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ÅPhilosophy of Care

ÅOptimizing Breast Conservation, Oncoplastics

ÅMastectomy Overuse 

ÅIntraoperative Radiation

ÅTumor Ablation

ÅLymphedema Prevention

ÅIntraductaltherapy

ÅSupportive care

Discussion Topics
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ÅAs a physician, surgeon, educator and 
researcher; my training stressed that scientific 
proof is fundamental to demonstrate efficacy of 
all treatment modalities. Through my life 
experience, I now know and fully accept that 
there are fundamental truths that cannot be 
validated scientifically. This is a major 
philosophical shift which may or may not allow 
health care professionals to fully embrace their 
full potential as healers.

Disclosure
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ÅSocially progressive medical model fully aligned 
with my personal values

ÅPotential to bring innovative therapies to large 
at risk underserved patient population

ÅStrong multidisciplinary team in place with 
opportunity to provide leadership

ÅOpportunity to help elevate breast cancer care 
standards throughout the Montefiore system

ÅOpportunities for collaboration with Einstein 
basic science researchers

Why Montefiore?
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ÅSingle standard of care clinic/private
ÅCompassionate patient centered individualized care 

by coordinated multidisciplinary  team
ÅPrompt minimally invasive diagnostic workup and 

treatment
ÅAchieve lowest mortality with least morbidity, pain 

or functional change
ÅDE-ESCALATION of therapy; Minimal effective NOT 

Maximal tolerated
ÅMaintenance of normal appearance
ÅIntegration of resident/student education and 

clinical trials

Philosophy of Care



History of Breast Cancer Treatment

Å1882 - Age of Halsted
ïCancer spreads centrifugally by 

direct extension

ïPatients with advanced disease

ïRadical surgery

ïSkin graft reconstruction

William Halsted





SIGNIFICANT PROGRESS

1975 2005

Many battles over 30 years by 
determined advocates to effect this 
change including breast surgeons, 
plastic surgeons and patients!!

Radical mastectomy

Nipple sparing mastectomy
With DIEP Flap



AWARENESS        PARANOIA?



Fisher B. et al. Twenty-year follow-up of a randomized trial comparing total  mastectomy, lumpectomy, and lumpectomy plus 

irradiation for the treatment of invasive breast cancer. N Engl J Med.2002(347)16:1233-1241
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ÅMulticentric (not multifocal) cancer

ÅRadiation concern-prior RT, active collagen 
vascular disease, pregnancy

ÅInflammatory breast cancer

ÅUnfavorable tumor/breast size-feasible after 
preoperative chemo/hormonal Rx

ÅNipple involvement-central lumpectomy 

ÅStrongly + family hx; deleterious mutation, 
BRCA, PALB 2, etc.

Contraindications to Breast Conservation



Breast Cancer Phenotypes
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Å48yo,G1P1, premenopausal, 4cm R breast mass, 
negfamhx, mammodense, FNA=grade 3 
IDC,ER/PR-,her-2-neu 3+

ÅDesires breast conservation/ unfavorable 
tumor/breast size ratio

ÅWorkup-PET/CTςsuspicious right axilla,nodisease 
elsewhere

ÅPreopchemo; Complete pathological response

ÅLumpectomy and sentinel node biopsy. NO 
RESIDUAL CANCER! (up to 70% ER-PR- her-2neu+)

Neoadjuvant(preop) systemic therapy
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ÅNCDB review >1.2 million women 1998-2011

Å35.5% mastectomy

Å34% increase mastectomy in BCS eligible pts last 
8 years

ÅGreatest increase in mastectomy with clinically 
node negative and DCIS

ÅBilateral mastectomy for unilateral disease 
increased from 1.9%(1998) to 11.2%(2011)

Nationwide Trends in Mastectomy for Early-Stage 
Breast Cancer
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Reasons for choosing mastectomy

ÅIncreased use of skin sparing and nipple sparing 
mastectomy with immediate reconstruction

ÅPeace of mind-if bilateral, better symmetry, NO 
MORE MAMMOGRAMS/MRI

ÅPatients are more proactive, and are given 
information through support groups, media, 
and the internet

ÅBreast MRI

ÅHOWEVER:  BREAST CANCER SPECIFIC SURVIVAL 
MAY ACTUALLY BE WORSE!! 



Survival after lumpectomy and mastectomy for early stage invasive breast cancer

Age < 50 ER-

Age>50 ER+

Hwang, 
Cancer 2013

112,154 pts
From 1990-2004
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ÅMastectomy does not remove all breast tissue

ÅRadiation can treat larger region of breast tissue 
completely

ÅMA 32 trial suggests comprehensive radiation 
may improve survival

ÅComplex since tumor subtype and targeted 
systemic therapy major impact on local control

ÅConsider current trials with no surgery after 
neoadjuvantchemotherapy and clinical CPR

How can breast conservation have a better 
survival than mastectomy?
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ÅUnless clear contraindication to BCT or 
deleterious gene mutation- discourage 
mastectomy! BEST WAY TO PREVENT 
UNNECESSARY CONTRALATERAL  
PROPHYLACTIC MASTECTOMY!!!

ÅMastectomy- lower body image, lower sexual 
functioning,  lymphedema risk(management 
axilla), increased chronic pain issues, increased 
health dollars(with reconstruction)-UK not 
covered!!

Should patients with early breast cancer still be 
offered the choice of breast conserving surgery or 
mastectomy?

JohsEJSO  2016,Tsai ASO 2009,Engel Breast J 2004
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ÅYounger age, educated, well insured

ÅTumor factors- Multicentricdisease, lobular 
histology, or extensive DCIS in the ipsilateralbreast

ÅBRCA + gene or genetic testing

ÅAnxiety about cancer and desire to reduce cancer 
risk

ÅPlans for immediate breast reconstruction

ÅOptimal cosmesiswith best symmetry

ÅApproaching 25%
Balch, et al.  ñMastectomies on the rise for breast cancer: The tide is changing.ò  Ann Surg

Oncol 2009 16: 2669- 2672

Factors Associated with increase in contralateral 
prophylactic mastectomy(CPM)



20

άtǊƻǾƛŘŜǊǎ ǎƘƻǳƭŘ ǇǊƻǾƛŘŜ the 
following CPM information to 
every patient considering for 
unilateral breast cancer, 
(excluding high risk patients like 
.w/! ŎŀǊǊƛŜǊǎύΦέ

CPM Discussion Guide
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Contralateral Prophylactic 
Mastectomy Consensus Statement 
from American Society of Breast 
Surgeons: Framework for Shared 
Decision Making

ANNALS SURG ONC 2016, BOUGHEY et al
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ÅFor most women, the estimated risk of cancer in 
the opposite breast is 2-6% over the next 10 
years. This means you have a 94-98% chance of 
not getting cancer in your opposite breast over 
the next 10 years or more. 

ÅCPM is not 100% protective against cancer 
forming in your other breast.

ÅCPM will not improve your cure rate for your 
known cancer.

CPM Discussion Guide
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ÅCPM will not reduce your risk of cancer 
returning from your known cancer

ÅCPM will not reduce your need for other cancer 
treatments for your known cancer (adjuvant 
therapy), if indicated

ÅThe risk of surgical complications at the surgical 
site is approximately twice as high when CPM is 
performed. 

CPM Discussion Guide
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ÅCPM results in permanent numbness of the 
chest wall (and nipple if preserved). 

ÅCPM with reconstruction will result in an 
increased number of operations

ÅComplications from CPM may delay treatment 
of your known cancer, including chemotherapy 
and radiation

ÅCPM may be associated with negative impact on 
physical, emotional and sexual well-being. 

CPM Discussion Guide
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Åά¢ƘŜǊŜ ŀǊŜ ƴƻ ǇǊƻǎǇŜŎǘƛǾŜ ǎǘǳŘƛŜǎ ƻƴ ǘƘŜ ƛƳǇŀŎǘ 
of CPM on overall survival (OS) and disease-free 
survival (DFS). In view of this, all published 
studies comparing OS and DFS for woman 
undergoing CPM with those not undergoing 
CPM have to be interpreted with caution, as 
they are retrospective and may contain known 
ŀƴŘ ǳƴƪƴƻǿƴ ōƛŀǎŜǎέ

ÅCPM does not appear to be associated with a 
survival benefit, with the possible exception of 
BRCA carriers

Impact of CPM on Overall Survival and Disease-
Free Survival



Changes in Surgery

Å 1932 ςGeoffrey Keynes
ïBreast conservation therapy 

with radiation

ï

Francois Baclesse

Å 1948 - David Patey

ïModified Radical Mastectomy

Å 1966 - Shapiro, Strax & Venet

ïScreening mammography
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OncoplasticApproach




