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16 maart 2023: mediastorm Borstklinieken
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KCE: “Patiénten in borstkankercentra
zonder erkenning hebben lagere
overlevingskans”

Hoeveel kost een traplift?

Patiénten die zich laten behandelen in een borstkankercentrum zonder .
Vergelijk Portaal

erkenning hebben een "verontrustend hoger risico” om te overlijden in
vergelijking met vrouwen die in een codrdinerende borstkliniek
worden behandeld. Dat concludeert een nieuwe studie van het
Federaal Kenniscentrum voor de Gezondheidszorg (KCE).

IB 16-03-23, 00:35 Laatste update: 16-03-23, 02:24 Bron: BELGA

n n Hospitalisatieverzekering vanaf

€6,83/maand zonder grensbedrag.
"Er is wel degelijk een verschil tussen borstkankerzorg in centra met en zonder Helan Ziekenfonds
erkenning", zegt het KCE na een studie bij 50.000 vrouwen, in samenwerking
met de Stichting Kankerregister. De studie toont aan dat het risico om aan
borstkanker te sterven 30 procent hoaer liat bii vrouwen die behandeld worden




HLN NIEUWS SPORT SHOWBIZZ NINA REGIO VIDEO PUZZEL PODC

Volksgezondheid Frank Vandenbroucke (Vooruit) onderstreept in de
Kamer. Het opstellen van een behandelplan voor borstkanker en
eventuele chirurgie zullen binnenkort enkel nog terugbetaald worden
als ze binnen een van de 72 erkende borstklinieken plaatsvinden.

SVM 16-03-23, 17:36  Bron: Belga |

De beslissing volgt op een studie van het Kenniscentrum voor de
Gezondheidszorg. Daaruit blijkt dat borstkankerpatiénten die niet in een
erkende borstkliniek worden behandeld fors meer kans hebben om te
overlijden in vergelijking met vrouwen die weél een behandeling krijgen in een
erkend borstkankercentrum.

Lees ook
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dus ook in de provincie Luxemburg.

kw.be
https://kw.be » samenleving » gezondheid » ziekenhuis

Enkel in deze 9 erkende borstklinieken wordt behandeling ...
16 mrt 2023 — Negen van onze ziekenhuizen hebben een erkende borstkliniek: AZ Sint-Jan
campus Brugge, Jan Yperman Ziekenhuis in leper, AZ Sint-Lucas in Brugge ...

o radio1.be

https://radio1.be » luister » select » de-ochtend » beha... }

Behandeling borstkanker in niet-erkende borstkliniek zal niet ...
Wie zich voor borstkanker laat behandelen buiten een erkende borstkliniek, zal daarom in de
toekomst niet meer kunnen rekenen op een terugbetaling door de ...

standaard.be
https:/fwww.standaard. be » cnt » dmf20230315_97619393

Overlevingskans is hoger na behandeling in erkende ...
16 mrt 2023 — Een behandeling voor borstkanker wordt alleen nog terugbetaald in een erkende
borstkliniek. Dat heeft minister Frank Vandenbroucke besloten.

wablieft.be
https:/lwww.wablieft.be » krant » binnenland » studie-_.

Studie naar borstkanker verrast - Wablieft
20 mrt 2023 — Krijg je borstkanker? Kies dan voor een behandeling in een erkende -

© WGVUYXBWNy5PZ..ica A Q@ WGVUYXBWNY5JRS...ica A~ @ WGVUYXBWNySDM...ica ~ © WGVUYXBWNySPZ..ica A © WGVUYXBwNy5Na...ica A Alles bekijken X

ﬁ;?é;cenbuien == Q Zoeken @ s Q 9 "?_ m ? g ’ - ﬁ_?ﬂ g A 9/05/12?22



f ¥ in Over az West | Jobs | Documenten | Kwaliteit | Nieuws | Bereikbaarheid | Contact | FR
U veSt Home Patiént Bezoeker Zorgverlener Afspraak maken

Home » Nieuws » Reactie op KCE-studie borstkliniek

Raadpleeg een arts

Reactie op KCE-studie borstkliniek
W Algemeen W Medisch nieuws

Ons zorgaanbod vrijdag, 17 maart, 2023

Achtergrond borstkliniek az West

Bereikbaarheid Als we even teruggaan in de tijd, dan zien we dat az West al de werking van een borstkliniek hanteert sinds 2001, m.a.w. al van
voor de wetgeving rond borstklinieken bestond. Vandaar hanteren wij toen en nog steeds de benaming borstkliniek, alhoewel
wij inderdaad niet beschikken aver de officiéle erkenning. Toen de wetgeving er kwam, hebben wij meermaals geprobeerd deze

Contact

erkenning te krijgen, maar als klein ziekenhuis voldeden wij toen niet aan alle criteria. Toch zijn wij zonder erkenning blijven

werken zoals een satellietcentrum dat doet, maar zonder de financiering ervoor. Dit enkel en alleen omdat wij geloven in de
meerwaarde van onze activiteit voor de patiénten uit onze streek.

Hoe werkt de borstkliniek in az West

We voeren de basiszorg oncologie uit op onze site zoals die voorgeschreven staat in het zorgprogramma. Dit alles mogen we
wettelijk gezien doen. Voor de meer gespecialiseerde zorg (bv. radiotherapie) werken we samen met het coérdinerend centrum
van AZ Sint-Jan Brugge Oostende.

In 2019 is medisch oncoloog dr. Vroman in dienst gekomen, wat voor een evolutie gezorgd heeft in ons oncologisch centrum.
Ondertussen beschikken wij wel over alle gevraagde criteria om de erkenning als borstkliniek te behalen. We hebben de nodige

artecan in dienct mat aan hiizandarae harnanctital in de nnralacie an kiinnan nnle de cawweancta vinliimeace nn vlale wvan aantal
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PERSBERICHT

Veurne, 17 maart 2023

GEEN WETTELIJKE ERKENNING WEL
KWALITATIEVE ZORG IN BORSTKLINIEK AZ WEST

Reactie op KCE-studie "Borstkankerzorg in centra met en zonder erkenning voor
borstkanker — er is wel degelijk een verschil!”

Achtergrond borstkliniek az West

Als we even teruggaan in de tijd, dan zien we dat az West al de werking van een borstkliniek hanteert
sinds 2001, m.a.w. al van voor de wetgeving rond borstklinieken bestond. Vandaar hanteren wij toen
en nog steeds de benaming borstkliniek, alhoewel wij inderdaad niet beschikken over de officiéle
erkenning. Toen de wetgeving er kwam, hebben wij meermaals geprobeerd deze erkenning te krijgen,
maar als klein ziekenhuis voldeden wij toen niet aan alle criteria. Toch zijn wij zonder erkenning blijven
werken zoals een satellietcentrum dat doet, maar zonder de financiering ervoor. Dit enkel en alleen

omdat wij geloven in de meerwaarde van onze activiteit voor de patiénten uit onze streek.
Hoe werkt de borstkliniek in az West

We wvoeren de basiszorg oncologie uit op onze site zoals die voorgeschreven staat in het
zorgprogramma. Dit alles mogen we wettelijk gezien doen. Voor de meer gespecialiseerde zorg (bv.

radiotherapie) werken we samen met het codrdinerend centrum van AZ Sint-Jan Brugge Qostende.
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A30 tot 44% meer kans om te stervienniet erkende centra
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KCE rapport

Figure 4: Volume of the study population for all Belgian campuses, by campus of main treatment
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KCE rapporkwaliteitsindicatoren

Figure 18: Proportion of women with invasive breast cancer with histological or eytological assessment before any
treatment, by campus of main treatment
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Note: there were 182 units of analysis reported in the funnel plot, 25 of them having less than ten patients in denominator. One unit was situated below
the 99% prediction interval, while 108 were situated above the 99% prediction interval. 2 080 patients, who could not be assigned to o compus of first
treatment, were not represented in the funnel plot.



KCE rapporkwaliteitsindicatoren

Figure 19: Proportion of women with invasive breast cancer with mammeography and breast sonography before any
treatment, by campus of first treatment
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Note: there were 184 units of analysis presented in the funnel plot, of which 20 had less than 10 patients in the denominator. An open plot symbol is used
when the recognition status or the number of beds changed during the 5-year study period. 3 304 patients for whom the campus could not be identified,
are not represented in the funnel plot.



KCE rapporkwaliteitsindicatoren

Figure 12: Proportion of women with invasive breast cancer who had surgery, for whom the (y)pTNM stage is reported to
the BCR, by campus of main treatment
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Note: there were 175 units of analysis reported in the funnel plot, including 21 units with less than ten patients in denominator. 38 out of 175 units were
situated below the 99% prediction interval. 60 patients, who could not be assigned to a campus of main treatment, are not represented in the funnel plot.



KCE rapporkwaliteitsindicatoren

Figure 14: Proportion of women with invasive breast cancer for whom first treatment was initiated within 6 weeks (42
days) of incidence, by campus of first treatment

100 — ®
90 — — — = = = =
80 —
—_ 70 —
S
= 60 — o
'E 50 —
E— 40 4 A
o 30 -
20 —
10 —
0 A
T T 1 | | 1 | | | I 1 |
0 175 350 525 700 875 1050 1225 1400 1575 1750 1925
Number of patients per campus of first treatment
® Coordinating Br Cl 5y @ Satellite BrCl 5y 4 Mo recognition for BC 5y
o Coordinating Br Cl <S5y [ Satellite Br Cl <5y . No recognition for BC <5y
A Your campus(es)
Target % (90.0%) —— 95% Pl - - . 99% PI Overall % (87.3%)

Note: there were 178 units of analysis reported in the funnel plot, 19 of them having less than ten patients in the denominator. 43 out of 178 units were
situated below the 99% prediction interval. 1 717 patients, who could not be assigned to a campus of first treatment, were not represented in the funnel
plot.



KCE rapporkwaliteitsindicatoren

Figure 28: Proportion of women with DCIS who did not receive ALND as first axillary surgery, by campus of first surgery
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KCE rapporkwaliteitsindicatoren

Figure 29: Proportion of women <70 years old with invasive breast cancer (M0) who received adjuvant chemotherapy within 4 months after surgery, by campus of main
treatment
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Maote: there were 162 units of analysis presented in the scatter plot, of which 23 units had less than 10 patients in the denominator. An cpen plot symbol is used when the recognition status or the number of beds
changed during the 5-year study period. 22 patients for whom the campus could not be identified, are not represented in the scatter plot.



KCE rapporkwaliteitsindicatoren

Figure 30: Proportion of women <70 years old with invasive breast cancer (M0) who received adjuvant endocrine therapy within 9 months after surgery, by campus of main
treatment
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Figure 40: Unadjusted 10-year observed survival probability for patients diagnosed with invasive breast cancer assigned to your hospital on the basis of m
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Figure 41: Case-mix adjusted hazard ratio for all-cause death in patients with non-metastatic invasive breast cancer assigned to your hospital on the basis of main treatment
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Hazard ratios were determined over the [0,10] year survival time interval. A minimum hospital size of 40 assigned patients was applied, with size referring to the number of patients available for the analysis. For 96
hospitals the adjusted HR could be obtained. The hazard ratios were adjusted for age at diagnosis, WHO score, number of previous hospital bed days, cardiovascular disease, respiratory disease, diabetes, combined tumour
stage, differentiation grade. Value 1.0 represents the average hospital and the dashed blue line is the HR for the average patient {which equals the weighted sum of all hospitals HR, with the number of patients per hospital
as weight). The hospitals are ranked according to the number of patients assigned to them: from smallest (left) to largest (right). A HR which is lower than 1.0, indicates a lower hazard (or instantaneous risk) to die, and
thus a higher survival. When the vertical lines, which represent the 95% Cl on the hospital HR, include value 1.0 (dashed line), the HR of that hospital is not statistically significantly different from the average hospital
(average patient).
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A30 tot 44 % meer overlijdensrisico?
ARelatief versus absoluut risico!
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AbsoluutvsRelatiefRisIco

Exa m p I e University Hospitalsl%glztgd

NHS Foundation Trust

If you didn't take aspirin, your risk of having a heart attack was 2% over 5 years.

If you did take aspirin, your risk of having a heart attack was 1% over 5 years.

0.0/0/0/0/0/0.0.0/0, 0/0,0/0/0/0/0.0.0.0,
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A2 in 100 chance if you don't take A 1in 100 chance if you do take
aspinn. aspinn.

Relative Risk Reduction would say that aspirin reduces your chance of heart attac

Our hospitals.
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Verdeling ziekenhuizen...

beoordeling vs erkenning ?
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Verdeling ziekenhuizen...
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Toekomst BK AZ West Veurne

AQuidpraktische impact voor patiént?

Kwalitatievesenologischeorg in de Westhoek
Kwalitatieve oncologischeenologian eigen streek




WAT IS EEN BORSTKLINIEK ?

Geen aparte afdeling binnen het ziekenhuis maar een organisatie die alle medische disciplines in het ziekenhuis samenbrengt die
bij de behandeling van borstkanker betrokken zijn, in de zogenoemde MOC senologie (Multidisciplinair Oncologisch Consult). De
borstkliniek van het AZ West vergadert op vaste tijdstippen, maandelijks op vrijdag van 12 tem 14 uur.

De Borstkliniek helpt borstkankerpatiénten doorheen alle fasen van hun ziekte: van screening, diagnostiek, lokale en
medicamenteuze behandeling, opvolging, risicobepaling tot eventueel palliatieve zorg, psychosociale begeleiding, enzovoort.

Zorgpad senologie:

Voor elk type diagnostische procedure en behandeling hoort een specifieke medische uitleg door de betrokken specialist, met
nadien steeds duiding met aangepaste en op maat gemaakte documentatie en coaching door de borstverpleegkundige,
aangevuld met een klinisch psychologe, diétiste en sociaal verpleegkundige

De borstkliniek wordt ook getoetst aan haar activiteit en is gebonden aan een strikte regsitratie. Elke diagnose en behandeling
wordt conform de wetgeving, door een performant team zorgvuldig gedocumenteerd in een nationaal kankerregister waardoor
een optimale kwaliteitscontrole en feedback gegarandeerd wordt.



Gynaecoloog
Chirurg
Anatoompatholoog
Radioloog
Radiotherapeut
Medisch Oncoloog
Algemeen chirurg
Plastisch chirurg
Oncocoach

Huisarts

BORSTKLINIEK

i

MOC
bespreking

| 8
\\






Nabehandeling steedgevarieerdeen complexer

000 MOLECULAIRE TYPERING
Fenotypische benadering van Genotype

Oestrogeen receptor positief
Progesteron receptor positief
Luminal A HER, negatief
Lage ki67 (<15%)

Luminal B Volgorde van

e verminderde Oestrogeen receptor positief
HERZ positive prognose Progesteron receptor negatief of positief
Basal EN

Hoge ki67 of
Triple positief ¢ HER, geamplificeerd

Hormoonreceptor negatief
Her, geamplificeerd

Steeds meer complexagorithmes!
Internationale en nationale richtlijnen
. {ahZ 9{ahz Db/ /Db

Oestrogeen receptor negatief
RV A . B Progesteron receptor negatief

HER, negatief




GEP: GENE EXPRESSION PROFILING

* Gen Expressie Profiel

* Beeld van celfunctie op basis van
welke genen “geactiveerd” zijn

Afhankelijk van welke genen aan of
uit staan: hoog - laag risicoprofiel

bvb: Mammaprint/Oncotype DX

Full genome analysis ensures coverage
of the 7 metastatic cascade channels.
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National NCCN Guidelines Version 4.2023

Comprehensive
(e{elvl Cancer

NCCN Guidelines Index
Table of Contents

. Invasive Breast Cancer Discussion
Network®
DIAGNOSIS WORKUP? CLINICAL STAGE
+ History and physical exam
« Imaging:
» Diagnostic bilateral mammogram
» Ultrasound as necessary
» Breast MRIP (optional), with special
consideration for mammographically occult o
tumors <T0.cN+.M0 See NCCN Guidelines
+ Pathology review® i for Occult Primary
+ Determination of tumor estrogen/ _
progesterone receptor (ER/PR) status and Locoregional treatment!
ﬁ&'?ﬁi??‘?"‘ gsnz igtatus | A tosting i . L‘g sidering - See BCS Followed by
ive ||+ Genetic counseling and testing if patient is a r RT (BINV-2)
breast cancer risk® for hereditary breast cancer, has triple- s gfesg:"_'zt“’e ™| or
negative breast cancer (TNBC) (at an , OF DER Y L .
i 2 candidate for adivant olaparib. ) criteria for | /*|therapy B Y e v-3)
« Address fertility and sexual health concerns cT1-T3, _ [preoperative
as appropriate 2cNO,M0 ~ |systemic
. Pm‘-:gr'mm::yr test in all patients of childbearing therapy Considering See Additional
Rgee’;?' "Lfi"eg"a“t see PREG-1) BINV-M preoperative |, |Workup Prior to
« Consider additional imaging studies only systemic Preoperative Systemic
in the presence of signs and symptoms of therapy Therapy (BINV-12
metastatic diseaseM (see BINV-18)
Stage IV (M1) or See Workup for Recurrent or
Metastatic (M1) invasive breast cancer Recgurren('t di.l.ease ’ Stage IV (M1) Disease (BINV-18)
Clinical pathologic diagnosis of inflammatory breast cancer (IBC) * See Workup for IBC (IBC-1)

a For tools to aid optimal assessment and management of older
adults, see NCCN Guidelines for Older Adult Oncology.

T For Fertility and Birth Control, see BINV-C. The general considerations for fertility and sexual

b Breast MRI may be useful for characterizing axillary and/or
internal mammary nodal disease. See Principles of Dedicated

Breast MRI Testing (BINV-B).
¢ The panel endorses the College of American Pathologists
Protocol for pathology reporting for all invasive and noninvasive

dcarcino.ma.s of the breast. hitp:/www.cap. org.
® For risk criteria, see NCCN Guidelines for Genetic/Familial High-
Risk A = Svari P ic.

Adult (AYA) Oncology an
diagnosed with breast cancer.

healthifunction outlined for specific populations in NCCN Guidelines for Adolescent and Young
NCCM Guidelines for Survivorship are applicable to all patients

" T "
h Routine systemic staging is not indicated %or non-metastatic (M0) cancer in the absence of

systemic symptoms. If metastatic disease is suspected, see Workup on

i Patients with a known or suspected genetic predisposition to breast cancer may have an increased
risk of ipsilateral breast recurrence or contralateral breast cancer with breast-conservation therapy.
These patlents may be consndered for praphylacuc b|latera| maslectomy for. rlsk reduc*uon See

Note: All r are category 2A unless indi
Clinical Trials: NGCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

ersion 42023, 04223 © 203 Nasional Comprehensive Cancer Netwark®™ (NCCN®), Al rights reserved. NCCN Guideines® and this ilustration may not be in any & the

BINV-1

of NCCM.
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HISTOLOGY HR STATUS HER2Z STATUS SYSTEMIC ADJUVANT TREATMENT
HER2-positive¥ — See BINV-5
ER-positiveY*
and/or Postmenopausal®® = See BINV-6
PR-positive¥*
« Ductal/NSTY HER2-negative¥ pT1-3AND pNO — BINV-7
« Lobular Premenopausal®®
* Mixed pT1-3 AND pN+ —— See BINV-8
= Micropapillary
= Metaplastic” i See BINV-9
pl ER-negative HER2-positivey — =€ BINV-9
and <
vz
PR-negative” HER2-negativey — See BINV-10

Favorable histologic
W

+ Pure tubular

= Pure mucinous

= Pure cribriform

+ Encapsulated or solid
papillary carcinoma (SPC)*

+ Adenoid cystic and other
salivary carcinomas

« Secretory carcinoma

» Rare low-grade forms of
metaplastic carcinoma”

+ Other rare forms

—= lor

Y According to WHO, carcinoma of no special type (NST) encompasses
multiple pattemns including medullary pattern, cancers with neurcendocrine

expression, and other rare patterns.

¥ There are rare subtypes of metaplastic carcinoma (eq, low-grade
adenosquamous and low-grade fibromatosis-like carcinoma) that are
considered to have a favorable prognosis without adjuvant systemic therapies.
¥ To be associated with favorable prognosis, the favorable histologic type

should not be high grade, should be pure (>90% as ¢

excision, not core biopsy alone), and should be HER2 negative. If atypical

pathologic or clinical features are present, consider tr

ER-positive” and/or PR-positive”

ER-negative and PR-negative

e Fav le Histologies (BINV-11

* Encapsulated papillary carcinoma (EPC) without associated conventional invasion

is staged as pTis because behavior is similar to DCIS (per AJCC). SPC should
be specified as in situ or invasive based on WHO ecriteria but both forms have

favorable outcomes.

¥ Carrelation of histology, hormone receptor (HR), and HER2 status should
alu_va‘_.fs be dane_ with awareness of unusual/discordant or borderline results. See

2 Although patients with cancers with 1%-100% ER immunchistochemistry (IHC)

staining are considered ER-positive and eligible for endocrine therapies, there are

lassified on the surgical
(BINY-A).

eating as ductal/NST. a3 See Definition of Menopause (BINV-0).

Mote: All recommendations are gory 2A unless
Clinical Trials: NCCN believes that the best management of an

y patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

Version 4 2023, 02323 © 2023 Nasional Comprehensive Canoer Netwark® (NCCN®), All rights reserved. NCCN Guidelines™ and this ilustration may not be

of NCCN.

in any form

more limited data on the subgroup of cancers with ER-low—positive (1%-10%)
results. The ER-low-positive group is heterogeneous with reported biologic
behavior often similar to ER-negative cancers; thus, individualized consideration
of risks versus benefits of endocrine therapy and additional adjuvant therapies
should be incorporated into decision-making. See Principles of Biomarker Testing

BINV-4
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ADJUVANT SYSTEMIC THERAPY AFTER PREOPERATIVE SYSTEMIC THERAPYT
RESPONSE/PATHOLOGIC STAGE bb,cc,ff,gg
AFTER PREOPERATIVE THERAPY ADJUVANT SYSTEMIC THERAPY
ypTONO or pCR Adjuvant endocrine therapy (category 1)
HR-posilivef_ 3;1.1 —4.NO + ag;ljuvang olaparib if germline BRCA1/2 ml_.lt_ation CPSfEG score 23, _am_:l S
HER2-negative oF " residual disease. Select patients may be eligible for adjuvant abemaciclib,
ypN21 see BINV-K for eligibility criteria.
yYPTONO or pCR ——» :(t:‘:::lrl;l:ezt: nl::‘bm 1 year of HER2-targeted therapy with trastuzumab (category 1) _,.
HR-negative/ Ado-trastuzumab emtansine (category 1) alone for 14 cycles .33
HER2-positive If ado-trastuzumab emtansine discontinued for toxicity, then complete
ypT1-4,N0 (up to) 1 year of HER2-directed therapy with trastuzumab (category 1) £
or ——» |pertuzumab. If node positive at initial staging, trastuzumab + pertuzumab™ | —»
ypN21 (category 1)
HR-positive/ and See.
HEI-'lpz-positive If HR-positive, adjuvant endocrine therapy9? (category 1) — |Follow-U
Endocrine therapy (category 1) + complete (up to) 1 year of HER2-directed BINV-17
ypTONO or pCR — [therapy with trastuzumab % pertuzumab. If node positive at initial staging, | —
trastuzumab + pertuzumab (category 1)
For high-risk:?22 Adjuvant pembrolizumab (if pembrolizumab-containing
YPTONO or pCR —— | - Jimen was given preoperatively) -
HR-negative/ Adjuvant pembrolizumab (if pembrolizumab-containing regimen was given
HER2-negative ypT1-4,NO g:eoperatively]"“
or > Adjuvant capecitabine (6-8 cycles)33a.cc¢
ypN21 or
Adjuvant olapari'_l'#‘for 1 year if germline BRCA1/2 mutation®c®

bb See Adjuvant Endocrine Therapy (BINV-K).

¢ See Preoperative/Adjuvant Therapy Regimens (BINV-L).
T Consider adjuvant bisphosphonate therapy for risk reduction of distant
metastasis for 3-5 years in postmenopausal patients (natural or induced) s

with high-risk node-negative or node-positive turmnors.

% Consider extended adjuvant neratinib following adjuvant trastuzumab-
containing therapy for patients with HR-positive, HERZ2-positive disease o
with a perceived high risk of recurrence. The benefit or toxicities
associated with extended neratinib in patients who have received
pertuzumab or ado-trastuzumab emtansine is unknown.

Updated results from the adjuvant APHINITY trial in HER2-positive early breast cancer,
with a median follow-up of 8.4 years, have confirmed the benefit of adding pertuzumab to
trastuzumab plus chemotherapy in preventing recurrences.
33 Recommendations do not apply to residual DCIS (ypTis).
Bbe High-risk criteria include stage Il-11l TNBC. The use of adjuvant pembrolizumab (category
2A) may be individualized.
There are no data on sequencing or combining adjuvant capecitabine, pembrolizumab
and/or olaparib in patients who meet criteria for treatment with one or more of these agents.
However, their sequential/combined use may be considered in certain patients with high-risk of
recurrence.

Note: All recc ions are cat

2A unless

Clinical Trials: NCCN believes that the bast management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

Version 4. 223, 62323 & 2023 Nasonal Comprehensive Cancer Netwark® (NCCN=), All ights reserved. NCCN Guidelines® and this ilustration mary not be reproduced in anvy form without the express writien permission of NCCN.
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Borstkliniek AZ west

Casuistiek

AWh LJ Ydrithilijgen, conform state ofhe art

AAT, leeftijd comorbiditeit!

AConsensus tussen alle aanwezige disciplines
AMultidisciplinair, ZH overkoepelend en dynamisch gebeuren



Casuistiek

CASUS d Triple neg BC
60 jaar. VG: hysterectom@hypertensieg hypothyroidie. GO
Familiaal: niet belast (borsiariumca

M/E 2020: normaat 2021 normaakenologisclondzop consultatie

2022: mobiele nodus 11Q links 7u; 2/3 cm, Klinisch suspect.

M/E: gelobuleerdehypo-echogene massa 11Q links, verdacht vr RIP. Geen axallErmnmpathién BIRADS 5
Core biopsie: weinig gedifferentieerd invasief ductaaktigple negatief, 3,3 cm, Kl proliferatiendex 95%.
CTNM: cT2 cNO MO.

Staginghegatief (C¥cang botscanc Labo CA 15.3)



Casuistiek

Beleid

1. NGS analyse

MRI prechemo

PAC plaatsing en plaatsing ehpratumoraal

Neo-adjuvante chemotherapie + Immunotherapie o.v.v. Keytruda
MRI postchemo: quasi volledige regressie vh RIP, mogelijk nog kleine restnodus 10 mm (dd fibrose)

o k~ WD

6. Tumorectomig(harpoengeleid clip) metsentinelklierprocedurdinks
A APOsentinel 1 macrometastasborstcg geen kapseldoorbraak
A APO tumor: fibrose + hooggradige DCIS 2,5 cm + zeer beperkte focus invasief carcinomp@mgeen

A ypT1mi N1lagn) Mx

7. Postoperatief radiotherapie borst + boost + MSP klierstreken

PostoperatiefKeytrudacontinueren (1 jaar)



TNBC (ER, PR, NEU negatief)

KEYNOTE 522

Complete 1y 10 ]

NACT+ 10

KEYNOTE 522

|O or CT or PARPI or combinations? ]

CREATE X, KEYNOTE 522, OLYMPIA

Pembro +

KEYNOTE 355

\
Pembro +
embro Ola/Tala ]

CT OLYMPIAD/JEMBRACA
KEYNOTE 355

L

sC ] . [HER2 LowTDde

DESTINY 04

Ola/Tala

UNIVERSITY OLYMPIA / EMBRACA " Germline analysis high risk or comply with conditions genetic testing




000 PATHOLOGISCHE RESPONS

Definitie = geen invasief of in situ restant in de borst en axillaire

klieren
CR, het ulti doel!
pLK, het ultieme adoel!
Disease-Free Survival (months) Disease-Free Survival (months)
HER2 e~ TNBC |, |
2 o8 a 0.8-\|—
i et
® [} '
w w
3 0.6 S 0.6
2 2
o o
S 0.4 S 0.4
2 O 2 O
o o
5 — pCR (n = 164) & — pCR (n=282)
a 0.2 no pCR (n = 373) a 0.2- no pCR (n = 629)
Log-rank Log-rank
P<.001 P < 001
0 25 50 75 100 125 0 25 50 75 100 125




Next GenerationSequencindNGS)

Al yIFteasS WNRARaAaAOo2Q 3ISyS
A In essentie bijamiliale belasting
A.w/! m Sy HZ [
A Resultaat na 3 maanden

9Y HZ

A Genetische counseling
A Arts,oncocoach specialistisch advies

/

Belgian guideline for diagnostic testing
criteria for breast-ovarian-cancer- genes-
panel-analysis *

I. Woman with breast cancer + one of the following

diagnosed < 40yrs
diagnosed < 50yrs and one relative with bilateral breast cancer, or breast cancer <
S50yrs, or prostate cancer diagnosed < 60yrs
a first or second degree relative with male breast cancer, ovarian cancer, pancreatic
cancer or metastatic prostate cancer
bilateral breast cancer if the first cancer was diagnosed < 50yrs

+ ftriple negative breast cancer < 60yrs

HER2 negative [hormone rece ptor-negative or hormone rece ptor-positive] metastatic

breast cancer

« Ovarian cancer or pancreatic cancer any dge




Sentinel
Lymph nodes _ _ ..
A Technetium99mradiocolloidtracer +~ patent blue = ‘jfl : = "" .
A InvaSief CarCinoom -F?"' met. Radioactive :. ::mor Probe ]2@?'
A Klinisch negatieve nodale status (klinisch, M/E en evt. MR |3%a"ge’ & a
A geen metastasen i B / |\

<
LW
Tumor and' '
sentinel nodas
removed

g
e <
l' J ?
J

-

A DCIS graad 3 of uitgebreid DCIS
A Enkel bij multifocaal (in hetzelfde kwadrant), en niet bij multicentrische tumoren

Okselklierevidement

A bij multicentriciteit

A bij voorgaande uitgebreide chirurgie of radiotherapie van de borst

A bij > 2 ingenomemsentinelklieren(cfr ACOSOG trial)

A wanneer desentinelklierniet gevonden wordperop

A bij preoperatief bewezen inname van een okselklier met FNAC (zonder NACT)




Okselklierevidement; meer en meer verlaten?

- Year Overall Survival Among Women With Invasive

Effect of Axillary Dissection vs No Axillary Dissection on 10
Breast Cancer and Sentinel Node Metastasis: The ACOSOG Z0011 (Alliance) Randomized Clinical Trial (2017)
Conclusions and relevance: Among women with T1 or T2 invasive primary breast cancer, no palpable axillary adenopathy,
and 1 or 2 sentinel lymph nodes containing metastases, 10-year overall survival for patients treated with sentinel lymph node

dissection alone was noninferior to overall survival for those treated with axillary lymph node dissection. These findings do not
support routine use of axillary lymph node dissection in this patient population based on 10-year outcomes

‘A— QOverall survival
SLND alone

80+

60—

Alive, %

40-

20~
Hazard ratio, 0.85 (1-sided 95% C1, 0-1.16); noninferiority P= .02

0~ — - . + - -r - -

0 1 2 3 4 5 6 7 8 9 10
Time, y

146

246
134

317
248

391
317

No. at risk
411
381

SLND alone 436
ALND 420 398




| B | Overall survival by estrogen receptor (ER) and progesterone receptor (PR) status

100~ ALND (€R and PR positive)
----- A s SLND alone (ER and PR positive)
80~ S L T T T S SLND 2lone (ER and PR negative)
ALND (ER and PR negative)
® 60-
H
< 40
20+
Log-rank P=.14
0- T T T ' - v T 1
0 1 2 4 5 6 7 8 10
Time, y
No. at risk
SLND alone
ER and PR Negative 64 60 56 45 37 19
ER and PR Positive 270 254 240 196 147 92
ALND
ER and PR Negative 63 58 54 45 31 19
ER and PR Positive 256 243 238 201 163 85

E Disease-free survival
100
~— SLND
% ALND
x 60 |
o
=
< 40-
20
Hazard ratio, 0.85 (95% Cl, 0.62-1.17); leg-rank P=.32
0 1 1] 1] T T ’ L L L 1
0 1 2 3 4 5 6 7 8 9 10
Time, y
No. at risk
SLND alone 435 399 374 303 237 137

ALND 418 376 352 295 233 126




Casuistiek
Casus 2 ER+ / PR+

54 jaar. Obesitas, V@variéctomielinks (eratoom), McLeargastroplastie sterilisatie, appendectomie
P2¢ menopauzaasinds 41 HST gedurende 14 jaar

FA:paternaletante borstca

Afwijkende screeningsmammografie links (stellair letsel, 10u; 5,7 x 3,4 mm)

Core biopsie: matig gediff invasief ductaal ca, ER 100%, PR 100%, HeiRl mpealiferatieindex 5%
Staginghormaal

CTNMcT1c cNO MO



Casuistiek

Beleid

1. Harpoengeleideéumorectomiemet sentinelklierprocedurdinks
A APO: matigyediffIDA 9 mm, snijvlak negatiekentinel3 Inn-/3Inn

A pTNM pT1b pNOgn) MO
Adjuvantradiotherapie
Adjuvantaromataseinhibitor 5 jaar
(GeenadjuvantZometa geindiceerd vanaf pT1c)



Adjuvantantihormonaletherapie

Keuzeobv.

A Premenopauze ?
A Menopauze ?

A High risk?

A BRCA status

A Contraindicaties ?

A X

1J Burstein. N Engl J Med
'020;383:2557-2570.

Postmenopausal

Selective estrogen




[ ET +OFS

[ Surgery ]L* CT+ ET £OFS ]
L ]

Advanced/
B oo | s X o |

—

HENT 1 " Germline analysis high risk or comply with conditions genetic testing
UNIVERSITY




Antihormonaletherapie - premenopauze

A Standaard SERM: tamoxifen
A 5 jaar (korter = slechtere outocme)
A High risk: overweeg verlenging tot 10 jaa# OFs cfr infra)
A Perimenopauze: 2j tamoxifen + 5jr Al

A High risk(< 44 jaar, CT): ovariéle suppressie (OFS): betere OS/DFS

A 1e keuze: Al &nRhanaloog (vbzoladexSCdecapeptyllM maandelijks)
A 2¢ keuze:GnRhanaloog + Tamoxifen

A 3¢ keuze: tamoxifen mono

A OFS: max 5 jaar, opvolgen hormonale status

A CI: trombeembolie: Al
A Substraat CYP2D@: inhibitie door paroxetine/fluoxetine

A Endometrium agonist: diagnostiek bij bloedverlies
A Routinematig screenen met TVE: niet zinvol (lage incidentie maligniteibg vals pos % )



Antihormonaletherapie - postmenopauze

A Voorkeur 5 jaaAromataselnhibitor (Al)

A Blokkade perifere oestrogeen productie
A High risk (vb. N+ ): tot-8 jaar (langer: weinig meerwaarde)
A I.g.v perimenopauze: start Tamoxifer3g, indien menopauzaal switch Al 5j
A 1.g.v te hoge toxiciteit: switch na-3j (zo mogelijk) naar Tamoxifen

A Voor start:botdensitometrie



AdjuvantVERZENIO&bgmaciclib

monarchE Study Design (NCT03155997)

Cohort 1: High risk based On-study treatment period
/I-IR-I-, HER2-, node\ on clinical pathological 2 years
positive high-risk features
* 24 ALN OR -
EBC + 1-3ALN and at least 1 of the e
«Women or men below: (150mg twice daily)
* Pre-/postmenopausal « Grade 3 disease + i
* With or without prior * Tumor size 25 cm Endocrine Therapy: Al or tamoxifen g:;?;:;ﬂ';;ﬁ
neo- and/or adjuvant 3-8 years as clinically
c:len'ioti'lerapy d \[ N indicated
* No metastatic disease Cohort 2: based
* Maximum of 16 z&:g‘_‘?k Endocrine Therapy: Al or tamoxifen
months from surgery to « 1-3ALN and -
randomization and 12 * Ki-67 220% and el s
weeks of ET following « Grade 1-2 and tumor size <5 || Primary Objective: IDFS
Q o last non-ET / em Secondary Objectives: IDFS in high Ki-67 populations, DRFS, OS, Safety, PK, PRO |Automatisch gege
- / ITT Population

Stratified for: ® Cohort 1

*Prior chemotherapy » Cohort 2

*Menopausal status

*Region

o "l




AdjuvantVERZENIO&bgmaciclib

DRFS Benefit in ITT Persists Beyond Completion of Abemaciclib

100 +

Number of DRFS events
Abemaciclib + ET ET Alone
281 421
HR (95% CI): 0.659 (0.567, 0.767)
Nominal p < 0.0001

£
s
2
=3
L2]
5]
g
P
&
=
2
£
§
w
a

42

6 12 18 24
Number at risk Time (momhs)

Abemaciclib + ET 2808 2629 2567 2500 2434 2374 2244 1251 535 81 0
ET Alone 2829 2659 2589 2499 2410 2327 2151 1231 526 85 0

34.1% reduction in the risk of developing a DRFS event with an increase in absolute
benefit in DRFS 4-year rates (5.9%), compared to 2-and 3-year rates (2.5% and 4.1%, respectively)




Zoledroninezuur (Zometa)

A Postmenopauzale patiéntes
A Vanaf pT1c afh. van levensverwachting

A Reductie botmetastasen c

A secundair gedaalde borstkankgerelateerde 0 T emen
mortaliteit

A 6 maandelijks (3 jaar)
A Caveosteonecroseaak
A Dosis reductiafh. van GFR

40

RR0-83 (95% Cl 0-73-0-94)
30 Log-rank 2p=0.004
10-year gain 1-1% (95% Cl1-0-1to 2-3)

20

Bone recurrence (%)

10 Control 9-0%
5-9'§_f_:_3—_:g:-_‘t__-f
_.:;::'-‘-.-_::_'t: :ﬁ;__ ) Bisphosphonate 7-8%
0 : :
EBCTCG metmalysis. Adjuvant bisphosphonate treatment in early breast ’ ’ 0

Years

cancer: metaanalysis of individual patient data frorandomisedrials. Bone recurmenceratelyear () eventswoman-yearsand log-rank statstis
Lancet 2015; 386: 13§81.



Casuistiek
Radiotherapieg recente wijzigingen
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az sint-yan

brugge - oostende av

Evoluties In bestraling bij borstkanker

~

dr. Sarah Roels

RADIOTHERAPIE | AZ Sani (azsintjan.be)



https://www.azsintjan.be/nl/diensten/radiotherapie/campus-sint-jan/radiotherapie

az sint-yan
brugge - oostende av

Waarom bestraling?

ARisico op lokaal herval halveert (1/2)

AOverleving verbetert ca. 1/6



az sint- /an :

Wanneer bestraling?

AAltijd naborstsparende heelkunde
AAltijd bij klieraantasting

ANa mastectomie- zo tumor> 2cm én risicofactorewoor herval
- Z0 tumor> 5cm



Wat wordt er bestraald?

ADeborst +/- tumorbed S

ADethoraxwand

S
\
|
|
4
Ve
[
|
2Ny ‘ .

V. <
A g
oo \?J

ADel f A SNNBIA 2L W
mediaal subclavia /[\

parasternale (& // O
axillaire

Regional Lymph Nodes (N)

\»
az sint-jan

brugge - oostende av



-

az sint-jan
/)J"fJ'f:v"E.} e - oostende av

Duur van bestraling

ABestraling borst/thoraxwand +klierstreken
vroeger schema van 25 a 33 fracties (2Gy/Fr, 5x/week)

nu. schema vaii6 a 20 fractieq2,66/Fr, 5x/week)




Duur van bestraling

START PiIlc START £
1986- 1998 19982002

42.9Gy in 13Fr 41.6Gy in 13Fr
39Gy in 13Fr 39Gy in 13Fr
50Gy in 25Fr 50Gy in 25Fr

CANADIA CHINESE
1993- 1996 20082016

42.5Gy in 16Fr 43.5Gy in 15Fr
50Gy in 25Fr 50Gy in 25Fr

START

199952001

40Gy In 15Fr
50Gy Iin 25Fr

DBCG
20092014

40Gy in 15Fr
50Gy In 25Fr



-

az sint-jan
brugge - oostende av

Duur van bestraling

ABestraling borst/thoraxwand +klierstreken
schema varl6 a 20 fractiesbx/week

Als korter schema van 5 fracties evenwaardig?[ na BCS, T<3cm, cNO J

FASBtudie: schema var fracties, 1x/week
FASTorward studie: schema varm fracties, 5x/week




FAST

2004- 2007

FAST Forward
2011-2014

JCIlinOncol 20200ct

Ten-Year Results of FAST: A Randomized
Controlled Trial of 5-Fraction Whole-Breast
Radiotherapy for Early Breast Cancer

Adrian Murray Brunt, CR Joanne S. Haviland, MSc”; Mark Sydenham, BSc Hons?; Rajiv K. Agrawal, FRCR”; Hafiz Algurafi, FRCR*;
Abdulla Alhasso, RC *; Peter Barrett-Lee, FRCR®; Peter Bliss, FRCR”; David Bloomfield, FRCR"; Joamu an FWCR s
Ellen Donovan, PhD’ Ancy Goodman, FRCR™! Aaun Hamett, FRCR ; Martin Hogg. FRCR s Sri Ki FRCR'; Hele: as
Mary Quigley, FRCR'®; Liz Sherwin, FRCR'®; Alan Stewart, FRCR'’; Isabel Syndikus, FRCR'®; k miett, MSc®; Yat
Karen Venables, PhD'®; Duncan Wheatley, FRCR Judith M. Bliss, MSc®; and John R Yamold, FRCR

23

A28.5c;y in 5Fr 1x/w

A30Gy in 5Fr 1x/w
A50Gy in 25Fr 5x/w

N: 915- pT2-2 NO, > 50j, no chemo, BCS, no boost

10j moderate or marked normal tissue effects
9.9% (28,5Gy)
18% (30Gy)
7,5% (50Gy)

Very Low LR at 10 years <2%

Lancet. 2020 May.

Hypofractionated breast radiotherapy for 1 week versus
3 weeks (FAST-Forward): 5-year efficacy and late normal
tissue effects results from a multicentre, non-inferiority,
randomised, phase 3 trial

Adriar

[A26Gy in 5Fr 5x/w
A27Gy in 5Fr 5x/w
A40Gy in 15Fr

N: 4096¢ pT1-3, pNG1, >18j, chemo in ¥, BCS/ME, boost in 1/4
ZeerlageLRR op 5] <2 % (non inferior)

5] moderate or marked normal tissue effects
11.9% (26Gy)
15,4% (27Gy)
9.9% (40Gy)



Casuistiek
CASUS BHer 2neupositief

61 jaar, DM type 2, nicotine (rookstop sinds diagnose)

Afwijkende screeningsmammografie: stellair letsel rechts prepectoraal 9u; 1,2 cmadesopathieén

Corebiopsie: matig tot weinigiediffIDA, ER 100%, PR negatitdr2neu 2+ tot 3+ (SISH positief)l
proliferatie-index van 43%

Staging CT¢ botscang labo): negatief



Casuistiek

Beleid

1. Primaire heelkunde: harpoengeleiti@morectomiemet sentinelrechts
A APO: weinig gedifferentieerd IDA, 2csentineltumorvrij, pT1c pNG{) M

Adjuvantchemotherapie +erceptine
Adjuvantradiotherapie borst + boost

Adjuvantaromataseinhibitor 5 jaar

a ~ WD

AdjuvantZometalV




Harpoenplaatsing preoperatief / plaatsing clip pighemotherapie

,,/ . BARD® DUALOK

Designed and sized

for visibility Self-incorporating
The breast tissue marker’s deSign

distinctive twirled ring shape and As the UltraCor™ Twirl™ Breast
profile aid in its visibility. Tissue Marker Is deployed, it seif-

incorporates directly into tissue,
















Dimensions

SmartCurve Breast

Stabilization System

A mahgnancy easily missed with conventional 2D mammography
was clearly seen with Hologic 3D Mammography




Her2+ tumoren: steeds meer beschikbare middelen in de pipeline

HER2+ BC

| pT1NO Complete 1y Tras ]
Small/node -

l pT2 or N+ CT™ Tras t Per ]
EBC )

HER2+
oC Complete 1y Tras + Per

plotSmal NACT+ Tras/Per o
and/or node + Neosphere/Aphinity

Aphinity

Non Complete 1y TDM1

pCR
[

L C .

.

Tras+ CT ]

[ Lap + Cape ]

Cape/Tras
Tucatinib .| TDM1 [ Nerak+ cape J
HERZCLIMB EMILIA NALA

Marge + cape J

SOPHIA

Cape/Tras

Tucatinib
UNIVERSITY HER2CLIMB




Casuistiek

Casus 4 multifocaal enlobulair
44 jaar. Blanco VG. G2P2. paternaleomaborstca

Routine controle: vaststellindgenserklierweefsel linker borst >> rechts.

M/E: zeerdensklierweefsel bilateraal retr@reolair Stellaire distorsie prepectoraal links lateraal.
Aanvullende echdayporeflectievezone tussen % uur links, onscherp, 13x12mm, in contact met
pectoralisspierGeen manifeste hyperemie op power doppler.

AanvullendeMRI: multifocale aankleuring linker borst (vnl inferieur en SEQ, ductaal patroon), type 2
aankleuringspatroon.

Corebiopsie: invasiepleiomorflobulair carcinoma van de borst met meerdere haarden i@ulair
carcinoma in situ (LCIS). ER 99%, PR 99%, Her2 negatief, KI 40%)

Staging CTc¢ botscanc labo): negatief



Casuistiek

Beleid

1. Subcutanemastectomie metsentinelklierprocedureliinks en expander.

A Multifocaal weiniggediffinvasiefpleiomorf lobulairca met haarden van LCIS (ER 99%, PR 99%, Her2
negatief, KI 40¥%enfocaalgoedgediffinvasiefductaaladenoca Uitgesprokertumorale permeatie 3
sentinelklieren 1 negatief 2 massiefmetastatischgeinfiltreerddoor lobulairca metkapseldoorbraak

A p TNM pT1c (m) Nla Mx.
2. Adjuvantchemotherapie
3. Adjuvantradiotherapiethoraxwand+ klierstreken

4. Adjuvantl0 jaarantihormonaletherapie ovv Tamoxifen

A Alternatief: switch naaZoladex+ Al indien terugkeer menstruatie binnen het jaar na
beéindigen chemotherapie

5. Genetica: negatief



Clinicalindicationsof breastMRI

» Availability of MRI is a problem
» One possible solutlon _,

» But has also a counterproductive effect: the waiting list only temporary
shortens, because the number of requests increases



» Availability of MRI is a problem
» Second part of the solution: use MRI in correct indications

Patterns of Breast Magnetic Resonunce maging Use
An Opportuniy for Data-Diiven Sesource Alocaton
————— - Patterns of Breast Magnetic Resonance imaging Use in
A R Siuna b v Community Practice
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» Only 25% of MRI screening was performed for appropriate indications, as defined by the
guidelines (>20 a 30% lifetime risk of breast cancer)

» Improved patient selection is urgently needed to maximize the benefit of breast MRI



Clinical indications of breast MR

» Based on the most recent guidelines of

» ACR (American College of Radiology)

» ASBS (American Society of Breast Surgeons)

» EUSOBI (European Society of Breast Imaging)
» NCCN (National Comprehensive Cancer Network)
» BeSHG (Belgian Society of Human Genetics)

r q'-t AMENRICAN SOCLIEYY O
b Breast Surgeons

§ o om s Cwnhaber wn Dragae b 01d Simag Magerte Biiiteens baagrag o b

L
R e e R
wwpag MIT ot o oo

[ P T YT U VT ey SRR T SRR ————
Lo o Mg Ruvmmnct hotgteg b s Sanpin ol Oncodegy” e 2 0 “wa
Tow! vo o Vhaguonn Pocamns hoagmg s Mun (ngiiey My 4 ="

2 D AN (g ¥ wie® o s wge svba v Sa rwemar [N wereat) e
St o SIEL e ws Vomw smam putets  Thas s ar ot ANRA Onelilins: =

Qmdry Mgemny: = Yoanas VB

WM Clbbi o P wvs Gurdetn sy » Oncamagy MOCM Gasnetrwe™)

Genetic/Familial
High-Risk Assessment:
Breast and Ovarian

Nress B8 v LW T
LA

TOL T ACR Fracton Gurdethnas Nor T wid of Raast Magratic
Resananie Inagng
L R e L N e I e e R R e

W NG BBt IIBATET VW OV T PAGE G e W TOPTEE g O g -
Lo mare P lamwas VA CEr g AaPIIV IPEEI BI B as T PN A P

e Sale J00 & S e MM
L )

e
Breast MRE: EUSOB recommendations
for womsen's information

B M Whan . Commes Babppenr”  Paned & Batur ' Dbh Btk *
B 1 e e B

e Farond™ Mhbadt B Patpape ™ Pomn b e ™ . Thome B i’
e e R & S S
Romnn Martanh ™« Butnn Adnan " P Brsnn ™ Lot ) hee

Saed M et ™ B Pates sy’ e Sane " F i bastnent *
B e § e ey o Beans beagag B AR, wan bagaagr vt e e
annn 10 | owpers Svwe | aseir | aview

— ot e whe g wnew mageg T Sy et e N e as o W
S 0 b o W TS 1 T LS S8 PNt e Pt N praman e
FrmEn A e sman A Pww - evrerte e heel w e = e - v -t
- nwAnrt » Dy

Belgian Society for Human G

- ' — — - By .

(3000 Py aciie Dasteivmy



Breast MRI is the most sensitive (80-100%) imaging modality for
detection of invasive breast cancer but is associated with a high rate of
‘false alarm’ (up to 25%) - Require additional imaging and/or biopsy

-> Cause patient anxiety




» False positives: lesion with high vascularisation: overlap between benign

and malignant: » Fibroadenoma time intensity curves:
« 83% linear curve
« 12% plateau curve
o % wash-out curve

» ‘focus’ (BUBO: Breast Unidentified Bright Object)
« <5 mm isolated spot of non-mass ike enhancement
« Too small lo characterize

« Usually stable on follow-up examinations
« Risk of malignancy extremely low

» False negatives: very small lesions or diffusely infiltrative lesions:
» DCIS
» Invasive lobular carcinoma




Clinical indications of breast MR

1) New diagnosis of breast cancer

» MRI highest accurracy for evaluation lesion size and extension
v Useful when size estimation difficult with clinical exam and/or MX/US
» Useful to evaluate chest wall involvement

» Preoperative MRI may identify additional lesions in the ipsilateral or
contralateral breast that are not evident with standard imaging.

» Preoperative MRI changes treatment in 10-20%

» Patients otherwise deemed suitable candidates for breast-conserving surgery
might undergo more extensive surgery or mastectomy




Clinical indications of breast MRI
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» Meta-analysis of studies comparing surgical outcomes in primary breast cancer patients who
received pre-operative MRI and those who did not receive MRI

» Conclusions: - preoperative MRI is not associated with improved surgical treatment (in terms

of tumor-free surgical margins or re-operation rate)
- increased likelihood of mastectomy for the cancerous breast

- increased likelihood of contralateral prophylactic mastectomy




Clinical indications of breast MR

1) New diagnosis of breast cancer

Problems:

1) Modest specificity of MRI: only 20% of additional lesions are malignant

2) The true malignant additional lesions seem to have no clinical significance

- The majority of them are anyhow successfully treated with radiotherapy and/or
systemic therapy

- It is unclear whether untreated occult malignant lesions will ever evolve to life-
threatening tumors



Clinical indications of breast MR

2) Problem solving when discrepancy belween clinical exam, mammography and/or
ultrasound

» Metastatic axillary lymph node but without visible lesion
on MX or US

v < 2% of all breast cancers are found via metastatic axillar lymph nodes
v Sensitivity of MRI in these cases: 75-85%

» Bloody nipple discharge
v Intraductal papilloma? US and MRI have replaced galactophorography

» Paget’s disease of the nipple



Clinical indications of breast MR

3) Evaluation of neo-adjuvant chemotherapy

» MRI has the highest accurracy for monitoring chemotherapy
» Change in tumor size, signal intensity and contrast kinetics

» Underestimation possible!

« Chemotherapy is often an anti-angiogenetic agent, but contrast-enhancement is based on vascularity
» MRI before start of neo-adjuvant chemotherapy and after treatment

+ Intermediate MRI between the courses of chemotherapy may not be necessary







Clinical indications of breast MRI
4) Follow up after surgery

Recurrence rate 1%/year after surgery

-

Standard follow up modalities are mammography and ultrasound
» Also after mastectomy and breast reconstruction

-

Yearly MRI may be used as alternative in
» Women <35 years

»  Women with genetic very high risk (>30%) when residual glandular tissue is
present (i.e. when there is no autologous reconstruction)

-

MRI to differentiate between scar tissue and recurrence
« Enhancement 2 years after completion of treatment is suspicious ‘




Clinical indications of breast MR

9) Screening of asymptomatic women with very high risk

» >30% risk (based on genetic mutation, family history, ...)

Number of 15t or 2nd degres tamily members with Other factors
I-w.cm
Genete age, manzeheic
mutation Broast conces Sheteral breast | Male with Ovatien rengtoricel Sreent reciabion
cances Dreast cancel | cancer  fumors patiem of | denslty | thecapy ot
nutple young age
cannomas
e ro sk i re e " no baicad st MRS
A 2ddy
1 <40y
”!‘I 3.”1& no o o no
e l 3 ot traan age »80y




Clinical indications of breast MRI

5) Screening of asymptomatic women with very high risk

» Annual MRI

» Starting at the age of 25 years in case of BRCA1, BRCAZ2, TP53 of Li Fraumeni

» Starting at the age of 35 years in case of PALB2, CHEK2, ATM, CDH1, NF1,
STEK11, PTEN

» Or 5 years before the age of diagnosis in the youngest family member

» Controversy exists about additional ultrasound 6 months after every MRI and
additional mammography from the age of 40

» Alternative: preventive mammectomy and salpingo-ovariectomy




Clinical indications of breast MR

6) Breast prosthesis

» No MRI for routine follow up
- use standard MX and US

» MRI only indicated in case of prosthesis complications
» Dislocation

» Suspicion of rupture of silicone breast implant
» sensitivity MRI 80%, US 60%, MX 40%

Linguine sign



NO indication of breast MRI

Microcalcifications on mammography

» Judgement should be based on the mammographic
aspect of the microcalcifications

» If considered suspicious: - stereotactic biopsy

» MRI is not contributive:
» If no enhancement on MRI: may be false negative in DCIS (NPV <85%)
» If enhancement on MRI: may be false positive in benign hyperplastic disease




NO indication of breast MR

Women with pain or a palpable nodule in the breast

» Should be first evaluated with clinical exam, MX, US, and/or biopsy
» MRI is not contributive:

» if the lesion is enhancing = biopsy
» if the lesion is not enhancing > also biopsy when MX or US are suspicious

» MRI cannot be used as alternative to biopsy
» The NPV of MRl is not high enough to postpone/omit biopsy -

O hand ¢ sy you e sulerng Som an
BYOW TGN yOur M, B st %0 DAy
£ safn, F'm ortlerng @ bunch of tests *




NO indication of breast MRI

Screening of low-nisk women

» MRI is not a good screening tool for women with low or
intermediate risk

» Risk of false alarm’ is too high as compared to the likelihood of finding an occult
breast cancer

» These patients should only have mammography in population
screening programme

y



Conclusion

Clinical indications of breast MRI:

1) New diagnosis of ILCA in dense breast

2) Problem solving when discrepancy between clinical exam, mammography
and/or ultrasound

3) Evaluation of neo-adjuvant chemotherapy

4) Follow up after surgery

5) Screening of asymptomatic women with very high risk

6) Rupture of silicone breast implant




Borstkankerscreening bij asymptomatische vrouwen
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Gemiddeld risico: mammografie om de 2 jaar tussen 50 en 69 jaar
o In kader van de grats Viaamse Borstkankarsanening (peen schografie )

Verhoogd risico: jaariijks mammografie vanat 40 jaar
] Aarvelande echografia word! Dt aandevoien. tanz bi 1sie prasentats of bi extroem ders
borstdiorweefsel (B1LRADS d)

] Tussen: £0 on 08 jaar xan do jaaitkse mammograte svertunel altnimereed gobeursm » kader
v de grats Visserses Borstkankwsaesnrg

Sterk verhoogd risico: jaarlijks MRI vanaf 25 jaar (of vana® £ jaar voor leeftic diagnose by jonaste fanvlielid)

©  Enjaartijkse mammagratee vanat 40 Jaar (svaiiuesd segendd set sohograte)
o Teltors € maans s de VNI

Genetisch bawezen sterk verhoogd risico: scraenen voigens nehtipnen Salgisch College Genatica
Mips . twww.college-genctics be, HBOC gudelines management
o Alternatief. préeventieve mammectomse #n salpingo-ovarneciomis

2) Vrouwen >70 jaar
8 Voroer screenen op ¢lgen Inmatiel zolang Mvensverwachting »>10 jaw
s Op dezafds mamer verdur screeren 20385 tussen 50 on 83 por nasigetsng nscocsisgone

3) Opvolging na borstkanker (tumaorsctomes of mammectomie) of na blopsie LCIS, ADM of ALM
0 Jaarks mammogratie + echogratie

4) Opvolging na preventieve mammectomie met aulologe reconstructie
0 Kinisch onderzoek, geen besidvorming noodzakelijk
Eventueel jaariuse mammografie (aniel oblogue oprarmes vokioan) « echografie



Borstkliniek emncocoach
Rol van dencocoach



