
Optimal locoregional therapy in 
breast cancer after neoadjuvant 

therapy  

Dr. Harit Chaturvedi 

Chairman 

Max Institute Of Cancer Care, New Delhi 



Objectives of neoadjuvant therapy 

• Downsize the tumour 

• Invivo drug response 

• Pathological response and prognostication 

• Tailor adjuvant therapy 

• Surgical objectives 

– Inoperable to operable 

– Improve breast tumour ratio and increases chances of breast 
conservation 

– Axillary sterilization- post chemo SLNB 



Locoregional therapy 

• Surgery and radiation 

• Which surgery?? 

–Primary 

• Mastectomy 

• Conservative mastectomies: Skin and nipple sparing 

• Breast conservation 

–Axilla 

• Axillary dissection 

• Sentinel lymph node biopsy 



JNCI Monographs, Volume 2015, Issue 51, 1 May 2015, Pages 11–14, 

Neo-adjuvant therapy improves breast conservation rates 



• Sun et al. Medicine (2017) 96:43 



Safety and Feasibility of BCS: Indian data 



 





Patient selection 



Response Assessment Critical 

• Clear documentation of prechemo tumour status 

– Breast imaging : Mammogram +/- USG 

– MRI as a problem solving tool 

– Clip(s) placement 

 

• Interim evaluation every 2 -4 cycles 

 

• Post chemo response assessment 

– Clinical 

– Use of the same breast imaging tool with comparison 

 

 





Marker placement 



Margin Assessment 



Oncoplastic Surgical techniques 



Axillary Surgery after NACT 

• The norm 

– Level I,II+/- Level III axillary dissection 

 

• As use of NACT has increased for ‘early’ breast cancer 

– Role of sentinel lymph node biopsy after NACT 

– CN0/N1 

– Timing of SLNB 

• Before chemo 

• After chemo 

• Twice 



Mamtani A, et al. Ann Surg Oncol. 2016 Oct;23(11):3467-3474 

• Among 534 prospectively identified consecutive patients with clinical stages 2 and 3 cancer 
receiving NAC from November 2013 to November 2015, all biopsy-proven node-positive (N+) cases 
were identified.  

• Patients clinically node-negative after NAC were eligible for SLNB.  
• The indications for ALND were failed mapping, fewer than three SLNs retrieved, and positive SLNs. 



NAC neoadjuvant chemotherapy, N+ confirmed nodal metastases at presentation, SLNB sentinel lymph node biopsy, SLNs sentinel lymph nodes, ALND axillary lymph node dissection. *Two 
patients were randomized to radiation therapy in the Alliance A011202 trial. aALND was deferred for three patients with fewer than three negative SLNs, two by clinical judgment and one by 
patient preference 

Flow chart 

Mamtani A, et al. Ann Surg Oncol. 2016 Oct;23(11):3467-3474 



Outcomes for SLNB eligible patients (n = 132) 

SLNB sentinel lymph node biopsy, SLNs sentinel lymph nodes, ALND axillary lymph node dissection; ypN0 pathologically node-negative, ypN+ pathologically node-positive. *Two patients were randomized to radiation 
therapy in the Alliance A011202 trial. **Intraoperative decision (n = 3), patient preference (n = 1). ¥Two by clinical judgment and one by patient preference 

ALND can be avoided for 40 % of patients with 
nodal metastases and no standard 

contraindications to sentinel node biopsy at 
presentation. 

Mamtani A, et al. Ann Surg Oncol. 2016 Oct;23(11):3467-3474 



 

 

 

 

 

 

 

 

 

 

• If positive sentinel-complete 
axillary dissection 

•Dual dye 

•Atleast 3 nodes 

•Clipping of 
positive node 
prior to chemo 

•Targetted axillary 
dissection 

 



USG Image of the Clip in a Lymph Node After Neoadjuvant Chemotherapy 

The clip marker was placed within the sampled lymph node under USG guidance. 

 

Targeted Axillary Dissection  



Images of Lymph Node Localization A, Wire localization (circles) of the lymph 

node. B, Intraoperative radiograph confirming removal of the clip-containing 

lymph node. C, Postlocalization mammogram of the iodine I 125–labeled seed 

placement. D, Intraoperative radiograph confirming removal of the clip-

containing lymph node and seed 



Take Home Message 

• BCS in LABS is feasible and safe with even long-term 
results available 

• Patient’s wish, proper imaging and multi disciplinary 
discussion at the beginning of treatment are key 

• Lesion identification by clip/marker placement and J 
wire localisation for excision are paramount 

• Intra-operative FS assessment of margins is a useful 
adjunct 

• Oncoplastic techniques help achieve wide margins with 
acceptable cosmesis 

• Post chemo SLNB feasible in carefully selected cases 



Thank You 


