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Role of surgery

Å Make a diagnosis

Å Cure patient, if tumor has not spread

Å Achieve locoregional control

Å Reduce the tumor burden to a level where the host 
immune system, adjuvant therapy or a combination of 
both will eradicate it

Å Obtain prognostic information

Å Prevent unpleasant sequelae of local recurrence

Å Prevention



Surgical options for the breast 

cancer

ÅBreast Conserving Surgery (BCS) + radiotherapy 
ÅBCS can be wide local excision, quadrantectomy or 

segmentectomy 

ÅSimple mastectomy

ÅModified radical mastectomy 

ÅRadical mastectomy - obsolete 

ÅMastectomy + reconstruction (immediate or 
delayed) 



Surgical options for the breast 

cancer

ÅTumors suitable for breast conservation

ÅSmall single tumor in a large breast 

ÅPeripheral location 

ÅNo local advancement or extensive nodal involvement 

ÅFor tumors that are suitable for breast 
conservation there is no difference in local 
recurrence or overall survival when BCS + 
radiotherapy is compared to mastectomy



Contraindications to breast 

conservation therapy

ÅTwo or more gross tumors in separate quadrants of the 
breast 

ÅDiffuse, indeterminate, or malignant -appearing 
microcalcifications 

ÅCentral location of tumor mass 
ÅHistory of therapeutic irradiation to the breast 
ÅPregnancy 
ÅPersistent positive margins after reasonable surgical 

attempts 
ÅCollagen vascular disease 
ÅLarge tumor in a small breast 



Arguments against breast 

conservation treatment in Nigeria

ÅThe advanced nature of many patients at 
presentation 

ÅPoor diagnostic oncology facilities hence inability 
to adequately characterize prognostic factors.

ÅInadequate radiotherapeutic facilities

ÅPoor follow-up culture.



Aims of axillary surgery

ÅEradicate local disease 

ÅDetermine prognosis

ÅGuide adjuvant therapy 

ÅClinical evaluation of the axilla is unreliable 
(30% false positive, 30% false negative) 

ÅNo reliable imaging techniques available 



Aims of axillary surgery

ÅSurgical evaluation important and should be 
considered for all patients with invasive cancer 

ÅLevels of axillary clearance are assessed relative 
to pectoralis minor 

ÅLevel 1 - below pectoralis minor 

ÅLevel 2 - up to upper border of pectoralis minor 

ÅLevel 3 - to the outer border of the 1st rib 

ÅAxillary samplings removes more than 4 nodes 



Should axillary clearance be 

done

ÅAxillary clearance both stages and treats the 
axilla 

ÅSampling potentially misses nodes and 
understages the axilla 

ÅSurgical clearance possibly gains better local 
control 

ÅAvoids complications of axillary radiotherapy 

ÅAvoids morbidity of axillary recurrence 



Or axillary sampling

ÅOnly stages the axilla 

ÅMust be followed by axillary radiotherapy 

ÅThe 60% of patients with node negative disease have 
unnecessary surgery 

ÅRadical lymphadenectomy in other cancers (e.g. 
melanoma) produces disappointing results 

ÅAvoids morbidity of axillary surgery 

ÅThe combination of axillary clearance and radiotherapy 
is to be avoided 

ÅProduces unacceptable rate of lymphoedema 



Or sentinel lymph node biopsy

ÅAims to accurately stage the axilla without the morbidity 
of more extensive axillary surgery

ÅPatient must have clinically negative nodes 
ÅTechnique used to identify the first nodes that tumour 

drains to 
ÅCan be located following the injection of either 
ÅRadioisotope 
ÅBlue dye 
ÅCombination of isotope and blue dye 

ÅCan be injected in peritumoral, subdermal or subareolar 
site 

ÅAllows more detailed examination of nodes removed 
ÅSignificance of micrometastatic deposits identified in 

sentinel nodes is unclear 



Sentinel lymph node 

biopsy



Lymphoedema complicating 

axillary clearance



Role of chemotherapy

ÅCan be given as: 

ÅPrimary systemic therapy prior to locoregional 
treatment 

ÅAdjuvant therapy following locoregional treatment 

ÅPost-operative adjuvant chemotherapy depends 
primarily on: 

ÅAge / menopausal status 

ÅNodal status 

ÅTumour grade 



Role of chemotherapy

ÅCombination chemotherapy has been the 
standard prescription, though some single 
agents are now being used 
ÅMost commonly used regimen = CMF 

(Cyclophosphamide, Methotrexate, 5-
Flurouracil), AC, CAF 

ÅGiven as six cycles at monthly intervals 

ÅNo evidence that more than 6 months 
treatment is of benefit 



Biologics

ÅRapidly expanding class of therapeutic 
agents

ÅMonoclonal antibodies 
ÅTrastuzumab

ÅBevacizumab

ÅOral small molecule tyrosine kinase 
inhibitors
ÅLapatinib



Supportive treatment for 

patients with breast cancer

ÅColony stimulating factors, e.g. filgrastim (recombinant 
human granulocyte colony stimulating factor, rG-CSF) 
are hematopoietic growth factors which regulate the 
production and function of neutrophils. They control 
proliferation of committed progenitor cells and 
influences their maturation into mature neutrophils. 
They also stimulate the release of neutrophils from bone 
marrow storage pools and reduces their maturation 
time. CSF increases the phagocytic activity of mature 
neutrophils



Estimating risk of relapse and 

need for systemic therapy

ÅAdjuvant! Online is a validated online computerized risk 
analysis system that integrates known prognostic factors 
except HER2 status

ÅOncotype Dx uses RT-PCR to characterize tumors

ÅDNA microarray analysis of breast tumor with 
classification into 5 types
ÅLuminal A and B (ER+/HER2-)

ÅBasal (ER-/HER2-)

ÅHER2+

ÅNormal breast-like tumors
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