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PCR = EFS ve OS daha iyi

ve HER2 + ve TNMK’da daha belirgin

Cortazar el Lancer, 201434416472
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NAT Yaniti Non-pCR Hastalarda Adjuvan Tedavi Gereksinimi igin Bilgi Verir
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Trastuzumab Emtansine for Residual SAGKALIM AVANTAN

Invasive HER2-Positive Breast Cancer

o Minckwis G, KATHERIVE Ivestigoors. N Engl Med. 201338017
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6UIUSO NAT Endikasyonlari Degisiyor

Kesin Rolatif

MKC istegi olan hastada yiiksek timér/meme orani
ALND ihtiyacini azaltmak

TUMGOR BivoLOJisi

inflamatuar meme ca.
Diger T4 tiimérler
N2 veya N3 hastalik
Neoadjuvant treatment for intermediate/
high-risk HER2-positive and triple-
negative breast cancers: no longer an
‘option” but an ethical obligation

Mariana Brandgo,” ' Fabien Reyal,” ** Anne-Sophie Hamy,” *
har
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Medikal Onkoloji Cerrahi

Kéti prognoz Yiksek LRR orani (TNBC,HER2+)

ilave Kemoterapi ALND gereksinimi
TNBC, HER2+ KC yine de miimkiin
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* NAK sonrasi MKC uygulanan hastalar
* 10 yillik LRR ve DFS: Fark yok
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Tamor Subtipleri ve MKC Oranlari
ACOZOG 71071

n=694
[sbtip — [n [Meme pCRorami |MKCoram |
HR+, HER2- 317 %16 %35
HER2+ 207 %50 %43

TNBC 170 %48 %47

Boughey ), A Surg Oncl, 2014,260:608
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« { primer tumor boyutu
* M MKC oranlari
* LRR’de cerrahi tipine bagh fark yok
* MKC’ye downstage olan hastlarda LRR fark yok

Cerrahi 10 yillik insidans Lokal Rejyonel
LRR
Mastektomi %12.3 %8.9 %3.4
MKC %10.3 %8.1 %2.2

MKC Oranlarini Arttirmak icin NAT

Tiim Hastalar

EBCTCG %16

NSABP B18

EORTC 10902

CALGB 40601: HER2+
CALGB 40603: TN
BrighTNess: TN
MSKCC
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Tani Aninda MKC Adayi Olmayan
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%27
%23
%43
%41
%53
%66

6%‘&2&& owoos NAT ve MKC
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* N=315 hasta
* Pre-NAT,
* %26: MKC eligible
* %17: borderline eligible
« %55: ineligible
* Post NAT, MKC eligibilitesi: 42% ,u.
* Post NAT, MKC-eligible hastalar (n=133)
* %A1 MTX tercihi
« %53: Hasta tercihi
« %35: BRCA or TP53 mutation
« %s: Alle hikayesi

* 2006 - 2016

* NAT 0rani o,
* CCR Orant s
* Bilateral MTX orani .o,

MKC orani artis yok ...
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* NeoALTTO: pCR dual blokaj %51
Lapatinib ile rélatif pCR artigt %51
Lapatinib ile rélatif MCK artigi %4.8

pCR artigt MKC oranini arttirmiyor @

* CHER-LOB: pCR dual blokaj %47
Lapatinib ile rolatif pCR artisi %47
Lapatinib ile rélatif MCK artisi %2.9

* NSABP 27: pCR taxan kolu %26
Taksan ile rélatif pCR artigt %26
Taksan ile rélatif MCK artisi %3.1
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NAT sonrasi MKC Oranlari Niye Dustik?

Preoperatif olarak - o

hastalik genisliginin Inisyal timér

hacmini gtkarma
¢abasi???

Hastanin MTX

guvenli olarak tercihi
tespit edilememesi

Rezidiiel kalsifikasyonlar
MRI enhansman

I—} YANIT DEGERLENDIRME
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Lokal tedavi vs Rejyonel Tedavi
Yanit Paterni

0

ALND’den Kaginmak i¢in Optimal Strateji Nedir?
* N=1980

* cT1-2NO
Subtip HR ALND
inisyal NAK vs MKC ER+ HER2 - 3.4 p<0.001
inisyal NAK vs MTX HER2 + 0.19 p< 0.001
inisyal NAK vs MTX TNBC 0.25 p< 0.001

Yas, cT evresi ve LVI agisindan kontrollli multivariat analiz
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pCR olan Hastalarda Subtipe gére LRR " "Non-pCR olan Hastalarda Subtipe gore LRR
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e . o TABLE 4 Multivariate analysis of factors associated with locore-
S —t— * MD Anderson Se gional control
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» <
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8 3 -
R g Clinical stage 11l 37 (19-73) <0001
2 . =
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5 5 P— s ;
A * LRR'siz sagkalim g oo —— i amemree o] HR hormone receptor, HER2 human epidermal growth factorreceptor
o ) Su btipe gore stratifikasyon § g 2-3 Adverse Factors (N=219) 2, CI confidence interval, pCR pathologic complete response
L= 0 3 i 6 H 0 8 gRYHERY
CIEl =0 used as referent

0 2 4 Anlaml DEGIL Tani Sonrasi Yil
Tani Sonrasi Yil
Advers faktorler: TNBC, Evre IIl hastalik, non-pCR
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Jize] NAT sonrasi MKC
6“““"“’“ LRR ve Sagkalim

* 5161 hasta
* 1994-2019
* Evre I-lll

- ][]

* NAK sonrasi cerrahi

* Hastaliksiz sagkalim

q * LRoranlan diisiik (%3.2)
RCB (meme+ aksilla) skoru

* Tanida MKC ineligible vakalar dahil
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Tiim subtiplerde ANLAMLI Downstaes Climes e ke MK o
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« MTX'den; MKCi olup NAK ile downstage sl ue
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Mamtni A, Cancer, 2022128471478

Response to neoadjuvant treatment:
ulusal Meme Cerrahi ulusal |
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ONKOLOJIK GUVENLIK HAYAT KALITESI KOZMETIK SONUC

Neoadjuvan Tedavi
&
Cerrahi Zorluklar
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RECIST 1.1: Response Evaluation Criteria In Solid Tumors 5"”"kage
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Yaniti nasil degerlendiriyoruz?
Yanita nasil yanit veriyoruz?

« Onkolojik Perspektif * « Cerrahi Perspektif

Yanit monitorizasyonu

Yanit bazlh tedavi dizayni

*  Adjuvan Sistemik tedavi « Cerrahi tedavinin optimizasyonu

+ Lokorejyonel tedavi

U, oo, 1anisal Degerlendirme &
reremm— (5 5r(intileme, Biyoloji, Hasta *=¢

Meme/timor
Tumér fokalite/EIC

e Lobiller vs Duktal
mikrokalsifikasyon

Meme
frp—— Sopvic
cerrahi
mimkiin mG?

6%'&22H‘omom Tam Yaniti Degerlendirme £

: orlintileme, Biyoloji, Hasta

Lobiler vs Duktal

Biyoloji
B d

E
mikrol

Meme
koruyucu
cerrahi
mamkin ma?

6%‘;;‘,3Mwom Onkolojik Perspektif

0=

o onsSES38E X, NEIM, 2047
* Escelasyon:

* Deescelation: Dutch trial-HER2 +

TR\

DAPHNe: USA trail - HER2+
NAT: “minimal standard therapy”
(paclitaxel +dual blockade)

PCR halinde kemo omisyonu
Primer endpoint: Adj. kemo. orani

Cerrahi Perspektif i@?

NAT dncesi NAT
boyut sonrasi

boyut

I @ !
* Tmor regresyonu sonrasi dokuyu | L] )
s N
koruyabilir miyiz? Y % S Al
1 FICEES " e
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* MKC giivenli midir? -/

Cerrahi planin cevaba gére adaptasyonu????

NAT sonrast MKC Karari
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Q MKC +
™

MKC +
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NAT 6ncesi MRI

NAT sonrasi MRI Cerrahi+RT Patoloji Cerrahi
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NAT Yonetimi

* 1.Tani ve evreleme
* (TNM, tm. biyolojisi, nodal stati)
* 2. NAT endikasyonlari
* 3. NAT igin en uygun sema
* 4. Yanit monitdrizasyonu
+ 5. Lokal ve rejyonel tedavi plani
* 6. Cerrahi
* 7. Patolojik evreleme
* (ypTNM)

* 8. Radyasyon endikasyonu ve adjuvan
tedavi gereksinimi

* 9. Takip

Neoadjuvan Tedavi
Yonetim Basamaklari
Tedaviye Yanitin Monitdrizasyonu

Monitérizasyon

* Tiimor ve metastatik nodun
isaretlenmesi
* Yanit degerlendirmesi
*FM
* Radyolojik
monitérizasyon
* USG
* MMG
* MRI

CERRAHI ONK
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Evreleme
verisi

Yanit sonrasi
yol haritasina
rehberlik

6 ~ Goruntllemeden ne bekliyoruz

Kalici
spesemende
radi
patolojik
korelasyon
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* 553 h. 304 -
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S MRIDCE (ICeeg) * BIRADS * PCR, ypTO/is ynNN - = e
+ MRI-DWI (ADC - Yamt rehberlikli NAT igin pCR prediksiyonu ve 00 02 0¢ 06 08 10
- (ADC) « TNM * En yiiksek PP\ MKC plan icin 1-Specifly
* 18F- FDG-PET (SUVima ) « RECIST, PERCIST gdhattaca; i ¢
« Radiomik surrogatlar 1 E/HERS destekle
* HR-/HERZ Deyamls degisken olarak USG'de timor boyutundaki degisim ¢ usseeor
* En y[jksek NPI kategorik RECIST 1.1 kriterlerine degerli bir alternatif olabilir
* 6. hafta ve tedavi sonu: :“ z jx
+ HR+/HER2+: %88.9 ve %86.9 g" £
* Tedavi sonu Aol o4
« HR-/HER2-: %87.9% a o
o )
Fcy o
oo
. Rezidiiel H. = MRI vs US vs MMG .
CERRAHI ONKOLOJI : CERRAHI ONKOLOJI
KONGRS § €550 &=e
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Meta-analysis of agreement between MRI Meta-Analysis of Magnetic Resonance Imaging in Detecting| o o R P
and pathologic breast tumour size after Koo Broaot Conear Afeor Nooadiooms theramy MRI : pCR Prediksiyonu? Metaanaliz
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\ \ . D e el — L | ——|
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0-3cm. yanilgi ile pT'nin MRI, USG, FM ile tespit diizeyi ) o ) seceeny
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ulusa MRI Mitkemmel mi? Hayir Degil @ s ‘
CERRAHI ONKOLOJI i RRAHI ONKOLOJI ,;
€20 DW-MRI & DCE-MRI ¢ €50
0 0
Hastasayisi | Pooled Pooled Yorum
Galisma sayisi | Sensitivite | Spesifisite PRIPIT 34 calisma
(pCR) (rezidiiel h.) WEEEIEEA « DWI-MRI; pCR igin daha sensitif (0.93) Difizyon
2010: Yuan 25calisma 063 091 PCR orani >%20 olan calismalar daha az spesifik EEATIALY «  DCE-MRI; rezidiel h. igin daha spesifik (0.91)
Metaanaliz 1213 h. . Komhlr}e :ﬁullanlmln tanisal performansi artirma
(33 2 3 otansiyeli +
2012-Marinovich  13calisma 0. pCr icin sensitivite ???? [@’ hacmi 20176U g :ﬂllsmay54 calisma DCE + 8 calisma DWI
5 ezt 637h. Rezidiiel hastalik igin spesifisite 2?? =" DCE-MRI: pCR akiiitesi MMG, US ve PET/CT ile
2012: Prevos 15 calisma (3 - - Erken yanit iiemeae, goruntuieme parametrelerinin Tl
Sist. derleme DWI) 644 h. cogunda tiim parametreler icin anlamli veya anlamsiz + DCE-MRI, yiiksek spesifisiteye sahip
degisiklikler « (rezidiiel tm. dogru deteksiyonu) ve yiiksek AUC 0.88
2013- Marinovich 44 calisma  0.92* 0.60 PCR tanimi akilriteyi etkiler (MMG ve US ile karsilastirma)
i 2050, + DW-MRI; yiiksek sensitiviteye sahip
. > y S - + (pCR dogru deteksiyonu) AUC 0.80
2013; Lobbes 35calsma  0.25-100 050097 Tedavirejimi ve tamor subtipine bali faza veya az yanit e T i P
sist. derleme 2359 h. 6ngériisii e Kontrast enhanced
2016: Sheikbahaei 10calisma  0.88 (76-95)* 0.5 (41-68) PET-CT, NAT siirecinde MRI'dan daha iyi sonug verirken, NAT
Metaanaliz 492 h. sonrasi cerrahi 5ncesi genel performans agisindan MRI daha
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MRI Akdritesine Etkili Faktérler s
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Accuracy of magnetic resonance

chamotherapy: association with breast cancer
Subtype

Bazal MRI lezyonun tipi

* Mass - nonmass

Yalanci pozitif pCR — FN

* Dustik grad luminal ca.
* Boyut bagimsiz

 Dusiik hacimli scattered hc.
* HER2+, TNBC

Yalanci negatif pCR — FP

* Graniilasyon dokusu, fibrozis
o inflamatuar hc. & kiigiik kan
damarlar

Tumor subtipi

* Luminal vs HER2+/TNBC

* Invasive vs DCIS

Sistemik tedavi tipi

¢ Taxan - antianjiojenik

Gorintlleme Tekniklerinin Sinirliliklart

lusa
Ssuovoos Bazal Lezyon Tipi {5} esso
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0
MRI- Major cevap (parsiyel)

DUSUK KORELASYON

o * Non-mass, difiiz enhansman

Non-mass enhansman HER2+  Patoloji: Parsiyel minoryanit  « M ultisentrik veya multifocal

MRI- Tam yanit * Yiksek background parankimal
enhansman

* DCIS komponenti

Mass Patoloji: Tam yanit

s @Oruntileme Tekniklerinin Sinirhliklar
6C“‘°‘°“ Tamar Subtip g

MRI: Luminal kanserlerde rezidiiel hastalik prediksiyonunda basarili

MRI: Tam yanit

MRI: Parsiyel minor fragmente yanit
Patoloji: Minor yanit

MRI: Tam yanit

MRI: Tam yanit
Luminal B Patoloji: G4 yanit (> %90)

MRI: Luminal kanserlerde pCR

basarih degil

)i esso

U @Oruntileme Tekniklerinin Sinirliliklart,
6“““‘““‘0” Radyolojik Cevap Tipi

KONGRESI
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Konsantrik Parsiyel Majér Yanit

MRI: Fragmente parsiyel major yanit
Patoloji: Miller-Payne: G2, minor yanit
Fragmante cevabin akiirit tespiti gok daha zor

ulusa . I . . pre &
6 Rezidiiel MikrokalsifikasyonlariS} esso

Rezidiiel Mikrokalsifikasyonlar: Rezidiiel Hastalikla Korelasyon YOK

Moskovic et al. 1993 48  MMG Tumérden kalan nekrotik materyal veya biyopsi sonrasi
hematom/yag nekrozu nedenli rezidiiel mikrokalsifikasyonlar

Vinnicombe et al. 1996 95 MMG  Kalsifikasyolarin persiste etmesi DCIS varligini gostermez

Adrada et l. 2015 106  MMG NAT 8ncesive sonrasi kalsifikasyon genisliginde degisiklik ile pCR
arasinda korelasyon yok

Kim et al. 2016 207  MMG- MMG ile karsilastirildiginda rezidiiel mikrokalsifikasyonlar agisindan

MRI MRl ile daha iyi patolojik korelasyon +
Mazari FAK et al. 2016 111 MMG- MRImonitdrizasyonu HER2+'lerde yaniti mamografik rezidiel

MRl mikrokalsifikasyonlardan daha iyi predikte eder

Contrast Enhanced- MMG

#
@ €sso
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Pre-NAC Post-NAC 1 o Post-NAC 2

* MMG ve US ile kargilastirnldiginda
* Spesifisiteyi azaltmadan sensitiviteyi arttirir

Klip ile diizgiin isaretleme gerekli ve zorunlu

Pre- op.

Luminal B
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Yanit Degerlendirme
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[ oo | arte | senuvte | speurne | o |
FM. %57 %31 %91

MMG %56-70 %45-78 %92 Yogun meme
UsG %71 %36 %90

MMG+USG %88 %78 %92

Aksiller US %52-82 %20-75 %50-88

MRI %15-30 insidental
Meme %76-90 %86-92 %60-89 enhansman
Aksilla %58 %5 kontrlateral
CE-MMG %80 %90-95 %68

SWE - %79 %58 Az sayida calisma
PET (aksilla) %80 %75 %87

uusa Klinik Soru: Neoadjuvan Kemoterapi Alan Hast
6C Yanit Nasil Degerlendirilmelidir?

* Neoadjuvan tedavi alan hastalar, klinik muayene ile yanit agisindan diizenli araliklarla
izlenmeli. Meme goriintiileme, klinik progresyon siiphesini dogrulamak ve cerrahi
planlama igin kullanilabilir. Goriintiilemede baslangicta en bilgilendirici olan modalite —
mamografi, ultrason veya MRI— takipte kullaniimaldir [ ]

==

« Neoadjuvan tedavi alan hastalarin monitérizasyonu igin kan ve doku bazli
biyobelirtegler kullanilmamalidir

* Meme ve lenf nodlarinda invaziv hastalik olmamasi olarak tanimlanan patolojik tam
yanit (pCR), klinik karar vermeyi yonlendirecek yanit diizeyinin degerlendirilmesi igin
kullanilmalidir
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Yéntemlerin Tanisal Avantajlari

ulusai Neoadjuvan Tedavide Yanit Klasifikasyon Sistemleri
6 CERRAHI ONKOLOJI Fe
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Miln Cance Institute:
+ Radyolojik inceleme * Patolojik inceleme Chevalier
. o * Tekrarlanamaz D= i nd ima
';el:(rarltalnablllr + 2 boyutlu tumour foundinthe ymph nodes - . E.':innmu..u..’;
. oyutiu . + Grade i igh, up to 30%
5 g q . fibrosis) u : P
« Tiim memenin degerlenidirilmesi Detaylar % - G ¢ s Feweftions of e tammut speas - e
* Daha az sensitive : M frsninlil
+ Daha az spesifik * Daha spesifik e e :
- i i carcinoma in situ might be present
N :ﬁzﬁ:"mgymmmm' MD Anderson Cancer Center classification™
ity ymph nodes: " invasie cancer cells n et o aclny b
B r:z;mdamommp«nkeﬂecanomusuucd'um e
i + N-B:nolymph-node metastasis ortherapeutic effect
LARGE SECTION HISTOPATHOLOGY :;vnblznmﬂ:dmnmm;nl:(zﬁ«t
) . The subgross morphology of breast arcinomas: a single-institution
ulusal Klinisyenlerin Kullanmasi Gereke ulusa series of 2033 consecutive cases documented in large-format
CENKOiOJI esso CERRAHIONKOLOJL  histology slides

Anahtar Veriler

* Memede malign lezyon
tanimlanirken;

* Goruntileme yontemi bagimsiz
siralanmasi gereken morfolojik
parametreler

 Lezyonun distribiisyonu (unifokal,
multifocal, veya dif(iz]
* Invaziv ve in sitii lezyonlar igin ayri,ayri
* Hastaligin yayginligi (invaziv, in situ ve
intrava%kii er mal ign(yamlan iceren
tim alani reprezente edecek sekilde)

heterojenite kaniti

Subgross morfolojiye gére invaziv meme karsinomlari

Basit morfoloji, %40

| unifokal | | Multifokal
Ekstensif %5 | Ekstensif %66

l Lenf nodu (+) %19 | I Lenf nodu (+) %30

| Sagkalim, %92 I | Sagkalim, %82

TouTetl, Vichous Arch 2020,476(3)3733:
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Surgeon performed continuous intraoperative ultrasound guidance

Treast 33 (200 232

vlusal Ulu: decreases re-excisions and mastectomy rates in breast cancer °"’~V
CERRAHI ONKOLOJI d I k | k CERRAHI ONKOLOJI i
o Radyolojik ve Patoloji e R T e e v =2

Konkordans & Diskordans

I of UGBS

ol 0 — 208 05
2087208 (100%)
191720 (91572

Basit Morfoloji e et s v by o scion
‘ Gversl poiive margi Fate detemmined b lraen sechon

%40 %60 JE

Background: Intraoperative ultrasound guided (1UG) breast conserving sursery (BCS) is being ncreas-
i -BCS for palpable

Meme kanserlerinin 2/3'ii histolojik olarak kompleks subgross morfolojiye sahip gy cnbrscd iy wordw v : Sor i

tme analysis.

Methods: Intsaoperativ localzaton protoco includes intraoperative ultzasound prior to excision o
%60 %40 Jocalze the lesion and guide The excised and
by palpation and

permanent histology.

Modern radyoloji vakalarin %40’inda bu kompleksiteyi gosterebilir R o e 28 o .

procedure. The involved margins were correctly identifid by the surgeon via specimen sonography in

95.4% of cases. Final postive margin rate was 2.4%. Calculated resection raio and time analysis revealed
nothing siznifcant

Conclusion: 1UG-BCS is an invaluable and effective modaliy for obtaining clear surgical margins with
optimu resection volumes and reducing e-operations. Furthermore, by means of his algorithm, in

margins

ame @san) 57208 (24%)

s 2104-42)

BREAST

be omitted.

Intraoperative UItrasonOgrath'gUided surgery: An effective Diagnostic Accuracy of Axillary Ultrasound for Prediction

modality for breast conservation after neo-adjuvant of Axillary Pathologic Response after Neoadjuvant i esso
h th Treatment in Breast Cancer Chirurgia (2021) 116: 545-558
chemotherapy et 00018 F T —— Tabe 2. Cloical andagingoutcames

TABLE 3 Intraoperative US estimation for tumor response to Pre NAT staging  Post NAT staging
255 pationts
o ooy spn
Histopathology I HES RRR
us nompcR  pcR Tota ynon-poR e T —
non-Rer 104 a 108 170 83 - ~ 132 (3247 100 3252)
& 82 86 Akiirite —aksiller pCR 121 (4782) 153 (60.47)
108 o 104 b S0 o FEecinon [P —
121 (47.82) 127 (30.19)
iocis FNR: s s e

+ AUS: 12.04%

TABLE 2 Molecular subtypes, complete pathologic response

rate, and margin status - %8B0 ITCamikro. oo s of AU acording
PCR Margin(#)  Margin(-) 259 patients, * PET: %15.59 to molecular subtype
Molecularsubtype  (n= 8 =7 =105
= (=) (=10 (=1R) = [ RTeH Wolecular Sbtype P WPt [ Accuracy
HR (+)/cerbB2 () 39 4 47 170 8: ™ (%) (%) (%)
HR (VcerbB2 () 2 ° o Luminal e umors (198) 8769 915 3986
(-VeerbB2 (4 PET pCR PET non-pCR PET poR PET non-pCR FER2(+) (0] 33 0 %
:RVI Veer ‘Bﬂ d ‘j ; 2: a3 17 66 Trigle negatives (65) 7368 9347 §7.69
Tipl negative

Tasdoven 1, Kradeniz Cakmak G ., Breast 12020

i Planlama S Rehberlikli Cerrahi Planlama
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Gelecek
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Kesin pCR Prediksiyonu ??7??

NAK sonrasi pCR:
TNBC:%37-50
HER2+:50-70

goriintileme + igne
biyopsileri ile tanimla
ve sonra RT ver

Waerstiin &, Re Recent i T, 2017:12:81
Pogglor, A Onco,2018:29:1497

CERRAHI ONKOLOJ
KONGRESI
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uua Cerrahinin eliminasyonu mimkin maz2,
6 Prospektif Seriler

GS5- [The ROYAL MARSDER
MICRA —
NKI
ot

GS5-05
NRG BROOS

(US and Canada)

n=451 n=105 n=365 N=76
. “Ul types
: ;}I‘S'Ewps NOT READY FOR PRIME TIME
+ pCRand «CR + “CR Mammojus/MRI * PCR or cCR on MRI L5
VAB Image guided core Image guided core >6VABs of image

US or Mammo biopsy biopsy abnormality <2cm

FNR 18% Y2 avoidabje PV 89% Mssed residual in
dost minimal disesSe . R1/14G insufficient

FNR:%%22.5

FNR:%37

patients with pCR (ypTO, ypNO) after neoadjuvant systemic treatment

edebilmek igin hasta, goriintileme
ve tiimor ézelliklerini kullanan Al
algoritmi
* Egitim/Test: N=318
* %45 pCR ypT0/pNO
* HER2+,TNBC,LumimalB
* Eksternal validasyon: N=45
* %44 pCR (independent trial)

* Sonug: Cerrahi ile karsilagtirilan u@mmmn

FNR

* Intelligent VAB=
* Al rehberlikli VAB
* NAT sonrasi rezidiiel hastaligi

onio Breast Gancer Symposium®

SanAm ~Decemper 710, 2021
PD7-02: Intelligent vacuum-assisted biopsy to identify breast cancer

for omission of breast and axillary surgery
André Pfob, Chris Sidey-Gibbons, Joerg Heil for the RESPONDER investigators

A machine learning
EIFLI I LW (TG - spesifisite: %40
VAB) rel ny * PPV: %67.8
a * AUROC 0.91 (ext. valid.
excludes residual &)
cancer after
ineoadjuvant systemi
treatment (false-
negative rate ~0%)

kesin tespit

« Future Directions for
Research:

* The amission of
hreact and axillary
<ursery far
excentional
resnanders to NST
mav be evaluated in
future trials.

“This presentation is the intellectual property of the
author/presenter. Contact them at andre.pfob@med.ur
JI heidelbers de for permission to reprint and/or distribu
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* NAT sonraSIIpCR; LRR’den kurtulmayi garanti etmiyor

* NAT sonrasi rezidiiel hastalik tanisinin atlanmasi sagkalimi diisiirebilir
CREATE-X: ER- HER- Subset TDM-1 Post NAC
NASBP B18 + NSABP B27 il rscasefrs Survival among Paientswith TrpleNegatv Disease
10 yilik NAK sonrasi LRR ;é -
& P 3.¥r Invasive
g Potis Evem ) o
g .o o romi s o s
2 20 Univanfod hasard rae for desse arurrence of desth
;g gsx"éf%"f;‘.,"g""'“”'"‘“' Y . . ‘° = , 7' . . .,
i pecR '3 : T " ; - P S I TR R R
CN-, pCR Years since Randomization Months since Randomization

Tumer Size (cm)

Masuda N, NEW 20173762107 Vo Minckwits 6 NEIM 2015,380:6170

Mamounas, C0, 2012:303960
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The NEW ENGLAND
JOURNAL of MEDICINE

@ 21-Gene Assay to Inform Chemotherapy Benefit in Node-
Positive Breast Cancer
| womeninvasive disease—free

1.26; P=0.89). Amon; n

survival at 5 years wa:m’z,—wvmly therapy and 93.9%
with rine therapy (hazard ratio, 0.60; 95% CI, 0.43 to 0.83;
P=0.002), with a similar increase in distant relapse—free survival
(hazard ratio, 0.58; 95% CI, 0.39 to 0.87; P=0.009). The relative
chemotherapy benefit did not increase as the recurrence score

ORIGINAL ARTICLE

esso

increased.

CONCLUSIONS Among premenopausal women with one to three
positive lymph nodes and a recurrence score of 25 or [6WeF, fhiose who

received chemoendocrine therapy had longer invasive disease—free

survival and distant relapse—free survival than those who received

endocrine-only therapy, whereas postmenopausal women with similar
characteristics did not benefit from adjuvant chemotherapy. (Funded
by the National Cancer Institute and others; RxPONDER
ClinicalTrials.gov number, NCT01272037.)

Kalisky K. N Engl I Med. 2021 385(25)2336

S Ao Bress Cancar Sy, Decemeer 710, 2021
Updated Analysis: Premenopausal Women Have Chemotherapy Benefit

Distant Relapse-Free Survival

Invasive Disease-Free Survival

. t Arm: Premenopausal Participants

IDFS by Treatme

i

RxPONDER Conclusions.

g3,
28]
ST syearIDFS Absc - 25%
3 { horapy,with a 44-46% docreaso i OFS, DRFS, DRF ovents revious: 3.3%1)
is : o T
2584 et - S89%inET 28 40 v
= e rogur 1OFS. ogardoss 826,65 evnt. .yor ORFS 32.4%)
8| | Adwecrmcervi  ofteamentam 12060, 95% C1 045097, 2aced 90033
© 1z 3 4 5 6 7
VaXSWOG , since randomization
Number a ik Number at risk
CETa2s 783 754 706 632 Se1 408 252 %9 21 CET 828 786 761 714 641 575 421 266 106 2
T 826 774 737 604 610 533 308 236 88 27 ET 626 760 751 712 631 555 420 247 93 28

 Kalinsky et al, New England Joumal of Medicine: December 1, 2021
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mmm pCR’In Kesin Tespiti???

KONGRESI
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* Esas soru;

* Yeni tanisal yaklasim igin, altin standartla karsilastirildiginda benzer onkolojik
guvenlige ulasmak icin gerekli sensitivite nedir?

Meme Kanseri Cerrahisinde Paradigi

Yeni Yaklagim Eski Altin Standart Yaklagim Sensitivite
MK tanisi igin perkiitan imaj-rehberlikli bx.  Eksizyonel bx %97.51
Lumpektomi Mastektomi Sagkalim ¢. 23

Klinik nod negatif hastada SLNB Aksiller lenf nodu diseksiyonu %95.74, %97.5°, %97°

Klinik nod pozitif hastada SLNB Aksiller lenf nodu diseksiyonu %87.47, %89.9%

Targeted aksiller diseksiyon Aksiller lenf nodu diseksiyonu %98

H

3 saugher I, | Am Med Assoc 0133101455

ulusa
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pCR Belirtegleri:
Genomik — Transkriptomik — Proteomik Diizey

TRANSCRITOWG,

@‘..

PERSONALIZED PRECISION INTERDISIPLINER

MEDICINE MEDICINE YAKLASIM

vusal . Yanita Nasil Yanit Verelim? po<
i esso
== — FET S
S e e S Sage
« Tani aninda adjuvan kemoterapi gereksinimi kesin olan hastalarda neoadjuvan tedavi
cerrahi genigligi azaltmak i¢in uygun bir yaklasim
* NAT 6ncesi hasta se¢iminde optimal evreleme
* Yanit paterni bazli sistemik ve lokorejyonel
* Yanit kanti!ati't ve [anksi;ﬁonel me lezyon harital
patolog kollaborasyonu ile tanimlanmali
* Yanit monitérizasyonu: NAT 6ncesi kullanilan modalite ile ayni (FM, US, MMG, MR
* Lokal tedaviyi yanita gére adapte edin
« Cerrahi yonetim, hastayi en az lic zaman noktasinda gézden gegiren interdisipliner bir gérev
* Diyagnostik degerlendirme
* Yanit degerlendirme
« Intraoperatif degerlendirme
* Rezidlel hastalik tespitinde gériintiileme yontemlerinin akiritesinin artmasi cerrahi

de-eskelasyon igin iimit vermekle birlikte CERRAHI giincel olarak vazgecilmez yerini
korumaktadir

k ve isaretlenerek, radyolog -

13



4/6/22

ulusal
CERRA!

interdisipliner Ekip Calismasi

HI ONKOLOJI
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‘You are only as good as your pathologist and radiologist’

€sso

vlusal

Tesekkirler
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