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Yeni tani alan meme kanserlerinin % 3.5- % 7
% 50’si lokal olarak operabl (T1-T3)
Geleneksel :

MMK prognozu kotu: 1-2 yillik yasam suresi
Optimal tedavi: palyatif tedavi

Agresif yaklasimlar: gereksiz, hastalari gereksiz
strese sokar



Yeni modern ve sistemik tedaviler

Her yil %1-2 sag kalim iyilesmekte

Ortalamasagkalim 3yGS 5yGS
Ay % %

1974-1979

' 1995-2000 51 61 40



Amaclar:

» 1. Palyasyon-semptomlar/ QOL

» 2. «Progresyon free survival» da
duzelme

» 3. Cerrahi ile karsilananan yasam

hedefler

4. Tedavi amacli



/ ~ HANGI EVREDE HANGI
GORUNTULEME iLE
\ TARAMA YAPILMALIDIR?
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WORKUP

NICAL
E

* History and physical exam

* Diagnostic bilateral mammogram; ultrasound as necessary

* Pathology review

el * Determination of tumor estrogen/progesterone receptor (EP/PR) status and HER2 status
NO, MO » Genetic counseling if patient is high risk for hereditary breast cancer

* Breast MRI (optimal), with special consideration for mammographically occult tumors

» Counseling for fertility concerns if premenopausal

ellA * Assess for distress

N1, MO = : = : - .
For clinical stage I-lIB,_ consider additional studies only if directed by signs or symptoms:?

N1, MO - CBC See

NO, MO |, | Liver function tests and alkaline phosphatase |, | Locoregional
* Bone scan indicated if localized bone pain or elevated alkaline phosphatase Treatment
* Abdominal * pelvic diagnostic CT or MRI indicated if elevated alkaline phosphatase, abnormal (BINV-2)

ellB liver function tests, abdominal symptoms, or abnormal physical examination of the abdomen or
T2,l N1 ¥ MO pelvis

, NO, MO « Chest diagnostic CT (if pulmonary symptoms present)

If clinical stage IlIA (T3, N1, M0) consider:

e llIA . CBC

N1, MO * Liver function tests and alkaline phosphatase

* Chest diagnostic CT

* Abdominal  pelvic diagnostic CT or MRI

» Bone scan or sodium fluoride PET/CT® (category 2B)
* FDG PET/CT¢d (optional, category 2B)

ine systemic staging is not indicated for early breast cancer in the absence of symptoms.

G PET/CT is performed and clearly indicates bone metastasis, on both the PET and CT component, bone scan or sodium fluoride PET/CT may not be
d.

PET/CT can be performed at the same time as diagnostic CT. The use of PET or PET/CT scanning is not indicated in the staging of clinical stage |, I, or
ble stage Ill breast cancer. FDG PET/CT is most helpful in situations where standard staging studies are equivocal or suspicious, especially in the
g of locally advanced or metastatic disease.

PET/CT may also be helpful in identifying unsuspected regional nodal disease and/or distant metastases in locally advanced breast cancer when us
ition to standard staging studies. I

ed
V-1
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NICAL WORKUP
E

For clinical stage I-lIB, consider additional studies only
if directed by signs or symptoms:?

- CBC
Liver function tests and alkaline phosphatase

NO, MO

el |- Bone scan indicated if localized bone pain or elevated

N1, MO alkaline phosphatase Sdi

NO.MO1 . |+ Abdominal % pelvic diagnostic CT or MRl indicated if |- %a"t’me:jf;"a'

e lIB elevated alkaline phosphatase, abnormal liver {BINV:2)
T2, N1, MO function tests, abdominal symptoms, or abnormal

. physical examination of the abdomen or pelvis

e A * Chest diagnostic CT (if pulmonary symptoms

whe present)

ine systemic staging is not indicated for early breast cancer in the absence of symptoms.

G PETI/CT is performed and clearly indicates bone metastasis, on both the PET and CT component, bone scan or sodium fluoride PET/CT may not be
d.

PET/CT can be performed at the same time as diagnostic CT. The use of PET or PET/CT scanning is not indicated in the staging of clinical stage |, I, or
ble stage Ill breast cancer. FDG PET/CT is most helpful in situations where standard staging studies are equivocal or suspicious, especially in the

g of locally advanced or metastatic disease.

PET/CT may also be helpful in identifying unsuspected regional nodal disease and/or distant metastases in locally advanced breast cancer when used
ition to standard staging studies.

BINV-1
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NICAL WORKUP
E

Klinik Evre I-1IB - Preoperatif Hazirhk

NO, MO @ Tam kan sayimi, KCFT ve ALP

e lIA @ SADECE, semptomlarin varliginda,
N, MO — Kemik Sintigrafisi; Lokalize kemik agrisi Sdo

ks (B veya Yiiksek ALP — | Soeatment

ellB : " = (BINV-2)
1 o — Abdomen/ Pelvik CT, MR; KCFT yuksekligi,

g0 Mo ALP ylksekligi, karin semptomlari,bulgulari

e | — Toraks CT; pulmoner semptom varliginda

@ Tuamor belirtecleri ONERILMIYOR

ine systemic staging is not indicated for early breast cancer in the absence of symptoms.

G PETI/CT is performed and clearly indicates bone metastasis, on both the PET and CT component, bone scan or sodium fluoride PET/CT may not be

d.

PET/CT can be performed at the same time as diagnostic CT. The use of PET or PET/CT scanning is not indicated in the staging of clinical stage |, I, or
ble stage lll breast cancer. FDG PET/CT is most helpful in situations where standard staging studies are equivocal or suspicious, especially in the

g of locally advanced or metastatic disease.

PET/CT may also be helpful in identifying unsuspected regional nodal disease and/or distant metastases in locally advanced breast cancer when used
ition to standard staging studies. BINV-1
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WORKUP

If clinical stage IllA (T3, N1, M0O) consider:
- CBC

NO, MO  Liver function tests and alkaline phosphatase
* Chest diagnostic CT

::: vo| |+ Abdominal £ pelvic diagnostic CT or MRI i

NO,MO] | |« Bone scan or sodium fluoride PET/CTP (category 2B) |, E;r;g:ﬁnal
« FDG PET/CT<¢ (optional, category 2B) {BINV-2)

N1, MO
, NO, MO

N1, MO

ine systemic staging is not indicated for early breast cancer in the absence of symptoms.

G PETI/CT is performed and clearly indicates bone metastasis, on both the PET and CT component, bone scan or sodium fluoride PET/CT may not be
d.

PET/CT can be performed at the same time as diagnostic CT. The use of PET or PET/CT scanning is not indicated in the staging of clinical stage |, I, or
ble stage Ill breast cancer. FDG PET/CT is most helpful in situations where standard staging studies are equivocal or suspicious, especially in the

g of locally advanced or metastatic disease.

PET/CT may also be helpful in identifying unsuspected regional nodal disease and/or distant metastases in locally advanced breast cancer when used
ition to standard staging studies.

BINV-1
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NICAL WORKUP
E

Evre llIIA (T3 N1 MO) - Preoperatif Hazirlik

NO, M0 @ Tam kan sayimi
e lIA » KCFT ve ALP

N1, MO

vowo| | @ Toraks CT See

NO, MO Locoregional

e IIB @ Abdominal + Pelvik CT veya MR Heatment

T2, N1, MO

no.mo| | @ Kemik sintigrafisi veya PET (Kategori 2B)
e A @ FDG PET/ CT (Kategori 2B)

N1, MO

ine systemic staging is not indicated for early breast cancer in the absence of symptoms.

G PETI/CT is performed and clearly indicates bone metastasis, on both the PET and CT component, bone scan or sodium fluoride PET/CT may not be
d.

PET/CT can be performed at the same time as diagnostic CT. The use of PET or PET/CT scanning is not indicated in the staging of clinical stage |, I, or
ble stage Ill breast cancer. FDG PET/CT is most helpful in situations where standard staging studies are equivocal or suspicious, especially in the

g of locally advanced or metastatic disease.

PET/CT may also be helpful in identifying unsuspected regional nodal disease and/or distant metastases in locally advanced breast cancer when used
ition to standard staging studies.

BINV-1
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OPERATIVE SYSTEMIC THERAPY FOR INOPERABLE OR LOCALLY ADVANCED BREAST CANCER
-INFLAMMATORY): WORKUP

ICAL WORKUP
E

e lIA * History and physical exam

:g mg |, |+ Diagnostic bilateral mammogram; ultrasound as
N2, MO necessary

N2, M0 - Pathology review
P : : See Preoperative
N Determination of tumor EP/PR status and HER2 SUktothic Thalabi
status For Inoperable or
X - - - . - . Locally Ad d
se.see BINV-1 | « Genetic counseling if patient is high risk for i [ e
hereditary breast cancer (Non-Inflammatory)
(BINV-15)

- Breast MRI (optimal), with special consideration
for mammographically occult tumors

 Fertility counseling if premenopausal

Assess for distress

ine systemic staging is not indicated for early breast cancer in the absence of symptoms.

G PETI/CT is performed and clearly indicates bone metastasis, on both the PET and CT component, bone scan or sodium fluoride PET/CT may not be
d.

PET/CT can be performed at the same time as diagnostic CT. The use of PET or PET/CT scanning is not indicated in the staging of clinical stage |, I, or
ble stage Ill breast cancer. FDG PET/CT is most helpful in situations where standard staging studies are equivocal or suspicious, especially in the

g of locally advanced or metastatic disease.

PET/CT may also be helpful in identifying unsuspected regional nodal disease and/or distant metastases in locally advanced breast cancer when used
ition to standard staging studies.

BINV-14
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OPERATIVE SYSTEMIC THERAPY FOR INOPERABLE OR LOCALLY ADVANCED BREAST CANCER
-INFLAMMATORY): WORKUP

ICAL WORKUP
E

e lllIA

N2, MO Evre llIA, Evre IlIB, Evre IlIC

N2, MO [

2o Preoperatif Hazirlk

N sayimi R
lHIA patients
"y For | bl
sl | @ KCFTve ALP |, |Ferlneperable or
. o B tC
@ Toraks CT BresstCancer
@ Abdominal % Pelvik CT veya MR (BINYV-13)

@ Kemik sintigrafisi veya PET (Kategori B)
~ | @ FDG PET/CT (Kategori B)

ine systemic staging is not indicated for early breast cancer in the absence of symptoms.

G PETI/CT is performed and clearly indicates bone metastasis, on both the PET and CT component, bone scan or sodium fluoride PET/CT may not be
d.

PET/CT can be performed at the same time as diagnostic CT. The use of PET or PET/CT scanning is not indicated in the staging of clinical stage |, I, or
ble stage Ill breast cancer. FDG PET/CT is most helpful in situations where standard staging studies are equivocal or suspicious, especially in the
g of locally advanced or metastatic disease.

PET/CT may also be helpful in identifying unsuspected regional nodal disease and/or distant metastases in locally advanced breast cancer when used
ition to standard staging studies.

BINV-14



Lokal ileri Meme Kanseri
Inflamatuar Meme Kanseri

Evre
Evre
Evre

A (T3NAIMO harig)

o

C

2

Toraks CT
Batin CT
Pelvik CT
Kemik Sintigrafisi
PET (Kategori B opsiyonel)

7 NCCN 2016



e Yield of 18F-FDG PET/CT in Patients with Clinical
age lIA, IIB, or IllA Breast Cancer: A Prospective
d

131 hasta, AC gr+CT, Abd USG#CT, Kemik Sint., PET, 56 ay takip
-

Evre lIA %5,6
T2NO 34

TAN1 2

Evre IIB 48 %14,6

T3NO 20
. T2N1 28
Evre IIIA 47 %27,6
T3N1 29 %14.2
T2N2 9 .
T3N2 9 %96

vre |IB ile Evre llIA’'nin uzak metastaz orani ayni

/" Groheux D, et al. J Nucl Med 2011; 52(10): 1526-
1534



Klinik evre (AJCC) ile PET/CT sonrasi
ifrenin karsilastiriimasi
\

Initial clinical stage | A B A B WC IV (%)

I 20 17 2 1(5)
lIA 44 37 3 1 1 2(5)
1IB 47 34 1 4 8(17)
13 8 1 4(31)

4 4 (50)

2 1 1(50)

/" Riedl CC, et al. J Nucl Med 2014; 55(10): 1578-
1583



Dzet olarak

Meme kanseri < TAIN1, asemptomatik, KCFT
normal

[ Evreleme tetkiklerine gerek YOK J

\&@ >T1N1, semptomatik, klinik/biyokimyasal
anormallik (evreden bagimsiz)

[ Toraks/batin/pelvik CT yapilabilir }




Tumor ¢capl >b cm

Herhangi bir capta ve cilt ve gogus duvari tutulumu
N2 Lenf nodu tutulumu

Yuksek Grad, ki 67

cErb2 pozitif tumorler

ER-G); PR 1cErb21()

[ PET/CT yapilabilir ]

/" Bozcuk, et al. Breast Cancer Research and Treatment 2001; 68:239-248
/" Schneider C. Arch Gynecol Obstet 2003; 269: 9-12




 Neoadjuvan kemoterapi alacak yuksek riskli
hastalar

 Metastaz riski yuksek olan lokal ileri
tumorler

 Inflamatuar meme kanserlerinde

PET/CT goruntuleme
geleneksel evreleme tetkiklerinin yerini alabilir.




“In the field of surgical oncology
tumor biology is King,
\watient selection is queen, and

technical maneuvers are the prince and princess
who try, but usually fail, to usurp the throne.”

Cady Arch Surg 1997
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" PRIMER KANSERE
CERRAHI




ICerrahiye karsit gorusler

* Metastatik yayllimin orani ve organdaki tutulum
miktar sagkalimi belirler

 Bu hastalar sagliksizdir, cerrahiyi kaldiramazlar

\J. Risk yarar orani riskler yonunde agirlik kazanir
— «Tumoru kizistirmak, havanin iceri girmesi» teorileri

— Anestezi, cerrahi stres, kan transfuzyonu ve diger
faktorlere bagli olarak VEGF ve diger anjiojenik
faktorlerin salinimi

— Aslinda primer tumor kendisi antianjiojenik ve
buyume faktorlerinin kaynagidir, tumor cikariimasi
hizlanmis relapsa neden olabilir



Cerrahiye yandas gorusler

* Yasam kalitesini duzeltir ve semptomlarin
kontrolunu saglar

* Debulking kemoterapinin etkinligini artirir

e — Metastatik zinciri Kirar
— Primer tUmor ortadan kalkar
— Metastaz da cikarilabilir

 Tumore lokal immun cevabil baskilayan inibitor
peptidleri /molekulleri ortadan kaldirarak kalan
tumor hucrelerinde anti-tumor immuniteyi
guclendirir




National Comprehensive Cancer Network [NCCN]
Clinical Practice Guidelines in Oncology,

European Society for Medical Oncology [ESMO]
Clinical Recommendations

MK Tedavisi

Cerrahi

Bolgesel radyoterapi
Kemoterapi




t the European Breast Cancer Conference (EBCC)-6,
art 2008 ; Berlin,
MK rehberleri ikinci halk toplantisi

* “Metastatik meme kanseri tedavi edilebilir mi?”




* Hangi hastalar ( kralice)

* Uygun zaman ( kral)

“» Uygun sistemik tedavi (kral)

* Cerrahi, sistemik tedavi secenekleri
( prens, prenses)
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" RETROSPEKTIF
CALISMALAR



RETROSPEKTIF CALISMALAR

 MMK’inde primer cerrahi

Lokorejyonel kontrolu saglanir
Hastaliksiz sagkalim artar
Genel sagkalimi artirmaktadir.

» Cerrahi icin secilen hastalar siklikla

e daha gencg,

« daha saglikli,

* tumor yuku dusuk,

 l|okalizasyonu daha basit yerlerde olan

« tumor profili olarak daha masum olgulardir.



RETROSPEKTIF CALISMALAR

« Zayif noktalar — (eksik bilgi)

— Radyoterapi ve sistemik tedaviler,
— Tumorun histopatolojik ozellikleri,
— Primer cerrahinin zamanlamasi

— Aksillaya yonelik cerrahi girisimler

» Hastalarin buyuk bolumunde Her2neu bilgisi eksiktir.

* Neoadjuvan sistemik tedavilere ait bilgiler hemen hemen
yok gibidir.




Ann Surg Oncol (2013) 20:2828-2834 Annals of

DOI 10.1245/510434-013-2998-2 SURGICAI. ONCOILOGY

OFFICIAL FOURMAL OF THE SOCIETY OF SURGHCAL OMNCOLOGY

ORIGINAL ARTICLE - BREAST ONCOLOGY

Meta-Analysis to Determine if Surgical Resection of the Primary
Tumour in the Setting of Stage IV Breast Cancer Impacts

on Survival

Elly Harris, Mitchel Barry, and Malcolm R. Kell

10 calisma - 28693 olgu

.+ 3-yillik sagkalim oranlarinin cerrahi yapilan hastalarda daha iyidir
(%40 vs %22).

« Subgrup analizlerinde;

— Cerrahi grubu daha ufak tumorler, komorbid hastaligi az, tumor
yuku fazla olmayan (p<0.01).

— Metastazin lokalizasyonu, tumor gradi, reseptor durumu
acisindan fark yok.




TABLE 1 Studies selected for meta-analysis

Author Study period  Stage  Outcome Follow-up surgery  Follow-up - no surgery  Hazard ratio
Babiera 1997-2002 v Overall survival n/a n/a 0.5
Bafford 1998-2005 IV Median survival 3.52 yrs 2.36 yrs 0.47
Blanchard 1973-1991 v Median survival 27.1 mo 16.8 mo 0.71
Cady 1970-2002 v 2- and 5-year survival 24 mo 24 mo n/a
Fields 1996-2005 v Median survival 31.9 mo 15.4 mo 0.53
Gnerlich 1988-2003 v Median survival 36 mo 21 mo 0.63
Hazard 1990-1993 IV 3-year survival/median survival  26.3 mo 29.2 mo 0.798
Khan 1990-1993 IV 3-year survival/mean survival 26.9-31.9 mo 19.3 mo 0.61
Rapiti 1977-1996 IV S-year survival n/a n/a 0.6
Ruiterkamp ~ 1993-2004 IV S-year survival/median survival 31 mo 14 mo 0.62

mo months, yrs years, n/a not available



‘“What can we learn from repeated
attempts to pool and analyse the same
biased, retrospective data?’*

*Dr Seema Khan, Ann Surg Oncol 2013, May 8, Epub ahead.
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PROSPEKTIF CALISMALAR



Country  Trial Number  Accrual N Initial Radiotherapy  Primary Endpoint

Period Therapy
India NCT0019377  2005-12 350 AC6cycles  Ifindicated Time to
8 progression
Japan JCOG1017  2011-16 410 Systemic  Not addressed Survival
therapy
USAand  NCT0124280  2011-16 880 Systemic  Per standards Survival
e e e i i A i
" Turkey  NCTO055798 200812 281 Surgery  Forbreast . surival
6 conservation
Netherlands NCT0139258  2011-16 516 Surgery For positive 2-year survival
6 (SUBMIT) margins or
palliation
Austria ~ NCT0101562  2010-19 254 Surgery  Perstandards Survival

5 for stage -1l



Badwe RA, ve ark. INDIAN TRIAL
(NCT00193778), Lancet Oncol, 2015; 16: 1380-88

Locoregional treatment versus no treatment of the primary
tumour In metastatic breast cancer: an open-label
randomised controlled trial

350 hasta — KT (Antrasiklinli) veya HT - %60
*Cerrahi yapilan vs yapilmayan (173 vs 177)
*Median takip 23 ay

235 olum (118 vs 117)

*Median genel sagkalim (19.2 ay vs 20.5 ay)



Badwe RA, et al. Lancet Oncol, 2015: 16: 1380-88

-
B0 -
— *
S 6o
E
c
7
§ -
=]
20
—— Mo locoregional treatment
Lacoregional treatrment
o | T 1 | T |
¥ 6 12 18 14 30 36
Tirme (months)
Mumber at risk
No locoregional treatment 177 148 101 75 50 36 24
Locoregional treatment 173 152 105 73 49 32 21




adwe RA, et al. Lancet Oncol, 2015; 16: 1380-88

Locoregional Mo locoregional HR { 95% CI)
treatment (events/n) treatment (events/n)
Menopausal status
Pre and peri 5074 61/88 _——— 1.01 {0:69-1.46)
* S U bg rU p Post 6B/ 56/89 e 1.06 (0-74-1.51)
. . Metastatic site
analizlerinde de sone 5550 550 . 126(077:297
Bene and visceral B3Nz B&8/127 —_— 0-97 (0-71-1-30)
A L]
Mumber of metastases
sagkalim avantajl | » e . 116 (065159
T I k t d . =3 a7/129 90/132 -1 0-98 (0.73-1:32)
g O ru m e m e e I r' Qestrogen receptor or progesterone receptor
Megative 58/71 57171 —_— . 0-92 (0-64-1:32)
Pasitive aOf102 a0/106 —_— 1.11 (0. 77-1-80)
HER2
Negative B4/124 70/108 - 1.08 (0.78-1.48)
Pasitive 31/45 41/632 - 1.05 (0-66-1-68)
Cverall 118/173 117177 i L — 1:04 (0-81-1-34)
| 1
050 1 2.2
+— —
Favours locoregional treatrment Favours no locoregional treatrment

Figure 3: Forest plot of overall survival subgroup analyses, unadjusted hazard ratios




adwe RA, et al. Lancet Oncol,
015: 16: 1380-88

Lo megianal prag ession Froe surdval (%]

— Wolocoregional treatment
Locaregional treatment

*Cerrahi yapilan I

Mo locoregioral treatment 177 123 ] 46 B 20 13
h t I d k Locoregional treatment 173 134 a1 &5 45 8 )
astalarda uza .,
100 =
progresyonsuz
|\ E“ HO—
sagkalim daha
m [N [ ] -E e
kotudur. "
g
E
UE- & 12 18 qu Slﬂ EIE-
Humber at risk Tiene {month)
Mo locoregonal treatment 177 143 24 53 3H 2 17
Locoreganal treatment 173 10H E& 44 -] 18 12

Figure 4 Kaplan-Meser plot of locoregional progression-free survival [A) and dstant progression-free
survival [B)




Badwe RA, et al. Lancet Oncol, 2015: 16: 1380-88

* Lokorejyonel tedavi sagkalim avantaji saglamamaktadir
ve her MMK ile basvuran kadina onerilmemelidir.

— Subgrup analizlerinde de sonuglar aynidir (menopozal durum,
metastatik hastalik yuku, ER, PR veya HERZ2 reseptor durumu,
vb)

* Primer tumorun eksizyonu uzak metastazda buyumeye
neden olabilir.

 Hastalarin aldiklari sistemik tedavilerde farklilik vardir.



MF07-01 CALISMASI

« TMHDF'nun ilk cok merkezli, prospektif,
randomize calismasidir.

+ HIPOTEZ

— Ilk basvurularinda metastatik meme kanseri tanisi
alan hastalarda, primer cerrahi tedavi ile tumor
yukunun azaltilmasi sonucunda sagkalim ve
hastaligin ilerlemesine kadar gecen surede belirgin
artis olacaktir.




F07-01 / AMAG

Primer
— Genel sagkalim

Sekonder

— Lokorejyonel tedaviye ait morbidite
— Hastaliksiz sagkalim

— Yasam kalite olcumleri




A randomized controlled trial evaluating resection of
the primary breast tumor in women presenting with

de novo stage IV breast cancer; Turkish Study

(Protocol MFO7-01)

Atilla Soran, MD, MPH, FACS, Magee-Womens Hospital of UPMC
Vahit Ozmen, Serdar Ozbas, Hasan Karanlik, Mahmut Muslumanoglu,
Abdullah Igci, Zafer Canturk, Zafer Utkan, Cihangir Ozaslan, Turkkan
Evrensel, Cihan Uras, Erol Aksaz, Aykut Soyder, Umit Ugurlu, Cavit Col,
Neslihan Cabioglu, Betiil Bozkurt, Efe Sezgin, Ronald Johnson, Barry
Lembersky.

On behalf of the Turkish Federation of Societies for Breast Diseases
ClinicalTrials.gov identifier number is NCTO0557986

Dr. Atilla Soran’in izniyle, ASCO 2016



312 Recruited

19 Exclusions

293 Eligible

293 Eligible

4 )

19 Withdraw
or Failure to
Follow-up

J

\_
274
Evaluable

274 Evaluable

138 136

Initial Local Therapy Systemic Therapy
plus Systemic

Therapy

Dr. Atilla Soran’in izniyle, ASCO 2016



Design MF07-01

Presentation Randomization Follow-up

Local therapy for
local progression

Progression

Overall Survival
Stage IV Initial Local

Breast Cancer Therapy of

Breast + Axilla Time to local

Plus Systemic Progression

Therapy Overall Survival

Dr. Atilla Soran’in izniyle, San Antonio 2013




f TARTISMA

« 36 aylik takipte sagkalim farki yoktur.

« Daha uzun takipte ortalama sagkalim suresinde
Istatistiksel anlamlilik ¢gikmistir (46 vs 37 ay; HR:0.66)
ve 5 yillik genel sagkalim %41.6 vs %24 .4




f TARTISMA

ER (+), HER2 neu (-), tek kemik metastazi olanlar ve < 55 yas
olanlarda primer cerrahi ile sagkalim avantaji daha belirgindir.

— Multiple karaciger ve /veya pulmoner metastazi olanlarda ise
daha kotudur.

Ik 30-gtin mortalitesine etki etmemektedir.

Lokorejyonel progresyon KT kolunda 11 kat daha fazladir (Cerrahi
%1 vs KT %11).

Semptomatik olup metastaz bolgesine islem uygulanan hastalarda,
primer cerrahi yapllsin ya da yapilmasin sagkalim benzerdir.



Ruiterkamp et al. BAMC Surgery 2012, 12:5
httpz/Aanwner biomedcentral.comy/147 1-2482/,12/5

BMNC
Surgery

STUDY PROTOCOL Open Access

SUBMIT: Systemic therapy with or without up
front surgery of the primary tumor in breast
cancer patients with distant metastases at initial
presentation

Jetske Ruiterkamp!, Adri € Voogd?, Vivianne CG Tjan-Heijnen”, Koop Bosscha®, Ywvette M wan der Linden®,

Ermiel JTh Rutgers®, Epie Boven’, Maurice JC wvan der Sangen® and Miranda F Ernst>°", for
In collaboratio T Sy e g i = s — e e = T -

Patients with primary distant metastatic breast cancer [M1)

Remember criteria for screening on next o =
Check in/exclusion criteria -1 week
Randomization after informed consent T=0
Group A Group B
Upfront Surge Systemic treatment .5
E Week 1-4
:
5 ic ther: B
Systemic therapy ystemic therapy B Month 2-3
Y vontnse
o
a
Systemic therapy Systemic therapy E Month 4-5
=
Evaluation systemic response =
i
2
=
Tumor evaluation B ot Stable Responsive E
%6 disease disease 3 Month 5-6
C
&
= |
-
- 5 T
=
52 EFg2k £
253 ;Eﬂu =
Systemic therapy | 2 5 5 28§ g
£2E ;E-“EEE el Month 6-7
= E = g B g8 > 8
2 o 3
Fram

Left to the discretion of responsible physician
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SUBMIT:

* M1 meme kanseri, histolojik tanidan bir ay icinde
metastaz tespiti

 Beklenen yasam suresi =6 ay

— Hormonal ve HER2 durumu
— T1-T3 veya rezektabl T4; NO-N3

— performans statusu ve yandas hastaliklar sistemik tedavi icin
uygun
— Yas =18 yil

e Sonlanim
Primer:
* —ikiyilllk genel sag kalim

Sekonder:
* Yasam kalitesi
e —Lokal tumor kontrolu




Patient accrual in SUBMIT does not
meet the expectations
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‘In the field of surgical oncology
tumor biology is King,
\J patient selection is queen,and

technical maneuvers are the prince and princess
who try, but usually fail, to usurp the throne.”

Cady Arch Surg 1997



En onemli prediktorler

* Yas : Gencg hasta

* Kemik ve yumusak doku metastazi olup sistemik
tedavi ile tam yanit alinan




' Sonuclar ve oneriler

c MMK tam kur nerede ise imkansizdir

* Primer tumorin cerrahi eksizyonu
— Kanama,
— Ulser
— Enfeksiyona karsi palyasyon saglayabilir.




Kanita dayali tip

 Kucuk tumor ( T1-T2) ve metastazin tek yer ile
sinirli oldugu MMK’ de cerrahi tedavi secenegi
olabilir ( Evre 2C)




Cikarimlar

Cerrahiden fayda gorecek hastalar rehberler
lle tanimlanmalidir

Lokal tedavi yasam suresini etkilemiyor ise
optimum sistemik tedavi Uzerine yogunlasmak
bir sonraki prospektif calisma protokolunu

olusturabilir
[







