines and supporting evidence

1. Triple assessment with NCB of invasive
breast cancer

2. Axillary USS NCB/FNA



Preoperative assessment of the axilla

A Guidelines

Assessment of the axilla

e Ultrasound of the axilla should be carried out in all patients when malignancy
is expected. If lymph nodes showing abnormal morphology on ultrasound are
found, needle sampling should be carried out under ultrasound guidance.
Lymph node sampling may be performed using FNAC or needle core biopsy
(published studies have shown no significant differences in sensitivity or
specificity).

Staging of the axilla

¢ Pretreatment ultrasound evaluation of the axilla should be performed for all

patients being investigated for early invasive breast cancer and, if

morphologically abnormal lymph nodes are identified, ultrasound-guided

needle sampling should be offered.




Preoperative assessment of the axilla

A NCB or FNA determined by LN shape and
cortical thickness (>2.2mm)

A Meta-analysis (Houssarat al, 2011 Ann Surg)
I Sens 80%, spec 98%, inadequate in 4%

I 55% of positive nodes identified by USS FNA or
NCB

I ldentifled metastases in 18% of cNO patients



Preoperative assessment of the axilla
Dundee experience

A Axillary US + core biopsy (n=391)
I 51% of (120) node positive cases identified
I Breakdown by presentation
A Symptomatic = 61% identified
AScreening = 27% identified
I Breakdown by Nof positive nodes

A<4 nodes = 50% identified
Axn y2RS&a I dos ARSYUGATA



Preoperative assessment of the axilla
Dundee experience

A 2 needle passes are sufficient (unless node
missed)

Contents lists available at SciVerse ScienceDirect

journal homepage: www.clinicalradiologyonline.net

Axillary lymph node core biopsy for breast cancer

metastases — How many needle passes are enough?
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A Deeper levels and IHC do not help









