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Disclosures

• Founder and Minority Stock Owner – Elucent Medical

• Principal Investigator/No Salary Support – Perimeter Medical

Neither of these devices will be discussed or are relevant to the data presented

• Did not attend SABCS this year due to a foot surgery!



Key Themes

•Benign Breast Disease and Cancer Risk

•Surgical Options for BRCA 1 mutation carriers

•The Axilla – every permutation!



• Breast Cancer Surveillance Consortium (BCSC) 
“A collaborative network of breast imaging 
registries conducting research to assess and 
improve the delivery and quality of breast 
cancer screening and related patient outcomes 
in the United States”

• Proliferative changes without atypia
• Papilloma or papillomatosis

• Usual ductal hyperplasia

• Radial scar

• Columnar cell hyperplasia

• Hyperplasia NOS, complex fibroadenoma, flat 
epithelial atypia, blunt duct adenosis





Results: Classification trees, dense breasts
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a5-year risk Low (<1.0) Average (1.0-1.66) Intermediate (1.67-2.49) High (2.5-3.99) Very high (≥4.0)

PWoA: Proliferative Lesions 
without Atypia 

PWoA diagnosis Calcification

BI-RADS 

density
c

% 

Women

Without specific 

PWoA diagnosis
a

With specific 

PWoA diagnosis
a

Risk 

Difference
b

60 -79 years

Papillomas (multiple, single); 

radial scar
With or without c,d 0.4% 3.66 4.52

Usual ductal hyperplasia With or without c,d 1.3% 3.66 3.92

Columnar cell hyperplasia; 

PWoA NOS
With or without c,d 0.9% 3.66 3.01

No prior biopsy; 

Papillomatosis
With or without c,d 97.5% 1.88 1.83

40-59 years

Papillomas (multiple, single); 

Usual Ductal Hyperplasia; 

Columnar cell hyperplasia; 

PWoA NOS

With calcifications c,d 0.5% 2.02 2.58

PWoA NOS No calcifications c,d 1.1% 2.02 2.08

Usual ductal hyperplasia No calcifications c,d 0.5% 2.02 1.67

No prior biopsy; 

Papillomatosis; Radial Scar
With or without d 15.7% 1.45 1.43

Papillomas (multiple, single); 

Columnar cell hyperplasia
No calcifications c,d 0.2% 2.02 1.22

No prior biopsy; 

Papillomatosis; Radial Scar
With or without c 81.9% 1.13 1.12

5-year invasive cancer rate per 100



Results: Classification trees, non-dense breasts
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a5-year risk Low (<1.0) Average (1.0-1.66) Intermediate (1.67-2.49) High (2.5-3.99) Very high (≥4.0)

PWoA diagnosis Calcification

BI-RADS 

densityc
% 

Women

Without specific 

PWoA diagnosisa

With specific 

PWoA diagnosisa

Risk 

Differenceb

60 -79 years

Papillomas (multiple, single); 

radial scar
With or without b 0.3% 3.2 3.64

Usual ductal hyperplasia; 

PWoA NOS
With or without b 1.3% 3.2 3.13

Papillomas (multiple, single); 

Usual Ductal Hyperplasia; 

PWoA NOS

With or without a 0.2% 2.12 2.16

No prior biopsy; 

Papillomatosis; Columnar cell 

hyperplasia

With or without b 81.1% 1.63 1.6

No prior biopsy; 

Papillomatosis; Radial Scar; 

Columnar cell hyperplasia

With or without a 17.1% 1.06 1.05

40-59 years

Papillomas (multiple, single) With or without b 0.2% 1.57 2.04

Usual ductal hyperplasia; 

PWoA NOS
With calcifications b 0.3% 1.57 1.83

Usual ductal hyperplasia; 

PWoA NOS
No calcifications b 1.0% 1.57 1.42

No prior biopsy; 

Papillomatosis; Radial Scar; 

Columnar cell hyperplasia

With or without b 85.9% 0.9 0.89

Any BBD or no prior biopsy With or without a 12.6% 0.45 0.45

5-year invasive cancer rate per 100

• Women with a PWoA BBD diagnosis 
and calcifications had elevated risk 
for breast cancer in all levels of 
breast density

• Specific BBD diagnoses and the 
presence of calcifications can 
change a woman’s predicted 5-year 
breast cancer risk compared to 
broad BBD categories alone

• This information could be 
incorporated into risk prediction 
models to improve model accuracy

Olivia Sattayapiwat, SABCS 2023



Changes to our Practices?

• Consider risk discussion in women with non-proliferative biopsy results with calcifications; 
especially those with an additional family history of breast malignancy

• Emphasis in this population for annual mammograms as a “minimal” approach to screening 
(vs every other year)



• Objective:  Risk of Contralateral breast cancer and 
breast cancer specific mortality by primary surgical 
therapying women with BRCA 1 and Stage 1-3 breast 
cancer

• 2482 eligible individuals – 26 centers; 11 countries; 
retrospective chart review and patient questionnaire

1995-2021
(age 43)
ER pos 25-27%

Mean or % Follow – up 
(p <0.0001)

Tumor Size 
(cm)
(<0.0001)

Node 
positive 
(p=0.03)

BCT 34% (852) 9.2 years 2.1 (0-20) 21.9

Mastectomy 46% 
(1141)

9.6 years 3.0 (0-40) 37.6

Bilateral 
Mastectomy

19.7% 
(489)

6.5 years 2.2 (0-27) 24.4





Changes to our Practices?

• Bilateral mastectomy was not significantly associated with reduction in mortality compared to 
BCT (HR 0.83)

• Women with BRCA 1 and bilateral  mastectomy have a lower risk of contralateral breast 
cancer

• Women in this study with unilateral mastectomy had greater node positive disease and larger 
tumor size
• Bilateral Mastectomy patients had greater BSO rates (64.6% vs 58.3 and 50.6%)

• BCT patients had greater use of chemotherapy (84.5% vs 76.9% (UM) vs 47.1% (BM))

• Further study is needed to determine 
• Benefit of oophorectomy

• Comparison with modern therapy - Olarparib 



Evolution of Axillary Surgery

Adapted from T King, MD; M Morrow MD 

and E Mittendorf, MD

1960-1980s 1990s 2000s

ALND
SLNB for 

cN0

SLNB ± RT 

for 1-2+ SLN

2010s

SLNB for cN1 

after NAC





Comparisons of Axillary Treatment

Mannu GS et al. SABCS 2023

Mittendorf SABCS update Brigham

Comparison more vs. less Trials Women

Pre-SLNB era (1958-1995) 
AD vs no AD Yes 4 1558
AD vs no AD* Yes 1 773
Axillary/SCF RT vs no axillary/SCF RT Yes 2 652
More vs less surgery to axilla Yes 1 161
More vs less surgery to axilla* Yes 3 4516
Axillary/SCF RT + AD vs Axillary/SCF RT * Yes 1 233
AD vs axillary/SCF RT* No 3 460

SLNB era (1998-2004) 
SLNB+AS/AD vs SLNB: (cN0/sN-) Yes 10 8010
SLNB+AD vs SLNB: (sN+) Yes 3 2023
AD vs Axillary RT: (sN+) No 2 1899

Total 30† 20285

*confounded by extent of breast surgery
 AD: axil lary dissection, AS: axil lary sampling, SCF: supraclavicular fossa, SLNB: sentinel lymph node biopsy, RT:  radiothera py
†3 trials contributes to two comparisons. Data for ~1000 women from 5 trials not available. 
 



More vs Less Axillary Treatment: LRR

Mannu GS et al. SABCS 2023

Mannu GS et al. SABCS 2023



Mannu GS et al SABCS 2023 and Mittendorf 2024



Recurrence-free survival following sentinel node-positive breast 
cancer without completion axillary lymph node dissection – first 
results from the international randomized SENOMAC trial

Jana de Boniface, M.D., Ph.D., Associate Professor

Department of Molecular Medicine and Surgery, Karolinska Institutet, Stockholm, Sweden

Breast Unit, Capio St. Göran’s Hospital, Stockholm Sweden

This presentation is the intellectual property of the author/presenter. Contact them at jana.de-boniface@ki.se for permission to reprint and/or distribute



Note – 34.3% had microscopic ENE; 36% were mastectomy





Data were collected 
in 62 centers, in 18 
countries 
The majority of 
centers are within 
the oncoplastic 
breast consortium 
and the EUBREAST 
networks



Mittendorf SABCS summary 2024







This presentation is the intellectual property of the author.  Contact Dr. Mamounas at epmamounas@aol.com for permission to reprint and/or distribute.

Dec 5-9, 2023

Invasive Breast Cancer Recurrence-free Interval (IBCRFI)

No RNI
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# Events 59 50

HR (95%CI), p-v
0.88 (0.60, 1.29)

p=0.51

5-Year Estimate 91.8% 92.7%

No RNI

RNI





What Can We Change in our Practices?

• EBCTCG – for clinically node negative patients with sentinel node positive disease an axillary 
dissection is not needed.  The risk of local regional and axillary recurrence is at or below 5% 
and an axillary dissection provides only an increase in lymphedema risk

• SENOMAC – ALND should not be considered standard in individuals with cT1-3N0 patients 
with 1-2 positive sentinel nodes (even with microscopic ENE) having a primary lumpectomy or 
mastectomy ( with anticipation that most will get PMRT)

• ICARO – Routine ALND not indicated for SLN positive ITCs post Neoadjuvant Chemotherapy

• B-51 - Patients experiencing pCR (to include pN0i+) after Neoadjuvant chemotherapy have an 
excellent prognosis ± RT and supports NO further surgery for these patients



Key perspectives from the Masters

Giuliano; SABCS; clinical 
controversies; 
12/7/2023

Add:  Triple negative breast cancer



Key perspectives from the Masters

Morrow, SABCS; clinical 
controversies; 12/7/2023



When NOT to place an incision in the axilla?

Clinical n0 patients  
•post-menopausal (NOT peri-menopausal)
• cT1/2
•Estrogen positive; HER 2 negative
•? Grade of cancer – i.e., should no SLN be done in Grade 3



Thank you and Questions ?


	Slide 1: Localized Therapy: Updates From a Surgery Perspective
	Slide 2: Disclosures
	Slide 3: Key Themes
	Slide 4
	Slide 5
	Slide 6: Results: Classification trees, dense breasts
	Slide 7: Results: Classification trees, non-dense breasts
	Slide 8: Changes to our Practices?
	Slide 9
	Slide 10
	Slide 11: Changes to our Practices?
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26: What Can We Change in our Practices?
	Slide 27: Key perspectives from the Masters
	Slide 28
	Slide 29: When NOT to place an incision in the axilla?
	Slide 30: Thank you and Questions ?

