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Strength of the Recommendation and Quality
of Evidence

Quality

-| uow>é

Recommendation

Strong recommendation for use
Moderate recommendation for use
Marginal recommendation for use

Recommendation against use

Evidence from at least 1 properly designed randomized,
controlled trial

Evidence from at least 1 well-designed clinical trial, without
randomization; from cohort or case—controlled analytic
studies (preferably from > 1 center); from multiple time
series; or from dramatic results of uncontrolled experiments

Evidence from opinions of respected authorities, based on
clinical experience, descriptive case studies

1. AGREE Next Steps Consortium. AGREE II: advancing guideline development, reporting and evaluation in health care. CMAJ 2012; 182: EB39—E842
2. Grading quality of evidence and strength of recommendations in clinical practice guidelines part 3 of 3. The GRADE approach to developing recommendations

Allergy 2011; 66:8

3. Annals of Hematology (2018) 97:1271—1282

The Principle of Voting for Strength of
Recommendation

UOW>E

Recommendation

Strong recommendation for use
Moderate recommendation for use
Marginal recommendation for use

Recommendation against use

For the “Strength of Recommendation A and B”, a majority panel vote of at least 85% is required.

For the “Strength of Recommendation C”, a panel vote of at least 50% (but less than 85%) is required.

For recommendations where there is strong panel disagreement regardless of the quality of the evidence,
“Strength of Recommendation D” requires a panel vote of at least 25%.

1. NCCN giudelines. Development and Update of Guidelines.

2022 F.EFiTFEaE




Surgery for benign / proliferative lesions

2022 Consensus Statement

Surgical biopsy for B3 lesion

1.1

1.2

1.3

B3 lesions should be considered to obtain tissue for
pathological diagnosis due to uncertain malignant
potential.

Surgical biopsy is not used as the initial biopsy method
unless percutaneous needle biopsy is not feasible or
available, but it may be required to further investigate
discordant or inconclusive results of percutaneous
biopsies.

Review of images and pathology should be undertaken
to ensure that the histopathology of a lesion biopsied is
concordant with the imaging abnormality.

— KRB /| FER E1E

Quality of

Evidence

Surgery for benign/proliferative lesions without atypia

2.1

For intraductal papilloma, excision is recommended in
cases of atypia, a palpable mass lesion, bloody nipple
discharge (primarily for symptomatic relief), and/or
pathology—imaging discordance.

2.2 If a fibroadenoma increases significantly in size or is

symptomatic, then excision is mandated to rule out
malignant change and confirm the diagnosis.

Strength of
Recommendation

Key
Reference

1,2

5,6

2022 Consensus Statement

Surgery for benign/proliferative lesions with atypia

3.1

3.2

3.3

Following a diagnosis of ADH (atypical ductal
hyperplasia) by CNB, the standard of care is to perform
an excisional biopsy to exclude the possibility of an
associated malignant lesion.

If classic LCIS is diagnosed on an excisional breast
biopsy, no further surgery is required. Re—excision is not
indicated when classic LCIS is present at the margin.

Pleomorphic or florid LCIS is identified on an excisional
biopsy, evaluation of the surgical margins for the
presence of these nonclassic variants of LCIS is
required, and re—excision to negative margins is
recommended.

© Reference

Quality of
Evidence

Strength of Key
Recommendation | Reference

I A 5,10
Il A 1
Il A 12

Forester ND , Lowes S, Mitchell E ,Twiddy M. High risk (B3) breast lesions: What is the incidence of malignancy for individual lesion
subtypes? A systematic review and meta analysis. EJSO. 2019;45:519-527

Rageth CJ, O’Flynn EAM, Pinker K, Kubik—Huch RA, Mundinger A, Decker T, et al. Second International Consensus Conference on
lesions of uncertain malignant potential in the breast(B3 lesions). Breast cancer research and treatment. 2018

Lucioni M, Rossi C, Lomoro P, Ballati F,Fanizza M, Ferrari A, Garcia— Etienne CA, Boveri E, Meloni G, Sommaruga MG, Ferraris
E, Lasagna A, Bonzano E, Paulli M, Sgarella A, Di Giulio. Positive predictive value for malignancy of uncertain malignant potential
(B3) breast lesions diagnosed on vacuum-assisted biopsy (VAB): is surgical excision still recommended? G.Eur Radiol. 2021
Feb;31(2):920-927

AGO Recommendations for the Diagnosis and Treatment of Patients with Early Breast Cancer: Update 2022. Breast Care
2022;17:403—420

Official Statement from American Society of Breast Surgeons
Ann Surg Oncol (2015) 22:1479—1482

Radiology. 2005;234(1):63

Am J Surg. 2002;184(5):394

Breast J. 2008;14(3):275. Epub 2008 Apr 6

. The American Journal of Surgery 192 (2006) 534—537

Annals of Surgical Oncology 2008,15(8):2263—2271
12. Arch Pathol Lab Med. 2011;135:737—743
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Breast conserving surgery

Quality of Strength of Key

BGRe /3 5 B2 2022 Consensus Statement Evidence | Recommendation | Reference
B EEEEEE / 77[':]:;:: Eﬁfﬁ

[I-5. Intraoperative pathological assessment of margin may
help to reduce re—excision rate.

Quality of Strength of Key

2022 Consensus Statement . .
Evidence | Recommendation | Reference

lI-6. Specimen mammogram/ultrasound helps to reduce
Breast Surgery — Partial Mastec re—excision rate and specimen orientation should be Il A 11,14
standardized.

I. Pre—operative

[I-7. Prophylactic antibiotics may be indicated before

I-1. Multidisciplinary team approach (including radiology, surgery. I B 15,16
radiation oncology, pathology, medical oncology and 1] A 1
surgery) is mandatory. lll. Postoperative surveillance
[-1b. Breast MRl is not recommended for routine I A 12. 13 [lI-1. Post—operative compression dressing should be m B
preoperative assessment. ’ properly performed to prevent seroma formation.
[-2. Breast conserving surgery is the preferred choice of I A 0 llI-2. Evaluation of cosmetic results and quality of life are m B
breast cancer surgery, if not otherwise contraindicated. recommended in postoperative surveillance.

[-3. Tissue proof by core needle biopsy or other minimally
invasive breast biopsy is required. Excisional biopsy is 1] A

not suggested. O Reference

. . 1. Churilla TM, Egleston BL, Murphy CT, et al. Patterns of multidisciplinary care in the management of non-metastatic invasive breast
I-4. Breast Image StUdy (mammography and Ultrasound) IS cancer in the United States Medicare patient. Breast Cancer Res Treat 2016;160:153-62.

mandatory for preoperative evaluation, and sometimes I A 3 2. de Boniface J, Szulkin R, Johansson ALV. Survival After Breast Conservation vs Mastectomy Adjusted for Comorbidity and
f int ti localization Socioeconomic Status: A Swedish National 6-Year Follow-up of 48 986 Women. JAMA Surg. 2021;156(7):628—637
SRIEORE peellioiE 3. Leddy R, Irshad A, Metcalfe A, et al. Comparative accuracy of preoperative tumor size assessment on mammography, sonography,
and MRI: Is the accuracy affected by breast density or cancer subtype? J Clin Ultrasound 2016;44:17-25.

I-5. Preoperatlve localization with dye or other methods for Hayes MK. Update on Preoperative Breast Localization. Radiol Clin North Am 2017;55:591-603

non—palpable lesion by ultrasound or mammography is Il A 4 NCCN Guidelines Version 4.2022
mandatory, 6. Weber WP, Soysal SD, EI-Tamer M, et al. First international consensus conference on standardization of oncoplastic breast
conserving surgery. Breast Cancer Res Treat 2017;165:139-49
|-6. Indications for adjuvant radiotherapy should be 7. Performance and Practice Guidelines for Breast-Conserving Surgery/Partial Mastectomy, The American Society of Breast Surgeons
. . . | A 5 official statement, February 22, 2015
evaluated and discuss with patlent' 8. Mullen, R. et al., Involved anterior margins after breast conserving surgery: Is re—excision required? European Journal of Surgical
Oncology, Volume 38, Issue 4, 302 — 306
I=7. Volume measurement of breast and tumor will help in n B 6 9. Pascal Acree, et. al, Review of Current Accepted Practices in Identification of the Breast Lumpectomy Tumor Bed, Advances in
oncoplastic assessment. Radiation Oncology, 2022

10. Gray RJ, Pockaj BA, Garvey E, et al. Intraoperative Margin Management in Breast-Conserving Surgery: A Systematic Review of the
Literature. Ann Surg Oncol 2018;25:18-27

11. Landercasper J, Bailey L, Buras R, et al. The American Society of Breast Surgeons and Quality Payment Programs: Ranking, Defining,
and Benchmarking More Than 1 Million Patient Quality Measure Encounters. Ann Surg Oncol 2017;24:3093-106.

12. The effect of breast MRI on disease—free and overall survival in breast cancer patients: a retrospective population-based study.

Il. Intraoperation

[I-1. For tumor close or adherent to skin, excision of

overlying skin is appropriate and for deep—seat tumor, 1l A 7 Breast Cancer Res Treat 2020 Dec;184(3):951-963
the fascia should be removed 13. Use of Preoperative Magnetic Resonance Imaging for Breast Cancer: A Canadian Population-Based Study. JAMA Oncol 2015;1:1238-
’ 50

14. Karanlik H, et al. Intraoperative ultrasound reduces the need for re—excision in breast—conserving surgery. World J Surg Oncol. 2015
Nov 24;13:321

15. Gallagher M, Jones DJ, Bell-Syer SV. Prophylactic antibiotics to prevent surgical site infection after breast cancer surgery. Cochrane
Database of Systematic Reviews 2019, Issue 9

[I-2. After surgery, a negative margin should be achieved. | A 17

[I-3. After appropriate preoperative evaluation, if excisions

carried from the subdermal plane to the pectoral il B 8 16. https://www.breastsurgeons.org/docs/statements/Consensus—-Guideline—on—Preoperative—Antibiotics—and-Surgical-Site-Infection—
. . . ey . . in— — -
fascia, re—excision for a positive anterior (superficial) ‘ in-Breast-Surgery.pdt

. .. . . 17. Thomas A Buchholz, J Clin Oncol 2014 May 10;32(14):1502-6.
or posterior (deep) margin is not routinely required. :

[I-4. Clipped the resection cavity margin is recommended,
especially for complex oncoplastic procedure.
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2022 Consensus Statement

Patients should be counseled that the risk of ipsilateral
breast cancer recurrence was higher with IORT
(intraoperative radiotherapy)

IORT should be restricted to women with “invasive”
cancer considered “suitable” for APBI (accelerated
partial-breast irradiation)

(age = 50 years, tumor < 2 cm, ER+, margin =2 mm
NO, no LVI, unifocal disease and no neoadjuvant
therapy)( All criteria are met)

In selective low risk postmenopausal patients with small,
strong ER+ node negative breast cancers do not benefit
much from RT if they receive endocrine therapy. (>60
years, tumor < 2 cm, ER+, NO, grade 1-2, ki67 < 14%,
luminal A)

APBI include interstitial brachytherapy, 3D/IMRT and
applicator brachytherapy excepting IORT.

Quality of

Evidence

Strength of
Recommendation

Concurrent breast surgery with radiotherapy
—— ES%R /R T

Key
Reference

1’2’
3,8

1-3

3,4

© Reference

1. Orecchia et al. Intraoperative irradiation for early breast cancer (ELIOT): long-term recurrence and survival outcomes from a single—
centre, randomised, phase 3 equivalence trial Lancet Oncol 2021; 22: 597—60

2. Vaidya et al. Long term survival and local control outcomes from single dose targeted intraoperative radiotherapy during lumpectomy
(TARGIT-IORT) for early breast cancer: TARGIT-A randomised clinical trial BMJ 2020;370:m2836 | doi: 10.1136/bmj.m2836

3. Correa et al. Accelerated Partial Breast Irradiation: Executive summary for the update of an ASTRO Evidence-Based Consensus
Statement Practical Radiation Oncology 2017; 7: 73-79

4. Shah et al. The American Brachytherapy Society consensus statement for accelerated partial-breast irradiation Brachytherapy, 2018;
17: 154-170

5. lan H Kunkler et al. Omitting Radiation Therapy After Breast-Conserving Surgery May Not Impact 10—year Survival Rates for Older
Patients With HR-positive Breast Cancer Cancer Res 2021;81(4 Suppl):Abstract nr GS2-03.

6. Liu et al. Identification of a Low-Risk Luminal A Breast Cancer Cohort That May Not Benefit From Breast Radiotherapy J Clin Oncol,
2015; 33:2035-40

7. Whelan et al. LUMINA: A prospective trial omitting radiotherapy following breast conserving surgery in TINO luminal A breast cancer
ASCO 2022 LBA501

8. Vaidya et al. Effect of Delayed Targeted Intraoperative Radiotherapy vs Whole-Breast Radiotherapy on Local Recurrence and Survival
Long-term Results From the TARGIT-A Randomized Clinical Trial in Early Breast CancerJAMA Oncol. 2020;6(7):e200249
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SLNB+ALND

Axillary lymph node dissection

— REE / BNEIE BEm

Quality of Strength of Key
Evidence | Recommendation | Reference

2022 Consensus Statement

1 Standard technique and indication of axillary lymph node dissection (ALND)

1-1 Standard ALND includes meticulous dissection in level
| and level Il to preserve T2 (intercostobrachial) or T3
sensory nerve as possible, and the long thoracic nerve,
thoracodorsal nerve, and medial pectoral nerve should
be identified and preserved. The total number of the
dissected lymph node is at least 10 on average. Level
lIlland Rotter's node would be resected only in grossly
palpable nodes or found in the image.

1-2 ALND should be performed in clinically palpable lymph
node with pathologically proven positive patients if no
neoadjuvant treatment is planned. While evaluating
the stage of the axillary lymph nodes, clinical
physical examination and axillary sonography were
recommended.

1-3 ALND could be appropriate in patients with locally
advanced breast cancer or cN2-3 disease upfront or
after neoadjuvant chemotherapy since SLNB in this
setting is uncertain.

1-4 ALND should be indicated in patients with Inflammatory
breast cancer, axillary metastasis from occult primary
breast cancer, axillary recurrence with or without local
recurrence, and failed SLN mapping.

2 Timing when axillary lymph node dissection can be omitted

2-1 ALND can be omitted in patients with cT1-2NO
or suspicious = 2 nodes on imaging or confirmed
by pathology, planned breast-conserving surgery,
post—operation whole breast radiotherapy, and no
neoadjuvant treatment while 1-2 positive sentinel
lymph nodes are identified or with one or more positive
sentinel nodes, all of which were < 2 mm and without
extracapsular extension.

©

Quality of Strength of Key
Evidence | Recommendation | Reference

2022 Consensus Statement

2-2 In mastectomy patients with cT1-2NO or suspicious
=< 2 nodes on imaging or confirmed by pathology
and no neoadjuvant treatment, ALND is the standard
procedure while 1-2 positive sentinel lymph nodes
are identified. Regional nodal irradiation (RNI) is the
alternative treatment and should be performed to cover
the undissected area or regional node area if ALND is
not performed.

3 Breast cancer related lymphedema after axillary lymph node dissection

3-1 Arm lymphedema is a significant complication of
axillary surgery, accounting for approximately 20% of
patients after ALND. The clear risk factors included
BMI, radiotherapy and the extent of axillary surgery.

A 9,10

Reference

Brackstone M, Baldassarre FG, Perera FE, et al. Management of the Axilla in Early-Stage Breast Cancer: Ontario Health (Cancer Care
Ontario) and ASCO Guideline. J Clin Oncol. Sep 20, 2021;39(27):3056-3082. doi:10.1200/JC0.21.00934

Julien JP, Jassem J, Rutgers E, EORTC Breast Cancer Cooperative Group. Manual for Clinical Research in Breast Cancer. 5th edn.
London, UK: Greenwich Medical Media, 2004.

Performance and Practice Guidelines for Axillary Lymph Node Dissection in Breast Cancer Patients. Official Statements by The
American Society of Breast Surgeons. November 25, 2014

Consensus Guideline on Axillary Management for Patients With In-Situ and Invasive Breast Cancer: A Concise Overview. Official
Statements by The American Society of Breast Surgeons. March 14, 2022

Galimberti V, Cole BF, Viale G, et al. Axillary 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. Lancet Oncol. Oct 2018;19(10):1385—
1393. doi:10.1016/s1470-2045(18)30380-2

Giuliano AE, Ballman KV, McCall L, et al. Effect of Axillary Dissection vs No Axillary Dissection on 10-Year Overall Survival Among

Women With Invasive Breast Cancer and Sentinel Node Metastasis: The ACOSOG Z0011 (Alliance) Randomized Clinical Trial. Jama.
Sep 12, 2017;318(10):918-926. doi:10.1001/jama.2017.11470

Donker M, van Tienhoven G, Straver ME, et al. Radiotherapy or surgery of the axilla after a positive sentinel node in breast
cancer (EORTC 10981-22023 AMAROS): a randomised, multicentre, open—label, phase 3 non-inferiority trial. Lancet Oncol. Nov
2014;15(12):1303-10. doi:10.1016/S1470-2045(14)70460-7

Savolt A, Peley G, Polgar C, et al. Eight-year follow up result of the OTOASOR trial: The Optimal Treatment Of the Axilla — Surgery
Or Radiotherapy after positive sentinel lymph node biopsy in early—stage breast cancer: A randomized, single centre, phase lll, non—
inferiority trial. Eur J Surg Oncol. Apr 2017;43(4):672-679. doi:10.1016/j.ejs0.2016.12.011

DiSipio T, Rye S, Newman B, Hayes S. Incidence of unilateral arm lymphoedema after breast cancer: a systematic review and meta—
analysis. Lancet Oncol. May 2013;14(6):500-15. doi:10.1016/S1470-2045(13)70076-7

. McLaughlin SA, Brunelle CL, Taghian A. Breast Cancer—Related Lymphedema: Risk Factors, Screening, Management, and the Impact

of Locoregional Treatment. J Clin Oncol. Jul 10 2020;38(20):2341-2350. doi:10.1200/JC0.19.02896
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SLNB+ALND

Sentinel lymph node biopsy

2022 Consensus Statement

— JCEEHIRR / HER £

Quality of
Evidence

Strength of
Recommendation

Key
Reference

1. Sentinel lymph node biopsy should be considered in patients who have

invasive breast cancer or DCIS

1-1 Patients with early breast cancer, cT1mi—2NO (clinically

non—palpable LN) cancer, should have sentinel lymph
node biopsy.

1-2 Patients have cT1-2NO (clinically non—palpable LN)
cancer with abnormal axillary imaging and/or < 2
positive lymph node needle biopsy could have sentinel
lymph node biopsy.

1-3 Patients post neoadjuvant chemotherapy with cNO
(non-palpable LN and image negative) could have
sentinel lymph node biopsy.

1-4 Patients who have invasive local recurrence post-BCT
with a cNO (non-palpable LN) could consider sentinel
lymph node biopsy.

1-5 Pregnant women with breast cancer or DCIS using

radio—isotope for sentinel lymph node biopsy is feasible.

2. Sentinel lymph node biopsy may be not needed

2-1 Patients with invasive breast cancer or DCIS but
surgical nodal staging will not affect adjuvant therapy
recommendations.

2-2 Patient with pure DCIS proved after surgical excision
will undergo breast-conserving surgery.

2-3Sentinel lymph node biopsy may be not needed in

prophylactic mastectomy or primary breast sarcoma or

phyllodes tumor.

3. Sentinel lymph node biopsy technique

3-1 SLNB typically begins with injection of one or two
tracers into breast skin or parenchyma either in the
vicinity of the tumor or under the areolar plexus.

3-2 Tracer agents, including blue dye, ICG and Tc-99, are
all feasible for sentinel lymph node biopsy.

4-8

9-12

13

14,15

16-20

21-23

24

25—
28

29,30

10.

1.

12.

13.

14.

15.

16.

17.

18.
19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Reference

A randomized comparison of sentinel-node biopsy with routine axillary dissection in breast cancer. N Engl J Med. 2003 Aug 7;349(6):546-53.
doi: 10.1056/NEJMo0a012782. PMID: 12904519.

Technical outcomes of sentinel-lymph-node resection and conventional axillary—lymph-node dissection in patients with clinically node—
negative breast cancer: results from the NSABP B-32 randomised phase Il trial. Lancet Oncol. 2007 Oct;8(10):881-8. doi: 10.1016/S1470-
2045(07)70278-4. PMID: 17851130.

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. doi: 10.1016/S1470-
2045(10)70207-2. PMID: 20863759; PMCID: PMC3041644.

Sentinel Lymph Node Biopsy for Patients With Early—-Stage Breast Cancer American Society of Clinical Oncology Clinical Practice Guideline
Update. J Clin Oncol. 2016; PMID 27937089

The false—negative rate of sentinel node biopsy in patients with breast cancer: a meta—analysis. World J Surg. Sep 2012;36(9):2239-51.
doi:10.1007/s00268-012-1623-z

Effect of Axillary Dissection vs No Axillary Dissection on 10-Year Overall Survival Among Women With Invasive Breast Cancer and Sentinel Node
Metastasis: The ACOSOG Z0011 (Alliance) Randomized Clinical Trial. JAMA. 2017 Sep 12;318(10):918-926. doi: 10.1001/jama.2017.11470. PMID:
28898379; PMCID: PMC5672806.

Axillary dissection compared to sentinel node biopsy for the treatment of pathologically node—negative breast cancer: a meta—analysis of

four randomized trials with long—term follow up. Oncol Rev. 2012 Oct 8;6(2):e20. doi: 10.4081/oncol.2012.e20. PMID: 25992218; PMCID:
PMC4419626.

Does a Positive Axillary Lymph Node Needle Biopsy Result Predict the Need for an Axillary Lymph Node Dissection in Clinically Node-Negative
Breast Cancer Patients in the ACOSOG Z0011 Era? Ann Surg Oncol. 2016 Apr;23(4):1123-8. doi: 10.1245/s10434-015-4944~y. Epub 2015 Nov 9.
PMID: 26553439; PMCID: PMC4775411.

Sentinel lymph node surgery after neoadjuvant chemotherapy in patients with node—positive breast cancer: the ACOSOG 21071 (Alliance) clinical
trial. JAMA. Oct 9 2013;310(14):1455-61. doi:10.1001/jama.2013.278932

Sentinel node biopsy after neoadjuvant chemotherapy in biopsy-proven node—positive breast cancer: the SN FNAC study. J Clin Oncol. Jan 20
2015;33(3):258-64. doi:10.1200/jco.2014.55.7827

Improved Axillary Evaluation Following Neoadjuvant Therapy for Patients With Node-Positive Breast Cancer Using Selective Evaluation of
Clipped Nodes: Implementation of Targeted Axillary Dissection. J Clin Oncol. Apr 1 2016;34(10):1072-8. doi:10.1200/jc0.2015.64.0094

Sentinel lymph node biopsy without axillary lymphadenectomy after neoadjuvant chemotherapy is accurate and safe for selected patients: the
GANEA 2 study. Breast Cancer Res Treat. Jan 2019;173(2):343-352. doi:10.1007/s10549-018-5004-7

Repeat Sentinel Lymph Node Biopsy for Ipsilateral Breast Tumor Recurrence After Breast Conserving Surgery With Sentinel Lymph Node
Biopsy: Pooled Analysis Using Data From a Systematic Review and Two Institutions. Front Oncol. 2020 Sep 23;10:518568. doi: 10.3389/
fonc.2020.518568. PMID: 33072563; PMCID: PMC7538804.

Sentinel lymph node biopsy in pregnant women with breast cancer. Ann Surg Oncol. 2014 Aug;21(8):2506-11. doi: 10.1245/s10434-014-3718-2.
Epub 2014 Apr 23. PMID: 24756813.

Safety of sentinel node biopsy in pregnant patients with breast cancer. Ann Oncol. 2004 Sep;15(9):1348-51. doi: 10.1093/annonc/mdh355.
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2022 Consensus Statement Evidence | Recommendation | Reference Evidence | Recommendation | Reference

|. Pre-operative Il. Intraoperation
I-1. Breast image study (mammography and ultrasound) is n A 1-3 [I-1. The skin free margin 1-2 cm and overlying skin and
mandatory for evaluation. nipple areolar complex are included in the tissue ]} A
excised.
[-2. Tissue proof by core needle biopsy or other minimally
invasive breast biopsy is required. Excisional biopsy is 1] A 4-6 [I-2.The excisions carried from the subdermal plane to
not suggested. the pectoral fascia, extended to the anatomic limits
of the breast (the sternal border medially, the clavicle 1l A 9
I-3. Multidisciplinary team approach (including radiology, superiorly, the latissimus laterally, and the rectus
radiation oncology, pathology, medical oncology and i A 7 sheath/inframammary fold inferiorly).
surgery) is mandatory.
[-4. Indication: Large tumor—to-breast-size ratio;
Multicentric tumor; Insufficient response to © Reference
neoadjuvant chemotherapy or endocrine therapy ;
Persistently positive margins of excision: Inﬂammatory 1. Mariscotti G, Houssami N, Durando M, et al. Accuracy of mammography, digital breast tomosynthesis, ultrasound and MR imaging in
X X X ’ . preoperative assessment of breast cancer. Anticancer Res. 2014 Mar;34(3):1219-25.
breast cancer; Extenswe ma“gnant/mdetermmate " A 2. Silverstein MJ, Lagios MD, Recht A, et al. Image—detected breast cancer: state of the art diagnosis and treatment. J Am Coll
microcalcifications; Early pregnancy (first trimester); Surg.2005;201(4):586—597
Local recurrence foIIowing BCS/radiotherapy' 3. Leddy R, Irshad A, Metcalfe A, et al. Comparative accuracy of preoperative tumor size assessment on mammography, sonography,
b

Contraindicati t dioth Hist o t and MRI: Is the accuracy affected by breast density or cancer subtype? J Clin Ultrasound 2016;44:17-25.
ontraindication to radiotherapy; HIStory ot prior mantie 4. Chan KY, WiseberdFirtell, J, Jois HSR, et al. Localisation techniques for guided surgical excision of non—palpable breast lesions.

radiotherapy; Patient preference Cochrane Database of Systematic reviews 2015;vol 12

5. Linebarger JH, Landercasper J, Ellis RL, et al. Core needle biopsy rate for new cancer diagnosis in an interdisciplinary breast center:

|-5. Shared decision making programs (including Evaluation of quality of care 2007-2008. Ann Surg. 2012;255:38-

. " A 8 6. Rao R, Lilley L, Andrews V, et al. Axillary staging by percutaneous biopsy: sensitivity of fine—needle aspiration versus core needle
)
reconstruction biopsy. Ann Surg Oncol. 2009;16:1170—1175.

7. Churilla TM, Egleston BL, Murphy CT, et al. Patterns of multidisciplinary care in the management of non-metastatic invasive breast
cancer in the United States Medicare patient. Breast Cancer Res Treat 2016;160:153-62.

8. Maes-Carballo M, Moreno-Asencio T, Martin-Diaz M, Mignini L, Bueno-Cavanillas A, Khan KS. Shared decision making in breast
cancer treatment guidelines: Development of a quality assessment tool and a systematic review. Health Expect. 2020 Oct;23(5):1045—
1064

9. Pandya S, Moore RG. Breast development and anatomy. Clin Obstet Gynecol. 2011 Mar;54(1):91-5.
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© Reference

Quality of Strength of Key

2022 Consensus Statement ) .
Evidence Recommendation | Reference

1. Oncoplastic Breast Consortium consensus conference on nipple-sparing mastectomy. Breast Cancer Res Treat. 2018 Dec;172(3):523—
537.

2. Conservative mastectomy: extending the idea of breast conservation. Lancet Oncol. 2012 Jul;13(7):e311-7.

1. Nipple sparing mastectomy (NSM) is a widely used
oncologic and reconstructive option for patients I A 3.5 3. NCCN Guidelines Version 4. 2022, Invasive Breast Cancer
with breast cancer, who are Carefu”y selected by 4. Long-Term Cancer Recurrence Rates following Nipple—Sparing Mastectomy: A 10-Year Follow-Up Study. Plast Reconstr Surg. 2022

q 8RR Oct 1;150:13S-19S.
experienced multidisciplinary teams.
5. A systematic review of oncological outcomes after nipple—sparing mastectomy for breast cancer. J Surg Oncol. 2022 Oct 8.

6. The use of postoperative radiation after nipple sparing mastectomy

2. Indications for NSM: early—stage breast cancer, DCIS, 7. Gland Surg. 2016 Feb:5(1):63-8,

risk—reduction procedure, and in some locally advanced
breast cancer (ie, with complete clinical response to Il A 1-3
preoperative chemotherapy and no nipple involvement
with cancer).

3. Contraindications for NSM: preoperative clinical or
radiographic evidence of nipple involvement, including
Paget disease, bloody nipple discharge associated
with malignancy, inflammatory breast cancer, and/or Il A 1-3
imaging findings suggesting malignant involvement of
the nipple or subareolar tissues.

Pathological nipple evaluation should be assessed.

4. Patients should be counseled on the risk of delayed
healing, nipple necrosis, loss of pigmentation, loss of

Il A 3
sensation, loss of projection, and need for subsequent
removal of the nipple—areolar complex (NAC).
5. Radiation therapy after NSM should be administered
in high risk patients, such as those with tumour size I A 6

>5 cm, positive lymph nodes in the axilla, or positive
tumour margins.
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Endoscopic assisted nipple sparing mastectomy 2022 Consensus Statement Qultycf | Stengthof | Key

Evidence | Recommendation | Reference

(E-NSM)

6. The peri—operative parameters, morbidity and the

7 3 . 1
— EMCEBHER / FRIE B2EM oncological safety of E-NSM should be carefully Il A 4’35’
monitored per surgeon/center. ’
2022 Consensus Statement Qu%Iity of Strengtl:j of fKey 7. E-NSM follfvwed'by |mmed|.ate or delayed breast'
B | GBS ) A reconstruction with prothesis or autologous flap is Il A 1-1
. . feasible and safe.
1. In most of the cases, preoperative evaluation,
mtraope.rat'we ‘mpple uElgeEs sl et ‘ 8. E-NSM needs adequate training, education & auditing. Il A 5-7
contra—indication, and post mastectomy reconstructive
NSM. For patients consider for E-NSM, early—stage in oncologic safety for selective early stage breast
breast cancer are more suitable candidates due to cancer patients, however, longer follow—up and Il B 8-11
oncologic safety considerations. more data remained needed to confirm its long term
) o oncologic safety.
2. Patients indicated for E-NSM are preferred to have
tumor size of less than 5 cm, and no evidence of skin Il A 1-5
or chest wall invasion.
3. Patients for whom E-NSM are contraindicated included © Reference
those with apparent nipple areolar complex (NAC) 1. Lai HW, Chen ST, Chen DR, Chen SL, Chang TW, Kuo SJ, Kuo YL, Hung CS. Current trends in and indications for endoscopy-assisted breast
surgery for breast cancer : Results from a Six—year Study Conducted by the Taiwan Endoscopic Breast Surgery Cooperative Group. Plos One.

involvement, inflammatory breast cancer, breast cancer Il A 1-5 2016 Mar 7;11(3):¢0150310. doi: 10.1371/journal.pone.0150310. eCollection 2016.

Wlth CheSt Wa” or Skin invasion, or IocaIIy advanced 2. L:-ai HW, Lin SL, Chen ST, Kuok KM,AChen SLj L.in YL, Chen DR, Kuo $J. Single—AinIary—Inci.sion Endoscopic—Assi.stz.ad Hybrid Technique for
Nipple-Sparing Mastectomy: Technique, Preliminary Results, and Patient-Reported Cosmetic Outcome from Preliminary 50 Procedures. Ann
breast cancer. Surg Oncol 2018; 25:1340—1349.
3. Mok CW, Lai HW. Endoscopic-assisted surgery in the management of breast cancer: 20 years review of trend, techniques and outcomes.
Breast. 2019 20;46:144-156. doi: 10.1016/j.breast.2019.05.013.

4. Axillary Lymph node (ALN) metastases is not a 4. Kuo YL, Chang CH, Chang TY, Chien HF, Liao LM, Hung CS, et al. Endoscopy-assisted total mastectomy with and without immediate
. . . . reconstruction: an extended follow—up multicenter study. Plast Reconstr Surg. 2021;147(2):267—78.

contra—indication for E-NSM. However, multiple ALN 5. Lai HW, Chen ST, Lin YJ, Lin SL, Lin CM, Chen DR, Kuo SJ. Minimal Access (Endoscopic and Robotic) Breast Surgery in the Surgical Treatment
H . : . . of Early Breast Cancer—Trend and Clinical Outcome From a Single-Surgeon Experience Over 10 Years. Front Oncol. 2021 Nov 19;11:739144. doi:

metastases (N2 to N3) is associated with higher risk for 10,3385 /fonc. 2021.739144. sCaflection 2021,

|Qcoregiona| recurrence and distant metastasis. Share 6. Hung CS, Chang SW, Liao LM, Huang CC, Tu SH, Chen ST, Chen DR, Kuo SJ, Lai HW, Chou TM, Kuo YL. The learning curve of endoscopic

L. . . . . total mastectomy in Taiwan: A multi-center study. PLoS One. 2017 Jun 8;12(6):e0178251.
deC|S|0n makmg IS recommended for pat|ent3 W|th " B 1_5 7. Lai HW, Chen ST, Mok CW, Chang YT, Lin SL, Lin YJ, Chen DR, Kuo SJ. Single Port Three—dimensional (3D) Videoscope-assisted Endoscopic

Nipple Sparing Mastectomy in the Management of Breast Cancer : Technique, Clinical outcomes, Medical cost, Learning curve, and Patient—
reported Aesthetic Results from preliminary 80 procedures. Ann Surg Oncol. 2021 May 1. doi: 10.1245/s10434-021-09964-2. Online ahead of

multiple ALN metastases selected for E-NSM.

For patients with locally advanced breast cancer (T3, print.
. . . 8. Sakamoto N, Fukuma E, Teraoka K, Hoshi K. Local recurrence following treatment for breast cancer with an endoscopic nipple-sparing
N2/3) should be managed with caution if upfront mastectomy. Breast Cancer. 2016 Jul;23(4):652-60. doi: 10.1007/512282-015-0600-4.

9. Lai HW, Chen ST, Liao CY, Mok CW, Lin YJ, Chen DR, Kuo SJ. Oncologic outcome of endoscopic assisted breast surgery compared with
conventional approach in breast cancer: An analysis of 3426 primary operable breast cancer patients from single institute with and without
propensity score matching. Ann Surg Oncol 2021 Nov;28(12):7368-7380. doi: 10.1245/s10434-021-09950-8.

10. GuiY, Chen Q, Li S, Yang X, Liu J, Wu X, et al. Safety and feasibility of minimally invasive (laparoscopic/robotic-assisted) nipple-sparing
mastectomy combined with prosthesis breast reconstruction in breast cancer: a single—center retrospective study. Ann Surg Oncol. 2022.

surgery with E-NSM is considered.

5. Patients with severe co—-morbid conditions, such as

heart disease, renal failure, liver dysfunction, and poor Il A 1-5 https://doi.org/10.1245/510434-022-11420-8.
3 1. Wan A, Liang Y, Chen L, Wang S, Shi Q, Yan W, Cao X, Zhong L, Fan L, Tang P, Zhang G, Xiong S, Wang C, Zeng Z, Wu X, Jiang J, Qi X, Zhang
per‘formance status are not gOOd candidates for E-NSM. Y. Association of Long-term Oncologic Prognosis With Minimal Access Breast Surgery vs Conventional Breast Surgery. JAMA Surg. 2022 Oct

5:224711. doi: 10.1001/jamasurg.2022.4711.
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RAM is not approved by US FDA due to limited evidence
of cancer recurrence, DFS and OS with RAM.

SDM and inform consent should be done before RAM,
including benefits, risks, and alternatives treatment.

RAM should be performed by well-experiences qualified
breast surgeons, and the oncologic safety should be
regularly monitored. RAM is a newly—developing breast
surgery, the oncologic evidence has to be accumulated.

Safety and patient's satisfaction of RAM are same as
endoscopic—assisted mastectomy.

The clinical outcome of robotic—assisted mastectomy
(RAM) versus endoscopic—assisted mastectomy is
equal, but higher cost in RAM.

Quality of

Evidence

Strength of
Recommendation

Robotic-assisted nipple sparing mastectomy
yasefs | BE 1T

Key
Reference

1-2

1-2

4-8

4-8

© Reference

1. FDA.GOV. https://www.fda.gov/medical-devices/safety—communications/update—caution—robotically—assisted—surgical-devices—
mastectomy-fda—safety—communication.

2. The Emergence of Robotic-assisted Breast Surgery: Proceed With Caution. Hwang RF, Hunt KK. Ann Surg. 2020 Jun;271(6):1013-
1015.

3. Innovation in Breast Surgery: Practical and Ethical Considerations. Teller P, Nguyen TT, Tseng J, Allen L, Matsen CB, Bellavance E,
Kaufman D, Hieken T, Nagel S, Patten C, Pomerenke L, Tevis SE, Sarantou T. Ann Surg Oncol. 2022 Jul 19. doi: 10.1245/s10434~
022-12136-5.

4. Minimal Access (Endoscopic and Robotic) Breast Surgery in the Surgical Treatment of Early Breast Cancer—Trend and Clinical
Outcome From a Single-Surgeon Experience Over 10 Years. Lai HW, Chen ST, Lin YJ, Lin SL, Lin CM, Chen DR, Kuo SJ.

5. Safety and Feasibility of Minimally Invasive (Laparoscopic/Robotic—Assisted) Nipple—Sparing Mastectomy Combined with Prosthesis
Breast Reconstruction in Breast Cancer: A Single-Center Retrospective Study. Gui Y, Chen Q, Li S, Yang X, Liu J, Wu X, Zhu Y, Fan L,
Jiang J, Chen L. Ann Surg Oncol. 2022 Feb 16.

6. Surgical and Oncologic Outcomes of Robotic and Conventional Nipple-Sparing Mastectomy with Immediate Reconstruction:
International Multicenter Pooled Data Analysis. Park HS, Lee J, Lai HW, Park JM, Ryu JM, Lee JE, Kim JY, Marrazzo E, De Scalzi AM,
Corso G, Montemurro F, Gazzetta G, Pozzi G, Toesca A. Ann Surg Oncol. 2022 May 18.

7. Robotic- Versus Endoscopic—Assisted Nipple-Sparing Mastectomy with Immediate Prosthesis Breast Reconstruction in the
Management of Breast Cancer: A Case—Control Comparison Study with Analysis of Clinical Outcomes, Learning Curve, Patient—
Reported Aesthetic Results, and Medical Cost. Lai HW, Chen ST, Tai CM, Lin SL, Lin YJ, Huang RH, Mok CW, Chen DR, Kuo SJ. Ann
Surg Oncol. 2020 Jul;27(7):2255-2268.

8. Robotic nipple-sparing mastectomy complication rate compared to traditional nipple-sparing mastectomy: a systematic review and
meta—analysis. Filipe MD, de Bock E, Postma EL, Bastian OW, Schellekens PPA, Vriens MR, Witkamp AJ, Richir MC. J Robot Surg.
2022 Apr;16(2):265-272.
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© Reference

uality of Strength of G
2022 Consensus Statement g . . i
Evidence | Recommendation | Reference
1. Untch M, Mébus V, Kuhn W, Muck BR, Thomssen C, Bauerfeind |, et al. Intensive Dose-Dense Compared With Conventionally
. ScheduledPreoperative Chemotherapy for High—Risk Primary Breast Cancer. J Clin Oncol. 2009;27:2938-45.
1. Neoadjuvant ChemOtherapy ShOU|d be Oﬂ:ered for HER2 2. Ueno NT, Buzdar AU, Singletary SE, Ames FC, McNeese MD, Holmes FA, et al. Combined—-modality treatment of inflammatory breast
negative IBC. If Her2 positive IBC, adding on anti-HER2 carcinoma: twenty years of experience at M. D. Anderson Cancer Center. Cancer Chemother Pharmacol. 1997;40:321-9.
target therapy is recommended for achieving superior I A 1_3 3. Gianni L, Eiermann W, Semiglazov V, Lluch A, Tjulandin S, Zambetti M, et al. Neoadjuvant and adjuvant trastuzumab in patients with
. HER2-positive locally advanced breast cancer (NOAH): follow—up of a randomised controlled superiority trial with a parallel HER2—
pathologic complete response rate. negative cohort. Lancet Oncol. 2014;15:640-7.
4. Low JA, Berman AW, Steinberg SM, Danforth DN, Lippman ME, Swain SM. Long-term follow-up for locally advanced and
2 Modified radical masteotorny and radiotherapy inflammatory breast cancer patients treated with multimodality therapy. J Clin Oncol. 2004;22:4067-74.
. 5. Chang El, Chang El, Ito R, Zhang H, Nguyen AT, Skoracki RJ, et al. Challenging a traditional paradigm: 12—year experience with
are recommended for IBC. If the patlent prefers | A 2’ autologous free flap breast reconstruction for inflammatory breast cancer. Plast Reconstr Surg. 2015;135:262e—-9e.
reconstructlon, delayed reconstruction six months to 4_9 6. Bonev V, Evangelista M, Chen JH, Su MY, Lane K, Mehta R, et al. Long-term follow-up of breast-conserving therapy in patients with
one year |later after radiotherapy is suggested. inflammatory breast cancer treated with neoadjuvant chemotherapy. Am Surg.2014;80:940-3.
7. Brzezinska M, Williams LJ, Thomas J, Michael Dixon J. Outcomes of patients with inflammatory breast cancer treated by breast—
. . . . conserving surgery. Breast Cancer Res Treat. 2016;160:387-91.
. Axillary lymph n i tion is standard for IB
3 a2l n Ode d sl s Sl da d = C due || A 10 8. Chen H, Wu K, Wang M, Wang F, Zhang M, Zhang P. A standard mastectomy should not be the only recommended breast surgical
to hlgh failure rate of mapping by dual tracer. treatment for non-metastatic inflammatory breast cancer: A large population-based study in the Surveillance, Epidemiology, and End

Results database 18. Breast. 2017;35:48-54

9. Ueno NT, Espinosa Fernandez JR, Cristofanilli M, et al. International Consensus on the Clinical Management of Inflammatory
Breast Cancer from the Morgan Welch Inflammatory Breast Cancer Research Program 10th Anniversary Conference. J Cancer.
2018;9(8):1437-1447. Published 2018 Apr 6. doi:10.7150/jca.23969

10. DeSnyder SM, Mittendorf EA, Le-Petross C, Krishnamurthy S, Whitman GJ, Ueno NT, et al. Prospective Feasibility Trial of Sentinel
Lymph Node Biopsy in the Setting of Inflammatory Breast Cancer. Clin Breast Cancer. 2017.
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(Contralateral) prophylactic mastectomy

2022 Consensus Statement cé:ﬂ::c:f Reci‘:f:i:‘:::ion Key Reference
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8. For healthy women without gBRCA1/2 and PALB2,
CHEK?2 mutation but has first—degree-relative that
has breast cancer, bilateral prophylactic mastectomy Il B 6,7
2022 Consensus Statement Qualityof | Strength of Key Reference (regardless of the methods of surgery) is not
Evidence | Recommendation
recommended.
Clzus Mo?elt(lnsluilrjgtiatlen:chlstzry, ffhml(ljyfhlstory, | 9. For healthy women without gene mutation but with
a.n genetic testingy I the preterred me _o . or pfarsona ] A 2,3 medium to high-risk of breast cancer risk assessment,
risk factor assessment for breast cancer in line with . . . .
) to receive bilateral prophylactic mastectomy if she Il B 7
Taiwanese women's assessment. . .
request, bilateral prophylactic mastectomy (regardless
For the lifetime breast cancer risk assessment and of the methods of surgery) is not recommended.
grading standards for Taiwanese women, ordinary Il A 4 10. For a 45—year—old woman with gBRCA1/2 mutated
people should set at 8% . S .
unilateral breast cancer and no family history, bilateral I B 6.8
For the lifetime breast cancer risk assessment and prophylactic mastectomy (regardless of the methods of ’
grading standards for Taiwanese women, the high—risk I A 5 surgery) is acceptable and encouraged.
. = 500 .
group is defined as _'20 /of 2l ERCALS eamiEs weuld 11. For a 45-year-old woman without gBRCA1/2 mutated
also be regarded as high-risk groups. . I .
unilateral breast cancer and no family history, bilateral " B 6.8
For the life—long breast cancer risk assessment and prophylactic mastectomy (regardless of the methods of ’
grading standards for Taiwanese women, middle to Il A 5 surgery) is not recommended.
P o e e
e 12. For a 45-year—old woman with unilateral breast cancer
For healthy women with no family history of breast and no family history and gBRCA1/2 mutation but
cancer but confirmed with gBRCA1/2 mutation, bilateral I B 6.7 confirmed with other gene mutations (such as PALB2, Il B 6,8
prophylactic mastectomy (regardless of the methods of ’ CHEK2...), bilateral prophylactic mastectomy (regardless
surgery) is acceptable but discouraged. of the methods of surgery) is not recommended.
For healthy women with lineal relative relative that has 13. For a 45—-year-old woman with unilateral breast cancer
breast cancer or ovarian cancer and confirmed with and confirmed without gene mutation but with medium
gBRCAT1/2 mutation, bilateral prophylactic mastectomy Il B 6,7 to high-risk of breast cancer risk assessment, to receive Il B 7
(regardless of the methods of surgery) is acceptable and bilateral prophylactic mastectomy (regardless of the
encouraged. methods of surgery) is not recommended.
For healthy women, with lineal relative that has breast 14. For a 45—-year—old woman with unilateral breast cancer
cancer or ovarian cancer and confirmed without and has first—-degree-relative diagnosed with breast
gBRCAT1/2 mutation but with other gene mutations I o 6.7 cancer or ovarian cancer that has been confirmed with I B 6.8
) b

(such as PALB2, CHEK?2...), bilateral prophylactic
mastectomy (regardless of the methods of surgery) is
not recommended.

gBRCAT1/2 mutation, bilateral prophylactic mastectomy
(regardless of the methods of surgery) is acceptable and
encouraged.
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15.

16.

17.

18.

2022 Consensus Statement

For a 45-year—old woman with unilateral breast cancer
and has first-degree-relative diagnosed with breast
cancer or ovarian cancer that has been confirmed
without gBRCA1/2 mutation, bilateral prophylactic
mastectomy (regardless of the methods of surgery) is
not recommended.

For a 45-year—old woman with unilateral breast

cancer and has first—-degree-relative diagnosed

with breast cancer or ovarian cancer that has been
confirmed without gBRCA1/2 mutation but with other
gene mutations (such as PALB2, CHEK?2...) , bilateral
prophylactic mastectomy (regardless of the methods of
surgery) is not recommended.

For a 45-year—old woman with unilateral breast cancer
and has first-degree-relative diagnosed with breast
cancer or ovarian cancer that has been confirmed
without gBRCA1/2 and other gene mutations (such

as PALB2, CHEK?2...) but with medium to high-risk

of breast cancer risk assessment, to receive bilateral
prophylactic mastectomy (regardless of the methods of
surgery) is not recommended.

Considering the safety and low recurrence rate for
unilateral (bilateral) prophylactic mastectomy, nipple
areolar sparing mastectomy with reconstruction is the
preferred method for the patient.

Quality of
Evidence

Strength of
Recommendation

Key
Reference

6,8

6,8

© Reference

Ann Surg . 2018 Feb;267(2):271-279. doi: 10.1097/SLA.0000000000002309. Indications for Contralateral Prophylactic Mastectomy: A
Consensus Statement Using Modified Delphi Methodology Frances C Wright et al

Am J Hum Genet 1991 Feb;48(2):232-42.Genetic analysis of breast cancer in the cancer and steroid hormone study E B Claus et al.

Cancer 1994 Feb 1;73(3):643-51. doi: 10.1002/1097-0142(19940201)73:3<643::aid-cncr2820730323>3.0.c0;2-5. Autosomal dominant
inheritance of early—onset breast cancer. Implications for risk prediction E B Claus et al.

NIH web page, https://www.cancer.gov/types/breast/risk—fact—sheetir1

NCCN guideline Genetic/Familial High Risk Assessment: Breast, Ovarian, and Pancreatic, Version:2022.1(MS-31)

JAMA 2017 Jun 20;317(23):2402-2416.doi: 10.1001/jama.2017.7112. Risks of Breast, Ovarian, and Contralateral Breast Cancer for
BRCA1 and BRCA2 Mutation Carriers Kuchenbaecker KB et al.

Cochrane Database of Systematic Reviews 2018, Issue 4. DOI: 10.1002/14651858.CD002748.pub4
Journal of Clinical Oncology 38, no. 18 June 20, 2020

JAMA Surg. 2018 Feb 1;153(2):123-129.doi: 10.1001/jamasurg.20 Oncologic Safety of Prophylactic Nipple-Sparing Mastectomy in a
Population With BRCA Mutations: A Multi-institutional Study James W Jakub et al.
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2022 Consensus Statement

Among patients shown to be cN+ prior to NAT, ALND is
recommended for residual disease after NAT.

Among patients shown to be cN+ prior to NAT, when
nodes become clinical negative after NAT, SLNB has a
false negative rate >10% after NAT. This false negative
rate can be improved by marking biopsied nodes to
document their removal, using dual tracer ( radio—
isotope and blue dye), and by removing >= 3 sentinel
nodes. ALND is indicated if sentinel lymph nodes/
marked nodes not successfully identified.

cN+: clinical node positive for malignant cells
NAT: neoadjuvant therapy
ALND: axillary lymph node dissection

SLNB: sentinel lymph node biopsy
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Breast clipping

2022 Consensus Statement

Margin status recommendations after BCS for invasive
cancers and DCIS treated with NACT is the same as
without NACT.

Resection into new margin is the goal of neoadjuvant
therapy. The resection extent should be limited to
residual lesions with reasonable safety margin. If no
detectable lesion remains, the resection extent may
be limited to the tissue in the immediate vicinity of the
biopsy site marker.

It is recommended to place a clip or tattooing in the
primary tumor after biopsy.

It is recommended to remove all suspicious
microcalcifications after neoadjuvant therapy.

Obtaining an image (mammography and/or ultrasound)
for resected specimen is recommended.

For patients whose negative margin were achieved after
breast conserving surgery, but having large amount

of tumor or scatter lesions presented in proximity to

the margin, the decision for re-excision should be
individualized and discussed in a multidisciplinary
setting to determine if wider margins are needed.
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