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Table 2 Characteristics of ™ Te-based radiopharmaceuticals

Agent Particle size (nm) AMepI/IKa, EBpOHa,

Maximum Mean
Table 1 Recommendations regarding use of SLN biopsy A3 I/IH

Sulphur colloid 350-5,000 (see text) 10

Clinical circumstance Use of SLN biopsy
Antimony trisulphide 80 3-
’ : i T1 or T2 tumour Established
Sulphide nanocolloid 80 10 : , ) .
(Lymphmcinl R) T3 or T4 tumour Controversial (see “T3 and T4 tumours™)
Nanocolloidal albumin 100 & Multicentric or Controversial (see “Multifocal and
2 . i multifocal tumour multicentric tumours”)
(Nanocoll®) s T - e
Rhenium sulphide 500 50 " amm.a iy et re_comme" . S
nanocolloid (Nanocis®) DCIS with mastectomy Established (see *Ductal carcinoma in situ™)
Tin colloid 800 30  DCIS without mastectomy Controversial, except for DCIS with
suspected or proven microinvasion
Labelled dextran 800 10 (see “Ductal carcinoma in situ”)
Hydroxyethyl starch 1,000 10 Suspicious, palpable Controversial (see “Suspicious palpable
. il odes rdes™
Stannous phytate 1,200 20 T o )
ke 5 Older age Established '
lllnli.mmlcpl o About £ Al Obesity Established i |
MpHRosSCCK's uivaience .
(Lymphoseek®) (eq enee) Male breast cancer Established
Pregnancy Controversial (see “*Precautions™)
Evaluation of intemal Controversial (see “Evaluation of intemal
mammary lymph nodes mammary and other extra-axillary nodes™)
Prior diagnostic or Controversial (see “Prior breast surgery

Pauee 68061/!]11/[ npenapam «HCZHOL!MC) excisional breast biopsy other than excisional biopsy™)
a P Prior axillary surgery Controversial (see “Prior axillary surgery™)
c00d NOCMAsKU 6 ["OCCUIO npeKkpdlycet Prior nononcological breast Controversial (see “Prior breast surgery
surgery other than excisional biopsy™)
After preoperative systemic  Controversial (see “Neoadjuvant
therapy chemotherapy™)

A and SNMMI practice guideline for
node localization in breast cancer //
ine and Molecular Imaging. 2013. Ne 12

Before preoperative Established
systemic therapy




MeToabl BU3yalIn3aliii CTOPOKEBOTO
ITMM(pATAYECKOTO y3JIa.

Paouoaxmuenbwiii
KOJLJLOUO

% naenTuguxanuu CJIY

Blue dye

PagnoakTUBHBIN KOJLIOW

Blue dye + pagnoakTHBHBII KOJLIOMT

Cody H.S., Fey J., Akhurst T., et al. Ann Surg Onc; 2001, 8:13-9
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NSABP*-B04 25 ner

RADICAI VFRSIIS TOTAI MASTFOTOMY

B meuenue nepsvix 5 nem ronuuecmeo
peyuousos8 3HauumenbHo Oonvule 8 2pynne

Operable
Breast Cancer

| N+, npu  omcymcmeuu  CUCMEMHOU “ANCER—RELATED EVENTS
| ] 1E OF OCCURRENCE.
mepanuu.  Oonako, 6 epynne  N-,
Clin. Node-Neg. Clin. Node-Pos. gvinonnenue JIAD me  nosmusno  Ha
)DES Women wite Posmve Nooes
I COKpawjeHue  Koau4yecmea  pec2uOHaApPHbIX :
—AINT A
} =CTO) [OTAL MASTECTOMY
: : peuudueoe. \LN;tLlU\I\ RADICAL = PLUS
R'adlcal Total Total R'adlcal Total MASTECTOMY MASTECTOMY RADIATION THERAPY MASTECTOMY RADIATION THERAPY
Iast. Iast. IvIast. Mast. IvIast. (N=362) (N=365) (N=352) (xn=292) (N=294)
+ +
XRT XRT Any first recurrence
=5 yr 98/135 (73)  120/156 (77) 133/165 (81) 145/168 (86)
>5 and =10 yr 22/135 (16) 21/156 (13) 25/165 (15) 16/168 (10)
>10 yr 15/135 (11) 15/156 (10) 7/165 (4) 7/168 (4)
IlepBuuno onepadeabubii PMK Local
=5 yr 15/19 (79) 24/26 (92) 20/23 (87) 6/8 (75)
>5 and =10 yr 1/19 (5) 2/26 (8) 3/23 (13) 1/8 (12)
KianHunyecku HeraTuBHbIE J/y, >10 yr 3/19 (16) 0/26 0/23 1/8 (12)
cpeaHuii padmep onyxoau 3,3+ 2,0 cm Regional 2 ) o~ —— T T
=5yr 13/15 (87) 18/23 (78) 11/15 (73) 20/22 (91) 31/33 (94)
>5 and =10 yr 0/15 1/23 (4) 1/15 (7) 1/22 (5) 2/33 (6)
KJII’IHI/I'-IGCKI/I NO3UTUBHBIC J'[/y’ >10 vr 2/15 (13) 4/23 (17) 3/15 (20) I 1/22 (3) 0/33
CpE€AHUH pAa3MEp ONMYyX0./11 3’7 + 290 M =5 vr 70/101 (69) 78/107 (73) 74 /111 (67) 93/120 (78) 108 /127 (85)
>5 and =10 yr 21/101 (21) 18/107 (17) 25/111 (23) 21/120(18) 13/127 (10)
40% N(_) I:l N(+) le/l PM3 >10 yr 10/101 (10) 11/107 (10) 12/111 (11) 6/120 (5) 6/127 (5)
Contralateral breast cancer
=5 yr 10/19 (53) 15/26 (58) 10/32 (31) 9/13 (69) 8/15 (53)
>5 and =10 vr 2/19 (11) 4/26 (15) 8/32 (25) 3/13 (23) 4/15 (27)
>10 yr 7/19 (37) 7/26 (27) 14/32 (44) 1/13 (8) 3/15 (20)

*National Surgical Adjuvant B

*Years given are years of follow-up.
AT U - - >
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5611 patients with clinically negative axillary nodes

Stratification

» Age (=49 years, =50 years)

« Clinical tumour size (<2-0 cm, 2:1-4-0 cm, 24-1 cm)
« Type of surgery (lumpectomy, mastectomy)

R —
* ok kK kK

—
* ok ok kK Kk

* % % % % % x I

¢ aph-node resection compared with conventional > @
ph-node dissection in clinically node-negative

*h breast cancer: overall survival findings from

3-32 randomised phase 3 trial

Random assignment

meM jebover, Thowras G Franer, ROwk Noyes, Andsé Sobadous, Mugh M ( Scarth, Noermon Welmerk

i ¢ raon, Thernas 8 judion, Ane M Srown, Seth P Hoadow, fosgh P Coatanting, Takamary Asksbage, Doself L Wesver,

2804 in group 2
Sentinel node resection

2807 ingroup 1
Sentinel node resection plus axillary dissection

v

‘

v

.

829 sentinel-node
positive or unknown
(not assessed)

1978 sentinel-node
negative

v

v

793 sentinel-node
positive or unknown
(not assessed)

2011 sentinel-node
negative

3 without follow-up
(not assessed)

1975 with follow-up
(assessed)

2011 with follow-up
(assessed)

Pesyabrarbi:
iooTpunarenbHbii pesyiasrar bCJIY — 9,8%
*CTBEHHOM pa3HUIIbI B 00IIEH U Oe3peuIUBHON

1 MaIMeHTOB, Kak ¢ JIAD, Tak u 6e3 Hee npu ycrosuu
OMPUUATNETILHO20 CHOPOAHCEB8020 N1/ V.

*National Surgical Adjuvant Breast and Bowel Project



IB C S G* 2 3 - O 1 5 2 Axillary dissection versus no axillary dissection in patients

with sentinel-node micrometastases (IBCSG 23-01):
a phase 3 randomised controlled trial

D JIeT

6681 patients registered
before surgery

v

P 5747 not eligible for randomisation

934 randomised

.

v

:Viale, Alberto Luini, Paolo Veronesi, Paola Baratella, Camelia Chifu,

astropasqua, Giovanni Mazzarol, Samuele Massarut, Jean-Rémi Garbay,

john, Monika Bamert, Marco Colleoni, Karen N Price, Meredith M Regan,

2ronesi, for the International Breast Cancer Study Group Trial 23-01 investigators

r. N=931 5 aer
, cNO, cMO

eractas < 2 MM, 0e3
ro pacipoCTpaHEHUs.

465 assigned to axillary dissection 469 assigned to no axillary dissection I-)Z 1 JI/y
1 excluded 2 excluded )%)
1withdrew consent
25 (3%)
¥ v 25(97%)  OOmas 97,6% 97,5%
464 analysed 467 analysed 25 (19%) BbDDKMBACMOCTH
25 (70%)
Combination radiotherapy 36/420 (9%) 35/425 (8%) BGSpeHI/II[I/IBHaﬂ 84,4% 87,8%
Unspecified radiotherapy 2/420 (<1%) 1/425 (<1%) BEDKHBAEMOCTE
Systemic therapy
Any systemic therapy 441 (95%) 451 (97%)
Hormonal therapy only 292 (63%) 315 (67%) .HOKO-pel"I/IOHapHBIG 1078% 1076%
Chemotherapy only 42 (9%) 33(7%) PELAINBBL
*International Breast Cancer St combination therapy 107 (23%) 103 (22%)



AATRM 048/13/2000 5 nmet

Ann Surg Oncol (2013) 20:120-127 Annals of

SORGICALONGO06Y 2001-2008 rr.  N= 227

ORIGINAL ARTICLE - BREAST ONCOLOGY

T <3,5cm, cNO, cMO

Complete Axillary Lymph Node Dissection Versus Clinical

108 — KOHTponbHasa rpynna (JIAJ)

Follow-up in Breast Cancer Patients with Sentinel Node

Micrometastasis: Final Results from the Multicenter Clinical
Trial AATRM 048/13/2000 119 — rpynna HabnoaeHus

Mpu OCO - JIT + XT/I'T

Mpu mactakromum — XT/I'T

Montserrat Sold, MD', José A. Alberro, .\lDf. Manuel Fraile, MD', Pilar Santesteban, MD?, Manuel Ramos, MD?, SN -
Rafael Fabregas, MD*, Antonio Moral, MD®, Blas Ballester, MD®, and Sergi Vidal, MD’

OCO/macTaktomusa + BCIY - 1 onyxoneBbiu knacrtep ot 0.2 o 2 MM*

14 withdrawn

after randomization: .
11 controls AMepuKkaHckass 06beOUHEeHHass KOMUCCUS M0 3/T0Ka4eCMeEeHHbIM

3 experimental i i ,
HogoobpasoeaHusiM, 6 uzdaHue. (AJCC — American Joint Committee
on Cancer)

Randomization

Control ARM Experimental ARM
(ALND) (observation)
M Pe3ynbraThi:
15 ALND + A HaonwopeHue
Adjuvant therapy 13% noxHooTpuuaTenbHbIX 1(1%) 3 (2,5%)
J

oTBeToB B rpynne JIASD (Yawe
Yy MOSoAbIX)

HeT 3Ha4ynmon pasHuLbl
4 peunamea (YaLle y b6e3peunamMBHON BbIXKNBAEMOCTH
MoroAblX, bonbLLOW pasMep B ABYX rpynnax.
OMyXOJn, arpeCCUBHOCTD).

DFS DFS
107/108 116/119
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ACOSOG* Z0011 6 mer iy mm——

1999-2004FF N=813 Further analysis of the recurrence data from these 335 patients —

revealed that only *““no radiation™ was associated with an increased

risk of local recurrence (P = 0.004) but not regional recurrence (P =

JIAD — 388 0.80) (Table 5).

Hao6mronenue - 485 «AHanu3 penuanBoB y 335 NalueHToB,

moKasaj, 4To «orcyTcTtBue JIT» ObLIO CBSI3aHO Biopsy Proven
Breast Cancer
C MIOBBILICHHBIM PUCKOM JIOKAJIbHBIX

pCININBOB, Clinical T1 or T2, N0, MO
+
Lumpectomy and SLND
Tumor ® SN
Eligible and Consent Given

Giuliano et al

O6wwas BbNKUBaeMOCTb Peunaussi B nly

TABLE 2. Number and Extent of Disease of Lymph Nodes by NAS Habnionexue NA3

Treatment Arm Habn rogeHue

ALND  SLND Only 91,8% 92,5% 0,5% 1,5%
(N = 420) (N = 436) P
Total number of nodes removed Ee3pe umnanBHasi BbKkMuBaeMoOCTb HOKan bHbl€ pel-l“.q“ Bbl
Median 17 2 <0.001

IQR* 1-4 NAS HabntoneHme JIAD HabntogeHue

Number of positive nodes
Modia | 1 <0.001 5,6% 3,8%
IQR* 1=2 1=1 82,2% 83,9%
Number of positive nodes, no. (%) nOKOperMOHapH blé peuMnM Bbl
199 (58.0) 295 (71.1) <0.001
68 (19.8) 76 (18.3)
>3 72 (21.0) 15 (3.6) J_IAS Ha6J'IPO)J,eHI/Ie
Size of SN Mets, no. (%)

o) [o)
Micro 137 (37.5) 652 /0 5’3 A)

Macro 228 (62.5)

. Arm 2: No Further
Arm 1:ALND Axillary Treatment

Whole Adjuvant
Breast & Systemic
Irradiation Therapy

*IQR is the interquartile range, which is the 25th percentile, T5th percentile.

*American College of Surgeons Oncology Group (Alliance)




EORTC* AMAROS** 6 et

Radiotherapy or surgery of the axilla after a positive sentinel
node in breast cancer (EORTC 10981-22023 AMAROS):
arandomised, multicentre, open-label, phase 3
non-inferiority trial

Mila Donker, Geertjan van Tienhoven, Marieke E Straver, Philip Meijnen,

AHele

enberg, Jean H G Klinkenbijl, Lo
arinelli, He:

el Coens, Carlo G M Messin

Sanne C Veltkamp, Leen Slaets, Nicole | Duez, Peter W de Gra

Jos W S Merkus, Yazid Belkacemi, Patrick Petignat, Dominic A X Schinagl, Corne:

4823 patients registered

44 17 did not provide informed consent

4806 randomly assigned

|
v v

2404 assigned to axillary

2402 assigned to axillary

lymph node dissection radiotherapy
1658 excluded 1723 excluded
1532 sentinel node negative 1599 sentinel node negative
62 sentinel node not aE P 70 sentinel node not
identified identified
64 other* 54 other*

744 sentinel-node-positive
patients included in
intention-to-treat
analyses

681 sentinel-node-positive
patients included in
intention-to-treat
analyses

*European Organisation for Research and Treatment of Cancer

**After Mapping of the Axilla: Radiotherapy or Surgery?

2001-2010 rr. (6,1) N=4806

T <3 cm, cNO, cMO

* 4 K

oo

MaxkpomeTacTasbl 59%
29%
12%

PaHpomusaums naumeHTOoB npoucxoguna O
onpepenenus CI1Y.

744 -11A3 681 -1T
62%

OCO/macTtaktomusa * JIT £ cuctemHas Tepanus.

29%
10%

MuxkpomeracTasbl

NT - 25 ¢p. no 2 Ip. H3o0aupoBaHHbIE

OO0mAas BLIKHBAEMOCTh ONMyX0/IEBBIC KJI.
JT

92,5%

JIAD
93,3%

BCJY (-)

Peunaus B a/y — 25 (0,72%)
Be3penuanBHas BLIKHBAEMOCTD

JIAD
86,9%

TT O60mast BbKHBaeMocTh — 95,4%

82.7% Be3peunauBHasi BbLKUBaeMocTh — 87,9%

Pennaus B aly
- KonnyectBo yganeHHbIX CTOPOXeEBbIX

JAD JAT
nnumMmdartnyeckmx y3nos cocTtasnano ot 1 go 3
0,43% 1,19%
JIumdenema - Yawe Bcero numdegema Bo3Hukana y
NauUMEHTOB, NONYYUBLLMX KaK XMPypruvyeckoe
Al T neyeHune, Tak 1 Ny4eByro Tepanuio.
23% 11%




OTOASOR*

734 Savolt A et al.

& JIeT

Table Il. Administration of adjuvant therapy by treatment arms

Adjuvant systemic

Arm A (ALND) (N=244)

Arm B (RNI) (N=230)

therapy n (%) n (%)
T1,2 (0.5<T<3 cm) NO MO Early
Invasive Breast Cancer ET alone 7@) 0(0)
CT alone 2(1) 0(0)
l CT+RT+ET 156 (64) 133 (58)
RT+ET 43(18) 71 (31)
Randomisation (Arm A or Arm B) CT+RT 30(12) 26 (11)
CT+ET 6(2) NA
l Type of radiotherapy
Breast RT 211 (86) 199 (87)
Sentinel Lymph Node Biopsy Chest-wall RT 21 (0.9) 9(0.4)
RNI 76 (31) 230 (100)

!

SNL Negative SNL Positive

No further treatme Arm A Arm B
Follow-up Completion ALND RNI

Fig. 1. Study design. Patiénts with primary invasive brea
tumors less then 3 cm in diameter a Ly ive axillary
lymph nodes were randomly assigned to one of the two treatment
arms. If the SLNB came up as positive, then patients in group B
received postoperative regional nodal irradiation (RNI) without
axillary lymph node dissection (ALND), while those in group A
received standard care (completion ALND).

- Optimal Treatment of the Axilla — Surgery or Radiotherapy

Oo01ias BLIKUBAEMOCTH
JIAD JT

77,9% 84,8%

Be3peummBHaﬂ BBIZKUBA€CMOCTDb

JIAD JIT

72,1% 77,4%
Penuaus B J/y
JIAD JT

2,0% 1,7%
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IHBa3MBHbIN paK MOJTOYHOMN XKESe3bl

T<5 CM, CNO’ cMO ClinicalTrials.gov

Try our beta test site

IMPORTANT: Listing of a study on this site does not reflect endorsement by the National Institutes of Health. Talk with a trusted hg

( + ) Find Studies About Clinical Studies Submit Studies Resources About This Site

Home > Find Studies > Study Record Detail

O CO/M a CT3 KTO M VI ﬂ POSNOC - A Trial Looking at Axillary Treatment in Early Breast Cancer (POSNOC)

This study is currently recruiting participants. (see Contacts and Locations) ClinicalTrials.gov Identifier:
NCT02401685

First received: March 11, 2015
Last updated: August 20, 2016
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Do

*POsitive Sentinel NOde: adjuvant therapy alone versus adjuvant therapy plus Clearance
or axillary radiotherapy



Hajqu4yune MaKpo M MEHKPO METACTA30B B «CTOPO:KeBOM» JUM@PATHIECKOM y3Jie He BJIUSET
HA 00INYI0 U Oe3penuIUBHYI0 BLIXKHBAEMOCTDh MALIMEHTOB.

CucremMHasi Tepanusi yJay4dllIaeT MmoKa3arejd o0med v 0e3penuIUBHON BbIKHBAEMOCTH
MALMEHTOB.

BblinosiHeHUe PerdoHApHOM JUM@POAMCCEKIUU He YJAyyllaeT NoKa3aTreJd oO0umed u
0e3penIMBHOM BbI)KUBAEMOCTH NAIMEHTOB.



Giuliano Mariani « Gianpiero Manca - Federica Orsini
Sergi Vidal-Sicart « Renato A. Valdés Olmos
Editors

Fig.6.2 The concept of
lymphatic mapping is based on
the notion that lymph fluid from
a primary cancer drains to a
particular regional lymph node.

SN = sentinel node, 2% = second-

tier lymph node, 3™ = third-tier
lymph node

nasentinel Noac iviapping

A Pictorial Case-Based Approach

Fig. 6.3 Alternative definition.
The lymph node closest to the
cancer is not necessarily directly
at risk of receiving tumor cells.
SN = sentinel node

2!\0

=

]'ﬂ

34




Fig.6.4 Two lymph vessels
originating in the tumor draining
upon separate lymph nodes.

SN = sentinel node

Fig.6.5 Lymph duct dividing into
two channels leading to separate
lymph nodes.

SN = sentinel node

OTTOK IPOMCXOAUT Cpasy B
JBa TUM(aTHYECKUX y3Jia

Beramuucs myTh
IMM(DOOTTOKA




[Ipu yciioBuM OTTOKA B 2
TuM(paTUYECKUX y3J1a, OJIUH —

HaKaIUIUBaeT OOJIbIIE, YeEM
BTOPOMU.

Hebonbl1oi cTOpOoKEBOM
nuMbaTHIecKuil y3e/oomee
aKTUBHBIE MaKpodaru

HaAKAIIUBAIOT OOJIbIIIE
PaJIMOaKTUBHOTO KOJUIOM/A.

Fig.6.6 Lymph fluid can drain
directly to multiple nodes and
one may accumulate more
radiocolloid than another.

SN = sentinel node

Fig.6.7 A large second-echelon
lymph node — or one with

more active macrophages —
may accumulate more of the
radicolloid than a small first-
echelon lymph node.

SN = sentinel node




Fig.6.8 Lymph flow to sentinel
node hampered by metastatic
disease. SN = sentinel node

3a010KMPOBAHHbBIN MTyTh
TUM(DOOTTOKA H3-3a
METacTaTU4eCKOIo

MOPAKECHUS.
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Abandoning sentinel lymph node biopsy in ea
progress at the European Institute of Oncology ¢

Observation after axillary UltraSouND)

Oreste Gentilini*, Umberto Veronesi

Division of Breast Surgery, European Institute of Oncology, Milana, ltaly

ARTICLE INFO VIEWPOINTS AND D

Article history Sentinel lymph node biopsy (SLNB) is t
breast cancer. Recent data showed no
between axillary dissection vs no furt

Received 4 June 2012
Accepted 24 June 2012

L — Therefore, a new trial was designed d
Keywards: negative in patients with small breast cancer candidates to breast conserving surgery.

Sentinel lymph node biopsy (SLNB)
Breast cancer treatmert
Ultra-sound

Axillary surgery

© 2012 Elsevier Ltd. All rights reserved.

«Omcymcmeue memacma3sa 8
NOOMBIULCYHBIX TUMPAMUUECKUX
yanax no oannvim Y3U unu npu TAb
n0003PUMENBHO2O : g
quMpamuieckozo y3a.n

The Z0011's bomb

Sentinel lymph node biopsy (SLNB) is the standard approach for
axillary staging in patients with breast cancer worldwide' and the
clear trend of breast cancer treatment is tending towards
minimizing axillary surgery, even in the presence of sentinel lymph
node (SLN) involvement.

Giuliano et al.> recently reported the results of the Z0011
Trial designed by the American College of Surgeons Oncology
Group (ACOSOG) which randomized patients with 1-2 positive
SLNs to receive either axillary lymph node dissection (ALND) or
no further axillary surgery. The publication of these data
exploded like a bomb over the surgical community. Even though
the early interruption of acaual made this study theoretically
underpowered to completely fulfil the primary endpoint (Overall
Survival), the dinical relevance of these data is in no way
diminished by statistical evaluations. They confirm that removal
of lymph nodes does not have curative intent as previously
pointed out by prospedive randomized clinical trials carried out
in the pre-SLNB era*® Furthermore, the results showed that
excellent local control can be achieved foregoing ALND in the
presence of SLN involvement (1% axillary relapse after 6.3 years
of median follow up).

* Comesponding author.
E-mail address: oreste gentiliniDieo.it (0. Gentilini).

0960-9776/S — see front matter & 2012 Bsevier Lid. All rights reserved.
hitp:/fix doiorg /101016 /jbreast 2012.06013

However, our interpretation of these data is that the concept
itself of the SLNB lost much of its importance. In fact, SLNB was
developed as a method to obtain information on axillary lymph
node status allowing surgeons on the one hand to spare the
morbidity of axillary clearance in patients with negative nodes, and
on the other hand to identify patients with positive nodes as
candidates for a wider surgical extent. The Z0011 trial showed that
there is no outcome advantage in dissecting the axilla in the
presence of positive SLN, meaning not only that wider surgery in
the axilla is not improving outcome but also that the information
achieved by re
of the disease.

Moreover,
axillary lymph

entinel node vs
bservation after axillary

ItraSou

0. Gentiling, Ul Veronesi / The Breast 21 (2012) 678681

Trial SOUND

Sentinel node vs Observation after axillary Ultra-souND

e Patients with breast cancer <2.0cm

e Candidates to Breast Conserving Surgery
e Negative preoperative axillary assessment
(negative ultra-sound of the axilla or negative FNAC
of a single doubtful axillary lymph node)

Randomization

==tz Physical function of the upper limb after breast cancer

rather than on

weess surgery. Results from the SOUND (Sentinel node vs.

did not change
information ot

~mes Observation after axillary Ultra-soulND) trial

So, if axillal
with negative !
without dissec
and if the info

change type o O Genttllni”—], E. Botteri, P Dadda, C. Sanqalli, C. Boccardo, N. Peradze, R. Ghisini, V. Galimberti, P.

SNB policy  No axillary surgery

Fig 1L SOUND trial: study design

noss” the ol \/oronesi, A Luini, E. C

Currer ss: Bre




MHHUOMU um. I1. A. I'epuena

OTaeneHrue peKOHCTPYKTUBHO-IIJIACTUYECKOM
XUPYPIrUU MOJIOYHOM JKEIE3bI U KOKH



['ncronornuecku + UI'X
BepuduimpoBanubii PMXK,
cT1-2NOMO

* PO (+)

M TADB nly
BroIICHs CTOPOKEBOTO * PI1 (+) [{UTONOrMYECKOE UCCIIEAOBAHNUE
AuM(baTHIECKOTO y371a e Her2/neu (_) MOHCKYJ’IHpHO-PeHe(THHIi[IIG;())KOC
HCCIIEIOBAHUE

 ¢cNO, cMO

_/ A

2Ol ECH ECH

\ \ /

S

- I'PylIbl HE BXOASAIUE B UCCJICI0OBAHUEC




BBIBOIDI:

- TmareJbHbIii 0TOOP MALIMEHTOB B 3ABUCHMOCTH OT MOJIEKYJISIPHOIO MOATHIIA IEPBUYHO
ONYXO0JIM M €€ pa3MepoB

« TouHas Y3 AMarHoCTUKa HA 3Tane KOMILUIEKCHOT0 00C/IeI0BaAHUS
« IIlyHKIHMA MOX03PUTEIbHBIX JUM(PATHUECKUX Y3JI0B
« CoOJironeHue TEXHOJIOTUM BBECHUE MPEnapaToB U CPOKOB JAeTeKIUHU

» COMHHTEJBHO MOJIAraThCs TOJbKO HA MOKA3aTeJI HHTPAONEPANIHOHHOM TeTeKIIUN
CTOPOKEBOIro JUM(pATHIECKOT0 y3J1a

- UHpaonepanuoHHas OEeHKA JUM(PATHYCCKUX Y3JI0B XHPYPIroM
* BoInosiHEeHHE CPOYHOT0 UCCICIOBAHUA KBAIU(PUIMPOBAHHBIMU CHEIUATUCTAMUA

Tpeoyemca ompadbomka memoouxku




Cracu00 3a BHUMAaHUEC



