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Scientific Session Awards

Abstracts presented at the Society’s virtual scientific session will be considered for the following awards:

The George Peters Award recognizes the best presentation by a breast fellow.
In addition to a plaque, the winner receives $1,000. The winner is selected by the Society’s Annual Meeting
Scientific Committee.

The award was established in 2004 by the Society to honor Dr. George N. Peters, who was instrumental in
bringing together the Susan G. Komen Breast Cancer Foundation, The American Society of Breast Surgeons,
the American Society of Breast Disease, and the Society of Surgical Oncology to develop educational objectives
for breast fellowships. The educational objectives were first used to award Komen Interdisciplinary Breast
Fellowships. Subsequently the curriculum was used for the breast fellowship credentialing process that has led
to the development of a nationwide matching program for breast fellowships.

The Scientific Presentation Award recognizes an outstanding presentation by a resident, fellow, or trainee.
The winner of this award is also determined by the Annual Meeting Scientific Committee. In addition to a
plaque, the winner receives $500.

All presenters are eligible for the Scientific Impact Award. The recipient of the award, selected by audience
vote, is honored with a plaque.

The Best Poster Award recognizes the best poster presentation in the top ten poster category. The recipient
of the award, selected by audience vote, is honored with a plaque.
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1752283 - GEnetic Testing For All breast Cancer patienTS (GET FACTS) — Results of a Randomized
Clinical Trial

Anna Weissl, Danielle Braunz, Jill Stopfer3, Stephen Knapp4, Monica McGrathS, Kaitlyn Bradshaws, Dillon Davis3, Judy
Garber3, Tari King5

IUniversity of Rochester, Fairport, NY, 2Harvard T.H. Chan School of Public Health, Dana-Farber Cancer Institute,

Boston, MA, 3Dana—F arber Brigham Cancer Center, Boston, MA, 4Knapp Consulting LLC, Boston, MA, 5Brigham and
Women's Hospital, Boston, MA

Background/Objective: Increasing germline genetic testing rates may impact contralateral prophylactic mastectomy
(CPM) rates in newly diagnosed breast cancer patients, even in those without a germline pathogenic variant (PV). After
the American Society of Breast Surgeons recommended consideration of genetic testing for all breast cancer patients, we
designed a novel personalized cancer-risk counseling tool, including contralateral breast cancer (CBC) risk estimates. We
hypothesized that this tool may better inform patients of their CBC risk based on their genetic testing results, aiding
patients and providers to make informed shared surgical decisions.

Methods: We randomized patients 1:1 to our novel tool, which we called “quantitative counseling”, versus standard
genetic counseling which does not typically include specific CBC risk estimates. Patients aged 18-80 years with a
unilateral breast cancer undergoing genetic counseling and surgery at our institution were eligible. Exclusion criteria
included prior or metastatic breast cancer or prior multi-gene panel testing. After informed consent was obtained,
individual CBC risks were estimated for each patient using statistical methodology from “ASK2ME”
(https://ask2me.org/) modified based on external advisory board input for those with a PV and the validated risk model
“CBCRisk” (https://cbc-predictor-utd.shinyapps.io/CBCRisk/) for those without a PV. The co-primary endpoints included
patients’ personal CBC risk assessment and propensity to undergo CPM, compared pre- and post-counseling. Secondary
endpoints included genetic testing satisfaction and CPM rates. The sample size was calculated based on the difference
between baseline and post-counseling CBC risk self-assessments. Assuming a difference of 5% and expected standard
deviation of 20%, 199 patients were needed in each arm to achieve 80% power and a type I error of 5% (based on a two-
sample t-test).

Results: We randomized 400 patients between June 8, 2020 and December 2022. Patients were unevaluable if they sought
surgery elsewhere (N=49) or their primary endpoint could not be calculated (missing baseline or post-counseling
assessments, N=39); 312 remained in the intent to treat analysis. Patients’ baseline calculated CBC risks were similar
between arms (mean 11.9 quantitative, 10.4 standard, p = 0.11). Patients in the quantitative arm more accurately reported
their calculated CBC risk post-counseling compared to those in the standard arm (p < 0.001, Table). Patients’ propensity
to undergo CPM was largely unchanged and similar in both arms, 44% no change after quantitative and 57% no change
after standard counseling (p = 0.2). Regarding genetic testing satisfaction, patients in the quantitative arm reported that the
information presented was less confusing (mean score 1.6 vs 1.9 standard arm, p = 0.002). Lastly, CPM rates were not
statistically significant between arms (17% quantitative versus 10% standard, p = 0.082).

Conclusions: Patients were able to more accurately describe their calculated CBC risk after quantitative counseling and
were more satisfied with their counseling than those in the standard arm. The form of genetic counseling did not impact
propensity to undergo CPM or CPM rates, suggesting patients make surgical decisions based on strongly held beliefs
formed before their consultations. Surgeons and genetic counselors may consider incorporating our novel CBC risk
assessment tool into their pre-operative discussions to help patients make informed decisions.



Table 1: Change in accuracy of patients' self-assessed CBC risk estimates after their counseling sessions

Overall, Quantitative, Standard,
Characteristic N=312 N =151 N =161

p-value

Patient's self-assessed CBC
risk, pre-testing (%)

0.57

Mean 29.7 282 31.0

Patient’s self-assessed CBC
risk, post-counseling (%)

WMean 26.0 200 307

<0.0011

Quantitative tool's CBC risk
estimate

Mean 11.1 11.9 10.4

Quantitative tool’s minus
patient’s self-assessed risk
estimates, pre-testing (%)

021

Mean -18.8 -16.6 -21.0

Quantitative tool’s minus
patient’s self-assessed risk
estimates, post-counseling (%)

<0.001"

Mean -15.1 -8.0 -20.6

Change in accuracy of patient's
self-assessed CBC risk
estimates after counseling

<0.001"

Mean 52 104 1.0

"Wilcoxon rank sumtest. BOLD indicates a statistically significant P value.



1761458 - Cryoablation Without Excision for Early-stage Breast Cancer: ICE3 Trial 5-year Follow-up on
Ipsilateral Breast Tumor Recurrence

Richard Finel, Richard Gilmorel, Jill Dietzz, Susan Boolbol®

1 West Cancer Center & Research Institute, Germantown, TN, 2 Cleveland, OH, 3Nuvance Health, Poughkeepsie, NY

Background/Objective: The ICE3 Trial was designed to evaluate the safety and efficacy of cryoablation, allowing
women age >60 with low-risk, early-stage breast cancers to benefit from a non-operative treatment of their tumor and
avoid the associated risks of surgery. Ipsilateral breast tumor recurrence (IBTR) at 5 years was the primary outcome.
Interim results showed a 2.06% IBTR at a mean follow-up of 34.8 months. This work presents 5-year follow-up trial
results.

Methods: The ICES3 trial is an IRB-approved, prospective multi-centered, non-randomized trial including women > 60
years with unifocal, ultrasound visible invasive ductal carcinoma < 1.5cm in size, HR+, HER2- and breast size allowing
safe cryoablation. The office-based procedure performed under ultrasound guidance with local anesthesia requires 20-40
minutes, depending on lesion size. Choice of appropriate adjuvant treatment was left to the discretion of the treating
physician. Patients were followed at 6-month intervals and annually up to 5 years, with clinical and imaging assessment.
Patient and physician satisfaction with cosmetic results was also evaluated. Adverse events were defined and classified
according to the Common Terminology Criteria for Adverse Events. Quality of Life (QOL) was assessed using the NCCN
Distress Tool at baseline and 6 months post cryoablation. Satisfaction was assessed using the 5 Likert scale at 6 months
and annually up to 5 years.

Results: Of the 211 screened patients, 5 failed screening and an additional 9 were enrolled but ineligible by protocol.
Thus 197 patients were in the intension to treat cohort, 3 of whom did not receive complete protocol mandated treatment.
Altogether, 194 patients meeting eligibility received successful cryoablation treatment per protocol and were included for
analysis. The mean age was 75 (55-94) and the mean tumor size was: 7.4 mm Transverse (2.8 -14.0 mm), 8.1 mm Sagittal
(8.0-14.9 mm), and 6.3 mm Anterior/Posterior (1.0-14.0 mm). At 5 years (mean follow-up period of 51.5 months), the
IBTR rate was 4.3% and breast cancer survival was 96.2%. Of the 148 patients who received endocrine therapy, the IBTR
was 2.7%. No serious device-related adverse events or complications were reported. Minor adverse events were bruising,
localized edema, skin freeze burn, rash, bleeding from needle insertion, local hematoma, skin induration, infection, and
pruritis. Twenty-seven patients underwent adjuvant radiation with no difference in adverse events from the nonradiated
group. At 5 years clinical follow-up, 100% of patients and physicians reported satisfaction with the cosmetic results. QOL
score demonstrated statistically significant improvement (p< 0.001) in distress at 6 months (median 2.0, range 0.0-10.0) as
compared to baseline (median 4.0, range 0.5-10.0).

Conclusions: The ICE3 trial is the largest prospective non-randomized cryoablation trial of early-stage, low-risk breast
cancer without subsequent tumor excision. Breast cryoablation is a safe, percutaneous ablative procedure with acceptably
low 5-year recurrence similar to that of lumpectomy with the benefit of being an office based, nonsurgical treatment.
Further study within a clinical trial or registry with longer term results should help define appropriate patient selection and
confirm that cryoablation is a patient-centric alternative to surgical excision in appropriately selected patients.



Table 1: Local IBTR recurrence rate

Time N Cumulative Survival Recurrence
start* Recurrence Estimate’ Estimate+
Operative 194 - - -
Month 6 194 0 100.0% 0.0%
Year 1 193 0 100.0% 0.0%
Year 2 190 0 100.0% 0.0%
Year 3 183 1 99.4% 0.6%
Year 4 172 3 98.3% 1.7%
Year 5 146 6 95.7% 4.3%

*N start: number of patients at the beginning of the follow-up time interval.
"Kaplan-Meier (product-limit) estimate with 1-sided 95% CI upper bound (UB).



1686596 - Evolving Economics: The Erosion of Medicare Reimbursement in Breast Surgery (2003-2023)

Terry Gaol, Kristen Hosangl, Dianelys Tabla Cendral, Richard Bleicherz, Lindsay Kuol, Austin Williams®

oy emple University Hospital, Philadelphia, PA, °Fox Chase Cancer Center, Philadelphia, PA

Background/Objective: Medicare, a primary determinant of reimbursement rates for medical services, often establishes a
pricing standard that influences private insurance policies. While numerous medical specialties have experienced
diminishing Medicare reimbursement rates, the magnitude of these trends has not been examined in breast surgery. This
study investigates Medicare reimbursement trends for breast surgery operations.

Methods: Data on 10 breast operations was obtained from the Medicare Physician Fee Schedule Look-Up Tool from
2003 to 2023 using corresponding CPT codes (Table 1). Data extraction for sentinel lymph node biopsy injection began in
2011, the year in which its CPT code came into effect. CMS annually calculates each operation's relative value units
(RVU) and a conversion factor (CF). Yearly Medicare reimbursement was calculated by multiplying operation-specific
RVUs by the CF. The year-to-year percentage change in Medicare reimbursement was computed for each operation. The
overall median change was determined and compared to changes in the Consumer Price Index (CPI) from the US Bureau
of Labor Statistics to evaluate the relationship between Medicare compensation and inflation. All data were then adjusted
for inflation by correcting all monetary data to 2023 dollars. The compound annual growth rate (CAGR) was then
calculated using inflation-adjusted data. Using projected 2023 breast cancer incidence, we estimated the real-world deficit
in reimbursement according to these findings.

Results: Over the study period, the median unadjusted percent change for the 10 breast operations was +22.31% (IQR
6.69% to 26.95%). During this period, the CPI increased by 69.15% (p<.001). After adjusting for inflation, the
reimbursement rate for all operations experienced a median decline of 24.28% (IQR -25.81% to -23.11%). From 2003 to
2023, two queried operations (lumpectomy and simple mastectomy) saw increases in inflation-adjusted Medicare
reimbursement (+0.37%, and +3.58%, respectively). During this time, the adjusted reimbursement rates for all 10
operations demonstrated a negative median annual growth rate of 1.54% (IQR -2.17% to -1.31%), indicating a steady
year-to-year decline in reimbursement rate after adjusting for inflation. Notably, the same two operations (lumpectomy
and simple mastectomy) maintained a positive annual growth rate during this time (+0.02% and +0.18%, respectively).
Assuming that 10% of patients present with Stage 4 disease (for whom surgery is not indicated), 50% of patients undergo
breast conservation, 50% of patients undergo mastectomy, and 80% undergo axillary surgery, we estimate that breast
surgeons will be reimbursed $111,469,311.65 less for these surgeries in 2023 than if rates had kept pace with inflation
over the past 10 years.

Conclusions: Inflation-adjusted Medicare reimbursement rates for breast surgeries have declined from 2003 to 2023, and
the estimated real-world deficit is immense. This downward trend, if left unaddressed, carries profound implications.
Diminishing reimbursement rates may strain resources, potentially leading to staffing shortages and compromises in care
quality. Surgeons, healthcare administrators, and policymakers must confront these impending challenges with proactive
measures to mitigate these issues. Understanding reimbursement trends and their impacts provides the foundation for
advocating for equitable policies and solutions, which are essential to ensure the accessibility and quality of breast surgery
in the future.



Table 1: Reimbursement trends in breast surgery from 2003 to 2023

Unadjusted %

Adjusted %

g:}:: Procedure Change in Change in E‘:Ei;j[t:ffj*
Reimbursement | Reimbursement
19100 Percutaneous needle core biopsy of breast +5.16 -36 41 -2.24
19101  Open incisional breast biopsy +19.05 -28.101 -1.63
19120 Open excisional breast biopsy +27.52 -22 B9 -1.2%
19301 Lumpectomy for malignancy +65.94 137 002
38525 Biopsy/'removal, lymph nodes +2.42 -24.30 -2.20
38000 Sentinel lvmph node biopsy, imection®* +0.14 -25.99 -2.48
19302 Lumpectomy wiaxillary dissection +11.28 -23.76 -1.96
19303  Simple mastectomy +71.30 +3.58 .18
19305 Radical mastectomy +23.57 -25.24 -1.45
19307  Modified radical mastectomy +2525 -24.27 -1.28

* Compound annual growth rate (CAGR); a single, consistent percentage representing the
average annual growth or decline of reimbursement over a specified period.
*® 2% changes from 2011 to 2023



1683643 - Residual Nodal Burden After Neoadjuvant Chemotherapy in ¢cN1 Breast Cancer with Positive
Nodes on Targeted Axillary Dissection

Alexandra Moore, Kelly Hunt, Henry Kuerer, Abigail Caudle, Susie Sun, Vicente Valero, Wei Yang, Benjamin Smith,
Mediget Teshome

University of Texas MD Anderson Cancer Center, Houston, TX

Background/Objective: Targeted axillary dissection (TAD) is increasingly employed for staging in clinically node-
positive breast cancer following neoadjuvant chemotherapy (NCT). Negative TAD (ypNO) facilitates de-escalation with
omission of axillary node dissection (ALND) without compromising oncologic outcomes. However, for patients with a
positive TAD, completion dissection (cALND) remains the standard of care. Despite this, there has been an observed
trend toward omission of ALND in all populations. This study investigates the incidence and factors associated with
additional positive nodal metastases on cALND in patients with positive TAD.

Methods: A retrospective review of a prospective institutional database was performed to identify cN1 breast cancer
patients treated with NCT and TAD from July 2013-June 2023. cN1 status was defined by nodal ultrasound (US) with
positive biopsy. Patients were excluded if they had negative TAD or had positive TAD but did not receive cALND.
Patient, tumor, and treatment characteristics were evaluated and compared based on status of additional disease on
cALND. Multivariate analysis was performed to identify factors associated with additional disease on cALND.

Results: 902 patients underwent TAD with negative TAD in 348 patients (38.6%) and positive TAD in 554 (61.4%).
Among patients with positive TAD, 457 underwent cALND defining the study cohort. The majority of these patients were
women (98.5%), white (61.1%), had ductal histology (93.2%), low clinical nodal burden at presentation (1-3 suspicious
nodes by axillary US, 82.7%) and hormone receptor-positive HER2-negative subtype (72%) [Table 1]. On cALND,
additional positive nodes were identified in 124 patients (27%) and no additional positive nodes in 333 (73%) of patients.
Demographic characteristics including age, gender, race, tumor histology and biomarkers were not significantly different
between the groups. For patients with residual disease on cALND, there were an average of 4.1 additional positive nodes
retrieved. In comparison to those with no residual disease on cALND, these patients were more likely to have a larger
primary tumor at diagnosis (median 4 vs 3.5cm, p=0.04), >3 suspicious nodes on axillary US at diagnosis (30% vs 13%,
p=<0.0001) and larger residual primary tumor on pathology (median 3 vs 2.1cm, p=0.0001). Conversely, those without
additional positive nodes on cALND had tumors with a higher Ki-67 (median 30% vs 25%, p=0.02). On multivariate
analysis, factors associated with patients having additional nodal disease on cALND included >3 suspicious nodes on
initial axillary US (OR 3.4, p=< 0.0001) and larger residual primary tumor size (OR 1.2, p=0.004). Patients with higher
Ki-67 were less likely to have additional positive nodes on cALND (OR 0.99, p=0.03).

Conclusions: In this population of breast cancer patients with cN1 disease and positive TAD after NCT, approximately
25% will have additional disease on cALND. Greater than 3 suspicious nodes on axillary US at diagnosis and larger
residual tumor size after NCT remain significant predictors of residual nodal disease burden on cALND. As the overall
trend in axillary staging continues toward de-escalation with selective omission of ALND when oncologically appropriate,
these findings identify patient populations at highest risk of having significant residual nodal disease.



Table 1: Demographic, clinical, and pathological features for patients with cN1 breast cancer treated with neoadjuvant

chemotherapy and with positive targeted axillary dissection

Variable Orverzll popuolafion | cALMD without additional | cALND with additional p-valua
dizezze (M=323) dizzaze (N=124)
Arze vears 04
Median 30 30 3l
Mean (rangze) 32 (29-81) 32(29-31) 33 (32-30)

Gander 1.0*
Mala T({1.5) 5(1.5) 2(Le)
Female 430 (98.5) 328 (98.5) 122 (58.4)
Face 1.0%
Whita 279(61.10 203 (61} Ta(61.3)
Elack, Hizpamc,
Asian 178 (39) 130 {39) 480(38.7)
Size of tumer at diaznosis 0.04
{em)
Meadian 35 3.5 B
hlean (ranza) 43 (0-18) 4.1 {0-18} 46(1-129
Clmiczl T stage 03

TiaT1

66 (14.4)

T3T4

= Suspicious nodes on
axillary US at dizgnosis

<0.0001

1-3 291 (37.4) 87(70.2)
=3 42(12.6) 37(29.8)
Hiztology 02*
Ductzl 114 (34.3) 112 (30.3)
Lobular 16 (4.8 11(5.9)
Metaplastic 1{0.3) 1(0.8)
mixed 2 (0.6) 0 (0
Tumor biomarkers 0.1%*

HR+HERI+

4118

44 (13.3)

10 (8.1}

HR+HER1-

329(72)

230 (68.1)

59 (79.3)

HR-BERI~

13 (18)

§|r'l "\:

430

HR-HER2- 61 (13.4) 30 (15) 11 (B.59)
Grzds T06*
Gl WU (1.5 23(6.7 12 (9.8)

G2

238 (32.4)

71(58.3)

3

182 (40.1) 43 (432} 393Ln
Ki67 %) 0.02~
Median 30 30 23

Mean (ranze)

36.5 (1-100)

792 (150)

Breast surgery

A

155 (46.8)

54 (43.9)

™

176 (33.2)

63 (56.1)

MNona

Size of residual primary 0.000
tumor on pathology (om)
Median 25 2] 3
Mlean (rangze) 300014 28(0-13.3) 3.8(0-14)
Total # nodes removed J.008
Mledian 20 20 n
Mlzan (ranze) 21 (3-56) 21 (3-36) 23 (3300
*fishar’s exact test; ” p value caloulated after excluding “Mone™; ~Wilcomon rank-sum tasd

1684259 - Diagnostic Delay Among Young Women with Breast Cancer

Katherine Fleshner, Flora Yang, Susan Isherwood, Yuan Xu, May Lynn Quan
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Background/Objective: Breast cancers in young women < 40 represent only 5% of new cases each year in Canada, but
often have worse outcomes compared to older women. It is not well-understood how young women with breast cancer
initiate contact with care or what their diagnostic journey entails, therefore we aimed to describe the diagnostic timeline
among a cohort of women < 40 and identify predictors of diagnostic delay. We hypothesized that most young women with
breast cancer will present with symptoms, and that there will be a significant delay to diagnosis due to patient factors.

Methods: Patients enrolled in the Reducing the Burden in Young Women with Breast Cancer (RUBY) study comprised
our cohort. RUBY is a pan-Canadian study of over 1500 women < 40 enrolled at the time of diagnosis and followed for 5
years. Multiple online surveys were distributed at the time of diagnosis. Patient-reported data including demographics,
personal/family history, presenting symptoms, reasons for seeking care, timeline to diagnosis and perception of the
process were captured. All subjects with completed surveys from 2015-2022 were included. Survey data were extracted
and presented with descriptive statistics. A “patient delay” was considered > 4 weeks from onset of symptoms to first
contact with the healthcare system, given that patients might wait a menstrual cycle to see whether their concerns would
resolve. A “system delay” was considered > 3 weeks from time of presentation to care to time of first imaging test, based
on Canadian Partnership Against Cancer guidelines. We then conducted a multivariate regression analysis to determine
predictors of patient and system delay.

Results: A total of 1148 patients were included for analysis. Median age (IQR) was 37 (33.9, 39.0). Four hundred and
twenty-three patients (36.8%) had a first-degree relative with cancer. A majority of patients (89.0%) had a symptom
prompting assessment, the majority of which had a palpable mass (77.3%). Patients waited a median of 2 weeks before
seeking care, and about one-third (364 patients) experienced a patient delay. Reasons for patient delay included lack of
concern, waiting a menstrual cycle, reassurance by another practitioner, difficulty accessing care, and competing
priorities. Only 10.1% experienced a system delay. On multivariable analysis, there were no independent predictors of
system delay, but having a painful lump as the presenting symptom and having a first-degree relative with breast cancer
were independent predictors of patient delay.

Conclusions: Young women with breast cancer often present with symptoms. Most undergo timely investigation;
however, a significant proportion experience diagnostic delay, most often related to patient factors. Our findings align
with the existing literature demonstrating significant patient delay and a higher incidence of delay in those with a positive
family history, but, to the best of our knowledge, our study is the largest conducted to date and the first to report reasons
for delay in young women. Our study emphasizes that more education is needed to raise awareness of concerning
symptoms for patients and practitioners. Further research is also required to elucidate whether diagnostic delay in young
women negatively impacts survival.



Table 1: Summary of key findings

Category Frequency (%)
Age (median (1QR)) 37.0[33.8,39.0]
Marital Status Divorced/Separated 50 (4.4)

Married/Common Law 871(75.9)
Single 227 (19.8)
Highest Education Level College or technical school 311(27.1)
High school diploma 138 {12.0)
Post-Graduate degree B89 (60.0)
" Occupation Full-time 668 (58.2)
Part-time 203 ({17.7)
Mot working 277 (24.1)
Household Income, per year Less than 25,000 50 (4.4)
525,000 to 575,000 267 (23.3)
575,000 to 5150,000 459 (40.0)
Greater than 150,000 250({21.7)
| do not wish to disclose 122 (10.8)
First Degree Relative with Yes 423 (36.8)
Cancer No 725(63.2)
Comorbidities 1 or more comorbid conditions 654 (57.0)
MNaone 494 [43.0)
Breast Cancer Detection Symptom 1022 (89.0)
Incidental finding 7{0.6)
Routine breast examination 27(2.4)
Routine Screening 90 (7.8)
Other 2(0.2)
Symptoms Reported® Painless Lump 516 (50.7)
Painful Lump 208 (20.4)
Breast Pain 36 (3.5)
Nipple Discharge 27(2.7)
Skin Changes/MNipple Inversion 34 (3.3)
Mutiple Symptoms 157 {19.4)
Number of Weeks Waited Before Seeking Care (madian (IQR)) 2.0(1.0, 8.0)
Patient Delay (>4 weeks) 364 (31.7)
Reasons for Patient Delay | had difficulty accessing timely care 37 (3.6)
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1662049 - Lymphedema Rates Following Axillary Lymph Node Dissection with and without Immediate
Lymphatic Reconstruction: A Prospective Trial

James J akubl, Judy Bougheyz, Tina Hiekenz, Mara Piltinz, Antonio Fortel, Aparna Vijaysakaranz, Jenna Sturzz, Monica
Mazurl, Kimberly Corbinz, Laura Vallowl, Jeffrey J ohnsonz, Mary Mrduttz, Vahe Fahradyanz, Zhuo Lil, Sophia
Blumenfeldl, Amy Degnimz, Kathleen Yostz, Andrea Chevillez, Sarah McLaughlin1

IMayo Clinic, Jacksonville, FL, 2May0 Clinic, Rochester, MN

Background/Objective: Although rates continue to decrease steadily, some patients with breast cancer still require
axillary lymph node dissection (ALND). Immediate lymphatic reconstruction (ILR) has been proposed to decrease
lymphedema rates. The primary aim of our study was to determine if ILR decreased the incidence of lymphedema in
patients undergoing ALND.

Methods: Two-site pragmatic study of ALND with or without ILR, employing surgeon-level cohort assignment at the
individual surgeon level, based on breast surgeon’s preferred standard practice, similar to a 2-arm cluster-randomized
design. Patients undergoing ALND between 2018-2022 were enrolled. Lymphedema was ascertained by 5 methods:
Patient self-report, Provider EHR documentation, ICD-10 codes, Limb volume measurements (relative volume change of
>5% and >10%) and Validated patient questionnaire. To control for baseline differences between the cohorts, a propensity
score was calculated based on demographic and clinical variables, and was included as a covariate in multivariable
models.

Results: 230 patients with breast cancer were enrolled; on an intention to treat basis, 99 underwent ALND and 131
ALND with ILR. Of the 131 patients preoperatively planned for ILR, 115 (87.8%) underwent ILR; 72 (62.6%) were
performed by one breast surgical oncologist and 43 (37.4%) by fellowship trained microvascular plastic surgeons, with a
median of 1.0 lymphatic-venous anastomosis per patient (range 1-6). Median patient age was 57.2. Clinical T category
was >T2 in 168 (75.3%), 98 (42.6%) were pN2 or pN3 and 24 (10.5%) underwent ALND for recurrence. The median
number of axillary LNs pathologically identified was 21 with a median of 2 positive. Median LN metastatic size was 1.0
cm and 114 (63%) exhibited extranodal extension. 179 (77.8%) patients received chemotherapy, 178 (77.4%) neoadjuvant
systemic therapy (150 chemotherapy, 43 endocrine therapy and 15 both), and 208 (90.4%) adjuvant regional nodal
irradiation. Patient self-reported freedom from lymphedema at 6, 12, 24, and 36 months was 81.7%, 69.8%, 64.4%,
60.2%, respectively and not statistically different between the 2 cohorts (Figure). Considering all patients and
ascertainment strategies there was no significant difference between those undergoing ILR or not (p=0.28). Lymphedema
rates when captured by ICD-10 codes alone were lower with ILR, in both the intent to treat (p=0.014) and treatment
received cohort (p=0.028). We did not find a statistically significant difference in limb volume measurements between the
two cohorts when a >5% limb volume change definition was used. ILR was associated with an increased risk of
lymphedema when defined as >10% limb volume change on univariable analysis, but not on multivariable analysis after
propensity score adjustment. Our results were consistent regardless of whether the ILR was performed by a breast or a
microvascular-trained plastic surgeon.

Conclusions: We found no difference in lymphedema rates between patients undergoing ALND with or without ILR in a
prospective trial utilizing multiple definitions of lymphedema, with the exception of decreased lymphedema rates with
ILR defined by ICD-10 codes.
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1675935 - Self-reported Management of Inflammatory Breast Cancer Among the American Society of
Breast Surgeons Membership: Consensus and Opportunities

Alexa Glencer, Kerollos Wanis, Sarah DeSnyder, Anthony Lucci, Taiwo Adesoye, Susie Sun, Kelly Hunt, Mediget
Teshome

University of Texas MD Anderson Cancer Center, Houston, TX

Background/Objective: Inflammatory breast cancer (IBC) is rare and biologically aggressive with worse prognosis
compared to non-IBC. Standard of care treatment consists of trimodality therapy without current evidence to guide de-
escalation strategies. The objective of this study was to assess management strategies among American Society of Breast
Surgeons (ASBrS) members and identify areas of consensus and debate.

Methods: An anonymous survey was distributed to ASBrS members from March-May 2023. Demographic information
was obtained and questions asked related to clinical experience and management of stage III and IV IBC. Agreement was
defined as a shared response by >80% of respondents. Responses for areas of disagreement were stratified by years in
practice, fellowship training, and estimated annual IBC patient volume (low 0-5, high >5). Fisher’s exact test was used to
calculate associations among these variables.

Results: The survey was administered to 2337 members with 465 (19.8%) respondents. 399 (17.1%) completed all
questions and defined the study cohort. Distribution of years in practice was 26.0% 0-10 years, 26.6% 11-20 years, and
47.4% >20 years. 51.2% reported surgical oncology or breast fellowship training, 69.2% maintain a breast-only practice,
and 73.5% estimated treating 0-5 IBC cases/year. Agreement was identified in the work-up of suspected IBC with
mammogram (97.5%), ultrasound (breast 79.4%, ipsilateral axilla 89.0%) and PET or CT chest/abdomen/pelvis with bone
scan (89.5%). Regarding management of stage III IBC, 99% endorsed trimodality therapy (neoadjuvant chemotherapy,
surgery, radiation) and 82% perform total mastectomy for the breast primary. Agreement was also observed for
management of cN3 IBC with axillary lymph node dissection (ALND) +/- level III (82.5%) and definitive radiation of
supraclavicular nodes regardless of chemotherapy response (favorable 84.5%, non-favorable 95.5%). Lack of agreement
was observed in routine use of contralateral axillary ultrasound, skin punch biopsy, medical photography, surgical
management of the axilla in cNO and cN1-2, reconstruction timing, contralateral prophylactic mastectomy (CPM), and
routine use of axillary reverse mapping/ lymphedema prevention surgery (Table 1). Years in practice and fellowship
training were associated with differences in axillary management such that respondents with < 10 years in practice and
those with fellowship training were more likely to perform routine ALND for cNO-N3 stage III IBC. No significant
associations were observed comparing IBC annual volume. When surgery is considered for de novo stage IV IBC, 57.1%
of respondents reported routinely performing total mastectomy and 29.1% ALND (+/- level I1I). Management of stage IV
disease with isolated contralateral axillary metastasis was varied (20.3% ALND, 39.8% sentinel lymph node/targeted
axillary dissection, 15.8% radiation alone, 24.1% no local therapy).

Conclusions: Among ASBrS members, there is consensus in the clinical evaluation, treatment sequencing, surgical
approach for the breast primary, and local-regional approaches to cN3 disease in stage III IBC. However, differences exist
in reported surgical management of the axilla with uptake of de-escalation strategies particularly among surgeons with
>10 years in practice and without fellowship training. Lack of consensus was observed in local-regional management of
stage [V IBC. Further research is needed to understand trends in treatment and associated oncologic outcomes in this
high-risk population.
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Table 1: Respondent answers to ASBrS IBC survey questions pertaining to management of Stage III IBC, categorized by
years in practice, fellowship training, and annual volume of IBC patients. Topics included refer to questions in which less than
80% of respondents agreed in their answer.

Years in Practice Fellowship Training IBC Annual Volume
Variable Overall
0-10 11-20 >20 p-value Yes No p-value 0-5 pts >5 pts p-value
Initial Work Up: Contralateral
Axillary Ultrasound
All IBC Patients 58 (14.5%) 10 (9.6%) 18 (17.0%) 30 (15.9%) 0.232 31 (15.2%) 27 (13.8%) 0.653 41(14.0%) 17(16.0%) 0.876
Select IBC Patients 224(56.1%) | 69 (66.3%) 59 (55.7%) 96 (50.8%) . 110(53.9%) | 114(58.5%) g 163(55.6%) | 61(57.5%) .
Not Performed for IBC Patients 107(26.8%) | 22(21.2%) 27 (25.5%) 58 (30.7%) 59(28.9%) | 48(24.6%) 81(27.6%) | 26(24.5%)
Unsure 10 (2.51%) 3(2.9%) 2 (1.9%) 5 (2.6%) 4 (2.0%) 6(3.1%) 8(2.7%) 2 (1.9%)
Medical Photography
All IBC Patients 124(31.1%) | 39(37.5%) | 34(32.1%) | 51(27.0%) 76 (37.3%) | 48 (24.6%) 85(29.0%) | 39(36.8%)
Select IBC Patients 146(36.6%) | 36(34.6%) | 44(41.5%) | 66 (34.9%) 0.149 72(35.3%) | 74(37.9%) 0.036 104(35.5%) | 42(39.6%) 0.07
Not Performed for IBC Patients 94(23.5%) | 22(21.2%) 17 (16.0%) | 55 (29.1%) 40(19.6%) | 54(27.7%) 73(24.9%) | 21(19.8%)
Unsure 35 (8.8%) 7(6.7%) 11 (10.4%) 17 (9.0%) 16 (7.8%) 19 (9.7%) 31(10.6%) 4(3.8%)
Skin Punch Biopsy
All IBC Patients 172(43.1%) | 36(34.6%) 42 (39.6%) 94 (49.7%) 0.01 76 (37.3%) 96 (49.2%) 0.023 140(47.8%) | 32(30.2%) <0.001
Select IBC Patients 198(49.6%) | 64 (61.5%) 57 (53.8%) 77 (40.7%) - 115(56.4%) | 83 (42.6%) g 140(47.8%) | 58(54.7%) g
Not Performed for IBC Patients 29 (7.3%) 4 (3.8%) 7 (6.6%) 18 (9.5%) 13 (6.4%) 16 (8.2%) 13 (4.4%) 16(15.1%)
Management of cNO Axilla
None 6 (1.5%) 0 1(0.9%) 5 (2.6%) 0.026 2(1.0%) 4(2.1%) 0.005 3 (1.0%) 3(2.8%) 0.158
SLND 140(35.1%) | 27(26.0%) 35(33.0%) 78 (41.3%) - 57 (27.9%) 83(42.6%) - 110(37.5%) | 30(28.3%) .
ALND 253(63.4%) | 77(74.0%) | 70(66.0%) | 106(56.1%) 145(71.1%) | 108(55.4%) 180(61.5%) | 73(68.9%)
Management of ¢cN1-2 Axilla
None 1(0.3%) 0 0 1(0.5%) 0 1(0.5%) 1(0.3%) 0
SLND 12 (3.0%) 1(1.0%) 2 (1.9%) 9 (4.8%) 0.033 3(1.5%) 9 (4.6%) 0.057 10 (3.4%) 2 (1.9%) 0.682
TAD 107(26.8%) 18 (17.3%) 32 (30.2%) 57 (30.2%) - 48 (23.5%) 59 (30.3%) g 80(27.3%) | 27(25.5%) .
ALND (level | and I1) 269(67.4%) | 83(79.8%) 71(67.0%) | 115(60.8%) 149(73.0%) | 120(61.5%) 193(65.9%) | 76(71.7%)
ALND (level 1, Il and Ill) 10 (2.5%) 2(1.9%) 1(0.9%) 7(3.7%) 4 (2.0%) 6(3.1%) 9(3.1%) 1(0.9%)
Post-mastectomy Reconstruction
Not offered at anytime 10(2.5%) 3(2.9%) 1(0.9%) 6 (3.2%) 4(2.0%) 6(3.1%) 9(3.1%) 1(0.9%)
Delayed for all cases 266(66.7%) | 73(70.2%) | 74(69.8%) | 119(63.0%) 0716 139(68.1%) | 127(65.1%) 0511 196(66.9%) | 70(66.0%) 0.664
Immediate in selected cases 67 (16.8%) 14 (13.5%) 15 (14.2%) | 38(20.1%) . 37(18.1%) | 30(15.4%) g 49 (16.7%) | 18(17.0%) g
Defer to plastic surgeon 49 (12.3%) 13 (12.5%) 13 (12.3%) | 23 (12.2%) 20 (9.8%) 29 (14.9%) 35(11.9%) | 14(13.2%)
None of above 7(1.7%) 1(1.0%) 3 (2.8%) 3 (1.6%) 4(2.0%) 3 (1.5%) 4 (1.4%) 3 (2.8%)
CPM at initial operation
Discourage for all 34 (8.5%) 8 (7.7%) 4(3.8%) 22 (11.6%) 16 (7.8%) 18(9.2%) 25 (8.5%) 9 (8.5%)
Offer if genetic predisposition 74 (18.5%) 21(20.2%) 23 (21.7%) 30 (15.9%) 37(18.1%) 37 (19.0%) 60(20.5%) | 14(13.2%)
Offer in selected cases without 19 (4.8%) 2(1.9%) 5 (4.7%) 12 (6.3%) 8(3.9%) 11(5.6%) 16 (5.5%) 3(2.8%)
genetic predisposition 0.055 0.248 0072
Discourage, offer delayed in selected 185(46.4%) 44 (42.3%) 50 (47.2%) 91 (48.1%) . 104(51.0%) 81 (41.5%) ) 125(42.7%) 60(56.6%) .
cases
Discourage, offer delayed for all 36(9.0%) 12 (11.5%) 10(9.4%) 14 (7.4%) 20(9.8%) 16 (8.2%) 26 (8.9%) 10 (9.4%)
Offer to all patients 42 (10.5%) 15 (14.4%) 14 (13.2%) 13 (6.9%) 17 (8.3%) 25 (12.8%) 36 (12.3%) 6(5.7%)
None of Above 9(2.3%) 2 (1.9%) 0 7 (3.7%) 2 (1.0%) 7 (3.6%) 5 (1.7%) 4(3.8%)
Axillary Reverse Mapping & LVB
No 229(57.4%) | 53 (51.0%) 58 (54.7%) | 118(62.4%) 107(52.5%) | 122(62.6%) 168(57.3%) | 61(57.5%)
Yes — Selective 57 (14.3%) 14 (13.5%) 17 (16.0%) 26 (13.8%) 37(18.1%) 20 (10.3%) 40(13.7%) | 17(16.0%)
Yes — All patients 71(17.8%) | 25(24.0%) | 20(18.9%) | 26(13.8%) 0.247 41(20.1%) | 30(15.4%) 0.064 52(17.7%) | 19(17.9%) 0.891
Refer to plastics for delayed 35(8.8%) 12 (11.5%) 9 (8.5%) 14 (7.4%) 17 (8.3%) 18(9.2%) 28(9.6%) 7 (6.6%)
management if needed
None of Above 7 (1.7%) 0 2 (1.9%) 5 (2.6%) 2 (1.0%) 5 (2.6%) 5 (1.7%) 2 (1.9%)
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1678051 - The Role of Clipping the Lymph Node in Clinically Node-positive Patients Treated with
Neoadjuvant Chemotherapy for Breast Cancer: Impact on Axillary Surgery in the ISPY-2 Clinical Trial

Kayla Switallal, Judy Bougheyz, Katrina Dimitroffl, Christina Yaul, Velle Ladores3, Hongmei Yu4, Mehra Golshan® ,
Gretchen Ahrendt6, Mara Piltinz, Anne Wallace7, Cletus Arcierog, Marissa Howard-McNattg, Jennifer Sonlo, Chantal
Reyna1 1, Todd Tuttlelz, Marie Lee!’ , Julia Tchou14, Roshni Rao !’ , Emilia Dieg016, Sheldon Feldman”, Nora

J askowiaklg, Arpana Naik19, Rachael Lancasterzo, Lauren PostlewaitZI, Ian Greenwaltzz, Kelly Hewitt23, Candice
Sauder24, Jennifer TsengZS, Ayemoethu Ma26, Peter Norwood> , Laura Essermanl, ISPY2 Locoregional Working Groupl,
Rita Mukhtar!

IUniversity of California - San Francisco, San Francisco, CA, 2May0 Clinic, Rochester, MN, 3Breast Care Center, UCSF
Health, San Francisco, CA, 4Quantum Leap Healthcare Collaborative, San Francisco, CA, Yale University, New Haven,
CT, 6University of Colorado Aurora, CO, 7Universz’ly of California San Diego Health, San Diego, CA, 8Em0ry University
Hospital, Atlanta, GA, 9 Wake Forest Baptist Health, Winston-Salem, NC, 1 oMedStar Georgetown University Hospital,
Washington, DC, 1 Loyola Medicine, Maywood, IL, 12 University of Minnesota, Minneapolis, MN, 1 3H. Lee Moffitt
Cancer Center, Tampa, FL, ! 4University of Pennsylvania, Philadelphia, PA, B Columbia University Vagelos College of
Physicians and Surgeons, New York, NY, 1 6University of Pittsburgh, Pittsburgh, PA, 1 7M0nteﬁore Medical Center, Bronx,
NY, ! 8University of Chicago, Chicago, IL, ¢ Oregon Health & Science University, Portland, OR, 2 OUniversity of Alabama
at Birmingham, Birmingham, AL, 21 Emory University School of Medicine, Atlanta, GA, 2 ZMedStar Georgetown
University Hospital, Washington, DC, 23 Vanderbilt University Medical Center, Nashville, TN, 24UC Davis Health

Comprehensive Cancer Center, Sacramento, CA, 25Cily of Hope Orange County, Irvine, CA, 20UCSF East Bay, Highland
Hospital Oncology, Oakland, CA

Background/Objective: For patients with clinically node-positive (cN+) breast cancer treated with neoadjuvant
chemotherapy (NAC), retrieval of the previously clipped, biopsy-proven positive lymph node during axillary surgery may
reduce false negative rates (FNR). However, there are mixed results regarding the benefits of routinely clipping biopsy-
proven positive nodes. This study evaluated the relationship between clipping nodes, axillary surgery, and false negative
rates (FNR) in cN+ patients on a NAC trial.

Methods: We retrospectively analyzed ¢cN+ ISPY-2 patients (2011-2022) who underwent sentinel lymph node surgery
(SLN)-only, SLN and axillary dissection (ALND), or ALND-only after NAC. We compared patients with and without
placement of a clip in the biopsy-proven positive lymph node, evaluating rates of clip placement, type of axillary surgery,
clip localization and retrieval rates, number of nodes removed, and FNR.

Results: Of 1,515 ISPY-2 patients, 801 (52.9%) were cN+, with 161 patients (20.1%) having a clip placed in the biopsy-
proven positive node prior to NAC. The percentage of cN+ clipped node patients increased from 2.4% to 36.2% from
2011 to 2021. Axillary surgery included SLN-only (40.1%), SLN and ALND (11.5%), and ALND-only (48.4%). Clipped
node patients were significantly less likely to undergo ALND-only compared to non-clipped node patients (0% vs 60.6%,
p<0.001) and more likely to undergo SLN-only surgery (75.1% vs 31.2%, p< 0.001). When adjusted for year of surgery,
multivariable logistic regression showed that clipped nodes were independently associated with higher odds of SLN only
surgery (OR 4.9, 95% CI 3.2-7.4, p< 0.001). In the SLN-only cohort (n=321), the average number of nodes removed did
not differ between clipped (n=121) and non-clipped node (n=200) patients (4.2 vs 4.1, p=0.9). However, clipped node
patients undergoing SLN-only and clip localization had more lymph nodes removed compared to those without
localization (4.6 vs 3.4, p=0.04). Of the 161 patients with clipped nodes, clip localization and retrieval status were
available in 147. Clip localization was associated with a higher rate of clipped node retrieval than without localization
(104/108, 96% vs. 22/39, 56%, p< 0.001). Retrieval rates of clipped nodes did not differ by localization method
(MagSeed: 25/25, 100% vs. Radioactive Seed: 29/30, 97% vs. Savi Scout 32/33, 97% vs. wire 18/20, 90%, p=0.356). In
cN+ patients who underwent SLN and ALND, the FNR for SLN surgery was 9.4% (95% CI: 0.4-18%) in those with
clipped nodes (n=40) and 12.8% (95% CI: 4-22%) in those without clipped nodes (n=52), which did not differ statistically
(p=0.603).
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Conclusions: Utilization of lymph node clipping among patients with ¢cN+ breast cancer has increased over the last
decade. Patients with clipped nodes are more likely to undergo SLN-only, independent of surgery year. In patients who
underwent both SLN and ALND, clipped and non-clipped node patients showed comparable FNRs. These results suggest
that clipping and localizing the biopsy-proven positive lymph node may facilitate a potential pathway towards less
invasive axillary surgery.

Figure 1: Patient distribution by group

ISPY2 patients (2011-2021)

N=1,515
I |
i N+
n=714 n=801
| |
Clipped LN Non-clipped LN
n=161 n=640
I [ | I | |
SLN only SLN+ALND  ALND only SLN only. SLN+ALND  ALND only
n=121 n=40 n=0 n=200 n=52 n=388
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1680027 - Presentation and Management of Granulomatous Mastitis in the United States: Results of an
American Society of Breast Surgeons Registry Study

Nimmi Kapoorl, Howon Ryuz, Linda Srnith3, Jingjing Zhouz, Katrina Mitchell4, Sarah Blair?

1 UCLA Medical Center - Los Angeles, Woodland Hills, CA, 2 UCSD, San Diego, CA, 3Xraynm, Albuquerque, NM,
4Ridley—T ree Cancer Center, Santa Barbara, CA

Background/Objective: Granulomatous lobular mastitis (GLM), also referred to as idiopathic granulomatous mastitis, is
an uncommon, benign, often chronic inflammatory disease that traditionally was managed with surgery; however, medical
management of GLM has become more frequent. The purpose of this American Society of Breast Surgeons (ASBrS)
prospective, multi-site registry study was to examine clinical outcomes of GLM and to identify treatments associated with
the shortest time to improvement of symptoms.

Methods: Members of the ASBrS entered prospective data into a registry created in the Mastery of Breast Surgery [
database. Data on patient demographics, disease severity, method of diagnosis, and bacterial cultures was collected. Initial
and on-going treatment and symptoms at 1, 3, 6, and 12 months was recorded. Symptom severity was graded as follows:
mild, involving < 10% of the breast; moderate, involving 10-25% of the breast; or, severe, involving >25% of the breast.
Medical intervention included use of non-steroidal anti-inflammatories, antibiotics, steroids and other immune-modulating
agents, and topical medications. Surgical intervention included needle aspiration, incision and drainage, and excision. Chi-
square and Fischer exact tests were used to identify variables associated with improvement or resolution of symptoms
(I/R) compared to patients with worsening or stable symptoms (W/S) and logistic regression analysis was used to identify
treatments associated with fastest I/R of symptoms.

Results: 107 patients entered by 45 surgeons had sufficient data for inclusion. Mean patient age was 36, most were either
Hispanic (47.7%) or Caucasian (22.4%), and more were from the Southwest (39.3%). Bacterial cultures were sent on 59
patients and 26 (44%) showed bacterial growth. Treatment interventions included medical (72%), surgical (5.6%), or a
combination (17.8%); five patients underwent observation alone (4.7%). Steroid treatment was used for 79 patients,
including 40 who received intralesional steroid injections. Patients who presented with severe symptoms were more likely
to undergo initial surgical intervention compared to those with mild or moderate symptoms (22.2% vs 5%, p=0.006).
Within the registry, 57.5% of patients had a change in treatment. 81 patients (75.7%) experienced I/R without further
relapse at follow up of 1 month (n=29, 35.8%), 3 months (n=21, 25.9%), 6 months (n=19, 23.4%), or 12 months (n=12,
14.8%). On univariate analysis, patients with I/R were slightly older than patients with W/S symptoms, (36.9 vs 33.1
years, p=0.045); however, no other variables were associated with I/R including patient race, demographic, disease
severity, positive bacterial culture, or treatment. On logistic regression, patients with I/R within one month were more
likely to receive steroid treatment initially than those without I/R by one month (p=0.036).

Conclusions: This ASBrS registry study captures a broad spectrum of GLM across the United States. Most patients are in
their 30s and Hispanic or Caucasian. The disease has a protracted course and treatment with steroids appears to be most
beneficial. Within the timeframe of this registry, 75.8% of patients experienced I/R of symptoms by one year and 27.1%
achieved this in one month. This data can help guide surgeons in treatment recommendations for this benign inflammatory
breast disease.

Table 1: Symptom severity of granulomatous mastitis and initial intervention
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Overall Observation Medical (Non-Steroid) Steroid Surgical P
N 107 14 41 42 10
Extent™® (%) 0.006
Mild 30(28.0) 8(57.1) 14 (34.1) 8 (19.0) 0(0.0)
Moderate 50(46.7) 6 (42.9) 18 (43.9) 22 (52.4) 4 (40.0)
Severe 27 (25.2) 0 (0.0) 9 (22.0) 12 (28.6) 6 (60.0)

*Extent: Mild: <10% of the breast involved; Moderate: 10-25% of the breast involved; Severe:
>25% of the breast involved

18



1685691 - Surveillance Strategies After Primary Treatment for Patients with Invasive Lobular
Carcinoma of the Breast: Method of Local Recurrence Detection After Breast-conserving Surgery

Elle Clellandl, Firdows Muj irz, Astrid Quirartez, Harriet Rothschildz, Helena Recordz, Mandeep Kaurz, Rita Mukhtar®

1 University of California, San Francisco, Loomis, CA, 2 University of California, San Francisco, CA

Background/Objective: Invasive lobular carcinoma (ILC) is the second most common histological subtype of breast
cancer after invasive ductal carcinoma (IDC). Many studies have shown that standard imaging techniques have lower
sensitivity for detecting ILC, a diffusely growing tumor type. Despite this, there are no data to guide the optimal
surveillance technique after completion of primary treatment specifically in ILC. We aimed to characterize the sensitivity
of various surveillance strategies for the detection of recurrence in patients who underwent treatment for primary ILC.

Methods: With institutional review board approval, we retrospectively analyzed a well-characterized prospectively
maintained institutional ILC database to identify all cases of recurrence after primary treatment for stage [-II1 ILC. In this
analysis, we specifically evaluated surveillance strategies and mode of recurrence detection for patients who had local
recurrence after undergoing breast conserving surgery (BCS) for ILC.

Results: From an institutional database of 813 women with ILC, we identified 120 patients with a recurrence event. Of
these cases, 38 (31.7%) had a local recurrence, 61 (50.8%) had a distant recurrence, and 21 (17.5%) had both a local and
distant recurrence. In the 118 cases with surgery type available in this cohort, 50% had BCS, and 50% underwent
mastectomy, with no difference in type of recurrence. Among those who underwent BCS, the surveillance strategy
included mammography in 71.4%, breast MRI with or without mammography in 21.4%, and physical examination only in
7.1%. The imaging surveillance method (mammogram versus breast MRI) was associated with significantly different
local recurrence detection rates (p< 0.001). For BCS patients having mammographic surveillance, 42.1% of local
recurrences were found on mammography, with the remaining 57.9% found on palpation. For patients having MRI
surveillance, 66.7% of local recurrences were found on MRI, compared to 33% found on palpation. In patients with no
imaging surveillance, all local recurrences were found on palpation. For BCS patients with local recurrence detected by
mammography, 71.4% had a mammogram in the prior year, while none had a breast MRI in the prior year. For local
recurrences detected by MRI, 40% had a mammogram in the prior year, and 40% had a breast MRI in the prior year. Of
the cases that presented as palpable findings, 50% had a mammogram within the prior year and none had an MRI.

Conclusions: In this study of patients with recurrence after primary treatment for stage I-11I ILC, we found variations in
surveillance strategies and differences in rates of imaging-detected recurrence by imaging modality. Breast MRI was
associated with significantly higher rates of imaging-detected recurrence compared to mammography. Interestingly, a
high proportion of recurrences were detected by physical examination, despite concerns about the non-palpable nature of
ILC. In this group, 50% had a mammogram within the prior year, suggesting relatively low sensitivity of routine
mammography. Although a small cohort, these data potentially support the use of breast MRI for surveillance after BCS
for ILC. Future data will examine the timing of recurrence and the impact of imaging strategy on long-term outcomes.
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1685824 — Real-world Implications of the SOUND Trial

Andreas Giannakoul, Olga Kantorz, Ko Parkz, Laura Dominiciz, Faina Nakhlisz, Elizabeth Mittendorfz, Tari King2

I MGH/BWH/DFCI, Everett, MA, 2Brigham and Women's Hospital, Boston, MA

Background/Objective: The SOUND trial randomized patients with cT1NO breast cancer and negative axillary
ultrasound (AxUS) to sentinel lymph node biopsy (SLNB) or no surgical staging and demonstrated that omission of
SLNB is noninferior to SLNB for oncologic safety. While the SOUND trial included all breast cancer subtypes, to begin
to examine the generalizability of these clinical trial results in real world practice, we chose to examine nodal disease
burden and oncologic outcomes among ¢T1NO HR+ HER2- negative breast cancer patients who would have been eligible
for the SOUND trial.

Methods: Patients with cTINOMO, HR+HER?2- breast cancer and negative preoperative AxUS or an isolated abnormal
lymph node with negative preoperative biopsy (SOUND eligibility criteria), who underwent upfront surgery including
SLNB from 2015-2022 were identified. Patient and tumor characteristics, disease burden, adjuvant treatment and
oncologic outcomes were examined.

Results: Of 3938 patients with cTINOMO HR+HER?2- breast cancer, 550 (13.9%) underwent AxUS, of which 510
(92.7%) met SOUND eligibility criteria. Compared to patients without preoperative AxUS, patients undergoing AxUS
were younger (median age 59 vs 63 yrs, p=0.001), had higher grade tumors (p< 0.001) and were more likely to undergo
mastectomy (20% vs 13.2%, p< 0.001). Oncologic outcomes at 3yrs including locoregional recurrence (LRR), distant
recurrence (DR), invasive disease-free survival (iDFS) and overall survival (OS) were not different between patients with
and without AXUS. Of the 510 patients meeting SOUND criteria, SLNB was omitted in 98 (19.2%), failed in one and was
completed in 411 (80.5%). Clinical and pathologic characteristics, overall nodal disease burden and recurrence rates for
“SOUND eligible” patients and the published SOUND population (SLNB arm) were similar. (Table 1) However, it should
be noted that our institutional cohort was limited to HR+HER?2- patients, median follow up was shorter (26.3 vs 69.6
months) and there were fewer postmenopausal patients (57.4% vs 78.8%). Among “SOUND eligible” patients, median
age was 56 yrs (22 — 80yrs), median tumor size was 1.3 cm and the majority had grade 1 or 2 disease (n=336, 81.7%).
Lumpectomy was performed in 312 (75.9%) patients, of whom 276 (88.5%) received whole breast radiation. At least one
positive SLN was found in 59 (14.3%) patients. Of those with positive nodes, 15 (25.4%) patients underwent axillary
dissection with additional nodal disease found in 9 (15.2%). At a median follow-up of 26.3 months (0.3 — 84.4 months)
there were 3 (0.7%) local recurrences, 3 (0.7%) regional recurrences, 4 (1.0%) distant recurrences and 3 (0.7%) deaths. 3-
yr rates of LRR were 0.0%, DR 0.9%, iDFS 98.4% and OS 100%.

Conclusions: Examination of our real-world cTINO HR+ HER2- “SOUND eligible” population suggests that nodal
disease burden and oncologic outcomes are similar; providing support for careful implementation of these clinical trial
results into multi-disciplinary clinical practice. Further investigation to determine the potential impact of omission of
surgical axillary staging on adjuvant therapy recommendations in the era of evolving precision medicine is underway.
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Table 1: Clinico-pathologic characteristics and outcomes among SOUND eligible patients

Patients, No (%)

HR+HER- SOUND SOUND population
eligible with SLNB randomized to SLNB
Characteristics (n=411) (n=708)
Age at surgery (yrs)
<40 33 8.0% 10 1.4%
40-49 102 24.8% 114 16.1%
50-65 188 45.7% 324 45.8%
>65 88 21.4% 260 36.7%
Median (IQR) age 55.5 (46-53) 60 (52-68)
Menopausal status
Premenopausal 167 40.6% 145 20.5%
Postmenopausal 236 57.4% 558 78.8%
Unknown 8 1.9%
Histology
Ductal 272 66.2% 551 77.8%
Lobular 56 13.6% 61 8.6%
Other 83 20.2% 96 13.6%
Pathologic tumor size
pTla 19 4.6% 71 10.0%
pT1b 97 23.6% 251 35.5%
pTlc 239 58.2% 355 50.1%
pT2 50 12.2% 31 4.4%
pT3 6 1.5% 0 0.0%
Median (IQR) tumor size (cm) 1.3 (0.8-1.5) 1.1 (0.8-1.5)
Grade
Gl 128 31.1% 194 27.4%
G2 208 50.6% 377 53.2%
G3 74 18.0% 130 18.4%
Unknown 1 0.2% 0 0.0%
Number of Pos SLNs
0 352 85.6% 599 84.6%
1 44 10.7% 83 11.7%
>2 15 3.6% 14 2.0%
No SLNB 0 0.0% 12 1.7%
Total number of Pos LN
0 352 85.6% 599 84.6%
1-3 54 13.1% 93 13.1%
4-9 4 1.0% 2 0.3%
>10 1 0.2% 2 0.3%
ALND
ALND performed 15 25.4%* 97 13.7%
Final breast surgery
Lumpectomy 312 75.9% 703 99.3%
Mastectomy 99 24.1% 5 0.7%
Oncologic outcomes
Ipsilateral breast recurrence alone 3 0.7% 7 1.0%
Regional recurrence alone 1 0.2% 3 0.4%
Ipsilateral breast and axillary recurrence 2 0.5% 2 0.3%
Distant metastasis 4 1.0% 13 1.8%
Death from breast cancer 2 0.5% 0 0.0%
Death from unknown cause 1 0.2% 21 3.0%
Median (IQR) follow-up (months) 26.3 (11.4-39.6) 69.6 (64-82.8)

*among those with pos SLN
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1688335 - Does the Type of Endocrine Therapy Differentially Affect Quality of Life in Older (= 70 years)
Women with Early-stage Breast Cancer?

Keva Li, Manjeet Chadha, Erin Moshier, Weijia Fu, Barry Rosenstein
Icahn School of Medicine at Mount Sinai, New York, NY

Background/Objective: There is limited data on health-related quality of life (HRQoL) in older breast cancer (BC)
patients. This study aims to examine patient reported outcomes (PROs) by type of endocrine therapy (ET) prescribed,
aromatase inhibitors (Al) or tamoxifen (Tam) to estrogen receptor positive BC patients >70 years with treated with breast
conservation surgery (BCS) + radiation therapy (RT) + ET.

Methods: This is a retrospective review of a multi-center prospective REQUITE study across Europe and North America.
Among the 2,057 women recruited, we identified 201 women >70 years and treated with BCS+RT+ET as the only
prescribed systemic therapy. The PRO data using the EORTC-QLQ-C30, and BR23 questionnaire was obtained at
baseline after BCS, post-RT, and at follow up 1, 2, and 3 years. The statistical methods for the study used a mixed model
analysis of variance and weighted by the propensity scoring.

Results: The overall mean age is 75.3 years, in which 65% received Al and 35% received Tam. The Tam group had
significantly more favorable pathological features compared to the Al group: smaller T-size (T1: 64% vs 77%; p=0.0057)
and lower grade (Grade 1: 26% vs 16%; p=0.0065) tumors. Both Al and Tam groups experienced borderline significant
decline in global health QoL from baseline and at 24 months and this persisted for the Tam group only at 36 months. Both
the Tam and AI groups showed comparable decrease in physical functioning at 24 months, but with a greater decline
observed in the Tam group at 36 months (-8.18, 95% CI: [-16.95, 0.59]; p=0.067). There was a negative impact on
cognition in both ET groups. However, examining the differences in mean change from baseline between the groups, we
observed Tam had a more negative effect on cognitive functioning than the Al group immediately after RT (-6.43, 95%
CI: [-12.64, -0.22]; p=0.0425) and at 36 months (-12.05, 95% CI: [-23.59, -0.5]; p=0.0408). The worsening symptoms of
insomnia from baseline observed in both groups was less likely to improve in the Al group compared to the Tam group at
12, 24, and 36 months (p=0.0086, 0.0719, and 0.0436, respectively). In addition, in both groups we observed a statistically
significant increase in systemic side effects from baseline, at post-RT, 12 months, and 24 months. However, at 36 months
the Al group continued to report significantly increased side effects (5.43, 95% CI: [1.57, 9.29]; p=0.0060). A statistically
significant difference in mean change from baseline between groups was noted with more arm symptoms in the Al group
at 36 months (11, 95% CI: [0.97, 21.03]; p=0.0316) compared to Tam group. No difference in pain symptoms or fatigue
were observed between the two groups.

Conclusions: This study illustrates a differential impact on HRQoL by type of ET prescribed in older BC patients. Tam
had a more significant negative effect on global health, physical functioning, and cognitive functioning. While Al was
associated with more systemic side effects and worse insomnia symptoms. Further research is needed to optimize
selection of risk-tailored ET options for treating older women.
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1688403 - Surgical Outcomes from the Phase 3 KEYNOTE-756 Study of Neoadjuvant Pembrolizumab
Plus Chemotherapy Followed by Adjuvant Pembrolizumab Plus Endocrine Therapy for Early-stage
High-risk ER+/HER2- Breast Cancer
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Background/Objective: Background: KEYNOTE-756 (NCT03725059) is a global, randomized, phase 3 study of
neoadjuvant pembrolizumab or placebo plus chemotherapy followed by adjuvant pembrolizumab or placebo plus
endocrine therapy (ET) in patients with early-stage high-risk ER+/HER2— breast cancer. The first interim analysis showed
a statistically significant improvement in pathological complete response (pCR) in the pembrolizumab plus chemotherapy
arm compared with the placebo plus chemotherapy arm (24.3% vs 15.6%; estimated difference, 8.5 percentage points,
P=0.00005). Understanding whether neoadjuvant immunotherapy affects surgical outcomes can help guide treatment
decisions for these patients. This exploratory analysis presents surgical outcomes in patients treated with neoadjuvant
immunotherapy in KEYNOTE-756.

Methods: Methods: Patients (>18 years) with T1c-2 (>2 cm) cN1-2 or T3-4 cNO-2, centrally confirmed, grade 3, invasive
ductal ER+/HER2— breast cancer were randomized 1:1 to receive pembrolizumab 200 mg Q3W or placebo as
neoadjuvant treatment, both given with paclitaxel QW for 12 weeks, followed by 4 cycles of doxorubicin or epirubicin +
cyclophosphamide (Q2W or Q3W at the investigator’s discretion). Patients underwent surgery (breast conservation or
mastectomy =+ sentinel lymph node biopsy or axillary dissection) no later than 6 weeks after the last dose of the
neoadjuvant treatment. Within 2—8 weeks post-surgery, patients received (£ sequential or concurrent radiation therapy)
adjuvant pembrolizumab or placebo for 9 cycles plus standard ET or until recurrence/unacceptable toxicity. Dual primary
endpoints are pCR (ypTO0/Tis ypNO) and EFS. Safety was a secondary endpoint. In this analysis, AEs were assessed from
day 0 (surgery day) to day 30 post-surgery before the first adjuvant treatment, including radiation therapy. Evaluation of
the rate of BCS following neoadjuvant treatment and residual cancer burden (RCB) assessed by local pathologists at the
time of surgery were prespecified exploratory objectives. RCB-0, 1, 2, and 3 denote increasingly bulky residual disease.

23



Results: Results: 1278 patients from 222 global sites were randomized to pembrolizumab + chemotherapy (n=635) or
placebo + chemotherapy (n=643). 614 (96.7%) patients in the pembrolizumab arm and 631 (98.1%) patients in the
placebo arm had documented surgery. The prospectively recorded type and timing of surgery were generally similar in
both treatment arms (Table). There were more patients with RCB-0 (24.7% vs 15.6%) and RCB-1 (10.2% vs 8.1%) and
fewer patients in the RCB-2 (40.8% vs 45.3%) and RCB-3 categories (20.5% vs 28.9%) in the pembrolizumab versus the
placebo arm. During post-surgery follow-up (days 0-30) and before starting adjuvant treatment, 32.1% of patients in the
pembrolizumab arm (n=614) and 30.7% in the placebo arm (n=631) experienced >1 AE. The only AE occurring in >5%
of patients in either arm was procedural pain (5.2% vs 6.5%, respectively). Treatment-related grade >3 AEs occurred in
1.3% and 0.5% of patients in the pembrolizumab and placebo arms, respectively (no grade 5 in either arm).

Conclusions: Conclusions: Data from KEYNOTE-756 show that addition of pembrolizumab to chemotherapy had no
adverse impact on surgical outcomes (including the type, timing, and safety of surgery) and shifted RCB to lower residual
disease categories. These results further support the benefit of this regimen in patients with early-stage high-risk
ER+/HER2- breast cancer.

Table 1.
Pembrolizumab + Placebo +
Chemotherapy Chemotherapy
Type of breast surgery, n (%o) n =635 n =643
Breast-conserving surgery 262 (41.3) 281 (43.7)
Mastectomy 351 (55.3) 350 (54.4)
Other® 1(0.2) 0
No surgery 21 (3.3) 12(1.9)
Timing of surgery®, median (range), mo
n=0614 n=630°
From end of neoadjuvant treatment to surgery 1.1 (0.1-10.8) 1.0 (0.1-7.0)
n=478" n=524¢
From surgery to adjuvant treatment 1.2 (0.1-6.8) 1.2 (0.1-6.0)

1 patient in the pembrolizumab plus chemotherapy arm had a single surgery through the axilla due to the
location of the primary tumor.

°This analysis was not a randomized comparison and should be interpreted with caution.
‘1 patient in the placebo plus chemotherapy arm did not receive neoadjuvant treatment but had surgery.

4136 patients in the pembrolizumab plus chemotherapy arm and 106 patients in the placebo plus
chemotherapy have not received adjuvant treatment following neoadjuvant treatment and surgery.
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Background/Objective: Internal mammary lymphadenopathy (IML) in patients with breast cancer is diagnosed by
radiographic assessment, usually without percutaneous biopsy. IML plays an important role in disease stage and prognosis
assessment. We aimed to evaluate method of IML detection, how IML impacts response to modern neoadjuvant
chemotherapy (NAC), and oncologic outcomes.

Methods: We evaluated patients enrolled in the prospective randomized ISPY-2 clinical trial from 2010-2022 for IML.
We captured method of IML detection (breast MRI, PET-CT or both) and compared the cohort with IML to those without.
Rates of locoregional recurrence (LRR), distant recurrence (DR) and event free survival (EFS) were compared by
bivariate analysis .

Results: Of 2,095 patients, 198 (9.5%) had IML reported on pre-treatment imaging. All patients had MRI per study
protocol (of which 8.9% had IML), and 505 patients (24.1%) had PET-CT (of which 8.7% had IML). Method of IML
detection was 154 (77.8%) by MRI only, 11 (5.6%) by PET-CT only and 33 (16.7%) by both MRI and PET-CT. Of the
patients who had IML by MRI with measurements reported (n=35/187), the mean largest node measured 7.52 mm (SD
3.18) overall. Of those with IML by PET with recorded SUVmax (n=38/44), the mean SUVmax was 4.39 (SD 3.8).
Factors associated with IML were younger age (p=0.001), larger tumors (p< 0.001), and higher tumor grade (p=0.027).
Biologic subtype was not associated with IML (p=0.95). Pathologic complete response (pCR) was slightly higher in the
IML group (41.4% vs 34.0%, p=0.05). Comparing patients with IML and without IML, there was no difference in type of
breast or axillary surgery performed (p=0.41, p=0.16) however patients with IML were more likely to undergo radiation
therapy (68.2% vs 54.1%, p< 0.001). With a median follow up time of 3.7 years (range 0.4-10.2), there was no significant
difference between patients with IML versus without in terms of LRR (5.6% vs 3.8%, p=0.25), DR (9.1% vs 7.9%,
p=0.58) or EFS (61.6% vs 57.2%, p=0.48). This was true for both patients with pCR and with residual disease. Of the
patients who had a pCR (n=727), presence of IML did not significantly impact LRR (2.4% vs 0.6%, p=0.14), DR (4.9%
vs 2.6%, p=0.282) or EFS (70.7% vs 68.4%, p=0.1). While patients without a pCR (n=1,279) had worse oncologic
outcomes overall, the presence of IML did not significantly impact LRR (8.5% vs 5.9%, p=0.29), DR (13.2% vs 11.3%,
p=0.527) or EFS (60.4% vs 54.8%, p=0.68) within this group.

Conclusions: In this large cohort of patients treated with neoadjuvant chemotherapy, oncologic outcomes were not
negatively impacted by the presence of IML. This was observed across patients who achieve a pCR in the breast and
axilla as well as those who do not. There was no difference in the type of breast or axillary surgery performed and those
with IML had higher rates of radiation therapy. We demonstrated that IML may influence treatment selection but is not a
poor prognostic indicator when treated with modern neoadjuvant chemotherapy and multidisciplinary disease
management.
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1684205 - Contemporary Axillary Surgical Management in Patients with Pathologically Node-positive
Disease After Neoadjuvant Chemotherapy - A Survey of Members of the American Society of Breast
Surgeons
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Background/Objective: While results of the Alliance A011202 clinical trial are awaited, there is controversy regarding
omission of axillary lymph node dissection (ALND) in breast cancer patients with pathologically node-positive disease
after neoadjuvant chemotherapy (NAC). The aim of this study was to understand when surgeons consider omitting ALND
in this setting, and what factors influence their decisions.

Methods: We surveyed members of the American Society of Breast Surgeons about their opinions regarding omission of
ALND in different clinical scenarios. Demographics and other responses were tabulated. To identify patterns, a multiple
correspondence analysis was performed followed by a cluster analysis on the coordinates provided by the former. Practice
patterns were then interpreted from these respondent clusters and Chi-square analyses were performed to determine if
cluster characteristics were significantly (P < 0.05) associated with practice patterns, specifically omission of ALND.

Results: 328/2,172 (15.1%) Society members completed the survey in February 2023. 60.7% reported they always and
30.8% reported they mostly offer sentinel lymph node surgery to cN1 patients who respond to NAC. 43.9% reported they
sometimes and 18.9% reported they often omit ALND despite detecting residual nodal disease after NAC, while 20.4%
reported they never omit ALND in this setting. Most (57.3%) respondents’ institutions did not participate in the A011202
trial and 63.7% respondents’ institutions never offer prophylactic lymphedema procedures. For both ¢cNO and cN1 patients
with residual nodal disease after NAC, respondents less often consider omitting ALND as volume of nodal disease
increases (Figure). 47.3% reported they would consider omitting ALND for cN1 patients with 1 micrometastasis, while
only 8.5% would consider omitting ALND for cN1 patients with 2 macrometastases. Respondents were more likely to
consider omission of ALND in ¢NO than in ¢N1 disease (P < 0.05 across all volumes). The most frequently reported
factors influencing decisions to omit ALND were administration of radiation (74.1%), patient age (70.1%) and
comorbidities (67.1%), and the number of positive sentinel nodes (61.3%). 87.7% reported that their radiation oncologists
target the level I-1I axilla for patients in whom ALND was omitted. The most common reasons for ALND omission
included the beliefs that ALND would not improve loco-regional (48.2%) or distant recurrence or survival (47.6%) when
axillary radiation is administered. Many also reported they consider omission because additional information provided by
ALND will not change adjuvant treatments (38.7%). There were 3 clusters of similar respondents. The respondent group
comprised of private practice surgeons, most practicing for 21 years or more, consider omitting ALND across all clinical
scenarios significantly more frequently than the other 2 clusters.

Conclusions: Surgeons are often considering omission of ALND in patients with residual nodal disease after NAC, but
are more likely to do so in patients with cNO than cN1 disease, and in patients with smaller volumes of residual nodal
disease. These decisions are based largely on a perceived lack of oncologic benefit despite the lack of data proving as
such.

Figures: Frequency surgeons report they would consider omitting ALND in ¢cNO and ¢N1 patients, based on residual nodal
volume
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1680655 - Clipped Axillary Node as a Potential Surrogate for Overall Axillary Nodal Status in
Inflammatory Breast Cancer Patients After Neoadjuvant Chemotherapy

Kush [ ohani, Tanya Hoskin, Judy Boughey, Tina Hieken, Amy Degnim
Mayo Clinic, Rochester, MN

Background/Objective: Axillary lymph node dissection (ALND) is the current standard of care for the management of
axilla in inflammatory breast cancer (IBC). Early reports showed high false negative rates (FNR) with sentinel lymph
node biopsy. The goal of the present study is to determine if the clipped axillary node accurately represents the overall
nodal status of axilla after neoadjuvant chemotherapy (NAC) in IBC.

Methods: After Institutional Review Board approval, our prospective breast surgery registry was reviewed to identify
IBC patients who had operation between 2017 and 2023, granted research consent, and had clip placement in a positive
axillary node at diagnosis. Clinical, imaging, pathological, and operative findings were analyzed. Use of radioactive I-125
seed localization was recorded, and operative notes, specimen radiographs, and pathology reports were reviewed to
confirm final status of clipped nodes. ER and PR status were classified as positive if > 1% of BC cells expressed
receptors. Her2-positivity was defined as IHC score of 3+ or amplified FISH. Statistical analyses were performed using
Fisher’s exact tests. Confidence intervals for estimated percentages were calculated using the Wilson method.

Results: 41 patients with IBC (median age=55, 80% invasive ductal, 10% invasive lobular and 10% mixed mammary)
underwent clip placement in the positive axillary node. Initial clinical nodal staging was cN1 (37%), cN2 (15%) and cN3
(49%). Tumors were HER2 enriched (44%), ER+/Her2- (34%), or triple negative (ER-/PR-/Her2-) (22%). All received
NAC, with post-NAC clinical nodal response assessed on imaging in 34 (83%), clinical exam in 6 (15%) and not
documented in one patient. Imaging or clinical exam nodal response post-NAC was complete in 29/40 (73%) and partial
in 11/40 (28%). Preoperative I-125 seed localization was performed in 17%. Removal of the clipped node in the ALND
specimen was confirmed in 36/41 (88%) patients, and pathologic status of the clipped nodes was available in 27/36 (75%)
(Fig. 1). Among 18 patients with retrieved clipped nodes that were pathologically negative, none had additional positive
nodes for a false negative rate of 0% (95% CI:0-18%). Conversely, all 9 patients with pathologically positive clipped
nodes had additional positive nodes in ALND specimen. Among the 5 patients without documented clipped node retrieval
in ALND, 1/5 (20%) had additional positive nodes in ALND. Overall, nodal pathological complete response (pCR) was
seen in 22/41 (54%) and was not statistically different among those with complete versus partial imaging/clinical nodal
response post-NAC (14/29=48% vs 7/11=64%, p=0.49). Nodal pCR was more frequent in patients where resection and
pathologic status of the clipped nodes was confirmed as compared to those where clipped node resections were confirmed
but the clipped node pathologic status was indeterminate (67% vs. 0%, p=0.001).

Conclusions: Clipped axillary node in IBC accurately represented the overall axillary nodal status in IBCs post-NAC.
The findings have important implications and suggest that IBC patients with histologically negative clipped axillary nodes
may not require ALND, and they may be appropriate candidates for targeted sentinel node dissection with removal of the
clipped node similar to other node positive patients treated with NAC.
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Figure 1: Flow chart of IBC patients with clip placement in the positive axillary node at initial diagnosis. ALND = axillary
lymph node dissection, IBC = inflammatory breast cancer
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1686230 - Accuracy of Breast MRI for Surgical Planning After Neoadjuvant Therapy for Patients with
Invasive Lobular Carcinoma
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Background/Objective: Breast cancer is the most common malignancy in women, with invasive lobular carcinoma (ILC)
being the second most common subtype. A major challenge in the treatment of ILC is the decreased sensitivity of standard
imaging tools. While breast MRI has the highest sensitivity, its utility in the pre-operative evaluation of patients with ILC,
particularly after neoadjuvant therapy, is unclear. We evaluated the accuracy of breast MRI for patients with ILC after
neoadjuvant treatment, comparing disease extent on MRI to tumor size on surgical pathology.

Methods: We identified neoadjuvantly treated patients from an institutional ILC database. We evaluated factors
associated with type of neoadjuvant therapy (chemotherapy [NACT] or endocrine [NET]), and abstracted pre and post
treatment MRI features from imaging reports (tumor phenotype as mass, non-mass enhancement (NME), or both; tumor
longest diameter/extent of disease). We determined concordance of longest tumor diameter on post-treatment breast MRI
with surgical pathology tumor size stratified by therapy type and MRI tumor phenotype, and evaluated rates of
underestimation of tumor size using Stata 18.0.

Results: Of the 223 patients with ILC who received neoadjuvant therapy, 139 (62.3%) had post-treatment MRI data
available and comprise the study cohort. Average age was 56.6 years (range from 27-83); 90 patients (64.8%) received
NACT and 49 (35.3%) received NET. NACT was significantly more common in those with hormone receptor-negative
disease or higher tumor grade. At baseline MRI, average tumor size was larger in the NACT group than in the NET group
(5.3 cm versus 3.8 cm, respectively, p=0.0037). After treatment, there was no difference in average tumor size on post-
treatment imaging between the NACT and NET groups (3.8 cm and 3.2 cm, respectively, p=0.266). Post-treatment tumor
phenotype on MRI after NACT versus NET was: mass in 57.8% and 42.2% respectively, mass plus NME in 60.0% and
40.0% respectively, and NME only in 69.8% and 30.2% respectively. These values did not differ significantly (p=0.481).
We found a moderate positive correlation between the size of the tumor on post-treatment MRI and on surgical pathology
after NACT (r=0.56) and after NET (r=0.69), (p< 0.0001 for both). However, post-treatment MRI underestimated tumor
size in 64.3% of patients. Underestimation on breast MRI was significantly more common in patients after NET compared
to NACT (78.4% versus 55.7%, p=0.023), and among patients with NME on post-treatment MRI (74.1% versus 51.2%,
p=0.02). The average size discrepancy between post-treatment MRI and surgical pathology was 0.99 cm (0.87 cm in the
NACT group vs 1.19 cm in the NET group).

Conclusions: Type of neoadjuvant therapy and tumor appearance on post-treatment MRI can influence the accuracy of
breast MRI for determining tumor size in patients with ILC. Patients with ILC who received NET and have NME on post-
treatment MRI are more likely to have underestimation of tumor size. Therefore, MRI may be less accurate for surgical
planning in these patients. These findings may influence the surgical approach including the use of shave margins and
specimen size, particularly in those patients who desire breast conservation therapy after neoadjuvant treatment for ILC.
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1687048 - Prepectoral Versus Subpectoral Breast Reconstruction After Mastectomy: Long-term Patient-
reported Outcomes and Surgical Outcomes
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Background/Objective: The subpectoral plane traditionally has been favored over the prepectoral plane in implant-based
breast reconstruction due to high rates of complications and unsatisfactory cosmetic results with the prepectoral plane.
With technical advancements, the paradigm has shifted over the past 10 years towards embracing prepectoral
reconstruction, which reduces animation deformity and pain from pectoralis elevation. Multiple studies have demonstrated
an acceptable complication profile and early patient satisfaction for prepectoral reconstruction. There is still limited
understanding of long-term results and patient reported outcomes (PRO) with prepectoral reconstruction. This study
evaluates long-term PRO and surgical outcomes for prepectoral versus subpectoral implant-based reconstruction.

Methods: Patients at our institution who underwent mastectomy with implant-based reconstruction from 2015 to 2020
were identified by retrospective chart review and contacted for prospective assessment using BREAST-Q domains to
assess PRO (see Table for domains assessed). Charts were reviewed for demographics, treatment characteristics, and
surgical outcomes. Univariate analyses were performed to compare characteristics and outcomes of patients undergoing
prepectoral and subpectoral reconstruction. Subgroup analyses comparing outcomes of patients who underwent post-
mastectomy radiation was also performed.

Results: In total, 560 patients had implant-based reconstruction in the study period; 125 (22%) completed the BREAST-Q
domains (prepectoral, n = 105; subpectoral, n = 20) and were included in the study. No significant differences in age, race,
BMI, ASA score, or comorbidities were observed between groups. The prepectoral group more commonly had a greater
number of direct to implant (57.1% vs. 10.0%, p< 0.01) as well as nipple sparing mastectomy procedures (50% vs. 20%,
p=0.04) than the subpectoral group. The average follow-up time was shorter in the prepectoral cohort (4.4 + 1.2 vs. 6.1 +
1.4 yrs., p< 0.01); however, all patients had minimum follow up of 2 years. There was no statistical difference in
complication rates between prepectoral and subpectoral (18% vs. 15%, p=0.709). Overall satisfaction with breasts was
similar between groups (Table). However, patients undergoing prepectoral reconstruction reported higher levels of
physical wellbeing, satisfaction with animation deformity, satisfaction with implant appearance, and satisfaction with
implant feel, compared to subpectoral reconstruction patients (Table). Radiation was associated with lower levels of
overall satisfaction with breasts, physical well-being, and satisfaction with implant feel in the prepectoral cohort, but not
in the subpectoral cohort . Conversely, radiation was associated with lower levels of satisfaction with animation deformity
and implant feel in the subpectoral cohort, but not in the prepectoral cohort (Table).

Conclusions: This is the largest study to date to evaluate the long-term PRO after prepectoral reconstruction. A strength
of this study is that it included only patients with >2 years of follow-up. While overall postoperative satisfaction was
similar between patients undergoing prepectoral and subpectoral reconstruction, the prepectoral approach was associated
with greater levels of physical well-being, satisfaction with animation deformity, and implant appearance/feel. Post-
mastectomy radiation resulted in worse PRO and appeared to differentially affect satisfaction domains based on the plane
of reconstruction. These results suggest the prepectoral approach may yield improved long-term satisfaction with breast
reconstruction, but further study is required to elucidate additional factors influencing long-term outcomes.

Table 1: BREAST-Q scores
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Table: BREAST-(Q) Scores

Overall Study Group

Prepectoral Subpectoral
Domain
Average + STDEV Average = STDEV__| P Value Scale
Satisfaction with Breast 61.8+18.1 57.9+207| 0.389 0-100
Physical Well-being: Chest 80.1+17.4 652+27.0| 0.002 0-100
Breast Animation Deformity 82.1 +20.0 63.8+22.4| <0.001 0-100
Satisfaction with Implant 1-4
(see) 3.0+1.0 24+1.0 0.021
Satisfaction with Implant 1-4
(feel) 3.0+0.9 25+1.0 0.017
Prepectoral Subgroup: Radiation versus No Radiation
No Radiation Radiation
Domain
Average + STDEV Average = STDEV | P Value Scale
Satisfaction with Breast 65.1+17.5 50.6+15.7| <0.001 05100
Physical Well-being: Chest 824+ 16.5 723+182] 0.012 0-100
Breast Animation Deformity 84.1+ 17.9 75.0+249| o0047| 0100
Satisfaction with Implant 1-4
(see) 3.1+1.0 26+1.1 0.051
Satisfaction with Implant 1-4
(feel) 3.1+0.8 2.5+1.1 0.005
Subpectoral Subgroup: Radiation versus No Radiation
No Radiation Radiation
Domain
Average £ STDEV Average £ STDEV P Value Scale
Satisfaction with Breast 58.8 4+ 21.0 55.0421.0 |  0.661 0-100
Physical Well-being: Chest 69.7+27.6 518+21.0] 0.096 0-100
Breast Animation Deformity 68.3+22.4 500+164| 0037| 0100
Satisfaction with Implant 1-4
(see) 2.6+ 1.0 18+08| 0043
Satisfaction with Implant 1-4
(feel) 2.6+ 1.0 2.0+£0.7 0.106
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1688070 - The Utility of Frozen Section Diagnosis Following Neoadjuvant Chemotherapy in Patients with
Clinically Node-negative HER2-positive or Triple-negative Breast Cancer

Kerollos Wanis, Alycia So, Alexa Glencer, Lianna Goetz, Susie Sun, Mediget Teshome, Rosa Hwang, Kelly Hunt, Lei
Huo, Puneet Singh

University of Texas MD Anderson Cancer Center, Houston, TX

Background/Objective: Axillary lymph node dissection is the current standard of care for patients with any positive
sentinel lymph nodes (SLNs) following neoadjuvant systemic therapy. Frozen section at the time of SLN biopsy can
provide immediate direction regarding the need for axillary dissection, allowing completion of all necessary axillary
surgery at the index operation. Despite this benefit, frozen section is resource (e.g., time and cost) intensive, technically
more challenging after neoadjuvant therapy, and may not be available in many settings. In this study, we estimate the
diagnostic test characteristics of SLN frozen section in patients with HER2-postive or triple negative breast cancer who
are clinically node negative prior to receiving neoadjuvant systemic therapy.

Methods: We collected clinical and pathologic data for a cohort of patients diagnosed with non-inflammatory, clinically
node negative HER2-positive or triple negative breast cancer whose treatment included neoadjuvant systemic therapy
(chemotherapy and anti-HER?2 therapy as appropriate) and who were treated at our institution from 2015-2019. All
patients worked up at our institution underwent pre-treatment axillary ultrasound. We estimated the true prevalence of
SLN positivity among all patients who received neoadjuvant systemic therapy, underwent SLN biopsy, and for whom
pathological data available. We further estimated the apparent and true prevalence of SLN positivity among those who
underwent frozen section evaluation, as well as the diagnostic test characteristics of frozen section in this population.

Results: There were 670 patients who received neoadjuvant systemic therapy and underwent SLN biopsy. The prevalence
of SLN positivity was 6.7% (95% CI: 4.9, 8.9). There were 485 patients who underwent frozen section analysis, with 287
(59.2%) triple negative, 62 (12.8%) ER/PR-HER2+, and 136 (28.0%) ER/PR+HER2+. Of those, 33 had >1 (median: 1,
range: 1-3) positive SLNs on final pathology giving a true prevalence of 6.8% (95% CI: 4.7, 9.4). A total of 19 patients
had a positive SLN on frozen section analysis (apparent prevalence: 3.9%, 95% CI: 2.4, 6.1). Frozen section sensitivity
was 57.6% (95% CI: 39.2, 74.5), specificity was 100% (95% CI: 99.2,100), positive predictive value was 100% (95% CI:
82.4, 100), and negative predictive value was 97.0% (95.0, 98.3). Final pathology in the 14 cases of false negative frozen
section showed isolated tumor cells (35.7%), micrometastases (42.9%), and macrometastases (21.4%). The sensitivity of
frozen section for isolated tumor cells or micrometastases was 35.3% (95% CI: 14.2, 61.7). Frozen section and final
pathologic results are contrasted in the Table, stratified by approximated breast cancer subtype. Among the 26 (79%)
patients who underwent axillary lymph node dissection following a positive SLN, 9 (34.6%) had additional positive
lymph nodes.

Conclusions: The true prevalence of positive SLNs in patients with clinically node negative HER2-positive or triple
negative breast cancer undergoing modern neoadjuvant systemic therapy is 1 in 15, and the probability of a positive
frozen section is less than 1 in 20. Frozen section sensitivity in this population is modest. These estimates suggest that the
utility of frozen section in this setting is limited, and evaluation of SLNs is best deferred to final pathology.
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Table 1: Frozen section versus final pathology results stratified by approximated breast cancer subtype

Table: frozen section versus final pathology results stratified by

approximated breast cancer subtype

ER/PR- HER2- Final pathology +  Final pathology - Total
Frozen section + 12 0 12
Frozen section - 8 267 275
Total 20 267 287
ER/PR- HER2+ Final pathology +  Final pathology - Total
Frozen section + &3 0 3
Frozen section - 1 58 59
Total 4 58 62
ER/PR+ HER2+ Final pathology +  Final pathology - Total
Frozen section + 4 0 4
Frozen section - 5 127 132
Total 9 127 136
Total Final pathology +  Final pathology - Total
Frozen section + 19 0 19
Frozen section - 14 452 466
Total 35 452 485
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1688229 - Outcomes of Oncoplastic Reduction Mammoplasty for Patients with Invasive Lobular
Carcinoma of the Breast: Positive Margins, Completion Mastectomy Rates, and Recurrence-free
Survival

Israel Falade, Kayla Switalla, Astrid Quirarte, Molly Baxter, Daniel Soroudi, Harriet Rothschild, Shoko Abe, Karen
Goodwin, Merisa Piper, Michael Alvarado, Bao-Quynh Julian, Cheryl Ewing, Jasmine Wong, John Rose, Laura
Esserman, Robert Foster, Rita Mukhtar

University of California - San Francisco, San Francisco, CA

Background/Objective: Oncoplastic reduction mammoplasty (ORM) allows for increased rates of successful breast
conserving surgery (BCS). However, its use in patients with diffuse tumors like invasive lobular carcinoma (ILC) is
debated due to concerns about management of margins and radiotherapy planning after extensive tissue rearrangement.
While we previously showed that patients with ILC who undergo immediate ORM have significantly lower risk of
positive margins compared to lumpectomy alone, the long-term safety of this surgical approach has not been studied in
ILC. Thus, we aimed to assess both short-term outcomes and the relationship between immediate ORM and recurrence
free survival (RFS) in patients with ILC.

Methods: We retrospectively analyzed a prospectively maintained institutional database of patients with ILC. We
assessed rates of positive margins, successful BCS, and RFS by type of BCS (lumpectomy alone, lumpectomy with
oncoplastic closure, and immediate ORM). Positive margins were defined as ink on tumor, and successful BCS was
defined as BCS cases that did not require completion mastectomy. RFS included survival without local or distant
recurrence, with patients censored at date of last follow up. Data were analyzed using Pearson’s chi-square test, ANOVA,
multivariable logistic regression, multivariable Cox proportional hazards models, and Kaplan—Meier survival analysis.

Results: Of 810 patients with stage I-1II ILC, 494 had BCS and comprised the study cohort. Among these 494 patients,
the average age was 61 years, with 66.0% undergoing lumpectomy alone, 17.4% having lumpectomy with oncoplastic
closure, and 16.6% receiving immediate ORM. Of the 82 patients who underwent immediate ORM, 26 (31.7%) had
positive margins, which did not differ compared to other types of BCS on univariate analysis. However, when adjusted for
tumor size and age, ORM was associated with significantly lower odds of positive margins (OR 0.3, CI1 0.1-0.5, p< 0.001).
Rates of successful BCS differed by procedure type, with ORM and lumpectomy with oncoplastic closure having
significantly higher rates of successful BCS compared to lumpectomy alone (87.8% and 94.9% vs 73.9%, p< 0.001). This
finding persisted on multivariate analysis adjusting for tumor size and age at diagnosis, with immediate ORM (OR 5.7,
95% CI2.5-12.9, p< 0.001) and lumpectomy with oncoplastic closure (OR 7.5, 95% CI 2.9-20.0, p< 0.001) being
associated with significantly higher odds of successful BCS. There was no significant difference in RFS between
immediate ORM and other types of BCS on univariate analysis (Figure 1). Additionally, in a Cox proportional hazards
model adjusted for clinicopathologic factors, there were no differences in RFS estimates for ORM (HR=0.6, 95% CI 0.2-
1.6, p=0.315) or lumpectomy with oncoplastic closure (HR=0.8, 95% CI 0.3-2.2, p=0.680) compared to lumpectomy
alone.

Conclusions: We found that immediate ORM for patients with stage [-III ILC was associated with lower odds of positive
margins, higher rates of successful BCS, and had no negative impact on RFS. These findings affirm the oncologic safety
of immediate ORM even in the setting of diffusely growing tumors such as ILC, and may indeed improve surgical
outcomes. As such, we would advocate for immediate rather than delayed ORM in patients with ILC who desire BCS.
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Figure 1: Kaplan Meier survival estimates by BCS procedure
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Massimo Ferruccil, Daniele Passeriz, Francesco Milardiz, Andrea Francavillaz, Matteo Cagoll, Tania Saibenel, Silvia
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1 Veneto Institute of Oncology 10V, Istituto di Ricovero e Cura a Carattere Scientifico, Padova, Veneto, Italy, 2 University
of Padua, Padua, Veneto, Italy

Background/Objective: The population of nonagenarians is growing worldwide, yet nearly 50% of very elderly breast
cancer (BC) patients receive suboptimal treatments. Despite pre-existing comorbidities and shorter life expectancy, 40%
of women aged 80 or older with BC die from cancer-related causes. Our study focuses on patients aged 90 or older,
aiming to analyze clinical and survival outcomes, and assess the potential benefits of surgery within this demographic.

Methods: This was a monocentric retrospective observational study conducted at the Veneto Institute of Oncology. We
enrolled patients aged 90 years or older with a new histologic diagnosis of BC, up to stage IV oligometastatic disease,
who were treated between January 2007 and December 2018. Patients were divided into three groups: standard
protocolled surgery (SS); palliative surgery (PS) without axillary surgery and/or cavity shaving; and no surgery (NS).
Clinical and pathologic features were recorded; recurrence rates and survival outcomes were analyzed.

Results: We enrolled 123 nonagenarians with a median age of 93 years (range 90-99). Among them, 45 patients (36.6%)
underwent SS, 36 (29.3%) PS, while 42 (34.1%) NS, respectively. The majority of patients (58.6%) were diagnosed with
stage II disease. Neoadjuvant hormone therapy was administered to 16% of patients, resulting in a partial response in
69.2% of cases, while 30.8% experienced disease progression. A total of 81 patients (65.9%) underwent surgery, with
mastectomy performed in 41% of cases, and wide local excision (WLE) in 59%. Mastectomy was more common among
SS patients (63%), while WLE was predominantly performed on PS patients (86.5%) (p< 0.01). Among SS patients,
sentinel lymph node biopsy was performed in 65.2% of cases, while direct axillary clearance in 30.4%. The overall
postoperative complication rate was 53.1%, with breast seroma being the most frequent (24.7%). SS reported a
significantly higher overall complication rate than PS (p< 0.01). Adjuvant hormone therapy was administered to 74.1% of
patients; adjuvant radiotherapy was recommended for only 17.3%. The overall recurrence rate among surgical patients
was 12.3%, while the disease progression rate in the NS group was 26.2%. The median overall survival (OS) was
significantly higher for patients undergoing surgery (54 months) compared to NS patients (29 months) (p< 0.001). BC-
related deaths were significantly higher in the NS group (32.4% vs. 9.1% and 7.1% in the SS and PS group, respectively;
p<0.01). No significant differences in OS and disease-free survival were found between the SS and the PS group (p=0.8
and p=0.4, respectively), nor between cNO patients undergoing SS or PS (p=0.7 and p=0.6, respectively). Among surgical
patients, the Charlson score was the only factor significantly associated with worse OS, according to a Cox regression
model (p=0.028). Age, tumor stage and, most importantly, the type of surgery (p=0.8) did not significantly impact OS.

Conclusions: Elderly patients represent a heterogenous group and warrant tailored BC treatments, taking their frailty into
account. A comprehensive geriatric assessment is strongly recommended. Surgery, whenever feasible, should be the
treatment of choice, even for nonagenarians. PS emerged as the best option for many, with other treatments reserved for
selected cases.
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Figure 1: Survival outcomes
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1688576 - Limitations in Utilizing Clinicopathologic Factors Alone in Identifying Patients with DCIS
Who Benefit from Radiotherapy After Breast-conserving Surgery

Julie Margenthalerl, Frank A Viciniz, Chirag Shah3, David Dabbs4, Fredrik Warnberg5 , Sheila Weinmann6, Michael

Leo6, Pat Whitworth7, Brian Czemieckig, G. Bruce Manng, Steven Shiverslo, Karuna Mittallo, Troy Bremer!*

IWashington University School of Medicine, St. Louis, MO, 2Michigan Healthcare Professionals, M1, 3 Cleveland Clinic,
Cleveland, OH, 4Preluder, Laguna Hills, FL, 5Sahlgrenska Academy at Gothenburg University, Gothenburg, Vastra
Gotaland, Sweden, SKaiser Permanente Center for Health Research, Portland, OR, "Nashville Breast Center, Nashville,

TN, SH. Lee Moffitt Cancer Center, Tampa, FL, 9Universily of Melbourne, Parkville, Victoria, Australia, IOPreluder,
Laguna Hills, CA

Background/Objective: Breast conserving surgery (BCS) with or without radiotherapy (RT) is a mainstay of ductal
carcinoma in situ (DCIS) management. Long-term breast cancer-specific survival rates are remarkably high, exceeding
95%, with this approach with over 70% of women not having a local recurrence with BCS alone, and therefore not
benefitting from the addition of RT. Thus, there is growing interest in appropriately de-escalating treatment for DCIS.
Traditionally, clinicopathologic (CP) factors have been used to identify low-risk DCIS patients. However, prospective
trials have failed to consistently identify a truly low-risk CP group that did not benefit from RT with respect to local
recurrence rate, or a clear high-risk CP group that consistently benefits from RT. The present study assessed the re-
classification of patients with high-risk CP factors into Low and High Risk groups defined by a 7-gene predictive
biosignature and associated rates of ipsilateral breast recurrence (IBR).

Methods: Women (n=926) from four international cohorts treated with BCS had samples analyzed at a CLIA lab (Laguna
Hills, CA). CP low-risk patients were identified using a) RTOG-9804-like criteria [Nuclear Grade 1-2 & Size <2.5cm &
non-Palpable & Screen Detected & margin negative (no-ink on tumor)] and b) MSKCC-like criteria [low-risk score< 220,
determined using nomogram weighted factors (excluding: number of re-excisions and RT treatment), and using no-ink-
on-tumor instead of close margin]. High-risk CP was defined as not meeting these criteria. The 7-gene biosignature
combined seven biomarkers with the four CP factors (age, size, palpability, margin status) using an algorithm reporting a
Decision Score (DS) and Residual Risk subtype (RRt). Women with high-risk CP were classified into biosignature Low
Risk (DS<2.8, no RRt) or High Risk (DS>2.8 +/- RRt). 10-yr IBR (DCIS/invasive) rates with and without RT were
estimated with Kaplan-Meier and Cox proportional hazard analyses.

Results: Overall, 49% and 65% of patients were initially classified into the CP high-risk groups by RTOG-9804-like and
MSKCC-like criteria, respectively. CP high-risk groups had 10-yr IBR rates of 24% and 21% after BCS without RT with
an absolute 16% (p<.001) and 13% (p< 0.01) IBR rate reduction with RT. The biosignature High-Risk group (63%,
n=588) had a 10-yr IBR risk of 25% after BCS alone with a significant RT benefit (10-yr IBR 8%, p<.001). The
biosignature reclassified 23% and 36% of CP high-risk patients into the biosignature Low-Risk group respectively; these
reclassified patients had low IBR rates without RT (5.9% and 6.8%) and a minimal, nonsignificant (2.9%, p=.5; 2%, p=.5)
absolute IBR rate reduction with RT. CP high-risk patients with concordant biosignature High-Risk demonstrated
significant RT benefit (Table 1). The 10-year IBR rates for CP high-risk patients in the Biosignature Low and High-risk
groups were comparable to the 10-year IBR rates of Biosignature Low and High-Risk groups for all patients.

Conclusions: The 7-gene predictive biosignature more reliably identified patients who benefited from RT compared to
using traditional high risk CP criteria (RTOG-9804-like, MSKCC-like). Importantly, CP high-risk patients who were re-
classified as biosignature Low-Risk had low 10-yr IBR rates and no significant difference with versus without RT.

Table 1.
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1688613 - Perception of Timely Breast Cancer Diagnosis and Treatment at NAPBC Centers
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Evanston, IL, 3T he University of Chicago, Chicago, IL, YFox Chase Cancer Center, Philadelphia, PA, 5University of
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Background/Objective: The aim of this study was to understand patient and breast center perception of timely breast
care at National Accreditation Program for Breast Cancer (NAPBC) accredited centers from screening to first breast
cancer treatment.

Methods: Centers submitted timeliness metrics from screening to first treatment in calendar days from 2019-2021 as part
of a NAPBC quality collaborative called PROMPT (Patient Reported Observations on Medical Procedure Timeliness).

The four timeliness metrics were screening mammogram (MGM) to diagnostic MGM, diagnostic MGM to biopsy, biopsy
to neoadjuvant therapy and biopsy to first surgery. We also compiled patient perceptions on time intervals thru qualitative
interviews. The number of days for each timeliness metric was compared to center and patient’s perception of timely care.

Results: 373 centers enrolled in the PROMPT study and submitted timeliness metrics. Twenty-eight patients participated
in qualitative interviews from 22 NAPBC sites. The median number of days from 2019 to 2021 was 11, 11 and 12 for
screening MGM to diagnostic MGM,; 8, 8 and 9 for diagnostic MGM to biopsy; 39, 40 and 42 for biopsy to surgery and
33, 32 and 34 for biopsy to neoadjuvant therapy. Centers and patients stated the time between a screening and diagnostic
MGM should be a median of 7 days and 5 days respectively, approximately a week shorter than the time reported by sites.
Centers and patients stated that the time between diagnostic MGM and biopsy should be a median of 7 days which was
nearly the same as reported by sites (8-9 days). Centers and patients stated that the time between a biopsy and first surgery
should be a median of 28 days and 21 days respectively, approximately 2-3 weeks shorter than reported by sites. Only 48
(15.2%) sites felt that the time interval between biopsy and treatment was longer than other sites. Patients stated that the
time interval from biopsy to meeting a surgeon should be 7 days and meeting a surgeon to surgery should be 14 days.
Centers stated that the time between a biopsy and neoadjuvant therapy should be a median of 21 days, approximately one
week shorter than reported by sites.

Conclusions: NAPBC center and patient’s opinions of time intervals between screening and treatment were all shorter
than actual reported time intervals with the exception of time from diagnostic MGM to biopsy. Time to surgery was the
longest time interval. Future quality initiatives are needed to improve the timeliness of breast cancer care.
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Table 1: Breast cancer care timeliness metrics from patient and center perspectives

Screening
MGM to Diagnostic Biopsy to
Diagnostic MGM to Biopsy to First Neoadjuvant
MGM Biopsy Surgery Therapy
Patient Perspective 5 days 7 days 21 days Not collected
Center Perspective 7 days 7 days 28 days 21 days
Reported Timeliness Metrics
2019 11 days 8 days 39 days 33 days
2020 11 days 8 days 40 days 32 days
2021 12 days 9 days 42 days 34 days
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1683885 - Does the Number of Positive Nodes in pN1 Premenopausal HR+/HER2- Breast Cancer Patients
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Background/Objective: The RxPONDER trial showed that premenopausal patients with pT1-2N1 HR+/HER2- breast
cancer benefit from adjuvant chemotherapy regardless of 21-gene Recurrence Score (RS). The trial grouped all N1
patients, but patients with limited nodal disease may have more favorable biology than those with more extensive nodal
involvement. We sought to evaluate if the number of positive nodes (+LNs) predicts chemotherapy benefit in pN1
premenopausal women with low RS.

Methods: From the National Cancer Database (2012-2020) we identified women aged < 50 (as proxy for menopausal
status) with pT1-2 N1 HR+/HER2- breast cancer with a known RS. Patients were stratified based on RS (<25 and >25)
and number of +LNs (1-3). We analyzed the clinicopathologic features of these subgroups and the adjuvant systemic
therapies received. We then compared overall survival (OS) between patients who received adjuvant combined
chemoendocrine therapy vs. endocrine therapy alone stratified by number of +LNs. Multivariable Cox proportional
hazards were used to estimate the impact of each factor on OS.

Results: We identified 12,017 women, 86% of whom had a RS< 25. Most patients (77%) had 1 +LN, while 18% had 2
+LNs and only 5% had 3 +LNs. Overall, 94% of patients received adjuvant endocrine therapy while 46% of patients
underwent adjuvant chemotherapy (RS<25: 39%, RS>25: 89%). Rates of endocrine therapy did not differ by number of
+LNs while rates of chemotherapy were higher with increasing number of +LNs for those with RS<25 (p< 0.001) but did
not vary by number of +LNs in those with RS >25 (p=0.72). Focusing on patients with RS<25, 38% had combined
chemoendocrine therapy (the rates of which varied by number of +LNs: 1 +LN: 34%, 2 +LNs: 46%, 3 +LNs: 56%, p<
0.001). With a median follow-up of 59 months, unadjusted median OS was 178 months. OS differed when patients were
grouped by number of +LNs and adjuvant treatment received (Figure, p< 0.001). OS was better in those with fewer +LNss,
and when chemoendocrine therapy was used in each LN group (p< 0.001). On multivariable analysis (adjusting for other
clinicopathologic features), factors associated with worse OS were Black race (HR 1.91), intermediate/high tumor grade
(HR 1.93 and 3.75), T2 tumors (HR 1.59), having 2 or 3 +LNs (HR 1.53 and 2.17), the use of endocrine therapy alone
(HR 1.64), and increasing RS (HR 1.08; all p< 0.05). Subset analyses of those with 1 +LN (for whom OS benefit of
chemotherapy was least) were very similar, with the same independent predictors as the larger cohort.

Conclusions: Patients < 50 with pT1-2N1 HR+/HER2- breast cancer and RS<25 have an OS benefit from combined
adjuvant chemoendocrine therapy regardless of the number of +LNs. However, the OS benefit is least among patients
with 1 +LN, and there may be a subset of these patients who derive a limited benefit from chemotherapy, and for whom
risks outweigh benefits. Correlation of these findings with disease-free survival and other clinicopathologic features
unavailable in this analysis may help to identify a subset of patients with low-risk disease who could safely avoid adjuvant
chemotherapy.

Figure 1: Kaplan-Meier curves of overall survival among women with pT1-2N1 HR+/HER?2- breast cancer and recurrence
score <25 stratified by number of positive lymph nodes (LNs) and adjuvant systemic therapy [ET, endocrine therapy
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Background/Objective: Identifying therapeutic targets is a primary focus of research for patients with triple-negative
breast cancer (TNBC), an aggressive tumor subtype that currently lacks treatment targets other than programmed death
ligand 1 (PD-L1). Since studies with novel antibody-drug conjugates have shown significant improvement in survival for
patients with HER2-low breast cancers, assessing HER2-status beyond “negative” appears to be a clinically relevant
distinction that may prove consequential for patients, especially those with TNBC. However, further investigation is
needed to better understand the biology and clinical significance of HER2-low expression in patients with hormone
negative breast cancers. Here, we aimed to perform an integrated analysis of genomics, transcriptomics, and epigenomics
in patients with TNBC-HER2-0 and TNBC-HER2-low.

Methods: We selected a cohort of female patients from The Cancer Atlas Genome (TCGA) with hormone receptor-
negative/HER2-negative, histologically confirmed, non-metastatic invasive breast cancer. Two cohorts were created
according to HER2 status: TNBC-HER2-0 (IHC 0) and TNBC-HER2-low (defined as HER2-IHC score of 1+ or 2+
without ERBB2 amplification by FISH assay). Gene mutation, DNA methylation, and gene expression datasets were
obtained using the TCGAbiolinks package on the R/Bioconductor. The Consensus Tumor Purity Estimation (CPE)
method was employed to select cases with at least 60% tumor content for gene expression and DNA methylation analyses.

Results: Of the 120 patients who met the study criteria, 40 patients (33.3%) were TNBC-HER2-0, and 80 (66.7%)
patients were TNBC-HER2-low (Figure 1A). No significant differences between clinicodemographic variables were
detected. Analysis of the mutational landscape showed that TNBC tumors classified as HER2-low had a significantly
higher mutation frequency of the PI3KCA gene (13% vs. 1%; p< 0.001, Figure 1B). Epigenetic analysis employing DNA
methylation distribution showed 946 differentially methylated sites (DMS >10%, p< 0.001), of which 758 showed an
increased DNA methylation level on TNBC-HER2-low tumors. Amongst these DMS, we identified higher methylation of
HLA genes, which are involved in antigen processing and presentation (Figure 1C). An additional comparison between
the gene expression programs of these tumor types revealed 452 differentially expressed genes (FC > 1, p< 0.01), with
310 upregulated genes in TNBC-HER2-low. Importantly, in agreement with the epigenetic analysis, gene enrichment
analysis to identify potentially active pathways revealed that TNBC-HER2-low tumors exhibited an immune evasive
phenotype characterized by a gene expression profile associated with lower T-cell and leukocyte activation and decreased
immune response (p< 0.001, Figure 1D).

Conclusions: Our study reveals distinct features in tumors classified as TNBC-HER2-low, including a higher frequency
of PI3KCA mutations, a common alteration of hormone positive breast cancer tumors, altered DNA methylation levels in
HLA genes, and immune-evasive gene expression patterns. Altogether, these findings suggest potential mechanisms of
immune evasion in TNBC-HER2-low tumors and offer insights into the unique biology of this subtype, which may guide
development of tailored treatment approaches.
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Figure 1: Comprehensive molecular characterization of TNBC-HER2-0 and TNBC-HER2-low tumors
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1683301 - Rurality and Income on Breast Cancer Qutcomes: An Analysis of the SEER Database

Suniah Am;bl, Lauren Postlewaitz, Clara F arley3, Olivia Cheng3, Caroline F iser3, Monica Rizzo3, Toncred Styblo3,
Cletus Arciero®

IEmory University, Canton, GA, ZEmory University School of Medicine, Atlanta, GA, 3Em0ry University, Atlanta, GA,
4Emory University Hospital, Atlanta, GA

Background/Objective: Disparate breast cancer outcomes have been reported in rural settings and for low-income
patients. There are limited data on the interaction between rurality and income in breast cancer outcomes, particularly at
the national level.

Methods: The NCI’s SEER 17 Registry was queried for new breast cancer diagnoses from 2000-2020. Analysis was
performed with SEER*Stat version 8.4.1. Location was defined according to SEER’s Rural-Urban Continuum Code
(RUCC), with urban=1-3 and rural=4-9. Annual income was defined in four brackets as <$35K, $35-50K, $50-75K, and
>$75K. Data was stratified by rurality and income level.

Results: Of 936,629 breast cancer cases identified, 836,708 (89.3%) were urban and 99,921(10.7%) were rural. In urban
settings, significantly more white (50.1%) and Asian (66.5%) patients made >$75K, while significantly more black
(68.6%) and Hispanic (59.1%) patients made <$75K (p< 0.01). Similarly, in rural settings, black (84.7%) and Hispanic
(56.8%) patients were significantly more likely to make <$50K compared to white (47.8%) and Asian (9.0%) patients (p<
0.01). Most patients were diagnosed at ages < 60 years (44.2%). In urban settings, the proportion diagnosed before the age
of 60 increased significantly with income (36.1% for <$35K vs 45.4% for >$75K, p< 0.01). There were no significant
differences in rates of male breast cancer in urban or rural settings across incomes (< 1%, p>0.05). Most patients were
treated within 3 months of diagnosis (97% urban, 98.5% rural). Most diagnoses were staged as “localized breast cancer”
(59.6-68.6%). Rates of regional and distant disease were significantly higher in incomes <$35K in urban (31.3% regional,
7.2% distant, p< 0.01) and rural settings (32.9% regional, 7.5% distant, p< 0.01) compared to higher income patients. In
terms of tumor biology, most cases were hormone receptor (HR) positive and Her2 negative (47%). Compared to >$75K,
significantly more patients with income <$35K had triple-negative breast cancer (TNBC) in urban (10.8% vs 6.1%, p<
0.01) and rural (9.5% vs 5.6%, p< 0.01) settings. Significantly higher rates of triple-positive breast cancer (TPBC) were
seen in incomes <$50K in urban (8.1% vs 6.7%, p< 0.01) and rural settings (7.0% vs 5.9%, p< 0.01). 5-year overall
survival, relative survival, and disease-specific survival were significantly lower in <$35K vs >$75K in urban (74.4% vs
85.5%; 88.4% vs 92.1%:; 83.4% vs 90.8%, p< 0.05) and rural settings (75.6% vs 84.9%; 84.6% vs 91.3%; 84.0% vs
90.5%, p< 0.05).

Conclusions: Among breast cancer patients in urban and rural settings, there are disparities in income levels associated
with race. Lower-income patients in both settings were less likely to be diagnosed before the age of 60, more likely to
have regional or distant disease, and more likely to have an aggressive subtype (TNBC, TPBC). There were no significant
differences in rates of male breast cancer between income strata and urban/rural settings. Overall, relative- and disease-
specific survival were significantly lower in <$35K incomes in both settings. The complex interaction between rurality
and income in terms of breast cancer outcomes merits additional study, but income level alone is a significant factor in
disparate outcomes regardless of rural-urban classification.

1679157 - The Utility of Routine Clinical Breast Examination for High-risk Patients in the Modern Era

Tien Hual, Morgan McCririe—Balcomz, Sergio Mendoza® , Jesse Kelley4, G. Paul Wright4, Jessica Thompson4

IMichigan State University College of Human Medicine, Grand Blanc, M1, ZMichigan State University College of Human

Medicine, Traverse City, MI, 3Michigan State University College of Human Medicine, Grand Rapids, M1, 4Michigan
State University College of Human Medicine, Corewell Health West, Grand Rapids, MI

Background/Objective: For women at increased risk of breast cancer development, NCCN guidelines recommend
clinical encounters every 6 to 12 months in order “to maximize earliest detection of breast cancers and assure ongoing risk
assessment”. In the interest of patient and provider safety during the COVID-19 pandemic, many healthcare systems
implemented telemedicine as an alternative option to in-person examinations. While there are many advantages associated
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with virtual visits, the appropriateness and impact of omitting routine clinic breast exams (CBE) for high-risk patients has
been questioned. A recent systematic review reported that the sensitivity of CBE (40-69%) is lower than screening
mammography (77-95%). Taking into consideration that accessibility to advanced breast imaging continues to readily
increase, our study aimed to assess the conventional merit of regular CBE for breast cancer detection among the high-risk
breast cancer patient population.

Methods: Following IRB approval, an institutional cancer database was utilized to retrospectively identify biological
women >18 years with at least one documented high-risk encounter at Corewell Health West between 1/1/2018 and
12/31/22. High-risk was defined as known genetic predisposition, 5-year risk >1.7% and/or lifetime risk >20% based on
Tyrer-Cuzick and/or Gail Model estimations, thoracic radiotherapy receipt before age 30, history of lobular carcinoma in-
situ and/or atypical hyperplasia. Patients with a history of breast cancer or bilateral prophylactic mastectomy prior to 2018
were excluded.

Results: Of the 2524 women meeting inclusion criteria, 39 (1.5%) were diagnosed with breast cancer during the study
period. Of the 39 individuals with a cancer diagnosis, 1 (2.6%) was detected by CBE, 10 (25.6%) were self-reported, and
28 (71.8%) were image-detected. The cohort of women with cancer had a combined total of 124 high-risk encounters
during the study period with an average of 4.3 visits per individual. Twenty-seven of the 28 women (96.4%) with image-
detected cancer had no detectable clinical findings at the time of their preoperative consultation. The individual with
CBE-detected cancer was a BRCA1 carrier, and of the self-reported breast cancers, 6 (60%) had a pathogenic mutation (5
BRCA1/2, 1 PALB2). Conversely, 16 (57.1%) women with screen-detected cancers had negative genetics. All 11 self-
reported and CBE-detected cases were invasive carcinoma (10 ductal, 1 mixed). Of the 28 image-detected cases, 20 were
invasive carcinoma and 8 were ductal carcinoma in-situ. Self-reported and CBE-detected cancers were more likely to be
of higher clinical stage (four stage I, six stage II, one stage IIl) compared to image-detected malignancies (ten stage 0,
fourteen stage I, four upstaged from excisional breast biopsy).

Conclusions: In a cohort of 2524 high-risk women, CBE resulted in 1 (0.03%) cancer diagnosis compared to 28 (1.1%)
detected with screening imaging and 10 (0.4%) self-reported. The role of routine CBE as a cancer detection modality in
the high-risk patient population appears to be limited. While in-person accessibility to specialized care remains
inequitable, virtual visit offerings may be an acceptable alternative for individuals who have completed screening imaging
but are otherwise unable to commit to or are inconvenienced by in-person high-risk breast cancer assessments.
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1684236 - Prospective Evaluation of Targeted Axillary Dissection in Breast Cancer Patients with
Advanced Nodal Disease

Neha Goell, Kristin Rojasl, Jessica Crystall, Isildinha Reisz, Jose Netl, Carmen Gomez-Femandez3, Susan Kesmodel'

1 UMiami, Sylvester Comprehensive Cancer Center, Miami, FL, ZSylvester Comprehensive Cancer Center, Miami, FL,
3University of Miami School of Medicine, Miami, FL

Background/Objective: Multiple clinical trials have demonstrated that false negative rates (FNR) of < 10% can be
achieved with targeted axillary dissection (TAD)/sentinel lymph node biopsy (SLNB) after neoadjuvant chemotherapy
(NACQ) in breast cancer (BC) patients with clinical N1 (cN1) disease at diagnosis. However, this procedure has not been
well-validated in BC patients with advanced nodal disease. We conducted a prospective clinical protocol to evaluate the
success and FNR of TAD after NAC in BC patients with advanced nodal disease at diagnosis.

Methods: BC patients from February 2022-June 2023 with biopsy-proven cN2/3 disease at diagnosis with a plan for NAC
and axillary lymph node dissection (ALND) were offered enrollment in this study evaluating TAD prior to ALND. SLN
mapping was performed using dual tracers (radiotracer + blue dye) and the clipped axillary lymph node (CLN) was
localized for every patient. The rates of CLN removal, SLN identification, and lymph node (LN) positivity were
evaluated. A false negative was defined as retrieval of a negative CLN and/or SLN in the setting of any positive residual
nodes. Using these definitions, FNRCLN, FNRSLN, and FNRCLN+SLN were calculated.

Results: Ten patients who met inclusion criteria were enrolled and underwent surgery. All patients were women, median
age was 54 years (range 39-70), 80% were White, and 40% Hispanic. (Table 1) Most had ¢T2/3 (90%) tumors, 50% had
cN3 disease, 70% of tumors were grade 3, and 50% of tumors were triple negative (TN). All patients received multiagent
chemotherapy and immunotherapy or targeted therapy based on tumor subtype. Three patients (30%) with TNBC had a
pathologic complete response (pCR) and 7 patients (70%) had residual axillary disease (AD). The CLN was removed in
all 10 patients. In 6 of 7 patients (85.7%) with residual AD the CLN was positive and in 1 of 7 it was negative (FNRCLN
14.3%). A SLN was identified in 6 patients (SLN identification rate 60%; the 3 patients with pCR and 3 of 7 patients
(42.9%) with residual AD). In all 6 patients where the CLN was positive, it was not a SLN. In the 3 patients with residual
AD where a SLN was identified, 2 of 3 SLNs were positive (66%) and 1 was negative (FNRSLN 33%). In the 1 patient
with residual AD with a negative CLN, the SLN was positive. Therefore, in all 7 patients with residual AD, a positive
CLN or SLN was identified (FNRCLN-+SLN 0%). In the 7 patients with residual AD, the median number of positive LNs
was 4 (range 1-9).

Conclusions: In this prospective pilot study of TAD in BC patients with advanced nodal disease, removal of the CLN
alone resulted in a FNR of 14.3% while removal of the CLN+SLN resulted in a FNR of 0%. SLNB alone was not
consistently successful, especially in patients with residual AD. Therefore, outside of a clinical trial, TAD/SLNB alone
should not be routinely utilized after NAC in BC patients with advanced nodal disease at diagnosis.
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Table 1: Clinicopathologic features of the study cohort

Patients N=10
Age, median {range) 54 (39-70)
Race
White 8
Black 1
Asian 1
Race
Non-Hispanic <]
Hispanic 4
Clinical T
4 i
2 5
3 4
Clinical N
2 5
3 5
Grade
2 3
3 7
Breast Cancer Subtype
ER+/HER2-*° 4
HER2+ &
TN® 5
Clinical Response to NAC?
Breast cCR® 6
Axilla cCR 7
Breast Surgery
Mastectomy 9
Lumpectomy i
yPathologic T
0 4
1 3
2-3 3
yPathologic N
0 3
1 2
2 5
TAD! Results
CLNB removed 10
SLN" identified 6
CLN positive 6
CLN =5LN 0
No additional LN+ 1
Additional SLN+/NSLN+ 1
Additional NSLN+ 4
CLN negative 4
CLN =5LN 4
Additional SLN+/NSLN+ 1.

aER=estrogen receptar, PHER2=human epidermal growth factor receptor-2, TN=triple negative,
“NAC=neoadjuvant chemotherapy, cCR=clinical complete respaonse, TAD=targeted axillary dissection,
8CLN=clipped lymph node, "SLN=sentinel lymph node, LN=lymph node, INSLN=non-sentinel lymph node
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1688054 - Trends in Management and Related Outcomes for Occult Primary Breast Cancer

Michelle LaBella, Julia Selfridge, Rachel Lile-King, Chris Agala, Philip Spanheimer, David Ollila, Kristalyn Gallagher
UNC Hospitals, Chapel Hill, NC

Background/Objective: Occult Primary Breast Cancer (OCPB) is a rare disease in which breast cancer is identified
within the axillary lymph nodes, but no primary tumor is located within the breast. Historically, axillary management of
these patients consisted of an axillary lymph node dissection (ALND). However, with increasing use of sentinel lymph
node biopsy (SLNB) after neoadjuvant systemic therapy, we sought to explore the recent utilization of different axillary
procedures in OCPB as well as outcomes for these patients.

Methods: The National Cancer Database was used to identify adult women diagnosed with non-metastatic breast cancer
with nodal disease but no primary tumor (¢cTON1-3M0) between the years 2010 to 2019 that underwent axillary lymph
node surgery. Characteristics of participants and their outcomes were described using frequencies and percentages and
measures of central tendency, including, mean, standard deviation, median and interquartile range. The Kaplan-Meier
curves were used to estimate the survival function between groups by type of lymph node surgery, with between group
comparisons being performed using Logrank test.

Results: 1607 patients met criteria for inclusion. At presentation, 68.2% of the ALND group met cN1 status, while 71.0%
of the SLNB+ALND and 82.8% of SLNB patients were ¢cN1. The median age at diagnosis was 61. 86.3% of patients
underwent ALND in 2012 and this decreased to 75.4% in 2017. SLNB+ALND use increased from 8.7% to 15.5% of
patients during this period, and SLNB similarly increased from 5.0% to 9.1% (p=0.0003). 25.3% of ALND patients
received neoadjuvant chemotherapy (NAC) while 38.1% of SLNB+ALND patients and 42.5% of SLNB patients
underwent NAC. 41.6% of the ALND group received radiation, while 50.3% of SLNB+ALND patients and 47.1% of
SLNB patients received this therapy. HER2 positivity was similar between groups (25.9% ALND vs 32.4%
SLNB+ALND vs 27.6% SLNB) as well as triple negative receptor status (23.3% ALND vs 21.0% SLNB+ALND vs
29.9% SLNB). Only 9.8% of ALND patients had nodal pathologic complete response (PCR), compared to 12.5% of
SLNB-+ALND patients and 27.6% of SLNB only patients. For patients with nodal PCR, there was no difference in overall
survival between ALND, ALND+SLNB, and SLNB alone groups (p=0.81) (Figure 1).

Conclusions: Most patients diagnosed with OPBC were treated with ALND, with a modest increase towards SLNB use
during the study period. The nodal PCR rate was low within the ALND group when compared to the SLNB only group.
Of the limited data available, there was no difference in overall survival with respect to axillary surgical procedure in our
patient population for patients with nodal PCR after NAC. This suggests that for carefully selected OPBC patients with an
excellent clinical response to NAC, omission of ALND may be considered if PCR is noted on SLNB.
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Figure 1: Overall survival for patients with nodal pathologic complete response treated with sentinel lymph node biopsy
(SLNB), SLNB with axillary lymph node dissection (ALND), and ALND alone
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1684573 - Evaluating Genomic Profiling Patterns of Use in Women with Hormone Receptor-positive,
HER2-negative Breast Cancer in Clinical T1-2N1 or T3NO Disease

Ashley Martin
Atrium Health Carolinas Medical Center, Clover, SC

Background/Objective: The use of genomic profiling via multigene assays (Oncotype DX® and MammaPrint®) in
early-stage breast cancer can be predictive of adjuvant therapeutic benefit. We have identified a subset of patients with
breast cancer that are HR-positive, HER2-negative, and clinically T1-2N1 or T3NO who pose a clinical conundrum in
determining the optimal timing of surgery and systemic therapy. Preoperative systemic therapy should be considered in
patients with cN+ disease along with c¢T1-3 patients who desire breast conservation but are not initially candidates.
However, it is not clear that all patients who fit these criteria derive benefit from neoadjuvant chemotherapy. Though not
validated in the neoadjuvant setting, genomic profiling has been used in clinical practice to guide decision-making
regarding order of therapy. In this study, we evaluate patterns of use of genomic profiling in this population and
investigate if results are associated with type of axillary and breast surgery.

Methods: This retrospective observational study at a single institution included adult women with HR+/HER2-, cT1-2N1
or cT3NO breast cancer between January 1, 2010 and September 29, 2022, who underwent genomic profiling and surgical
intervention. Rates of genomic profile timing were summarized by year. Rates of axillary and breast surgery type were
compared to genomic profile results and timeframe. Clinical and demographic characteristics were compared across the
pretherapy and postoperative cohorts. Pretherapy profiling was defined as performed before therapy (chemotherapy or
surgery). High-risk genomic profile results were defined as greater than 26 (Oncotype DX®) and High-Risk
(MammaPrint®). Cochran-Armitage trend, Chi-squared, and Fisher’s exact tests were used.

Results: Of the 84 patients included in the study, 80% were White, 16% Black, and 4% Other. Median age at diagnosis
was 60 years (range, 35-81). The rate of pretherapy genomic profiling significantly increased over the study period

(P <.001). Axillary surgery was not significantly associated with the timing of genomic profiling (SLNB: 87.5% pre,
77.9% post; ALND: 12.5% pre, 22.1% post; P=0.51). Breast surgery was significantly associated with the timing of
genomic profiling, favoring BCT in the pretherapy cohort (BCT: 81.2% pre, 47.1% post; TM: 18.8% pre, 52.9% post;
P=0.02). In patients with pretherapy profiling, 43.8% had neoadjuvant chemotherapy and 56.3% underwent upfront
surgery. Neoadjuvant chemotherapy was more frequently administered when pretherapy genomic profiling resulted as
high-risk (85.7% vs 14.3%, P =0.04).

Conclusions: Our study demonstrates an increasing trend in use of pretherapy genomic profiling over time, which is
consistent with observed clinical trends. Over 50% of patients underwent upfront surgery when pretherapy genomic
profiling was used to guide decision-making, who would have otherwise been offered neoadjuvant chemotherapy. We
observed de-escalation of breast specific surgery in more patients with pretherapy genomic profiles. Although, axillary
surgery was not associated with genomic profile timing in the overall cohort, the pretherapy use of profiling may have
influenced neoadjuvant chemotherapy recommendations over upfront surgery, with de-escalation of surgical therapy seen
in the pretherapy cohort. Overall, pretherapy genomic profiling may be useful in guiding timing of surgical and systemic
therapy recommendations in this challenging patient population. Further large-scale studies are required.
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Figure 1: Genomic profiling timing trend by year
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1688518 - Implementation of Choosing Wisely Recommendations for Lymph Node Surgery in Male
Breast Cancer

Catherine Pratt, Jenna Whitrock, Michela Carter, Jaime Lewis, Alicia Heelan
University of Cincinnati College of Medicine, Cincinnati, OH

Background/Objective: In 2016, the Choosing Wisely (CW) campaign identified certain breast cancer operations as low-
value and recommended deimplementation of surgical management of axillary nodes in specified patient populations. The
CW campaign recommended against (1) axillary lymph node dissection (ALND) for limited nodal disease in patients
receiving lumpectomy and radiation, and (2) sentinel lymph node biopsy (SLNB) in patients >70 years with hormone
receptor—positive, HER2-negative breast cancer. While studies exist evaluating the deimplementation of these lymph node
(LN) procedures for females, no analogous studies exist for male patients. This study aimed to assess trends in the
application of these recommendations for deimplementation of LN surgery in males with breast cancer.

Methods: The NCDB was queried for males diagnosed with breast cancer from 2017 to 2020. Patients were categorized
into two cohorts based on CW criteria 1 and 2, as defined above. Cohort 1 included all patients with T1-2, clinically node
negative breast cancer who underwent breast conserving therapy with planned whole breast radiation and <2 positive
nodes. Cohort 2 included all patients >70 years with T1-2, node negative, hormone-positive, HER2-negative breast
cancer. In Cohort 1, those who underwent SLNB alone (CW concordant) were compared to those who underwent ALND
or omission of LN surgery. In Cohort 2, those who underwent LN surgery were compared to those with omission of LN
surgery (CW concordant).

Results: A total of 617 patients met the criteria for Cohort 1. Of these, 73.1% underwent SLNB alone, compared to 11.8%
(ALND) and 15.1% (no LN surgery). Those who received SLNB alone were younger (median [Interquartile Range, IQR]
65 [58-72] vs 68 [58.5-77.6] vs 73 [64.5-85.6], p< 0.001) and were more likely to have private insurance (43.8% vs 41.7%
and 24.7%, p=0.0036) than those who received ALND or no LN surgery. There was no significant difference between
groups regarding race, type of cancer program, rural-urban influence, or Charlson/Deyo score. Since CW guideline
publication, the annual proportion of males who underwent SLNB alone (CW concordant) remained stable (Figure). A
total of 1,572 patients met the criteria for Cohort 2. Of these, 84.3% received LN surgery. Those for whom LN surgery
was omitted were older (median [IQR] 81 [76-87] vs 77 [73-81], p< 0.001) than those who underwent LN surgery. There
was no significant difference between groups regarding race, type of cancer program, insurance status, rural-urban
influence, or Charlson/Deyo score. Since CW guideline publication, the proportion of elderly males with early-stage
breast cancer who underwent LN surgery (CW disconcordant) has increased.

Conclusions: This study demonstrates a consistent proportion of males with breast cancer are undergoing management
different from the published Choosing Wisely campaign recommendations. In the two recommendations evaluated, most
males receive more invasive LN surgery in comparison to what is recommended in the campaign. These findings
reinforce the need for additional high-level data to define the optimal treatment strategy and application of axillary
surgery deimplementation for males diagnosed with breast cancer.
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Figure 1: Lymph node surgery approach in males who underwent breast-conserving therapy following Choosing Wisely
guideline publication
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1686222 - Staged Nipple Delay Procedure Expands Candidacy for Nipple-sparing Mastectomy

Xuanji Wangl, Alice Chungz, Armando Giulianoz, Farin Amersiz, Marissa Boylez, Jordan J acksonz, Christina Weedl,
Theodore Hu® , James Mirocha®

1 Cedars-Sinai, Los Angeles, CA, 2 Cedars Sinai, West Hollywood, CA, 3UCLA School of Medicine, Los Angeles, CA

Background/Objective: Nipple sparing mastectomy (NSM) has been adopted as a surgical technique to preserve the
nipple-areolar-complex (NAC) and to offer superior aesthetic outcomes compared to skin sparing mastectomy. However,
surgeons hesitate to offer patients NSM who have had prior breast operations, previous breast/chest wall radiation, high
body mass index (BMI) or smoke due to increased risk for NAC necrosis. Nipple delay (ND) is a staged procedure that
improves NAC perfusion in high risk NSM patients. This study compared postoperative outcomes between patients
treated with ND followed by NSM (ND-NSM) and NSM alone.

Methods: Patients who underwent ND-NSM or NSM alone from 2009-2022 were identified from a prospectively
maintained institutional database. Patient demographics, risk factors for NAC necrosis, tumor characteristics, treatment
factors, and surgical outcomes were compared. Univariate and multivariate analyses were performed to identify
significant variables associated with skin and NAC necrosis.

Results: Among 608 patients, 118 breasts had ND-NSM, and 954 breasts had NSM alone. There were no differences
between groups with regards to age, BMI, diabetes, cardiovascular risk factors, exogeneous steroid use, autoimmune
disorder, and smoking status. The ND-NSM group had higher rates of prior breast/chest wall radiation (7.6% vs. 2.1% p<
0.01), and prior breast operations (50% vs. 23.1% p< 0.01). Compared to NSM, the ND-NSM cohort was less likely to
undergo axillary surgery (39% vs. 55.7% p< 0.01) and was more likely to have autologous tissue reconstruction over
implant-based reconstruction (16.9% vs. 6.5% p< 0.01). For 90-day post-operative complications, there were no
differences between groups with respect to infection, skin necrosis, NAC necrosis, and seromas requiring aspiration.
There was higher risk for hematoma requiring operative evacuation in the ND-NSM cohort compared to the NSM cohort
(4.2% vs. 0.9%, p< 0.01). Notably, there were no cases of NAC necrosis in the ND-NSM group versus 19 (1.9%) breasts
in the NSM group (p=0.18). Four of the breasts with NAC necrosis in NSM group required operative debridement with
nipple resection. Only 1 (0.8%) breast had skin necrosis in ND-NSM cohort compared to 14 (1.5%) in the NSM cohort
(p=0.50) On univariate analysis, only history of breast/chest wall radiation was associated with a significant risk for skin
necrosis (p=0.023). Multivariate regression analysis showed that prior breast/chest wall radiation was associated with
increased risk of skin necrosis (OR=6.92, 1.31-36.99, p=0.023) and skin/NAC necrosis (OR=5.12,1.48-17.68, p=0.01).

Conclusions: ND-NSM was performed in more breasts that were previously radiated, and this cohort represents patients
at increased risk for skin/NAC necrosis. Despite the greater risk in the ND-NSM group, higher rates of necrosis were not
observed, and no nipples were lost. This suggests that NSM can be offered to patients at increased risk for skin and NAC
necrosis, but at the potential risk of more hematomas. A shared decision should be made with patients based on the risks
and benefits.
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Table 1: Clinical features and postoperative complications of nipple delay and nipple-sparing mastectomy

ND-NSM NSM P

Patients (n=63) _Bleasls (n=118) Patients (n=545) - Breasts (n=954) By Patient By Breast

Demographics

_Age (y) 49.4 49.2 48.7 48.2 0.61 0.3

Body Mass Index, n (%) 0.08 0.58
>=30 9 (14.3) 8(6.8) 43 (7.9) 79(8.3)
<30 54 (85.7) 110 (93.2) 503 (92.1) 875 (91.7)

Smoking, n (%) 0.65 0.58
yes 2(3.2) 4(3.4) 24 (4.4) 43 (4.5)
no 61 (96.8) 114 (96.6) 521 (95.6) 911 (95.5)

Diabetes, n (%)
yes 2(3.2) 4(3.4) 19 (3.5) 33 (3.5) 0.9 0.97
no 61 (96.8) 114 (96.6) 526 (96.5) 921 (96.5)

Cardiovascular Risk Factors, n (%)
yes 1(1.6) 2(1.7) 19 (3.5) 31 (3.2) 0.9 0.97
no 62 (98.4) 116 (98.3) 526 (96.5) 923 (96.8)

Exogenous Steroid Use
yes 0 (0) 0 (0) 5 (0.9) 8 (0.8) 0.9 0.97
no 63 (100) 118 (100) 540 (99.1) 946 (99.2)

Autoimmune Disorder, n (%)
yes 4(6.3) 8(6.8) 28 (5.1) 52 (5.5) 0.68 0.55
no 59 (93.7) 110 (93.2) 517 (94.9) 902 (34.5)

History of Breast/Chest Radiation, n (%) <0.01* <0.01*
yes 9 (14.3) 9 (7.6) 19 (3.5) 20 (2.1)
no 59 (93.7) 109 (92.4) 526 (96.5) 934 (97.9)

Prior Breast Surgery, n (%) <0.01* <0.01*
None 27 (42.9) 59 (50) 418 (76.6) 734 (76.9) <0.01* <0.01*
Augmentation 10 (15.9) 21 (17.8) 32 (5.9) 57 (6) <0.01* <0.01*
Reduction/Mastopexy 8 (12.7) 16 (13.6) 2 (0.4) 4 (0.4) <0.01* <0.01*
Excision/Segmental Mastectomy 18 (28.6) 22 (18.6) 93 (17.1) 159 (16.7) 0.03* 0.59

Neoadjuvant Therapy, n (%) 0.95 0.7
Yes 11 (17.5) 20 (16.9) 104 (19.1) 193 (20.2)

No 52 (82.5) 98 (83.1) 441 (80.9) 761 (79.8)

Axillary Surgery, n (%) <0.01* <0.01*
None 17 (27) 72 (61) 30 (5.5) 423 (44.3) <0.01 <0.01*
SLNB 39 (61.9) 39 (33.1) 394 (72.3) 407 (42.7) 0.09 0.04*
SLNB + ALND 7 (11.1) 7 (5.9) 121 (22.2) 124 (13) 0.04* 0.03*

Type of Reconstruction, n (%) <0.01* <0.01*
Tissue Expander 48 (76.2) 91 (77.1) 440 (80.7) 778 (81.5) 0.62 0.5
Direct to Implant 2 (3.2) 4 (3.4) 62 (11.4) 103 (10.8) 0.05 0.01*
Autologous Tissue 11 (17.5) 20 (16.9) 36 (6.6) 62 (6.5) <0.01* <0.01*
Unknown/No Reconstruction 2(3.2) 3 (2.5) 7 (1.3) 11 (1.2) - -

Postoperative Outcomes

Complications, n (%) 0.61 0.05
None 51 (81) 103 (87.3) 444 (79.6) 842 (87) 0.92 0.76
Infection 7 (11.1) 7 (5.9) 61 (10.9) 71(7.3) 0.85 0.44
Skin Necrosis 1 (1.6) 1 (0.8) 13 (2.3) 14 (1.5) 0.69 0.59
Nipple-areolar-complex Necrosis 0 (0) 0 (0) 17 (3) 19 (2) 0.04* 0.04*
Seroma (requiring aspiration) 1(1.6) 2 (1.7) 14 (2.5) 14 (1.4) 0.63 0.85
Hematoma (requiring evacuation) 3 (4.8) 5 (4.2) 9 (1.6) 8 (0.8) 0.09 <0.01*

p values with * are significant
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1685100 - Extreme Oncoplasty versus Mastectomy: Equal Recurrence and Survival, Better Cosmesis

Deena Hossinol, Nirav Savaliaz, Sadia Khanz, Melvin Silverstein®

IUniversity of Southern California/Hoag Memorial Hospital, Los Angeles, CA, ZUniversily of Southern California/Hoag
Memorial Hospital, Newport Beach, CA

Background/Objective: Extreme oncoplasty is a breast conserving operation using oncoplastic techniques in a patient
who does not meet the traditional criteria for breast conservation and in whom, most physicians would suggest a
mastectomy. These tumors are larger than 50mm, generally multicentric and/or multifocal, or they can be large
recurrences in a previously irradiated breast. The term extreme oncoplasty was published and coined in 2015, although we
been performing the procedure since 2008.

Methods: A prospective database was queried for patients treated at a single institution from 2008 to the present who met
the criteria for extreme oncoplasty and received whole breast treatment, either: excision plus whole breast radiation
therapy (WBRT) or mastectomy. This group totaled 373 patients: 272 patients were treated with oncoplastic
mammaplasty, using a standard or split reduction excision followed by post-operative WBRT; 101 patients elected to be
treated with mastectomy without additional radiation therapy. Endpoints were local, regional, and distant recurrence as
well as breast cancer specific survival and overall survival. Kaplan-Meier Analyses were used to predict recurrence and
survival probabilities. Curves were compared with the log-rank test.

Results: Tumor span was similar for both groups: 77 mm for mastectomy and 74 mm for extreme oncoplastic cases (p =
ns). With a median follow-up of 7 years, there were no significant differences in local, regional, or distant recurrence, nor
in breast cancer specific survival or overall survival. Among the 272 patients treated with extreme oncoplasty and WBRT,
there were 14 local recurrences and 9 deaths, 5 of which were breast cancer related. Among the 101 patients treated with
mastectomy, there were 9 local recurrences and 3 deaths, 2 of which were breast cancer related. The predicted local
recurrence rate at 5-years for the extreme oncoplastic group was 3.80%; for the mastectomy group it was 4.14% (p =0.80)
(Figure 1). The overall survival at 7-years was 96.7% for the extreme oncoplastic group and 98.0% for the mastectomy
group (p = 0.35).

Conclusions: Many patients with breast cancer who do not meet traditional criteria for breast conservation are offered
mastectomy as the only surgical option. In many cases, this deforming, life-changing operation is unnecessary, is over-
treatment, and offers no recurrence or survival benefit when compared with extreme oncoplasty plus WBRT. Extreme
oncoplasty offers far superior cosmetic results and consequently superior psychological outcomes and patient satisfaction.
This study shows equivalency of local recurrence, regional recurrence, distant recurrence, breast cancer specific survival,
and overall survival for patients with multicentric/multifocal tumors larger than 50 mm, regardless of surgical
management. We endorse extreme oncoplasty plus WBRT as the default procedure of choice for patients with large
multifocal/multicentric lesions amenable to reconstruction with local tissue rearranging mammaplasty.
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Figure 1: Local recurrence: Extreme oncoplasty with WBRT vs mastectomy no RT
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Currently Accruing Clinical Trials

1683252 - MRD Assay evaluates Recurrence and response via a tumor Informed Assessment: MARIA-
Breast Observational Trial

Kelli Swanl, Edward Esplinz, Lee Iﬂlarz, Sarah Nielsenz, Daniel Pineda-Alvarez3, William O'Callaghan4, Robert Daber4,
Darrel RossS, Carlos Vieira6, Aadel Chaudhuri7, W. Michael Korn®

Ilnvitae, Castle Pines, CO, 2Invitae Corp, San Francisco, CA, 3 Invitae Corp, Wellington, FL, Invitae Corp, Iselin, NJ,

3 Onslow Radiation Oncology, Jacksonville, NC, S Columbus Regional Health, Columbus, IN, 7Washingt0n University, St.
Louis, MO

Background/Objective: Detectable ctDNA in patients with solid tumors has been associated with disease prognosis pre-
treatment, assessing response to therapy in the form of minimal residual disease (MRD), and monitoring for recurrence
after curative intent treatment. Utilizing patient-specific genomic mutation profiling of an individual’s cancer from a
tissue sample, in conjunction with the patient’s germline DNA, to create a personalized sequencing panel to analyze for a
subset of these genetic mutations from ctDNA in blood is a strategy that has high sensitivity for detecting MRD. Studies
have shown that pretreatment levels of ctDNA using this approach are a potential early indicator of disease recurrence
after surgery, that ctDNA clearance may be an early predictor of favorable outcomes and has been shown to correlate with
pathologic complete response (Forde et al. N Engl J Med. 2022), and that this approach has high sensitivity for detecting
recurrence for patients in advance of the current standard of care (Abbosh et al. Cancer Res (2020)

Methods: This is a multi-site, prospective, observational trial in the United States of patients with early stage breast
cancer using a patient-specific tumor-informed MRD assay. Participants are asked to provide study specimens prior to
initial treatment intervention, after curative intent surgical resection, during adjuvant therapy (as applicable) and pre-
recurrence follow-up. ctDNA will be analyzed with an NGS-based, tumor-informed MRD assay that identifies somatic
mutations from DNA obtained from the patient’s tumor tissue, subtracts germline variants and detects a selected set of 18-
50 tumor-specific variants in their blood. All primary tumor specimens will undergo full exome sequencing using the
Personalized Cancer Monitoring (PCM) assay.

Results: Breast Cancer, stages 1Ib-111, all subtypes including hormone receptor positive, HER2 amplified, and triple
negative. Definitive therapy is planned Availability of tumor tissue Over the age of 18 Willingness and ability to give
informed consent

Conclusions: Primary endpoint of this study is to evaluate the correlation between PCM test results at the landmark time
point and the patient’s 24 month recurrence risk. Secondary endpoints include evaluating the impact on patient outcomes
attributable to MRD result-based changes to treatment and other forms of clinical management, correlating between PCM
result at baseline time point and patient recurrence risk and outcomes and investigating the lead time of PCM positivity
over clinical/imaging based evidence of recurrence

1689439 - Improving the Quality of Cancer Care — The Longitudinal Effect of Surgeon-performed Breast
Biopsy and Cancer Operation on Patient Care

Ankita Royl, Brian Weinsteinz, Lauren Allen”

'HCA East Florida Consortium (Westside/Northwest), Plantation, FL, °HCA Florida Westside, Plantation, FL

Background/Objective: Breast cancer treatment involves a multidisciplinary team of surgeons, medical oncologists,
radiologists, nurses, and more. The majority of patients outside of metropolitan regions have their cancer care in the
community setting, which may affect the coordination of care. The current standard of practice in many larger academic
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centers is for patients to undergo radiologist-guided biopsies, who are then referred to surgeons. Few centers or
community-based practices have surgeons that perform both stereotactic and ultrasound guided vacuum-assisted core
needle biopsies such as ours. Our goal is to study the effect of having the same physician perform both diagnostic and
therapeutic procedures for patients. The results of this study could have implications on the importance of community
breast surgeons having the ability to perform core needle biopsies, especially with the future of breast cancer treatment
moving towards minimally invasive surgery or non-operative management.

Methods: Patients who are scheduled to undergo stereotactic or vacuum-assisted core needle biopsy and breast cancer
surgery with the same surgeon at our facility are being enrolled in the study. Variables on which data is collected: age,
sex, race, breast cancer pathology, the time (in days) between diagnosis (date of abnormal mammogram finding) and
definitive surgical treatment, size of lesion, and the rate of successful excision of lesion for small tumors.

Results: Patients with abnormal mammograms who have presented to our facility for core needle biopsy (stereotactic or
vacuum-assisted) to be performed by the breast surgeon will be included in the data set. Patients who underwent
neoadjuvant treatment, had prior treatment for breast cancer at outside facilities, who have presented with metastatic
disease, will be excluded from the data set.

Conclusions: The primary outcome is to measure whether having the same physician perform both diagnostic and
therapeutic procedures for patients decreases the time to treatment. The secondary outcome is to measure successful
excision of lesion as determined by the post-biopsy report. Overall, this study aims to make a case for community-based
breast surgeons to learn how to perform core-needle biopsies to improve the quality of breast cancer care being delivered
to patients in resource-limited regions.
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1688665 - VENUS trial: Sentinel lymph node biopsy VErsus No axillary surgery in early breast cancer
clinically and UltraSonographically node negative: A Prospective Randomized Controlled Trial
(NCT05315154/ RBR-8g6jbf)

Cassio Filhol, Giuliano Duartez, Danielle Arauj 02, Maria Beatriz de Paula Leite Kraft Enz Hubertz, Rodrigo Menezes
J alesz, Renato Torresanz, Julia Shinzatoz, Fabricio Brenelliz, Sergio Estevesz, Higor Mantovaniz, Graziella Moraesz, Luis
Sarianz, Eduardo Pessoa3, Idam Oliveira4, Rosemar Rahals, Ruffo Freitass, Leonardo Soares6, Andrea Darnin7, Jorge

Biazusg, Lucas Budel9, Vinicius Budel9, Marcelo Antoninilo, Rafael Machado' 1, Roberta Jaleslz, Francisco

CavalcanteB, Darley F erreira'*

1 University of Campinas, Campinas, Sao Paulo, Brazil, 2 UNICAMP, Campinas, Sao Paulo, Brazil, 3Unesp, Botucatu,
Sao Paulo, Brazil, 4H0spital Cancer - Barretos, Barretos, Sao Paulo, Brazil, SUF G, Goiania, Goias, Brazil, 6H0spital
Maternidade Dona Iris, Goiania, Goias, Brazil, "Universidade Federal do Rio Grande do Sul, PORTO ALEGRE, Rio
Grande do Sul, Brazil, 8HCPA, Porto Alegre, Rio Grande do Sul, Brazil, 9 UFPR, Curitiba, Parana, Brazil, 1 OSociedade
Brasileira de Mastologia, Sao Paulo, Brazil, ”Hospital Federal da Lagoa, Rio de Janeiro, Brazil, IZLiga Contra o

Cancer de Natal, Natal, Rio Grande do Norte, Brazil, ISHospital Geral de Fortaleza, Fortaleza, Ceara, Brazil, I4H0spital
Bardo de Lucena, Recife, Pernambuco, Brazil

Background/Objective: In early breast cancer, sentinel lymph node biopsy (SLNB) has become the gold standard of
axillary evaluation. Although it has less morbidity than axillary lymph node dissection, it may still cause sequelae. The
aim of this study is to compare the SLNB with no axillary surgery as an approach to the axilla in early breast cancer and
negative axilla clinical and ultrasonographical. Our trial includes some subsets excluded in others similar ongoing trials:
patients that will undergo mastectomy and will receive neoadjuvant therapy.

Methods: A multicenter, phase III, prospective, open-label, non-inferiority randomized clinical trial, including 17 study
sites in Brazil that will randomize 800 early breast cancer patients.

Results: Inclusion: woman, age > 18 years, histologic diagnostic of breast carcinoma, tumor <5 cm (T1 and T2) in all
exams, clinically node-negative, ultrasound node-negative or negative core biopsy/ fine needle aspiration if suspect lymph
node (in this situation is mandatory lymph node tissue in pathologic exam). Exclusion: metastatic disease in biopsy or
image before treatment, pregnancy, breastfeed, previous diagnostic of invasive neoplasia (excluding skin cancer no
melanoma). It will be allowed mastectomy and neoadjuvant treatment whether the patient has negative axilla and T1-2
pre-systemic therapy. Participants in the experimental group will not undergo axillary surgery and in the control group
will be submitted at SLNB. The randomization will be 1:1 ratio and stratified by: tumor size (T1 and T2) and age (=50
and < 50 years).

Conclusions: Primary objective is to assess whether omission of axillary surgery is not inferior to SLNB in terms of

disease-free survival (DFS) at 5 years (primary endpoint). Secondary endpoints are overall survival, locoregional free
survival, axillary recurrence rate, to describe surgical early and later complications and to evaluate costs of procedure
SLNB or no.
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1688287 - SMALL: Open Surgery versus Minimally invasive vacuum-Assisted excision for smalLLL
screen-detected breast cancer — A UK Phase III Randomised Multi-center Trial

Stuart McIntoshl, Charlotte Colesz, David Dodwell3, Kenneth Elder4, Jessica Fosters, Claire GauntS, Amanda Kirkham’ ,
11

b

JTain Lyburn6, Jenna Morgan7, Sangeetha Paramasivang, Sarah Pinder9, Shelley Potterlo, Tracy RobertsS, Nisha Sharma
Hilary Stobartlz, Elizabeth Sou‘[hgate5 , Sian Taylor-Phillips13 , Matthew Wallisl4, Daniel Rea’

! patrick G Johnston Centre for Cancer Research, Queen’s University, Belfast, Northern Ireland, United Kingdom,
ZUniversity of Cambridge, Cambridge, England, United Kingdom, 3Universily of Oxford, Oxford, England, United
Kingdom, YNHS Lothian, Edinburgh, Scotland, United Kingdom, 5University of Birmingham, Birmingham, England,
United Kingdom, SNHS Gloucestershire Hospitals, Cheltenham, England, United Kingdom, ’Breast Oncology, Sheffield,
England, United Kingdom, 8Universily of Bristol, Bristol, England, United Kingdom, 9King's College London, London,
England, United Kingdom, 10Byistol Medical School, Bristol, England, United Kingdom, 1 eeds T eaching Hospitals
NHS Trust, Leeds, England, United Kingdom, 1 Zlndependent Cancer Patients' Voice, England, England, United Kingdom,

! 3University of Warwick, Warwick, England, United Kingdom, ! 4Cambridge University Hospitals, Cambridge, England,
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Background/Objective: Mammographic screening programmes reduce breast cancer mortality but detect many small
good-prognosis tumours which may not progress. These are treated with surgery and adjuvant therapies, but associated
morbidities mean there is a need to reduce overtreatment. Minimally invasive treatment approaches have been described,
although there is no prospective randomised evidence to support their use. SMALL (ISRCTN 12240119) is designed to
determine the feasibility of using vacuum-assisted excision (VAE) to treat small tumours detected within the UK NHS
Breast Screening Programme.

Methods: Phase III multicentre randomised trial comparing surgery to VAE for screen-detected cancers Patients are
randomised 2:1 to VAE or surgery, with no axillary surgery in the VAE arm. Excision is assessed radiologically, and if
incomplete, patients undergo surgery. Adjuvant radiotherapy and endocrine therapy are mandated following VAE. A
QuinteT Recruitment Intervention (QRI) is integrated throughout SMALL to optimise recruitment. Recruitment
challenges are identified by analysing recruiter/patient interviews and audio-recordings of trial discussions, and by review
of screening, eligibility and recruitment data and study documentation. Solutions are developed collaboratively, including
recruiter feedback and recruitment tips documents.

Results: Principal inclusion: age >47 years, unifocal grade 1 tumours with max diameter 15mm, strongly ER/PR+ve and
HER2-ve, with negative axillary staging. Main exclusion criteria: lesions with associated microcalcification outwith the
lesion, bilateral disease, invasive lobular cancer, grade 2/3 disease, high-risk group for developing breast cancer.

Conclusions: Co-primary end-points are: 1. Non-inferiority comparison of the requirement for a second procedure
following excision 2. Single arm analysis of local recurrence (LR) at 5 years following VAE Secondary outcome
measures include time to ipsilateral recurrence, overall survival, complications, quality of life and health economic
analysis

1665904 - CINDERELLA Clinical Trial (NCT05196269): Using Artificial Intelligence-driven Healthcare
to Enhance Breast Cancer Locoregional Treatment Decisions

Eduard-Alexandru Boncil, Orit Kaidar-PersonZ, Marilia Antunes3, Oriana Ciani4, Helena Cruzl, Rosa Di Micco® , Oreste
4

b

D. Gentilinis, Jorg Heil6, Pawel Kabata7, Miguel Romarizg, Tiago Gongalvesg, Henrique Martinslo, Ludovica Borsoi
Martin Mika! 1, André Pfob6, Natalie Romemlz, Timo Schinkéthe”, Giovani Silva14, Maciej Bobowiczls, Maria-Joao

Cardoso16

IChampalimaud Research and Clinical Centre, Champalimaud Foundation, Lisbon, Lisboa, Portugal, 2Sheba Medical

Center (Ramat Gan, Israel); School of Medicine, Tel-Aviv University (Tel-Aviv, Israel), Tel-Aviv, Israel, 3Universidade de
Lisboa (Lisbon, Portugal); CEAUL - Centro de Estatistica e Aplicagdes, Faculdade de Ciéncias, Universidade de Lisboa
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(Lisbon, Portugal), Lisbon, Lisboa, Portugal, *Center for Research on Health and Social Care Management (CERGAS),
SDA Bocconi University (Milan, Italy), Milan, Lombardia, Italy, ’San Raffaele University and Research Hospital, Milan,
Lombardia, Italy, 6Heidelberg University Hospital, Heidelberg, Baden-Wurttemberg, Germany, 7C0pernicus Mamma

Centrum, Wojewodzkie Centrum Onkologii, Copernicus Podmiot Leczniczy, Gdansk, Pomorskie, Poland, SINESC TEC -
Institute for Systems and Computer Engineering, Technology and Science (Porto, Portugal); FCUP - University of Porto
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Background/Objective: Breast cancer treatment has improved overall survival rates, with different locoregional
approaches offering patients similar locoregional control but variable aesthetic outcomes that may lead to disappointment
and poor quality of life (QoL). There are no standardised methods for informing patients of the different therapies prior to
intervention, nor validated tools for evaluation of aesthetics and patients' expectations. The CINDERELLA Project is
based on years of research and developments of new healthcare technologies by various partners, aimed to provide an
artificial intelligence (Al) tool to aid shared decision-making by showing breast cancer patients the predicted aesthetic
outcomes of their locoregional treatment. The clinical trial will evaluate the use of this tool within an Al cloud-based
platform approach (CINDERELLA APP) versus a standard approach.

Methods: CINDERELLA Clinical Trial is an international multicentric interventional randomised controlled open-label
clinical trial. Randomisation will be performed centrally, 1:1, to the Control arm or Al and Digital Health (intervention)
arm. Using the CINDERELLA APP, the Al and Digital Health arm will provide patients with complete information about
the proposed types of locoregional treatments and photographs of similar patients previously treated with the same
techniques. The Control arm will follow the standard approach of each clinical site. CANKADO is the underlying
platform through which physicians control the patients' app content and conduct all data collection. Privacy, data
protection and ethical principles in Al usage were considered.

Results: Patients diagnosed with primary breast cancer without evidence of systemic disease proposed for breast
conserving surgery or mastectomy with immediate breast reconstruction.

Conclusions: Primary objectives: to assess the levels of agreement among patients' expectations regarding the aesthetic
outcome before and 12 months after locoregional treatment. The trial will also evaluate the aesthetic outcome level of
agreement between the Al evaluation tool and self-evaluation. Secondary objectives: health-related QoL (EQ-5D-5L and
BREAST-Q ICHOM questionnaires) and resource consumption (e.g., time spent in the hospital, out-of-pocket expenses).
The questionnaires and photographs will be applied prior to any treatment, at wound healing, at 6 and 12 months
following the completion of locoregional therapy.
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1612792 - Ultrasound Follow-up for Stable Fibroadenoma After Nine Months in Young Age Women No
More Evaluation Required

Rewan Hasan
FACS, Erbil, Arbil, Iraq

Background/Objective: To evaluate the stable fibroadenoma within (9 months) follow-up in patients with breast medical
report, after a diagnosis of an image-guided Ultrasonography, to release stress on young age women and discharge.

Methods: A prospective study of 51 cases attended to breast diagnostic center and breast clinic with breast mass (single
or multiple) from January 2018 to June 2022. Patients age between 15 to 35 years old women included in this study.

Results: 1.Inclusion criteria were: Occurrence of a short-term, 9-month follow-up with US, performed at our institution.
Ages between 16-25 years, mass size 24mm and less, married or unmarried, unilateral or bilateral breast masses, single or
multiple masses. 2.Exclusion criteria were: pregnancy; breast feeding; malignant breast cancer, age below 16 and above
25 years old, Change in number of mass and size, All other breast masses with typical criteria for being simple cysts,
lipomas, recurrent lesions and Family history of breast cancer.

Conclusions: * Summarize the use of a breast ultrasound in the evaluation of breast fibroadenoma. ¢ Explain the
importance of improving care coordination among the interprofessional team to improve outcomes for patients with breast
fibroadenomas.

Table 1: Demographic sample population of breast cancer

Variables No. %
Age Group (years) | 16-25 21 41.2
26-35 30 58.8
Marital Status Single 34 66.7
Married 17 333
Complain Pain 16 314
Lump 34 66.7
Lump & Pain 1 2.0
Site Right 24 47.1
Left 16 314
Both Sides 11 21.6
Single or Multiple | Single 38 74.5
Multiple 13 25.5
Histopathology FNA 21 41.2
Not done 30 58.8

1682528 - MELODY: A Prospective Non-interventional Multicenter Cohort Study to Evaluate Different
Imaging-guided Methods for Localization of Malignant Breast Lesions (EUBREAST-4 / iBRA-NET,
NCT 0555941 1)

Neslihan Cabioglul, Thorsten Kﬁhnz, Yazan Masannat3, Antonio A. Esgueva4, Guldeniz Karadeniz Cakmak® , Bahadir
Gu11u0g1u6, Nina Ditsch7, Nuh Zafer Canturkg, Maria Luisa Gasparrig, Dawid Murawalo, Michalis Kontos' 1, Isabel T
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Background/Objective: Background: In the last decades, the proportion of breast cancer patients receiving breast-
conserving surgery has increased, reaching 70-80% in developed countries. In case of non-palpable lesions, surgical
excision requires some form of breast localization. While wire-guided localization has long been considered gold
standard, it carries several limitations, including logistical difficulties, the potential for displacement and patient
discomfort, and re-excision rates reaching 21%. Other techniques (radioactive seed or radio-occult lesion localization,
intraoperative ultrasound, magnetic, radiofrequency and radar localization) have been developed with the aim of
overcoming these disadvantages. However, comparative data on the rates of successful lesion removal, negative margins
and re-operations are limited. In the majority of studies, the patient's perspective with regard to discomfort and pain level
has not been evaluated. The aim of MELODY (MEthods for LOcalization of Different types of breast lesions) is to
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evaluate different imaging-guided localization methods with regard to oncological safety, patient-reported outcomes, and
surgeon and radiologist satisfaction.

Methods: The EUBREAST and the iBRA-NET have initiated the MELODY study to assess breast localization
techniques and devices from several perspectives (NCT05559411, http://eubreast.org/melody).

Results: - Female / male patients > 18 years old - Malignant breast lesion requiring breast-conserving surgery and
imaging-guided localization (either DCIS or invasive breast cancer; multiple or bilateral lesions and the use of
neoadjuvant chemotherapy are allowed) - Planned surgical removal of the lesion using one or more of the following
imagingguided localization techniques: o Wire-guided localization o Intraoperative ultrasound o Magnetic localization o
Radioactive seed localization o Radioguided Occult Lesion Localization (ROLL) o Radar localization o Radiofrequency
identification (RFID) tag localization o Ink/carbon localization

Conclusions: Primary outcomes are: 1) Intended target lesion and/or marker removal, independent of margin status on
final histopathology, and 2) Negative resection margin rates at first surgery. Secondary outcomes are among others : rates
of second surgery and secondary mastectomy, resection ratio (defined as actual resection volume divided by the calculated
optimum specimen volume), duration of surgery, marker dislocation rates, rates of marker placement or localization
failure, comparison of patient-reported outcomes, rates of “lost markers” and diagnostician/radiologist's and surgeon's
satisfaction as well as the health economic evaluation of the different techniques.

68



Age Extremes

1686548 - Breast Cancer Screening Patterns in the Geriatric Population

Theresa Relationl, Christin Collinsz, Benjamin Liz, Christina Clemow” , Natalie J oseph2

1 MetroHealth Systems Case Western Reserve University, Lakewood, OH, ZMetroHealth Systems Case Western Reserve
University, Cleveland, OH

Background/Objective: Although consideration is given to continue breast cancer screening over the age of 74 if patients
have a life expectancy of at least 10 years, most guidelines do not include women over 74 in their recommendations due
to the lack of evidence in this age group and very few screening trials including women over 70. The purpose of this study
was to evaluate our institutional experience with breast cancer screening in women over the age of 70.

Methods: We used data from electronic health records, tumor registry and Magview radiology reporting system to
identify women screened for breast cancer within an urban community safety net healthcare system from 2021-2023. We
used multivariate regression analysis to establish associations between age, race, insurance status, comorbidities,
additional diagnostic testing, cancer diagnosis, and stage at diagnosis.

Results: 8890 (19.6%) of 43412 total patients were over age 70 at time of screening. Of those, 1227 had abnormal
screening that warranted further diagnostic testing (BIRADS 0, 4, or 5). 42.7% of all breast cancers diagnosed within the
screened population were in patients over 70. The majority of this cohort was insured through Medicare and were less
likely to self-pay for screening. There was no significant difference in race among cohorts. Patients over 70 were more
likely to be diagnosed with hypertension, diabetes, heart failure, and/or obesity (47.2% vs 7.4%, p< 0.0001). Patients over
70 who underwent screening were more likely to be diagnosed with malignancy compared to their patients < 70 (8.8% vs
2.9%, p< 0.0001). 66.1% of patients < 70 were diagnosed as stage 0 or 1 compared to 78.8% in patients over 70, however
this difference failed to reach significance (p=0.08). Patients over age 70 were more than twice as likely to elected for
hormone therapy or palliative only compared to patients < 70.

Conclusions: Within our institution, screening mammography in patients over the age of 70 is associated with higher
likelihood of subsequent breast cancer diagnosis compared to the overall screening population. Patients over 70 diagnosed
with breast cancer were more likely to to have multiple comorbidities and were most commonly diagnosed with early
stage, suggesting possible over-diagnosis within this population. Our findings suggest that a patient-centered approach to
breast cancer screening is necessary to reduce the potential for harm among the geriatric population.
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Figure 1: Breast cancer screening outcomes, 2021-2023
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1688462 - Utility of Axillary Staging in Older Patients with HER2+ Breast Cancer Who Receive
Neoadjuvant Therapy

Juliet Daltonl, Kerri-Anne Crowellz, Koumani Ntowel, Astrid Botty van den Bruelel, Samantha Thomasz, Ton Wang3,
Laura Rosenbergerl, Jennifer Plichta!

! Duke University Medical Center, Durham, NC, °Duke Cancer Institute, Durham, NC, 3 Duke University Medical Center,
Raleigh, NC

Background/Objective: The utility of information provided by a sentinel lymph node biopsy (SLNB) has been
challenged, especially in breast cancer that is highly responsive to systemic treatment, such as HER2+ disease. Patients
that are cNO following neoadjuvant therapy (NAT) and achieve a pathologic complete response (pCR) have low rates of
nodal positivity, which could be a reason to avoid axillary surgery. We evaluated the differences in pathologic response,
adjuvant treatment decisions, and overall survival (OS) based on a patient’s nodal status in a cohort of older women. Our
aim was to investigate the variables that may be considered when determining the necessity of axillary staging.

Methods: Patients aged >70y diagnosed from 2010-2020 with ¢T1-2/cN0/M0, HER2+ breast cancer who received NAT
followed by breast surgery (lumpectomy or mastectomy, +/- axillary staging) were selected from the National Cancer
Database. Logistic regression was used to identify factors associated with (1) SLNB receipt, (2) SLNB outcome
(ypNO/ypN+), and (3) radiation therapy; odds ratios (OR) and confidence intervals (CI) are reported. Cox Proportional
Hazards models were used to estimate the factors associated with OS after adjustment for select covariates; hazard ratios
(HRs) and 95% ClIs are reported.

Results: We identified 1,117 patients for inclusion. The median age was 73y, and median follow up time was 61.4 months
(95% CI 60.2 — 63.7). 97.6% of patients received neoadjuvant chemotherapy and 82.8% received anti-HER2 therapy. Of
the entire cohort, 96.7% underwent SLNB and 6.8% were node positive, most of which were ypN1 (95.9%). The overall
rate of pCR following NAT was 35.6%. Of those with pCR who underwent SLNB, 0.03% of patients (n=1) were found to
be ypN+. Of the patients who were ypT1 and underwent SLNB, 8.8% were node positive (n=45), and of those who were
ypT2, 15.0% were node positive (n=27) (Table). Compared to those aged 70-74y, patients >85y were less likely to
undergo SLNB (OR 0.24, 95% CI 0.07-0.78). Rates of radiation therapy were higher for those with ypN+ vs ypNO (OR
3.77, 95% CI 1.47-9.66). After adjustment, patients with both ypN+ and ypNO had similar OS compared to those who did
not have any nodes removed (no SLNB: ref; pN+: HR 1.77, 95% CI 0.68-4.62; pNO: HR 0.72, 95% CI 0.31-1.69).
However, patients who were ypN+ had worse OS compared to those that were ypNO (HR 2.4, 95% CI 1.43-4.09).
Adjuvant radiation therapy was not associated with improved OS (HR 0.76, 95% CI 0.49-1.2).

Conclusions: Nodal positivity in patients who achieve a breast pCR following NAT is an exceedingly rare event,
occurring in < 0.1% of patients, suggesting that axillary staging in patients who achieve a breast PCR is unnecessary.
Additionally, although results of SLNB appear to influence adjuvant radiation decisions, radiation was not associated with
improved OS in this cohort. These results call into question the necessity of routine axillary staging in older patients with
c¢T1-2, cNO, HER2+ breast cancer who receive NAT.
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Table 1: Extent of nodal disease in patients who underwent SLNB by pathologic response

No. of No. (%) of No. (%) of No. (%) of No. (%) of
patients patients pNO patients pN1 patients pN2 patients pN3
Breast pCR
pTO/pTis 386 385 (99.7%) 1(0.03%) 0 (0.00%) 0 (0.00%)
Residual Breast Disease
pT1 514 469 (91.2%) 45 (8.80%) 0 (0.00%) 0 (0.00%)
pT2 180 153 (85.0%) 26 (14.4%) 1 (0.60%) 0 (0.00%)
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1688067 - The Impact of Young Age on Chemotherapy Use in Breast Cancer Patients with Hormone
Receptor-positive, HER2-negative (HR+HER2-) Breast Cancer

Elizabeth Hedgesl, Christopher Porterz, Arkadii Sipokl, Lolita Ramseyz, Shawna Willey3, Arielle Stafford*

IINOVA Fairfax Hospital, Falls Church, VA, ZINOVA Fairfax Medical Campus, Falls Church, VA, 3INOVA Fairfax
Hospital, Fairfax, VA, Inova Schar Cancer Institute, Fairfax, VA

Background/Objective: Young age (less than 40) is frequently cited as a high-risk factor in hormone receptor positive,
HER?2 negative breast cancer (HR+HER2-BC) and correlates with a high utilization of chemotherapy. While
chemotherapy is indicated in many of these patients, consideration should be given to omitting chemotherapy in young
patients without other high-risk factors. Young patients who undergo chemotherapy face an elevated risk of various
issues, including infertility, psychological and sexual health problems, and secondary malignancy. The aim of this study
was to evaluate the use of chemotherapy in young adults with HR+HER2-BC and determine characteristics associated
with chemotherapy use.

Methods: This study was a secondary data analysis utilizing the American College of Surgeons’ Commission on Cancer’s
(CoC’s) National Cancer Database (NCDB) from 2012-2020. Female and male patients aged 18 or older, diagnosed and
surgically treated for stage I, II, [Il HR+HER2-BC were included. Chemotherapy treatment was defined as neoadjuvant or
adjuvant chemotherapy with or without hormonal therapy; whereas no chemotherapy includes those who had hormonal
treatment alone or no systemic treatment. Histology codes for infiltrating ductal carcinoma, lobular carcinoma, mixed, or
not specified were included (8500, 8520, 8521, 8522, 8523). Demographics, tumor characteristics, treatment, and
mortality were analyzed. Descriptive statistics and Pearson’s Chi-Square (two-sided, sig. p<0.05) were conducted to
compare patients who had chemotherapy vs. no chemotherapy and stratified to a cohort of young adults age <40 years.

Results: Of the 947,024 patients in the NCDB with HR+HER2-BC, 27.0% (255,949) had chemotherapy. Chemotherapy
was given to 69.0% of patients age 18-40 and 25.1% of patients age 41 or older (27,946/40,490 versus 228,003/906,534;
p<.001) and was administered significantly more commonly in those age 18 to 30 compared to ages 31 to 40 (80.5%
versus 67.6%, p< 0.001). In patients age 18-40, a higher proportion of Black/African Americans had chemotherapy
(74.1%) compared to Caucasians (68.3%, p< 0.001). Almost all patients with clinical stage III cancer received
chemotherapy (98.3%) as well as those with clinical N3 disease (99.5%). Young adults who received chemotherapy had
significantly larger tumors than those who did not (25 mm versus 15 mm, p=0.002). The majority (68.8%) of young
patients did not have Oncotype DX scores (ODX) reported. In patients with reported scores, 91.8% of high, 62.2% of
intermediate, and 14.2% of low ODX scores received chemotherapy. Non-private insurance and higher education and
income by geographic location were also associated with increased chemotherapy use. The proportion of young adults
treated with chemotherapy significantly declined from 73.5% in 2012 to 66% in 2020 (p< 0.001).

Conclusions: The rate of chemotherapy use for HR+HER2-BC is higher in patients age 18-40 compared to patients older
than 40, with patients age 18-30 receiving chemotherapy at the highest rate. In our cohort of young adults, chemotherapy
use was associated with larger tumors, higher clinical stage, and higher ODX score. We suspect that increased use of
ODX scores may have contributed to the decrease in chemotherapy utilization in this population. Further studies are
needed to determine which subgroups within this patient population can safely omit chemotherapy.
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Table 1. Clinical and tumor characteristics of adults (18-40 years) by chemotherapy

No Chemotherapy Chemotherapy p-value
Characteristic N (%) N (%)
N=12.544 (31%) N=27.946 (69%)
Primary Tumor Site <0.001
Nipple 32 (28.8) 79 (71.2)
Central portion of breast 508 (30.2) 1174 (69.8)
Upper-inner quadrant of breast 1723 (35.9) 3082 (64.1)
Lower-inner quadrant of breast 671(33.3) 1342 (66.7)
Upper-outer quadrant of breast 4258 (31.5) 9257 (68.5)
Lower-outer quadrant of breast 1194 (33.0) 2424 (67.0)
Axillary Tail of breast 81 (44.3) 102 (55.7)
Overlapping lesion of breast 2876 (30.5) 6566 (69.5)
Breast, NOS 1201 (23.5) 3920 (76.5)
Clinical Stage <0.001
I 10107 (51.7) 9445 (48.3)
I 2362 (14.2) 14217 (85.8)
III 75 (1.7) 4284 (98.3)
cN-Stage <0.001
0 11927 (41.8) 16586 (58.2)
1 505 (5.1) 9416 (94.9)
2 34 (3.3) 1011 (96.7)
3 4(0.5) 766 (99.5)
Median Tumor Size (IQR) 15 (12) 25 (22) 0.002
Procedure <0.001
Partial mastectomy 5169 (41.7) 7218 (58.3)
Total/Radical mastectomy 7375 (26.2) 20728 (73.8)
pN-Stage <0.001
0 10182 (51.0) 9771 (49.0)
1 1863 (16.5) 9432 (83.5)
2 134 (4.8) 2634 (95.2)
3 47 (4.7) 960 (95.3)
Adjuvant Radiation Tx <0.001
No 7151 (43.6) 9263 (56.4)
Yes 5393 (22.4) 18683 (77.6)
Oncotype DX risk <0.001
Low 5345 (85.8) 881 (14.2)
Intermediate 1754 (37.8) 2881 (62.2)
High 145 (8.2) 1625 (91.8)
Not assessed 5300 (19.0) 22559 (81.0)
30-day mortality <0.001
No 10864 (30.5) 24734 (69.5)
Yes 1(16.7) 5(83.3)
Unknown 53 (50.0) 53 (50.0)
90-day mortality <0.001
No 10803 (30.5) 24659 (69.5)
Yes 3 (12.0) 22 (88.0)
Unknown 112 (50.2) 111 (49.8)

Abbreviations: IQR: interquartile range;
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1683872 - Epidemiological, Clinical, and Therapeutic Aspects of Idiopathic Granulomatous Mastitis
Treated with Intralesional Steroid Injections

Larissa Bitencourt' , Luiza Mascarenhas”

! Clinica AMO, Salvador, Bahia, Brazil, 2H0spital Irma Dulce, Salvador, Bahia, Brazil

Background/Objective: To describe the clinical, epidemiological and therapeutic aspects of patients diagnosed with IGM
and treated with intralesional corticosteroids.

Methods: This is a retrospective review of a breast cancer department in Salvador, Brazil. We reviewed medical records
from May 2023 to January 2024. Were included patients with a confirmed histological diagnosis of granulomatous
mastitis, negative cultures for bacteria/fungi, and who had been treated with ultrasound-guided intralesional
corticosteroids (triamcinolone acetonide). The department’s protocol is to apply up to 80mg of triamcinolone acetonide
(20 mg/mL) intralesional every 3-4 weeks.

Results: A total of 10 patients with diagnosed biopsy-proven granulomatous mastitis were identified. The baseline
characteristics and risk factors of these patients were summarized in Table 1.All patients were women (100%). The mean
age of the patients at presentation was 35.8 years (range: 28—45), with all women at reproductive age. Most patients were
overweight, with a mean body mass index (BMI) of 31,64. All patients were in premenopausal status (100%). Nine (90%)
had their first live birth before 30 years old, and eight (80%) breastfed for more than 6 months. Only one patient (10%)
had a family history of breast cancer (first-degree relative). None of them were smokers, 6 (60%) did not consume
alcohol, did not exercise, and did not consider their diet healthy. Insomnia was observed in 6 patients (60%). The most
common symptom reported at presentation was pain/tenderness plus hyperemia (90%). All patients had skin involvement,
3 (30%) had fistulas. Eight patients had abnormal palpation, 4 (50%) with dense areas and 4 (40%) with nodules. Patients
did not have any abnormalities in the axilla or nipple discharge. The clinical characteristics were summarized in Table
2.Mammography was performed on five patients, and the most common mammographic Breast Imaging Reporting and
Data System (BI-RADS) category was BI-RADS 2. Only one patient had a BI-RADS 4. Breast ultrasonography was
performed on all patients, but only three patients (30%) had a BI-RADS 4. Only one patient underwent an MRI, which
also showed a BI-RADS 4. These findings can be observed in Table 3.The mean number of intralesional steroid injections
was 3.3+£1.94 injections (range: 1-6), and the follow-up time was 5.7+2.31 months (range: 1-8). Only one patient had a
side effect, a skin retraction (Figure 1). All patients received other therapies before the applications. Only two continued
methotrexate during applications. Treatment findings are presented in Table 4. The clinical complete response was
observed in 5 (50%) patients, 3 (30%) had a partial response and only 2 (20%) had no response (Graphic 1). The
radiological complete response was observed in 4 (40%) patients, 4 (40%) had a partial response and only 2 (20%) had no
response (Graphic 2). Figure 2 shows a complete radiological response.

Conclusions: None of the factors described were associated with a complete clinical response with statistically significant
value. Steroid injection is a treatment with good efficacy, a short response time, low cost, easy administration, and
minimal risk of systemic side effects.
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Figure 1: A) Wound at presentation. B) 6 months later, with scar and skin retraction
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1675823 - Factors Predicting Upgrade to Malignancy After Surgical Excision of Biopsy Proven Radial
Scar or Complex Sclerosing Lesion

Ashley Wilbersl, Kaitlyn Kennardz, Ariana Naaseh’ , Omolade Sogadel, Lisa Mogill, Yu Taol, Jingqin Luol, Julie
Margenthaler1 , Jodie Chang4

IWashington University School of Medicine, St. Louis, MO, 2Jeﬁ’ers0n Health, Sewell, NJ, SWashington University in St.
Louis, St. Louis, MO, YTRA Medical Imaging, Tacoma, WA

Background/Objective: The American Society of Breast Surgeons (ASBrS) recommends that most radial scar
(RS)/complex sclerosing lesions (CSL) should be excised due to an up to 30% reported rate of upgrade to malignancy, but
imaging surveillance is a proposed alternative in patients with small lesions who were well-sampled at the time of biopsy.
This study aimed to identify risk factors associated with upgrade of RS/CSL to malignancy to better predict which
patients should undergo surgical excision or imaging surveillance.

Methods: This is an institutional retrospective review of patients diagnosed with RS/CSL on core biopsy who underwent
surgical excision from January 2020 to December 2021. Change to non-malignant pathology was defined as benign tissue,
intraductal papilloma (IP), atypical lobular hyperplasia (ALH), or atypical ductal hyperplasia (ADH) on final surgical
pathology. Upgrade to malignancy was defined as any invasive ductal carcinoma (IDC), ductal carcinoma in-situ (DCIS),
invasive lobular carcinoma (ILC), or lobular carcinoma in-situ (LCIS) on final surgical pathology. A multivariable logistic
regression model was performed to determine factors associated with upgrade/change of pathology.

Results: 64 patients were included in this study, 29 of which were CSL and 35 RS on core biopsy. 42 (65.6%) patients
had no change in pathology. 14 patients (21.88%) had a change in pathology, 9 of which were benign tissue, 2 IP, 2 ADH,
and 1 ALH. The overall rate of upgrade was 12.5% (8 patients), 7 of which were CSL (4 upgraded to DCIS, 2 to LCIS,
and 1 to IDC) and only 1 RS (upgraded to LCIS). Multivariable logistic regression model showed that family history
predicted change/upgrade (odds ratio [OR] 6.16; 95% confidence interval [CI] 1.34-28.23; P=0.031) and CSL on core
biopsy may also be predictive with a borderline statistical significance (OR 4.51; 95% CI 0.97-21.08; P=0.059).

Conclusions: This study supports that the rate of upgrade of RS/CSL may be lower than original studies reported. Special
consideration for surgical excision should be given for those with a strong family history or complex sclerosing lesion on
core biopsy.
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1688286 — Vacuum-assisted Excision of Intraductal Papillomas: A Practical Alternative to Both Core
Needle Biopsy and Excisional Surgery

Parisa Aziminezhadan

Private sector, Tehran, Iran

Background/Objective: Intraductal papillomas (IPs) of the breast are benign growths originating from the epithelium of
the milk duct. Owing to their heterogeneity and the risk for upgrading to DCIS or coexistence of a malignant lesion,
surgical excision may be necessary even after benign histology report from a core needle biopsy (CNB). VAE obtains
larger amount of tissue with contiguous specimens, with the possibility of acquiring multiple specimens with single
insertion of a needle, a more accurate diagnosis with a lower cancer miss rate, lower histological underestimates and
complete excision of the lesion. Vacuume-assisted excision (VAE) of IPs can be used as a substitute for core needle biopsy
and subsequent surgery .

Methods: Retrospectively, 449 patients with IP diagnosis in their EMR were reviewed. Only 342 patients with CNB or
VAE with final diagnosis of IP were included. Upgrade rates and influencing factors were studied. Criteria for excision of
IP was, size larger than 5 mm , symptoms like bloody discharge, high risk features like atypia DCIS or LCIS, peripheral
location of IP (> 3 cm away from NAC), Suspicious imaging, radio pathologic discordance and patients request.

Results: VAE was performed in 251 patients with 96 % final diagnosis of papilloma and 3.9 % upgrade rate. In 89.6 %,
the indication of VAE was size larger than 5 mm . Previous CNB was done in 31% of patients. Average age of patients
having Papilloma was 44 years old and average excised mass size was 13.86 mm . Overall 6.4 % of patients was upgraded
which was not found a meaningful relation to the lesion size , location and patients age.

Conclusions: Regarding high upgrade rate of IP, and the heterogeneity of these lesions, CNB can not rule out high risk
tissue changes. VAE completely excise these lesion and provide adequate tissue sample. No further operation is needed
after majority of cases and patients can return to routine screening programs.

Figure 1: Final pathologic result of 251 VAE of papilloma

VAE of 251 Papilloma cases

n Papilloma = upgraded missed
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1686163 - Distance of Biopsy-confirmed High-risk Breast Lesion from Concurrently Identified Breast
Malignancy Is Associated with Risk of Carcinoma at the High-Risk Lesion Site

Julie Lel, Thomas O'Keefe, VZ, Sohini Khanl, Sara Grossil, Hye Young Choil, Haydee Ojeda-Fournierl, Ava Armanil,
Anne Wallacel, Sarah Blair’

TUc San Diego Health, San Diego, CA, ZJennl'fer Moreno VA Hospital, La Jolla, CA, 3UCSD, San Diego, CA

Background/Objective: Routine excision of incidental intraductal papilloma without atypia (IPA), lobular hyperplasia
(LCIS or ALH), flat epithelial atypia (FEA) and complex sclerosing lesion (CSL) is no longer recommended due to low
upgrade rates to carcinoma. However, little evidence exists regarding the need for excision of these lesions when
identified concurrently with malignancy. We aim to characterize the upgrade rate and clinical features associated with
increased risk of upgrade on excision.

Methods: A single-center retrospective review was performed of patients who underwent multi-site lumpectomies
involving invasive disease at one site and high-risk lesions (IPA, ALH, LCIS, FEA, or CSL) at another ipsilateral or
contralateral site between 2006-2021. The primary outcome was demonstration of carcinoma at the excised high risk
lesion site, persistence of the high-risk lesion, or absence of both. Univariate multinomial logistic regression was
performed. Variables for which significant (p< 0.05) levels were identified were incorporated into a multivariate model.

Results: Sixty-five patients met inclusion criteria with 60 (92%) diagnosed with clinical stage 0 through 2 carcinoma.
High-risk lesions were detected by MRI in 45 (69%) patients. The lesion was IPA in 38 (58%) patients, CSL in 17 (26%)
patients, ALH in 5 (8%) patients, LCIS in 4 (6%) patients, and FEA in 1 (2%) patient. Seventeen (26%) patients received
neoadjuvant chemotherapy. Five (8%) of the 65 patients had upgrade at their excisional biopsy site, including four to
DCIS and one to invasive carcinoma. Of these 5 upgrades, three lesions were located ipsilateral to carcinoma whereas two
lesions were contralateral. In the multivariate model, a high-risk lesion within Scm of the ipsilateral malignancy was
associated with an increased risk of upgrade to carcinoma (odds ratio [OR]=12.7, 95% confidence interval [CI] 1.32-122,
p=0.03), and location of the high-risk lesion in the upper inner quadrant was associated with no residual disease
(OR=12.2, 95% CI 1.88-78.8, p=0.009). Among patients with an ipsilateral lesion within Scm of malignancy, 3/12 (25%)
had carcinoma at excisional biopsy site and 2/12 (17%) had no residual disease. For the remaining patients with lesions
contralateral to or greater than Scm from ipsilateral carcinoma, 2/53 (3.8%) upgraded to carcinoma following excision and
16/53 (30.2%) had no disease. Among patients with persistence of the high-risk lesion, median maximum dimension
(MMD) of the high-risk lesion was 1.15 cm (IQR 0.8-1.6 cm) on pathology, and MMD of the excisional biopsy specimen
was 5.00 cm (IQR 4.05-5.98).

Conclusions: In this cohort of patients with concurrently identified breast carcinoma and high-risk lesion, lesion presence
within 5cm of ipsilateral carcinoma was associated with increased upgrade rate. The 3.8% upgrade rate for high-risk
lesions located greater than Scm from ipsilateral malignancy or in the contralateral breast suggests that omission of
excisional biopsy may be considered. For lower risk patients, omission of surgical biopsy could reduce excised tissue as
size of excision cavity was more than double the max dimension of the actual lesion size. However, excisional biopsy of
high-risk lesions within Sem of ipsilateral malignancy is recommended given the 25% upgrade risk in our series.
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Table 1. Multivariate multinomial logistic regression model

Table 1. Multivariate multinomial logistic regression model. No disease indicates that neither carcinoma
nor residual high-risk lesion was identified on pathology following excisional biopsy. Upgrade to
carcinoma designates the finding of either in situ or invasive carcinoma at the site of previously biopsy-

confirmed high-risk lesion. Persistence of the high-risk lesion on final pathology was the reference
outcome.

No disease Upgrade to Carcinoma
Odds ratio p-value Odds ratio p-value
(95% Cl) (95% Cl)
Distance from malignancy
Contralateral or Ref - Ref -
ipsilateral, >5 cm
Ipsilateral, £5 cm 0.65 0.66 12.7 0.03
(0.10-4.46) (1.32-121.9)
Quadrant of high-risk
lesion
Upper outer Ref - Ref -
Upper inner 12.2 0.009 N/A -
(1.88-78.8)
Lower outer 1.79 0.44 0.23 0.27
(0.41-7.94) (0.02-3.19)
Central, subareolar, or 0.27 0.27 N/A -
lower inner (0.03-2.67)

Cl = Confidence Interval; N/A = not applicable, no events of interest observed; Ref = defined reference
group
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1685843 - Granulomatous Mastitis - A Retrospective Analysis of Treatment Outcomes in Over 800
Patients

Nicole Nelsonl, Jazzalyn Zouz, Kamil Khanipovz, Kostiantyn Botnarz, V. Suzanne Klimberg2

! University of Texas Medical Branch, League City, TX, 2 University of Texas Medical Branch, Galveston, TX

Background/Objective: Idiopathic Granulomatous mastitis (GM) is an uncommon inflammatory breast disorder that
continues to present a challenge to physicians as it is a difficult disease to diagnose and manage. To date, there is little
data looking at the natural history of the disease and comparing treatments and their effectiveness across a significant

number of patients. We hypothesized that real-world data from healthcare organizations could be used to determine a

superior treatment.

Methods: We utilized de-identified electronic health record data of around 105 million patients in 76 healthcare
organizations through the TriNetX database to identify patients diagnosed with GM between 2015-2022. Outcomes
measured included length of treatment time, whether more than one treatment was required, whether a repeat diagnosis of
GM was given, and if repeat treatment was prescribed or performed without the concurrent diagnosis of a detracting
diagnosis. Statistically, the data was queried using SQL expressions to extract treatment types utilized and determine the
treatment length along with recurrence and retreatment rates. A comparison of individual treatments along with different
combinations of therapies was performed in GraphPad Prism v10.

Results: A total of 1167 pts were identified who had records of treatments after a diagnosis of GM. 837 pts were treated
within the analysis logic. Of those, 95.9% were female with 4.1% being male. The majority of patients were between the
ages of 25 to 44. Hispanics were noted to have a 6-fold increased likelihood of being diagnosed with GM compared to
Non-Hispanic or Latinos (0.006% compared to 0.001%). The most common treatment employed was antibiotic therapy
followed by steroids, then surgery, and then methotrexate. The most common therapies utilized regardless of the treatment
order were antibiotics alone (n = 308), antibiotics + steroids (n = 188), and steroids alone (n = 183). The length of time for
all therapies showed no significant difference in treatment time regardless of the method of treatment employed. The
length of time from the initial diagnosis/treatment and a re-diagnosis or re-treatment was not statistically significant
among treatment types. Time from initial diagnosis and treatment to retreatment ranged from 31 to 2376 days with an
average of 154 days. Of the patients that had recurrences, the most common therapies employed were antibiotics,
antibiotics + surgery, and methotrexate + steroid. There was no significant difference in recurrence or retreatment rates
among the different therapies or combinations of therapies utilized. (Figure 1)

Conclusions: The recurrence and retreatment rates for GM were not significantly different among different treatment
types or combinations of treatment types. There was no superior method of treatment for GM based on our review. This
emphasizes the need for further research to better understand the etiology and optimal treatment strategies for GM.
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1688068 - Risk Factors Associated with the Timing of Subsequent Breast Cancer Diagnosis Among Those
with Proliferative Atypical Lesions of the Breast in a Diverse Patient Cohort

Jessica Limbergl, Amanda Nashl, Samantha Thomasz, Koumani Ntowel, Juliet Daltonl, Akiko Chibal, Jennifer Plichtal,
Shelley Hwang1

! Duke University Medical Center, Durham, NC, °Duke Cancer Institute, Durham, NC

Background/Objective: Proliferative atypical lesions of the breast, including atypical ductal hyperplasia (ADH) and
lobular neoplasms (LN), represent a subset of benign entities which denote an elevated risk of ductal carcinoma in-situ
(DCIS) and invasive breast cancer (IBC). However, the timing of subsequent breast cancer development is variable, and
risk factors associated with an early versus late diagnosis have yet to be identified.

Methods: Patients diagnosed with breast atypia (ADH or LN) from 2008-2017 at a single academic center were
identified, and, when applicable, stratified based on timing of subsequent breast cancer diagnosis. Those with breast
cancer prior to or concurrent with the breast atypia were excluded. Early development was defined as DCIS or IBC
diagnosed within 5 years of the initial atypia diagnosis. Unadjusted cancer-free survival was estimated using the Kaplan-
Meier method. Demographics, clinicopathologic features, and use of chemoprevention were compared between early and
late development groups.

Results: A total of 434 patients were included in the study; 75% diagnosed with ADH and 25% with LN. The median age
of atypia diagnosis was 53 years (IQR 48-62), and the majority of patients were either Non-Hispanic White (64.5%) or
Non-Hispanic Black (21.2%). Fifty percent had a family history of breast cancer, but very few (9.5%, n=7/74) had an
identified pathogenic germline mutation. Breast tissue was mammographically dense in most patients (46.1%
heterogeneous, 12.7% extremely), and only 11.1% (48/434) opted for chemoprevention after an atypia diagnosis. Over a
median follow up of 7.4 (95% CI 7.0-8.2) years, 71/434 (16.4%) developed breast cancer, of which 57.7% were IBC and
42.3% were DCIS (Figure). Approximately half (34/71) of patients were diagnosed within 5 years of their initial atypia
diagnosis, and 52% (37/71) were diagnosed after 5 years. Patients diagnosed early more often had ipsilateral disease
(82.4% early vs 56.8% late), whereas contralateral disease was more common in the cohort of patients diagnosed later
(14.7% early vs 40.5% late; p=0.03). In addition, patients who developed breast cancer early were older with a median
age at diagnosis of 58 years (IQR 50-66) versus 53 years (IQR 47-61) for late development and had higher BMI: 30 (IQR
25-34) for early versus 26 (IQR 22-31) for late, although neither of these findings reached significance (both p>0.05).
There was no association with the timing of development and race/ethnicity, family history, germline mutation status,
breast density, type of atypia, or use of chemoprevention. The majority of breast cancers were small (79% either Tis/T1)
with favorable subtypes [92% (65/71) ER positive, 88% (38/43) HER2 negative], with no difference in tumor biomarkers
based on timing of diagnosis.

Conclusions: In a large cohort of patients with breast atypia and median follow up of 7.4 years, over 16% developed
DCIS or IBC, with approximately half of the events occurring within the first five years following the initial atypia
diagnosis. Early events were more likely to be ipsilateral, supporting that atypia signals both local as well as overall risk
for DCIS and IBC.
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Figure 1. Unadjusted cancer-free survival in patients diagnosed with breast atypia, stratified by type of breast cancer

Survival Probability

Logrank p=0.9957

0.0+
In Situ | 30 23 19 9 [ 3 2 1 0
Invasive | 40 22 28 11 6 3 r 2 1 0
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Time to Diagnosis (Months)
[Type of Diagnosis In Situ —— —- Invasive |
Type of Breast Cancer Total Median Cancer-Free Survival (95% CI)

In situ 30 58.2 months (39.9-91.9)

Invasive 40 67.0 months (53.9-84.3)

Total 70 64 4 months (53.2-83.0)

One patient excluded due to unknown date of breast cancer diagnosis. Abbreviations: Cl=confidence interval.

84




1687964 - Atypical Ductal Hyperplasia on Core Needle Biopsy: Assessing the Need for Surgical Excision

AmyF ernowl, Bailey J ohnsonl, Emily Shockeyl, Wynton Overcastl, Kandice Ludwigl, Folasade Imeokpariaz, JoAnna

Hunter—Squiresl, Josh Manghellil, Carla Fisher?

IIndiana University, Indianapolis, IN, Zlndiana University School of Medicine, Indianapolis, IN

Background/Objective: Surgical excision is currently recommended for patients with core needle biopsy (CNB) yielding
atypical ductal hyperplasia (ADH) to rule out breast cancer. Studies have shown mixed upgrade rates with some models to
suggest patients who can avoid surgery. We aimed to ascertain upgrade rates of ADH to cancer in a large, multi-hospital
healthcare institution to help determine patients who may avoid surgery.

Methods: All patients diagnosed with ADH on CNB between the years 2013-2021 were identified using a radiology
database by searching for patients with “atypical ductal hyperplasia” or “ADH” on CNB pathology reports. The primary
outcome was upgrade rate to invasive cancer or ductal carcinoma in situ (DCIS) on excisional biopsy. Secondary
outcomes included risk of upgrade to carcinoma based on size on initial imaging, number of biopsy cores, presence of
ADH alone or with benign findings (fibroadenoma, fibrocystic changes, sclerosing adenosis, or apocrine metaplasia),
presence of focal ADH, and presence of ADH with concurrent high-risk lesions (complex sclerosing lesion, radial scar,
intraductal papilloma, lobular carcinoma in situ, atypical lobular hyperplasia, or flat epithelial atypia). Baseline imaging
with mammogram, US, and/or MRI was used to determine the largest measured size of lesions.

Results: A total of 363 patients with ADH were identified. The median age of patients was 58 years, with a range
between 31 and 85. 316 patients underwent excisional biopsy. The overall upgrade rate to carcinoma was 21%, with 15
being invasive and 51 in situ. There were no differences in upgrade rates for subgroups of patients with ADH (+/- benign
finding, focal ADH only, concurrent high-risk lesions, p=0.16). Patients with ADH +/- other benign findings on CNB had
an upgrade rate of 26%. Patients with focal ADH had an upgrade rate of 18%. Patients with ADH and another high-risk
lesion noted on CNB had an upgrade rate of 17%. The average lesion size on imaging for patients with benign findings on
excisional biopsy was 1.05 cm vs 1.51 cm for those who were upgraded (p=0.008). The average number of CNB samples
for patients who had benign findings on excisional biopsy was 6.498 versus 6.689 for those who were upgraded to cancer
(p=0.558). There were 47 patients (12.9%) followed with imaging who did not undergo excisional biopsy after CNB.
Average time of follow-up imaging was 37 months. One patient in this group had subsequent changes on imaging which
led to a diagnosis of DCIS made 21 months after CNB.

Conclusions: We identified a large group of patients diagnosed with ADH on core biopsy over multiple hospitals within a
single healthcare system. For patients who underwent surgery for ADH, our upgrade rate to invasive cancer or DCIS was
21% indicating need for surgery in this group of patients. Increased size was a significant risk factor for upgrade. Number
of CNB samples collected had no influence on upgrade rates. Based on our results, we continue to recommend surgical
excisional biopsy for most patients with ADH.
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1684853 - Evaluating Criteria for Observation of Atypical Ductal Hyperplasia on Percutaneous Biopsy

Christina Driscoll, Patricija Zot, Malvika Solanki, Carrie Olson, Kush Lohani, Tanya Hoskin, Amy Degnim

Mayo Clinic, Rochester, MN

Background/Objective: Atypical ductal hyperplasia (ADH) identified on percutaneous biopsy is associated with upgrade
to cancer in approximately 15-25% of cases. Although surgical excision of the lesion remains standard of care, recent
studies have identified criteria for omitting surgical excision in selected individuals with low (< 5%) risk of upgrade. Here
we perform a retrospective external assessment of proposed criteria for observation of selected women with low risk
ADH.

Methods: With IRB approval, a single-institution retrospective review was performed of patients with mammography
screen-detected ADH diagnosed on percutaneous biopsy and excised in our breast surgical practice from March 2016 to
December 2022, excluding individuals with BRCA 1 or 2 pathogenic variants, ipsilateral breast cancer, ADH within
intraductal papilloma, and those who did not have both their percutaneous and excisional biopsy at our institution.
Clinical, imaging, and pathology features were abstracted with chart review. Immediate outcomes were evaluated for
cases meeting recommended criteria for low upgrade risk (calcifications only, >50% removal, 1-2 foci of ADH, no
necrosis) vs all other cases. Statistical analysis was performed using a chi-square test; confidence intervals for estimated
upgrade risk were calculated using the Wilson method.

Results: We identified 198 ADH lesions diagnosed on percutaneous biopsy and undergoing surgical excision among 196
unique patients (median age 55, range: 34-85). 169 had no prior history of breast cancer, while 29 had concurrent or prior
history of contralateral breast cancer. Overall, 19/198 (9.6%) upgraded to cancer at excision (2 invasive breast cancer and
17 DCIS). Of the 198 ADH lesions, only 78 (39.4%) met all low-risk criteria. Among the 120 lesions not meeting low-
risk criteria, the reason was presentation other than mammographic calcifications in 68 (56.7%; 51 mass lesion, 17
architectural distortion/asymmetry), while smaller numbers had other higher-risk features: n=13 with < 50% removal of
calcs, n=47 with >2 foci of ADH, and n=18 with central necrosis on the percutaneous biopsy. For lesions meeting all low-
risk criteria, the upgrade rate was 5.1% (4/78) (95% CI: 2.0-12.5%), compared to an upgrade rate of 12.5% (15/120) (95%
CI: 7.7-19.6%) for lesions not meeting these low-risk criteria (p=0.07). Upgrades within the low-risk criteria group were 3
low grade DCIS (3.8%), and 1 invasive cancer (1.3%) measuring 2.4 cm (intermediate grade, ER+/Her2-, and node
negative). In the one patient with upgrade to invasive cancer, three subcentimeter clusters of calcifications were seen on
diagnostic mammogram with density level 3; core biopsy pathology showed 2 foci of ADH and 2 foci of ALH.

Conclusions: Among women with ADH on percutaneous biopsy, 39% met recently published low-risk for upgrade
criteria (calcifications only with >50% removal, 1-2 foci, no necrosis) and had an actual overall upgrade risk of 5.1%
(1.3% for invasive cancer). These data support the recommendation for prevention therapy and active surveillance,
accepting a small risk of missed invasive cancer.
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Complications

1686242 - Mastectomy Same-day Discharge Versus Overnight Observation Comparison of Readmission,
Reoperation, Surgical Site Infection, and Deep Vein Thrombosis: An Analysis of National Surgical
Quality Improvement Program (NSQIP) Data

Amanda Khouril, Rachel Handelsmanz, Natalie J oumblatl, Sandra Tomlinson-Hansen’

lKaweah Health/UC Irvine, Visalia, CA, ZKaweah Health Medical Center, Visalia, CA, 3L0well General/Tufts Medicine,
Cambridge, MA

Background/Objective: The practice of admission versus same day discharge after mastectomy varies. In 2022, the
American Society of Breast Surgeons issued guidelines on home recovery after mastectomy stating it was a safe option
for the appropriate patient. Previous analysis of NSQIP data from 2005-2012, and 2016-2018 showed no increase in 30-
day complications in same day discharge patients. However, no recent analysis of NSQIP mastectomy only data has been
performed comparing same-day discharge and admitted patients with specific endpoints such as DVT, SSI, and unplanned
readmission and reoperation. This data analysis aims to provide the surgeon up to date analysis of these endpoints.

Methods: NSQIP data with mastectomy CPT codes (19303, 19304, 19305, 19306, 19307) from 2014-2019 were
obtained. Male patients and patients who underwent concurrent bilateral oophorectomy or plastic surgery were excluded.
The exposure variable for the study, a dichotomous distinction between inpatient and outpatient procedures is the NSQIP
variable INOUT. For each outcome we carried out a cohort study comparing inpatients and outpatients retained or sent
home on the same day. Quadruples consisting of one person in each combination of INOUT and retained, matched, with
replacement, on CPT code and year of the procedure, BMI category, and age to within 4 years, history of congestive heart
failure and bleeding disorder were created and used in three different analyses of the incidence of each outcome:
conditional Poisson regression, Cox proportional hazards model, and a multi-level Weibull survival model.

Results: During the five-year period, 37,494 mastectomies were performed, with 34,103 retained overnight and 3,391
discharged the same day. White patients made up 26,226 of those undergoing mastectomies, African-Americans made up
3,903, Asians made up 2,072, American Indian/Alaska Natives made up 52, and Native Hawaiian/Pacific Islander made
up 167 of the mastectomies in our study. Most patients did not have post-operative complications, but 84 same day
discharge patients and 1,965 admitted patients had an unplanned return to the operating room. 94 patients discharged the
same day and 1,523 admitted patients had an unplanned readmission. 96 patients discharged the same day and 1,008
admitted patients developed surgical site infections (SSI). 2 same day discharge patients and 99 admitted patients
developed DV T/thrombophlebitis. The odds ratio for SSI for retained patients was 0.64 [0.51, 0.80]. The odds ratio for
Readmission was 1.12 [0.92, 1.36]. The odds ratio for Reoperation was 1.83 [1.51, 2.21].

Conclusions: Our data demonstrate that outpatients with same day discharge may fare better than their admitted
counterparts when it comes to complications such as reoperation, readmission, and possibly DVTs when controlling for
year of procedure, BMI, age within 4 years, and history of CHF and bleeding disorder. The overall rate of DVTs was
higher in patients retained overnight, however the rate of this complication is so rare the data is not conclusive about this
endpoint. Interestingly, same day discharge patients did have higher rates of SSI. This may be related to less optimal
wound and drain education in the immediate post-mastectomy period. This warrants additional investigation in future
study.

Table 1: Results of cohort analysis
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OUTCOME ANALYSIS! Outpatient Sent Inpatient Sent Outpatient
Home Home Inpatient Retained Retained
SSI Conditional Poisson 1.00 [ref.] 0.58 [0.47, 0.73] 0.71 [0.57, 0.88] 0.64 [0.51, 0.80]
Cox PH 1.00 [ref] 0.61 [0.16, 2.30] 0.73[0.47,1.13] 0.67 [0.42, 1.07]
Multi-level Weibull 1.00 [ref.] 0.61 [0.49, 0.76] 0.73 [0.59, 0.90] 0.67 [0.54, 0.83]
DVT Conditional Poisson 1.00 [ref] 0.00 [0.00, .] 346[1.32,9.03]  3.97[1.55,10.20]
Cox PH 1.00 [ref] 0.00[0.00,0.00]  2.67[0.57,12.47] 3.00[0.56, 16.23]
Multi-level Weibull 1.00 [ref.] 0.00 [0.00, ] 2.67[1.04, 6.82] 3.00[1.19, 7.57]
READMISSION  Conditional Poisson 1.00 [ref.] 2.60[2.17,3.12] 128 [1.06, 1.55] 1.12 [0.92, 1.36]
Cox PH 1.00 [ref ] 1.96 [0.84, 4.55] 1.26 [0.81, 1.98] 1.13 [0.71, 1.81]
Multi-level Weibull 1.00 [ref] 1.96[1.65,2.34] 1.27[1.05, 1.53] 1.13 70.93, 1.37]
REOPERATION Conditional Poisson 1.00 [ref] 2.191.81, 2.65] 2.33[1.93,2.81] 1.83[1.51,2.21]
Cox PH 1.00 [ref.] 1.80[0.78, 4.20] 1.94[1.19,3.15] 1.65 [1.00, 2.73]
Multi-level Weibull 1.00 [ref ] 1.82[1.51,2.19] 1.95[1.62, 2.35] 1.66 [1.37,2.01]

'Results are shown as IRR [95% CI] for Conditional Poisson medel, and HR [95% CI] For Cox PH and Multi-level Weibull

models.
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1685160 - Impact of Anti-estrogen Therapy on the Vaginal Microflora in Breast Cancer Patients

Hayley Petitl, Alison Cooganz, Supriya Mehtaz, Cristina O'Donoghuez, Andrea Madrigrano2

T Rush University Medical College, Chicago, IL, 2Rush University Medical Center, Chicago, IL

Background/Objective: Bacterial vaginosis (BV) is a common condition that affects 29% of women in the United States

and is caused by an overgrowth of anaerobic bacteria that overwhelms the estrogen-reliant vaginal Lactobacilli. Given the

relationship between estrogen and vaginal Lactobacilli, we aimed to investigate the occurrence of BV in patients receiving
anti-estrogen therapies for breast cancer.

Methods: This retrospective cohort study employed the PearlDiver Mariner Database of de-identified all-payer insurance
claims. International Classification of Diseases (ICD)-9, ICD-10, Current Procedural Terminology (CPT), and national
pharmaceutical codes were used for data collection out of the 161 million patients with records from 2010-2022. The first
diagnosis of breast cancer in female patients who had records at least one year before and after diagnosis without a history
of gynecologic malignancy were included. Exposure groups were (1) patients between the ages of 20-50 taking tamoxifen,
and (2) patients over the age of 50 taking aromatase inhibitors (Al), for at least five years without a lapse in prescriptions
greater than one year. Control groups were breast cancer patients of the same ages not taking either medication. Within
the 20-50 age groups, the maximum age at first breast cancer diagnosis was 45 in order for five years to pass prior to age
50. Study groups were matched based on age, location, and insurance plan. The outcome for analysis was the first
occurrence of BV over five years vs. remaining without a BV diagnosis. Chi-square and risk ratios (with 95% Confidence
Intervals [CI[) were used to compare BV occurrence between cases and controls.

Results: A total of 6,204 patients were included in the tamoxifen exposure group and 6,204 patients were included in the
matched control group. Within these groups, the median age was 41 (interquartile range [IQR]: 38, 43). These patients
were most commonly from the South (35.38%, n=2,195) and the majority had commercial insurance (88.62%, n=5,498).
Over the study period, 10.74% (n=666) of patients taking tamoxifen developed BV compared to 9.14% (n=567) of
patients who did not take tamoxifen (p-value: < 0.01; risk ratio [RR]: 1.17, 95% CI: 1.06-1.31). There were 78,516
patients in the Al exposure group and 78,516 patients in the matched control group. Within these groups, the median age
was 66 (IQR: 60, 72). Patients were most commonly from the South (39.80%, n=31,253) and the majority had commercial
insurance (63.49%, n=49,846). During the study period, 2.52% (n=1,976) of patients taking an Al developed BV
compared to 3.07% (n=2,411) of patients who did not take an Al (p-value: <0.01; RR: 0.82, CI: 0.77-0.87).

Conclusions: This observational study demonstrates potential interactions between anti-estrogen therapy and the vaginal
microflora. While previous studies have associated anti-estrogen therapies with atrophic vaginitis, comparison of the rate
of BV amongst women taking and not taking these medications is novel. Further studies should evaluate the incidence of
BV and vaginal microbiome composition in women taking anti-estrogen therapies stratified by breast cancer course and
surgical treatment to better understand the relationship and identify potential therapeutic avenues for improved quality of
life.
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1664458 - Short-term Physical Recovery After Breast Cancer Surgery Predicts Long-term Functional
Outcomes

Nur Amalina Che Bakri, Richard Kwasnicki, Tanusree Dutta, Chiara Rizk, Emmanuel Giannas, Hutan Ashrafian, Judith
Hunter, Francis Henry, Simon Wood, Ara Darzi, Daniel Leff

Imperial College London, London, England, United Kingdom

Background/Objective: Upper limb (UL) morbidity is poorly quantified and characterized. It is usually assessed using
patient-reported outcome measures (PROMs). However, recall/response bias limits these measurements and makes post-
operative morbidity and return to functionality estimations inaccurate. Our prior data shows that wearable activity monitor
(WAM) is a reliable and unbiased objective tool for assessing UL impairment following breast surgery. Several studies
have shown that breast cancer survivors who engage in physical activity (PA) have better outcomes. The early
identification of patients with suboptimal activity levels can help mitigate their susceptibility to long-term complications.
Previous research on WAMs in breast cancer patients focused on overall activity levels/step counts, rather than UL
activity. To address this, here, we present short-term (perioperative) and long-term (6/12+) objective data to characterize
longitudinal UL recovery and identify predictors of long-term functional outcomes. We hypothesized that short-term PA
predicts long-term recovery.

Methods: A prospective, non-randomized, observational study was conducted from April 2019 to May 2023. Patients
undergoing breast cancer surgery were identified from operating schedules. No restriction was placed on age. Patients
who had a movement disorder, those using mobility devices/aids, or those with inadequate comprehension were excluded.
At long-term follow up, patients were excluded if they had undergone additional operations or received new diagnoses
since their initial operation that would significantly affect their mobility. Recruited participants were invited to wear
WAMs on both wrists for an average of 3 days preoperatively, two weeks postoperatively, and for 72 hours at greater than
6 months post-operatively. They were asked to complete the Disability of Arm, Shoulder, and Hand and quality-of-life
(EQ-5D-5L) questionnaires at pre-operative, post-operative weeks 1, 2, and at greater than 6 months.

Results: In a cohort of 38 patients, on average, 25455 data points were captured / patient. PA significantly decreased (as a
percentage of pre-operative level) during the first and second weeks post-operatively (median PA: week 1=60.9% and
week2=71.7% p< 0.001). After a median follow-up period of 2 years, on average PA returned to baseline (median PA:
105.6%, p>0.05) where 60% of the patients reached their baseline level (median PA=116.4%, p>0.05). If the 2-week PA
was above 75%, patients were significantly more likely to return to baseline (OR:7.5, 95% CI 1.628-34.591, p<0.01).
Multivariate regression analysis demonstrated that the only independent predictor of long-term functional outcomes was
short-term recovery observed 2-weeks post-operatively (f= 0.752, p< 0.001). In addition, DASH scores at week 1 were
found to be predictive of long-term DASH scores (p=0.361, p=0.046).

Conclusions: Early two-week recovery is an independent predictor of long-term UL physical function. This underscores
the critical significance of measuring and assessing the initial stages of recovery, as well as implementing measures to
mitigate long-term functional impairment. WAMSs have the potential to complement the current PROMs as predictive
instruments, enabling the identification of individuals in need of further support in their rehabilitation process and
promoting self-directed recovery. WAMs are highly suitable due to their ability to non-invasively and objectively measure
activity levels and offer useful insights to both patients and clinicians.
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Figure 1: Return to pre-operative activity levels and functionality. Physical activity as a percentage of pre-operative level
significantly reduced to 60.9% (p<0.001) and 71.7% (p<0.001) at 1-week and 2-week post-operatively respectively. At median
follow up of 2 years after their initial operation, patients on average had returned to their baseline level (median PA: 105.6%
(p>0.05)) where 60% of the participants reached the baseline level where the median PA level was 116.4% (p>0.05).
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1670225 - Quilting: A Simple and Effective Technique to Reduce Seroma After Mastectomy

Jamila Alazhril, Hussain Abdullaz, Fatimah Alquriashl, Salma Algharndi1

IKing Fahad Specialist Hospital, Dammam, Ash Sharqiyah, Saudi Arabia, ZSalmaniya Medical Complex, Manama, Al
Asimah, Bahrain

Background/Objective: Seroma is the most common complication after mastectomy. It is associated with risk of
haematoma, skin flap necrosis, wound infection, delayed wound healing, lymphoedema, repeated visits to the clinic,
increased costs and delay in starting adjuvant therapy. Fibrin glue, thrombin sealants, pressure dressing and shoulder
immobilization have all been ineffective in preventing seroma. Drains are traditionally used to reduce seroma, however,
they are associated with complications and prolonged need for care. Mechanical closure of the dead space using quilting
sutures has been found to reduce the incidence of seroma and we have been applying this technique since 2020. The aim
of this study was to examine the effect of quilting on postoperative seroma formation after mastectomy in patients who
underwent quilting compared to those who underwent conventional wound closure.

Methods: We retrospectively reviewed all patients who underwent a mastectomy by a single surgeon at our center
between 2020 and 2023. Those who had breast conserving surgery, immediate reconstruction after mastectomy or missing
data were excluded. We collected the following from electronic medical records and drain charts: age at diagnosis, BMI,
menopausal status, co-morbidities, history of neoadjuvant systemic therapy, axillary surgery, technique of wound closure,
drain output and time to drain removal. Conventional wound closure involved deep dermal 3/0 Vicryl, followed by 3/0 or
4/0 Monocryl subcuticular suture for the skin. In the quilting technique, skin flaps were sutured to the pectoralis major
muscle using interrupted deep dermal 3/0 Vicryl. Only one drain, regardless of axillary surgery, was used and it was
removed if output was less than 30 ml per 24 hours for 3 consecutive days.

Results: Out of 76 patients, 44 patients underwent conventional wound closure and 32 had quilting suture. There were no
significant differences in baseline characteristics between the two groups. On the first postoperative day, patients who
underwent quilting had approximately 33% less volume of drainage than those with conventional wound closure (71.7 vs
106.7 ml, P = 0.006). Quilting suture was significantly associated with a shorter time to removal of the drain (8.35 vs 13.1
days, P =0.007). Overall, the average drain output was lower in the quilted group (35.7 vs 40.8 ml, P = 0.205) and the rate
of surgical site infection was less (13.6% vs 6.25%, P = 0.455), but these differences were not significant (Table 1).

Conclusions: The quilting suture technique after mastectomy reduces postoperative seroma and time to drain removal,
compared with conventional wound closure. Quilting reduces healthcare consumption through reduction in complications,
less number of clinic visits for drain-related care, shorter length of hospital stay, patient discomfort and associated
expenses. This opens the possibility of omitting the use of a drain in patients undergoing quilting sutures after
mastectomy, an interesting area for future research.

Table 1: Outcome comparisons between the two groups

Outcome Conventional closure Quilting suture P value
Postoperative day 1 drain cutput {in mi) 106.7 + 46.5 1.7+ 346 0.006
Mean drain amaouwnt (in mil} 40.8 = 2B.5 357+ 15.5 0.205
Time to drain removal (in days) 131 £ 71 B.35 + 3.95 0.007
881 13.6% 6.25% 0.455
Wound complications 6.81% 312% 0.634
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1688158 - Perioperative Events Among Triple-negative Breast Cancer Patients Following Neoadjuvant
Chemoimmunotherapy vs Chemotherapy Alone

Maryam Khanl, Yiming Liz, Julia McGuinnessz, Sherene Ishtiharz, Sharma Anuragz, Stacy Ugrasz, Arith Reyesz, Roshni
Ra03, Lisa Wiechmannz, Bret Tabackz, Molei Liuz, Luona Sun?

L Columbia University, New York, NY, 2Columbia University Medical Center, New York, NY, 3 Columbia University
Vagelos College of Physicians and Surgeons, New York, NY

Background/Objective: KEYNOTE-522 study showed higher rate of pathologic complete response (pCR) and improved
interim event-free survival (EFS) in Triple negative breast cancer (TNBC) patients treated with pembrolizumab in
addition to neoadjuvant chemotherapy (NAC). Immune-related adverse events (irAE) were reported as 30-70%. IrAE
from neoadjuvant treatment can potentially lead to adverse outcomes during the perioperative period. Perioperative
outcomes of patients undergoing neoadjuvant chemoimmunotherapy vs chemotherapy alone were not well studied.

Methods: 26 patients with TNBC who received preoperative immunotherapy (pembrolizumab) (2017 - 2023) with or
without chemotherapy at our institution were age and stage matched to 26 patients with TNBC who received preoperative
chemotherapy alone (2016-2020). Clinical information such as cancer stage, American Society of Anesthesiologists
(ASA) class, treatment regimen, perioperative medical complications, major hospitalizations, cardiac /cerebral accidents,
and surgical complications were retrospectively reviewed within 30 days of perioperative period. Comparision of the two
cohorts were done with Two Sample Proportion Test. Risk differences with 0.95 confidence intervals (CI) was configured
via R.

Results: The mean patient age from both cohorts was 55. Each cohort matched 6 patients of stage I, 16 of stage II, 4 of
stage III. In preoperative immunotherapy group, 12 patients were ASA 11, 12 patients were ASA III ; versus (vs.) 18 of
ASA II (p=0.16), 8 of ASA III (p=0.39) in preoperative chemotherapy group. 20 patients in chemotherapy group
completed AC-T (Adriamycin/Cytoxan/Taxol), compared to 5 patients in immunotherapy group. Comparing
immunotherapy to Chemotherapy group, 15 vs. 11 patients received breast conservation treatment; 7 vs. 9 had
mastectomy; 3 vs. 6 had Mastectomy with reconstruction, respectively (p= 0.40). No patients in the chemotherapy group
developed any of the following complications vs the immunotherapy group: 5 patients presented with thyroiditis (p=0.06),
4 with neutropenic fever (p=0.12), 1 with hepatitis (p= 1.00), 2 with non-surgical site Infection (p=0.47), 3 with
symptomatic anemia (p=0.23), 1 with Adrenal Insufficiency (p= 1.00), 5 patients required preoperative hospitalization (p=
0.06) and 2 developed surgical site complications (p=0.47). Patients in the chemotherapy group were more likely to
develop neuropathy (3 patients vs 0; p= 0.23), and fatigue (4 patients vs 2; p=0.66). 5 immunotherapy patients needed
preoperative cardiac consultation vs 6 in chemotherapy group. 2 patients had rash in immunotherapy group versus 1 in
chemotherapy group. (p=1.00). 13 patients had abnormal glucose level in immunotherapy group, vs 17 patients in
chemotherapy group. 10 patients had anemia in immunotherapy group with 20 patients in chemotherapy group. No
electrolytes derangement, no cardiac arrest or cerebral vascular accidents, no major bleeding events in either cohort during
perioperative period. However, when comparing overall risks of all above complications, immunotherapy group had a
higher overall risk than chemotherapy group. (relative risk=2.5, p= 0.0357, CI 1.05- 6.56)

Conclusions: Despite no significant differences in each perioperative risk/complications due to the small sample size,
immunotherapy group still has a significantly higher overall risk compared to chemotherapy group during perioperative
period. Larger studies are needed to infer the risk of each single complication.
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Figure 1: Perioperative events confidence intervals following neoadjuvant chemoimmunotherapy vs chemotherapy alone
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1688473 - Negative Pressure Wound Therapy in Patients Undergoing Breast-conserving Surgery for
Breast Cancer: The LAUREN-trial

Nick Servaasl, Merel Spickerman van Weezelenburgz, Loeki Aldenhoven’ , Merel Kimman4, Elisabeth van Haarenz,
Alfred Janssenz, Milou Martensz, Yvonne Vissersz, Geerard Beets® , James van Bastelaar

IZuyderland Medical Centre, Sittard-Geleen, Maastricht, Limburg, Netherlands, 2Zuyderland Medical Centre, Sittard-
Geleen, Limburg, Netherlands, SZuyderland Medical Center, Sittard-Geleen, Limburg, Netherlands, *Maastricht

University Medical Centra, Maastricht, Limburg, Netherlands, 3 Antoni van Leeuwenhoek, Sittard-Geleen, Limburg,
Netherlands

Background/Objective: Breast cancer patients are more often treated with breast conserving surgery, with 37% of the
procedures being breast conserving in the Netherlands in 1989 to 61% in 2022. Complication rates after breast conserving
surgery for breast cancer are 2-17%. Complications such as surgical site infections (SSI), wound dehiscence, abscess,
hematoma, or seroma are seen after breast conserving surgery. Negative pressure wound therapy (NPWT) is used to
reduce complications of closed surgical wounds and improve postoperative outcomes. This study aims to identify the
effect of NPWT on surgical outcomes and wound complications after breast conserving surgery for breast cancer.

Methods: This is a Dutch two-arm interventional study which includes a total of 300 patients receiving breast conserving
surgery for breast cancer with or without sentinel node procedure. A prospective interventional cohort of 150 patients
receiving NPWT will be compared to a retrospective cohort of 150 patients who did not receive NPWT. The follow-up
period is 3 months. The primary objective of this study is to evaluate the difference in wound complications (SSI, wound
dehiscence, abscess, hematoma, seroma) in patients with and without NPWT. Secondary objective is to assess the burden
for patients by assessing pain scores, EQ-5D-5L questionnaires and semi-structured interviews. The semi-structured
interviews were conducted in the first 20 patients of the interventional cohort, and focused on general experience, physical
complaints, user-friendliness, interference in daily, recommendations and QoL. In addition, a hospital-based cost
assessment will be performed using costs related to complications, NPWT and unscheduled visits.

Results: Preliminary results into the effect of NPWT on complications after breast conserving surgery will be presented at
the ASBrS 2024. As of now, 44 patients are included in the prospective cohort. Approximately 90-100 patients are
expected to be included in the prospective cohort in April 2024. In general, NPWT was not perceived as a burden. Among
the concerns voiced, itching during the treatment and practical issues including the length of tubing and device stability
were most frequently mentioned. The treatment did not interfere with daily activities. Quality of life was comparable to
patients not undergoing NPWT after breast conserving surgery for breast cancer. Almost all (95%) of patients would
recommend NPWT to others.

Conclusions: Negative pressure wound therapy seems feasible in patients undergoing breast conserving surgery. We
expect the complication rate to be reduced by 50%. We look forward to presenting the preliminary clinical results at the
ASBrS 2024 conference.
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1684911 - Drain-free Mastectomy and Flap Fixation: The Interim Analysis of a Randomized Controlled
Non-inferiority Trial

Merel Spiekerman van Weezelenburgl, Lisa de Rooij 1, Loeki Aldenhovenz, Sander van Kuijk3, Elisabeth van Haarenl,
Alfred Janssenl, Yvonne Vissersl, Geerard Beets4, James van Bastelaar!

IZuyderland Medical Centre, Sittard-Geleen, Limburg, Netherlands, 2Zuyderland Medical Center, Sittard-Geleen,

Limburg, Netherlands, M UMCH, Maastricht, Limburg, Netherlands,  Antoni van Leeuwenhoek, Sittard-Geleen,
Limburg, Netherlands

Background/Objective: Flap fixation after mastectomy has proven to be one of the most promising solutions to reduce
seroma formation. Drain placement is however still standard practice in many breast cancer clinics, even though this may
be redundant after flap fixation. This paper describes the interim analysis of the Seroma reduction and drAin fRee
mAstectomy (SARA) trial.

Methods: This is a prospective randomised controlled trial comparing mastectomy and wound closure using flap fixation
with or without drain placement. The primary outcome measure was the incidence of clinically significant seroma (CSS).
Secondarily, wound complications, unscheduled visits, pain scores and cosmetic results were assessed. The aim of this
interim analysis was to assess the assumptions for the sample size calculation and to provide preliminary results.

Results: Between July 2020 and January 2023, 112 patients were included. CSS incidence was 9.1% in the drain group
and 21% in the no-drain group. In total, 10 patients were lost to follow-up. These numbers are similar to the ones used for
the sample size calculation. In the drain group, 3 patients required interventions for wound complications compared to 9
in the no-drain group (odds ratio: 3.612 (95% confidence interval: 0.898-14.537)).

Conclusions: The sample size calculation seems to be correct and the trial does not need any protocol amendments.
Current preliminary results show no significant differences in CSS incidence between the drain and no-drain group.
Complete results should be awaited to draw a well-powered conclusion regarding drain policy after mastectomy.
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Table 1. Primary and secondary outcome measures

Drain (=55} | No drain Difference in p-value
(n=57) proportion (95% CI)
Overall seroma, n{%) 34 (62) 43 (75) +13.0% (-4% - +30%) | 0.140
CS5, n(%) 5(9.1) 12(21) +11.9% [-1% - +25%) | 0.077
Seroma related interventions
Aspirations 2 (3.8) 7(12) +8.4% (-2% - +18%) 0.095
Aspirations + oral antibiotics 0 2 (3.5) +3.5% (-1 - +8%) 0.162
Oral antibiotics 1(1.8) 0 -1.8% (-9% - +2%) 0.309
Surgical debridement 1(1.8) 1(1.8) 0 1.000
Surgical debridement + VAC therapy 1(1.8) 1(1.8) 0 1.000
Surgical debridement + aspirations 0 1(1.8) +1.8% (-2 - +5%) 0.318
Median seroma aspirations, mL 175 (150--) | 490 (255-608) 0.273
Wound complications, n(%)
Total g(15) 11 (19) +4.0% (-1% - +18%) | 0.574
ss 3(5.5) 6 (11) +5.5% (-5% - +16%) | 0.292
Dehiscence 1(1.8) 0 -1.8% (-5% - +2%) 0.309
Hematoma 1(1.8) 4 (7.0) +5.2% (-2% - +13%) 0.182
Mecrosis 3 (5.5) 1(1.8) -3.7% (-11 - +3%) 0.294
Wound complication related interventions
Oral antibiotics 1(1.8) 4 (7.0) +5.2% (-2% - +13%) 0.182
Surgical debridement 2 (3.6) 3(5.3) +1.7% (-6% - +9%) 0.663
Surgical debridement + VAC therapy 0 2 (3.5) +3.5% (-1% - +8%) 0.162
Patients with unscheduled visits, n(%) 13 (24) 21(37) +13% (-4 - +30%) 0.136
Median number of unscheduled visits 2(1-3) 1(1-2.5) 0.093
Median cosmetic score
1 week 7 (5-8) 7 (5-8) 0.371
& weeks 7 (5-8) 7 (5-8) 0.632
3 months 7 (4-8) 6 (4-8) 0.604
& months 7 (5-8) 7 (5-8) 0.844
Median pain score
1 week 2 (3-5) 2 (3-5) 0.457
& weeks 2 (1-4) 2.5 (0-4) 0.681
3 months 2 (0-3) 2 (0-3) 0.402
& months 0.5 (0-3) 0.5 (0-3) 0.276
Median pain score associated with drain 3 (1-4) -

CSS: clinically significant seroma, 95% Cl: 85% confidence interval.

Continuous data is described as mean = standard deviation and categorical data as absolute numbers

(percentages).
I
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1684967 - Prevention of Seroma Formation and Its Sequelae After Axillary Lymph Node Dissection: An
Up-to-Date Systematic Review and Guideline for Surgeons

Merel Spiekerman van Weezelenbur,ql, Maikel Bakensz, Jean Daemenl, Loeki Aldenhoven3, Elisabeth van Haarenl,

Alfred Janssenl, Yvonne Vissersl, Geerard Beets4, James van Bastelaar!

IZuyderland Medical Centre, Sittard-Geleen, Limburg, Netherlands, 2Zuyderland Medical Centre, Sitard-Geleen,

Limburg, Netherlands, SZuyderland Medical Center, Sittard-Geleen, Limburg, Netherlands, 4 Antoni van Leeuwenhoek,
Sittard-Geleen, Limburg, Netherlands

Background/Objective: Seroma formation after axillary lymph node dissection (ALND) remains a troublesome
complication with significant morbidity. Numerous studies have tried to identify techniques to prevent seroma formation.
The aim of this systematic review and network meta-analysis is to use available literature to identify the best intervention
for prevention of seroma after stand-alone ALND.

Methods: A literature search was performed for all comparative articles regarding seroma formation in patients
undergoing a stand-alone ALND or ALND with breast conserving surgery in the last 25 years. Data regarding seroma
formation, clinically significant seroma (CSS), surgical site infections (SSI) and hematomas were collected. The network
meta-analysis was performed using a random-effects model and the level of inconsistency was evaluated using Bucher’s
method.

Results: Nineteen articles with 1962 patients were included. Ten different techniques to prevent seroma formation were
described. When combining direct and indirect comparisons, axillary drainage until output is less than 50ml/24h for two
consecutive days results in significantly less CSS. The use of energy sealing devices, padding, tissue glue or patches did
not significantly reduce the incidence of CSS. When comparing the different techniques with regard to SSIs, no
statistically significant differences were seen.

Conclusions: To prevent CSS after ALND, axillary drainage is the most valuable and scientifically proven measure.
Based on the results of this systematic review with network meta-analysis, it seems to be best to remove the drain when
output is < 50ml/24h for two consecutive days irrespective of duration. Since drainage policies vary widely, an evidence
based guideline is needed.

Table 1. League table presenting the combined direct and indirect comparisons between different surgical measures for
preventing CSS after ALND. Results are presented as OR (95%-CI). An OR<1 indicates a preference for the technique
described in the column. Statistically significant differences are bold.

D24

2.78

(0.4816.05) | AT

0.54 0.20 e

(0.05-6.40) | (0.02-2.26)

12.69 457 2331 PRO

(1.88-85.80) | (0.69-30.07) | (1.80-301.38)

1.00 0.36 1.84 0.08 e

(0.10-0.68) | (0.04-3.41) | (0.11-31.34) | (0.01-0.85)

3.09 111 567 0.24 3.09 o

(0.54-17.50) | (0.20-6.15) | (0.50-64.67) | (0.04-158) | (0.33-28.97)

1.71 0.62 3.15 0.36 1.71 0.56 0

(0.30-9.72) | (0.11-3.40) | (0.28-35.79) | (0.08-159) | (0.18-16.03) | (0.10-3.02)

1.85 0.66 3.39 0.15 1.85 0.60 1.08 PTG

(0.43-7.95) | (0.16-2.76) | (0.36-31.93) | (0.03-0.73) | (0.24-14.04) |(0.15-2.45) | (0.27-4.39)

14.03 5.05 25.77 111 14.04 4.55 4.09 7.60 EEOS]
(2.97-66.3) | (1.10-23.10} |(2.57-258.21) | (0.36-3.36) | (1.73-114.26) | [1.05-20.49) | (1.65-10.14) | (2.36-24.48)

1.65 0.60 3.03 0.13 1.66 0.54 0.62 0.90 0.15 D50
(0.47-5.83) | (0.18-2.01) |(0.37-25.25) | (0.03-0.55) |(0.25-10.95) |(0.16-1.78) | (0.24-1.63) |(0.43-1.87) | (0.06-0.37)

Table 2. League table presenting the combined direct and indirect comparisons between different surgical measures for preventing CSS after
ALND. Results are presented as OR {95%-Cl). An OR<1 indicates a preference for the technique described in the column. Statistically significant
differences are bold.

D24: 24 hour drainage, PAT: patches, ND: no drain, PRO: progressive drain removal, TG: tissue glue. PAD: padding, ED: energy devices, PTG:
padding + tissue glue, D50-2: drainage until <50ml/24h for two consecutive day, D50: drainage until <50ml/24h.
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1661641 - Biologic Absorbable Microporous Polysaccharide Particles for the Management of Post-
operative Seroma in Breast Surgery: Results of a Prospective Non-randomized Study

Qurratulain Chouglel, Susanna Polottoz, Mangesh Thoratl, Hisham Hamedl, Ashutosh Kothari'

1 Guy's & St Thomas NHS Foundation Trust, London, England, United Kingdom, ZNattingham Hospital, London,
England, United Kingdom

Background/Objective: Seroma is a common yet undesirable sequelae following a range of breast surgeries. Several
methods such as quilting of mastectomy flaps to the chest wall using sutures, drains, and surgical haemostatics have been
described to reduce and even prevent post-surgical seroma. The aim of this study was to evaluate the impact of the use of
a biological absorbable haemostatic powder (Arista®) on post-operative seroma formation.

Methods: We prospectively enrolled 100 consecutive breast cancer patients stratified by type of surgery (simple
mastectomy only, axillary clearance only or both), with serial allocation to “no use” versus “use” of Arista®. All patients
had 10F vacuum drain/s (one each for mastectomy and axillary clearance) placed at the time of surgery and drains were
removed after output dropped below 50cc/day. The primary endpoint was the number of days to drain removal
(continuous variable), with day of surgery as day 0. A secondary endpoint was the proportion of patients where the drain
was removed before post-operative day (POD) 10.

Results: All 100 patients received per protocol treatment, 51 were allocated to Arista® use and 49 patients to “no
Arista®”. Surgery was performed in post-neoadjuvant setting in 17 of 49 in the “no Arista®” arm and in 14 of 51 in the
Arista® arm. Patients in the Arista® arm became drain-free 1 day earlier (p = 0.38) than those in the “no Arista®” arm;
median 10 vs. 11 days respectively. A greater proportion of patients, 41% in the Arista® arm vs. 28.5% in the “no
Arista®” arm (p = 0.186) had their drain removed before POD10. In multivariate logistic regression analysis, Arista®
doubled [Odds Ratio (OR) = 2.06; 95% Confidence Interval (CI) 0.77-5.51; p = 0.15) the chances of drain being removed
before POD10.

Conclusions: In this pilot study, Arista® appeared to facilitate early drain removal. Although the results not statistically
significant, perhaps due to small sample size, simple addition of Arista® doubles the probability of drain removal by POD
10. A larger randomised study is merited to confirm efficacy and cost-effectiveness of this simple intervention.
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1684574 - Balancing Risks of Surgical Complications and Positive Margins for Patients with Elevated
BMI and Invasive Lobular Carcinoma of the Breast: An Institutional Cohort Study

Israel Faladel, Kayla Switallaz, Astrid Quirarte3, Molly Baxterz, Daniel Soroudil, Harriet Rothschildl, Shoko Abez,
Karen Goodwinz, Merisa Piperz, Michael Alvaradoz, Bao-Quynh Julianz, Cheryl Ewingz, Jasmine Wongz, John Rosez,
Laura Essermanz, Robert Fosterz, Rita Mukhtar®

IUniversity of California - San Francisco, School of Medicine, San Francisco, CA, ZUniversity of California - San

Francisco, CA, 3 Carol Franc Buck Breast Care Center, University of California, San Francisco, CA

Background/Objective: Invasive lobular carcinoma (ILC), the second most common type of breast cancer after invasive
ductal carcinoma (IDC), often leads to worse surgical outcomes, including higher positive margin and mastectomy rates.
While the use of oncoplastic surgery has been shown to reduce positive margin rates by 60% in those with ILC, those with
elevated BMI, who may not be able to achieve preoperative weight optimization, may face increased complications.
Given the particular importance of oncoplastic approaches for reducing positive margin rates in those with ILC, we
evaluated the relationship between operative approach and surgical complications in a population of patients with ILC and
elevated BMI.

Methods: We retrospectively analyzed a cohort of patients with BMI >30 kg/m2 from a prospectively maintained
institutional ILC database. The primary outcome was rate of surgical complications by type of procedure (lumpectomy,
lumpectomy with oncoplastic closure/oncoplastic reduction mammoplasty [ORM], simple mastectomy, mastectomy with
aesthetic closure, and mastectomy with reconstruction (skin sparing [SSM] or total/nipple sparing [TSSM]). The
secondary outcome was positive margin rates by surgical approach, stratified by T stage. Pearson’s chi-square test,
ANOVA, and multivariable logistic regression were used for analyses.

Results: Of 804 ILC patients, 154 with stage I-I1I disease and BMI >30 kg/m2 were analyzed. Average age was 62.9 +
11.6 years with an average BMI of 34.9 kg/m2. Overall, 35.7% of patients underwent lumpectomy alone, 24.0%
underwent ORM, 11.0% underwent simple mastectomy, 5.8% underwent mastectomy with aesthetic closure, and 23.4%
underwent mastectomy with reconstruction. The overall complication rate was 23.4%, similar in the breast conservation
surgery (BCS) versus mastectomy groups (23.9% vs 22.6%, p=0.848). Patients who underwent lumpectomy or simple
mastectomy had the lowest complication rates (18.2% and 11.8%, respectively), while patients undergoing ORM or
mastectomy with reconstruction had the highest complication rates (35.5% and 25.0%, respectively). Among BCS
patients, ORM had significantly higher rates of infection and wound healing complications compared to lumpectomy
(24.3% vs 3.6%, p=0.003 and 10.8% vs 0%, p=0.013), but no difference in overall complications. Among mastectomy
patients, there was no difference in overall complication rate between simple mastectomy, mastectomy with aesthetic
closure, and mastectomy with reconstruction (11.8%, 33.3%, and 25% respectively). Positive margin rates overall were
28.5% and were significantly higher in patients who received BCS compared to mastectomy (37.4% vs 15.0%, p=0.003),
with lumpectomy alone having the highest rate of positive margins (42.6%) when comparing between all types of
procedures (p=0.027, Table 1).

Conclusions: In this cohort, we found that 23.4% of patients experienced a surgical complication after their first
oncologic surgery, with a higher risk in those who underwent oncoplastic surgery or immediate reconstruction.
Additionally, positive margins were significantly less common for BCS patients when ORM was utilized. Although
simple mastectomy had the lowest overall complication rate and positive margin rate, this procedure may not align with
patient goals for breast conservation or reconstruction. In ILC patients with elevated BMI, it is crucial to balance risks of
surgical complications and positive margins to optimize outcomes and ensure shared decision making.

Table 1: Complication rates and positive margin rates by surgical procedure
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Surgical Procedure (n overall, then Overall P value Positive Margin P value
% by T stage) Complication (overall) Rate (% overall (overall)
Rate (% overall and then by T
and thenby T stage)
stage)
Lumpectomy alone (n=55) 18.2% 0.36 42.6% 0.027
T1 (43.6%) 8.3% 21.7%
T2 (41.8%) 26.1% 47.8%
T3 (14.6%) 25% 87.5%
Lumpectomy with oncoplastic 32.4% 29.7%
closure/ORM (n=37)
T1 (32.4%) 25% 16.7%
T2 (40.5%) 46.7% 26.7%
T3 (27.0%) 20% 50%
Simple Mastectomy (n=16) 11.8% 13.3%
T1 (25.0%) 0% 0%
T2 (31.3%) 20% 20.0%
T3 (43.8%) 14.3% 16.7%
Mastectomy with Aesthetic Closure 33.3% 22.2%
(n=9)
T1 (0%) n/a n/a
T2 (55.6%) 40% 0%
T3 (44.4%) 25% 50%
Mastectomy with immediate 25% 13.9%
reconstruction (SSM or TSSM, n=36)
T1 (22.2%)
T2 (36.1%) 25% 0%
T3 (41.7%) 30.8% 15.4%
20% 20.0%
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1655226 - Medical Complication Rates of Concurrent versus Sequential Breast, Plastic, and Gynecologic
Surgery

Alison Coogan, Lilia Lunt, Cristina O'Donoghue, Andrea Madrigrano
Rush University Medical Center, Chicago, IL

Background/Objective: Women with breast cancer may undergo multiple surgical procedures in a short time span,
including the possibility of risk-reducing salpingo-oophorectomy (RRSO). These breast, plastic, and gynecologic
surgeries may be offered during a concurrent surgery, or sequentially with separate trips to the operative room. Previous
studies have shown that wound complication rates are similar between the two surgeries. As concurrent surgeries are
longer, we sought to compare the medical outcomes, specifically respiratory, urinary tract infection (UTI), or venous
thrombosis (VTE), between concurrent and sequential surgery.

Methods: PearlDiver-Mariner is a national, insurance claims database including 151 million unique deidentified patients
records. Included patients underwent breast, plastic, and RRSO within 2 years. Patients who underwent RRSO and either
mastectomy or any stage reconstruction surgery were considered concurrent surgery. We compared the rate of respiratory
complications, UTI, and VTE, including pulmonary embolism (PE) within 30 days of surgery.

Results: We identified 11093 patients who met inclusion criteria; 2307 underwent concurrent surgery and 8786
underwent sequential surgery. Patients who underwent concurrent surgery had a lower rate of respiratory complications
(0.6% vs. 1.5%, p=0.007). There was no statistically significant difference in the rate of UTI (p=0.178) or VTE (0.053).
When controlling for age, insurance, region, and CCI, there was a lower adjusted odds ratio of developing respiratory
complications (aOR 0.43, 95%CI 0.23-0.72), UTI (aOR 0.69, 95%CI 0.46-0.99), and VTE (aOR 0.58, 95%CI 0.36-0.88).

Conclusions: Concurrent mastectomy, reconstruction, and RRSO is a safe option for appropriate patients to reduce the
burden of multiple surgeries. Although concurrent surgery may have a longer operating time, there is not an increased risk
of respiratory complications, urinary tract infection, or venous thrombosis.
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1633100 - Can Fragility Explain the Lack of Statistically Significant Effect of Prophylactic Antibiotics on
Surgical Site Infections in Non-reconstructive Breast Cancer Surgery? A Methodological Survey

Zachary Brownl, Tyler McKechniez, Amin Hatamne;j adz, Parvez Elena’

lMcMaster University, Ancaster, ON, Canada, ZMcMaster University, Hamilton, ON, Canada

Background/Objective: Surgical site infection (SSI) incidence following non-reconstructive breast cancer procedures is
markedly elevated in comparison to other clean procedures. The utility of antibiotic prophylaxis among this population
has been controversial given that majority of trials have not demonstrated statistically significant effect. We applied the
concept of reverse fragility index (RFI) to these trial -data.

Methods: Studies were identified through the most up-to-date Cochrane Review published on this topic in 2018 as well as
a systematic review of PubMed and manual search of Google Scholar for publications after 2018. Randomized controlled
trials (RCTs) comparing SSI rates in patients who did and did not receive prophylactic antibiotics undergoing non-
reconstructive breast surgery that had a p-value of greater than 0.05 were included. The main outcome was RFI for each
individual included RCT. Spearman’s rank correlation coefficient was used to determine the association between RFI and
research characteristics.

Results: A total of 13 RCTs, involving 3990 patients, were analyzed. The median RFI was 4 (IQR: 4-9). In 30.8% of the
included studies, RFI was equal to or less than the number of patients lost to follow-up. Spearman’s rank correlation
demonstrated a moderate strength positive correlation between RFI and the number of events (p=0.024). More than half of
the studies (53.8%) raised some concern for risk of bias, with 2 studies being classified as at high risk of bias.

Conclusions: RCTs evaluating preoperative antibiotic prophylaxis among patients undergoing non-reconstructive
oncologic breast surgery that demonstrated a non-statistically significant difference in SSI incidence rely on a small
number of outcome events and approximately one-third of trials have a number of patients lost to follow-up greater than
RFI. This indicates that the current body of literature suggesting that preoperative antibiotic prophylaxis are not required
prior to non-reconstructive breast surgery is fragile.

Figure 1: Reverse Fragility Index (RFI) subtract loss to follow-up (with negative values indicating greater proportion of
patients lost to follow-up in comparison to RFT)
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1684173 - Prognosis After Developing a Contralateral Breast Cancer: A SEER-based Analysis

David Lirnl, Vasily Giannakeasz, Steven Narod”

1 Women's College Hospital, Toronto, ON, Canada, 2 Women's College Research Institute, Toronto, ON, Canada

Background/Objective: Patients with breast cancer who experience a contralateral breast cancer have a higher mortality
that women who do not. We have previously shown that the risk of contralateral cancer is approximately 0.4% per year
(16% at 20 years). In general, the treatment for contralateral cancer is similar to those of the first primary ipsilateral
cancer. We sought to identify prognostic factors that predict the risk of death from breast cancer after experiencing a
contralateral cancer.

Methods: We identified 16,532 women with stage 0-I1I unilateral breast cancer in the SEER registry database who
developed a contralateral breast cancer within 20 years of the first diagnosis. We excluded women treated with bilateral
mastectomy or had stage [V breast cancer at initial diagnosis. We followed them from the date of contralateral breast
cancer for breast cancer mortality for up to 10 years. We performed a Cox regression survival analysis to identify
demographic, pathologic and treatment factors that were associated with breast cancer mortality after the contralateral
cancer. We separated variables related to the first primary ipsilateral cancer and variables related to the second,
contralateral cancer. 95% confidence limits were generated for all hazard ratios. P values < .05 were significant.

Results: We studied a cohort of 16,532 women who developed a contralateral breast cancer from six months to 20 years
after experiencing a first primary breast cancer. In general, women were more often concordant than expected if the two
cancers were independent. Concordance was observed for ER-status, PR status, HER2 status, lobular histology and ductal
histology, with odds ratios ranging from 2.09 to 3.62. Of the contralateral breast cancers, 11,922 were treated with
lumpectomy and 4610 were treated with unilateral mastectomy. The mean time from first cancer to contralateral cancer
was 6.6 years. There were 2251 deaths from breast cancer following the contralateral cancer. The 10-year survival from
breast cancer following a contralateral cancer was 78.4% (95% CI 77.4% to 79.3%). Of the factors related to the first
breast cancer, those that were predictive of mortality after contralateral cancer included black race, lobular histology,
invasive versus in situ, tumour grade, size, nodal status, and the use of radiotherapy. Of the factors related to the second
breast cancer, short time to contralateral cancer was a significant predictor of mortality. Other factors that were predictive
were earlier year of diagnosis, age at contralateral cancer less than 40 years, black race, size of contralateral cancer, nodal
status and PR status. The effect of radiotherapy as treatment of the contralateral cancer was significant and was stronger
than radiotherapy for the first cancer. The hazard ratio associated with chemotherapy for the contralateral cancer was 0.93
and was not significant (p = 0.14).

Conclusions: The risk of dying of breast cancer is high after experiencing a contralateral breast cancer. Prognostic factors
for death following a contralateral cancer include those related to the first cancer and those related to the second cancer.

1686775 - Factors Associated with Contralateral Prophylactic Mastectomy in Young Women

Christopher Porterl, Elizabeth Hedgesz, Arkadii Sip0k3, Lolita Rarnsey4, Shawna Willeys, Arielle Stafford

1 INOVA Schar Cancer Institute, Fairfax, VA, ZINOVA Fairfax Medical Center, Falls Church, VA, 3Inova Fairfax
Hospital, Falls Church, VA, YInova Fairfax Medical Campus, Falls Church, VA, SINOVA Fairfax Hospital, Fairfax, VA

Background/Objective: Contralateral prophylactic mastectomy (CPM) is clearly indicated when there is a high-risk
gene-mutation, however, there is no overall survival benefit with CPM in the average risk patient. While all patients have
the option to pursue a CPM, young women may want to more strongly weigh the risk and benefits related to overall
survival, mental toll, and ability to breastfeed. The aim of this study was to assess the factors associated with CPM over a
9 year period in young women (age <40).
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Methods: This study was a secondary data analysis utilizing the American College of Surgeons’ Cancer on Commission’s
(CoC’s) National Cancer Database (NCDB) from 2012 to 2020. Females, age 18 or older, diagnosed with stage 0, I, II, or
I breast cancer who underwent mastectomy during the study period were included. Patients with bilateral breast cancer
or multiple primary breast cancers were excluded. Demographics, tumor staging, treatment, and mortality were analyzed.
Descriptive statistics and Pearson’s Chi-Square (two-sided, sig. p<0.05) were conducted to compare women who had
CPM vs. no CPM and stratified to a cohort of women age<40.

Results: Of the 525,267 women who had a mastectomy, 214,331 (40.8%) elected for CPM. Of the 51,978 young women
aged 18 to 40 who had a mastectomy, 33,207 (63.9%) elected CPM. Among young women, over time, a slightly higher
proportion elected to do CPM—60% of young women opted for CPM in 2012 compared to 64% in 2020. In women <40,
younger age 18-30, Caucasian race, private insurance, living in an area of higher income and education were significantly
(p<0.001) associated with CPM. 66.2% of those age 18 to 30 had CPM compared to 63.5% of those 31 to 40 years of age
(p<0.001). 67.2% of young Caucasian women chose CPM compared to 55% of young Black/African Americans.
Privately insured patients underwent CPM more than Medicaid/Medicare or unknown/uninsured, (66.3% vs. 57% vs.
50.4%)(p< 0.001). Women with lower clinical stage breast cancers elected for CPM more than higher staged patients,
(Stage 0 61.5% vs. Stage I 68.4% vs. Stage 11 64.4% vs Stage 111 56.2%)(p< 0.001). 69.1% of triple negative patients had
CPM whereas only 62.9% of all other tumor prognostics did (p< 0.001). By oncotype DX, 64.5% of low-risk group and
69.8% of the high-risk group had CPM (p< 0.001).

Conclusions: 63.9% of young women age <40 who decided for mastectomy elected to have CPM compared to 40.8% of
all women aged 18 to 90+. Race, insurance status, education, income level, clinical stage, tumor prognostics and genotype
assays all factored into the decision to proceed with CPM. Further studies should explore variables that are not available
in the NCDB, such as familial history of breast cancer and genetic mutation. Surgeons should have an informed
discussion with young women on the risk and benefits of breast conservation therapy over mastectomy, breastfeeding, and
the decision to proceed with contralateral prophylactic mastectomy.
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1686715 - Rates of Contralateral Prophylactic Mastectomy in Early-stage Invasive Lobular Breast
Cancer by Germline Variant Status

Astrid Quirartel, Alison Baskinz, Amie Blanco® , Julie Mak® , Rita Mukhtar”

!Carol Franc Buck Breast Care Center, University of California, San Francisco, 2 University of California, San

Francisco, CA > Cancer Genetics and Prevention Program, University of California, San Francisco, CA, 4Universily of
California - San Francisco, San Francisco, CA

Background/Objective: Patients with invasive lobular carcinoma (ILC) are more likely to undergo bilateral
mastectomies compared to those with invasive ductal carcinoma (IDC). Although data are unclear, concerns about
bilateral disease may drive this practice pattern. To our knowledge, there are no published reports regarding the impact of
germline alterations on potential differences in the surgical management of women with ILC, and specifically differences
in the utilization of contralateral prophylactic mastectomy (CPM). We determined the rates of bilateral mastectomy and
bilateral breast cancer among women with early stage ILC by germline variant status and identified factors associated
with CPM.

Methods: We cross-referenced institutional ILC and genetic testing databases to identify patients with stage I-III ILC
who underwent genetic testing (1998-2021). We determined the frequency and type of pathogenic variants and variants of
unknown significance (VUS) and evaluated the rates of bilateral mastectomy and contralateral malignancy (invasive
carcinoma or ductal carcinoma in situ) by germline variant status. Using a logistic regression model adjusting for age,
stage, germline variant status, and presence of contralateral malignancy, we identified factors associated with CPM.

Results: Of 245 patients who underwent genetic testing, 72.2% underwent multi-gene panel testing, 26.9% had BRCA
1/2 testing only, and 0.8% had site-specific testing. Pathogenic variants in breast cancer associated genes were identified
in 29 patients (11.8%), most commonly in BRCA2 (n=10, 34.5%) and CHEK?2 (n=4, 13.8%). VUS were identified in 85
patients (34.7%). Bilateral mastectomy was more common in patients with a pathogenic variant compared to no germline
alteration (48.3% versus 26.9% respectively, p=0.024). There was no difference in the rate of bilateral mastectomy in
those with a VUS compared to those without germline alteration (30.1% versus 26.9%). Overall, contralateral malignancy
was identified in 14.3% of the cohort (17.2% of those with pathogenic variants, 12.9% with VUS, and 14.5% without
germline alteration). These were identified pre-operatively in all patients with pathogenic variants, 90.9% of patients with
VUS, and 72.2% of patients without germline alteration. Of the 74 patients who had bilateral mastectomy, contralateral
malignancy was identified in 24.3% (21.4% with pathogenic variants, 20% with VUS, and 28.6% without). These
malignancies were identified pre-operatively in all patients with pathogenic variants and were incidental postoperative
findings in 20% of patients with VUS and 44.4% with no germline variant. In a multivariable model, CPM was associated
with presence of pathogenic variant (OR 4.1, 95% CI 1.6-10.6, p=0.003), younger age (OR for each additional year of age
0.94, 95% CI1 0.91-0.97, p=0.001), and presence of contralateral malignancy (OR 3.7, 95% CI 1.6-8.1, p=0.002).

Conclusions: In this cohort of patients with early stage ILC who underwent genetic testing, germline pathogenic variants
were associated with significantly higher rates of CPM, whereas patients with VUS had similar rates of CPM compared to
those without germline alterations. Germline pathogenic variant status was independently associated with CPM when
adjusting for age, stage, and presence of contralateral malignancy. Better understanding of risk of contralateral
malignancy, the impact of germline alterations, and long-term outcomes after CPM for patients with ILC is needed.

1688079 - When Two Is Better Than One: The Two-surgeon Approach to Bilateral Mastectomy With and
Without Immediate Reconstruction

Mackenzie Lesh, Camille Swain, Carmen Lam, Erica Villa, Michelle Pershing, Mark Cripe, Deepa Halaharvi
Ohiohealth Grant Medical Center, Columbus, OH

Background/Objective: As women trend towards choosing bilateral mastectomy (BM) to address a high risk of
developing or new diagnosis of breast cancer, there has been increased interest in a two surgeon approach (TS) to these
procedures but only limited adoption. We aim to address gaps in the existing literature by evaluating outcomes of TS
compared to traditional single surgeon approach (SS) when considering the type of mastectomy and immediate
reconstruction performed.
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Methods: We performed a retrospective review of adult female patients undergoing BM performed by two fellowship
trained breast surgeons at our facility who regularly utilize TS from January 2015 to 2023. Patients were excluded if
pregnant or if operating times were unavailable. Qualified patients were stratified into TS or SS. Anesthesia time,
operating room time, mastectomy time, and length of stay were compared between TS and SS groups. Distinct
mastectomy times were calculated for patients undergoing immediate reconstruction with plastic surgeons. Additional
subgroup analyses included type of mastectomy and type of immediate reconstruction, when performed.

Results: 353 patients were identified as meeting criteria for initial analysis, with 312 patients in the TS group and 41
patients in the SS group. Immediate reconstruction was performed for 223/353 patients; 135 underwent implant-based
reconstruction and 84 underwent deep inferior epigastric perforator (DIEP) reconstruction. Overall BM time was
approximately 30 minutes shorter for TS (1.9 hours) compared to SS (2.5 hours). Sub-group evaluations reveal that the
shortest lengths of stay, OR times, anesthesia times, and mastectomy times occurred for patients undergoing simple
mastectomy with TS. Among patients undergoing immediate reconstruction, all evaluated times were decreased in
patients undergoing implant-based reconstruction in the TS group but remained similar in patients undergoing DIEP
reconstruction. An unexpected increase in evaluated times (excluding mastectomy time) for skin sparing mastectomy with
TS is likely explained by an increased percentage of DIEP reconstruction in this sub-group, a procedure known to have
longer operative times than implant-based reconstruction. TS decreased mastectomy time in all analyzed subgroups.

Conclusions: A two surgeon approach to BM consistently results in reduced mastectomy times for the breast surgeon,
increasing time available for additional productivity. This is consistent with prior reports. To our knowledge, ours is the
first study to report outcomes of TS accounting for types of mastectomy and reconstruction. The greatest benefits of TS
were seen in simple mastectomy without immediate reconstruction as well as BM with immediate implant-based
reconstruction. As these are the most commonly performed mastectomies nationwide, TS may provide an elegant solution
to the increasing volume of BM procedures. Our findings support the utility of adopting TS more widely into breast
surgical practice. Further sub-analysis, including axillary intervention, in a larger cohort may provide greater specificity as
to groups most likely to benefit from this approach.
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Table 1: Outcomes of bilateral mastectomy performed with single-surgeon vs. two-surgeon approach

Anesthesia time (hes) OR time (hrs) Mastectomy time {hrs) L& (davs)

No Reconstruction |

Stmple (TS} 2938 1854 2,254 0.921
Smmple (55) 1426 3387 2642 1.375
Goldilocks (TS) 4621 4504 3896 0956
Implant (TS) 1700 .06 1.738 1.11
Implant {55} 4 584 4.512 2495 1.603
DIEP (TS) BE41 8721 1.72 3737
DIEP (58] 2917 L 2,143 3.534
Skin Sparing (TS) 6368 6.252 1.701 1512
Skin Sparing (55) S.B48 5.757 2188 L1168
Mipple Sparing (TS) 5.032 4.927 1.77% 1649
Mipple Sparutge {55) 5.228 5.136 2864 1.503

TS [ T snrgoen appeoachl, 55

{Hirgle surpeen spprosch s, HEFP [decp islfirior epipetn: perartor Qapl, LOS (length of sty
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1677664 - The Van Nuys DCIS Experience: 25 Years Later

Kathryn Kelleyl, Michael Lagiosz, Melvin Silverstein®

1 University of Southern California/Hoag Hospital, Pasadena, CA, 2 The Breast Cancer Consultation Service, Tiburon,
CA, 3Universily of Southern California/Hoag Memorial Hospital, Newport Beach, CA

Background/Objective: The Van Nuys Breast Center was the first free-standing multidisciplinary breast center in the
United States. It existed from 1979-1998 and served as a model for many breast centers that followed. It began in the pre-
screening era when ductal carcinoma in situ (DCIS) was a rare and poorly understood disease and generally treated with
mastectomy. During the 1980s, screening mammography became available, improved over time, and began generating
large numbers of patients with DCIS. With increasing cases, interest grew, and the Van Nuys team became expert in
DCIS, developing the Van Nuys Classification and the Van Nuys Prognostic Index (VNPI). The Van Nuys Breast Center
ended its tenure in 1998 with the publication of the first textbook devoted completely to DCIS. This abstract reflects the
evolutionary experience and long-term outcomes analyzed by VNPI Scores for patients diagnosed with DCIS and treated
during that historic time period.

Methods: Data from Van Nuys were reviewed. Patients with a final diagnosis of pure DCIS were included and divided
into three local treatment groups (mastectomy, excision plus whole breast radiation therapy (WBRT), and excision alone)
and analyzed using the VNPI. The VNPI assigns a score of 1-3 (1 being lowest risk of local recurrence; 3 the highest) to 4
parameters: tumor extent, margin width, age, and nuclear grade. This yields final total scores ranging from 4-12.
Endpoints were local recurrence, quadrant of recurrence, regional or distant recurrence, breast cancer-specific survival and
overall survival. Kaplan-Meier Analyses were used to predict recurrence probabilities. Curves were compared with the
log-rank test.

Results: 853 patients with a diagnosis of DCIS were followed for a median of 9.94 years. Data comparing treatment
groups are shown in the table.

Conclusions: This historic group of DCIS patients, diagnosed and treated in the early days of mammography, showed
higher rates of local recurrence for all forms of breast conservation when compared with mastectomy. Local invasive
recurrence probabilities were approximately 9% at 10-years for excision with or without radiation therapy and 1.5% for
those treated with mastectomy (P < 0.001). Local recurrence for those treated with breast conservation was higher than
would be expected today with current high-quality imaging, earlier diagnosis, and better treatment. Despite high invasive
local recurrence rates for breast conservation, breast cancer-specific and overall survival were extremely high and
equivalent to what was seen with mastectomy. Conservatively-treated patients with VNPI scores of 4, 5, or 6 did not
benefit from the addition of radiation therapy. Conservatively treated patients with scores of 10, 11, or 12 had more than
double the local recurrence rate if WBRT was omitted, but the difference was not significant due to small numbers of
patients in those groups. Mastectomy offered the lowest risk of local recurrence across all VNPI scores but with no
survival benefit. After 25 years of use, the VNPI, using four easily obtained parameters, continues to be a good predictor
of local recurrence at no additional cost to the patient. DCIS, while considered cancer, seldom results in mortality,
regardless of size, grade, or method of treatment.
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Table 1: DCIS patients analyzed by treatment and Van Nuys Prognostic Index (VNPI)

Excision Y Total or
Ll izl plus WBRT Excision Alone Median or Average
Mumber of Pts 301 265 287 853
Median FU [yrs) 3.24 10.87 9.28 .94
Average Size &1.7 mm 19.5 mm 19.1 mm 21.3 mm
Median Age 50 52 52 52
Total Recurrences
(Inv + DCIS) 4 B5 (] 138
Total Invasive
Recurrences 3 37 26 66
P Value
5/10-¥r Prob All Miast vs AT, P« 0,001
Local Recurrence 0.35%/2.2% 10.1%/17.4% 16.5%/25.3% Mast ws None, P = 0.001
{imy + DCIS) RTvs None, P =NS
5/10-¥r Prob Mast vs BT, P < 0,001
Inwasive 0.35%/1.5% 4.5%,9. 1% 5.1%/9.2% Mast ws None, P < 0.001
Recurrence AT ws None, P =NS
10-Yr Breast
Cancer Specific 39.3% 98.3% 93 5% All P = NS
Survival
10-Year
el i 91.1% 92.7% 91.0% AllP= NS
Subdivision by Wan Nuys Prognostic Index
Isr:r:aus_l:::;::ur N=29, Rec=0 N=57, Rec=2 M-115, Rec=2 BILP = NS
UNPI 45,6 0%,/0% 0%/0% 1.0%/1.0%
P Value i & o
ASEvs T80 P = HS P=0.008 F = 0.0003
f::;:f::m N=146, Rec =0 | N=172, Rec=24 | N=145, Rec=18 MT:‘::‘N:;: :Em ?
VNPI 7,8, 9 % SOK/00% | 3.1%/12.3% AT vs None, P = NS
P Value
28851010, P=N5 P = 00003 P=0017
10-¥r P
3/20:% Prok N=126, Rec=3 | N=36,Rec=1l | N=27,Reczg | MestwsftP<000L
Invasive Recur 0.9%/4.2% 10.1%/22.2% 21.7%/58.3% fast ws None, P < 0,001
VNP 10,11,12 : . : : - 3 AT vs None, P = NS
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1682603 - Nodal Surgery for Patients >70 Undergoing Mastectomy for DCIS? Choose Wisely

Elissa C Daltonl, Cecilia Changz, Cassandra Cardarellil, Richard Bleicherl, Mary Pronovost3, Allison A Aggonl, Andrea
S Porpiglial, Austin Williams'

1 Fox Chase Cancer Center, Philadelphia, PA, 2N0rthSh0re University HealthSystem, Evanston, IL, 3T emple University
Hospital, Philadelphia, PA

Background/Objective: Given the possibility of upstaging to invasive cancer on final pathology, current guidelines
support sentinel lymphadenectomy (SLNB) in the setting of mastectomy for ductal carcinoma in situ (DCIS). Choosing
Wisely advocates against routine use of SLNB in women >70 years with early stage HR+/HER2- invasive breast cancer,
though it is unclear how to apply these guidelines in women >70 years with DCIS undergoing mastectomy. We sought to
assess rates of axillary surgery among these patients, characteristics of those who upstage from DCIS to invasive cancer
(>pT1) or have positive lymph nodes (pN+), and whether axillary surgery impacts treatment decisions.

Methods: From the National Cancer Database (2012-2020), we identified female patients aged >70 years with DCIS who
underwent mastectomy. We evaluated the rate of upstaging to >pT1, or pN+ among patients who underwent axillary
surgery. We performed subset analyses of patients with ER+ DCIS, and assessed adjuvant therapies among patients who
upstaged to >pT1 after stratifying by nodal status.

Results: We identified 9,030 patients >70 with DCIS undergoing mastectomy, 1,896 (21%) of whom upstaged to >pT1.
Among patients with invasive cancer, 65% were HR+/HER2-, 23% HER2+, 13% triple negative. Overall, 7,718 (86%)
patients underwent axillary surgery with 5,836 (65%) having SLNB alone. When considering final pathology (including
upstage rate, tumor stage [pT1-2], and receptor subtype), 93% of the entire cohort and 97% of the 6,357 patients with ER+
DCIS could avoid axillary surgery when Choosing Wisely criteria were applied post hoc. The rate of nodal positivity
among patients who did not upstage was 0.3% and was 12% among those who upstaged to >pT1 with < 2% of these
patients having pN2-3 disease. Rates of nodal positivity did not differ by receptor subtype (p=0.27). Among all patients
with ER+ clinical DCIS who underwent nodal surgery, 3% were pN1 and 0.3% were pN2-3 (Table). Overall, independent
predictors of nodal positivity on multivariable analysis were Black race, Hispanic ethnicity, intermediate or high grade
and presence of lymphovascular invasion (all p< 0.05). The use of adjuvant therapies was higher among node-positive
HR+/HER2- patients than node-negative patients (chemotherapy: 87% vs. 60%, endocrine therapy: 20% vs. 2%,
radiation: 26% vs 2%, all p< 0.001). However, even among node-positive patients there was no recommendation for
adjuvant chemotherapy or radiation for 71% and 66% of patients, respectively.

Conclusions: Axillary surgery is not indicated in the vast majority of patients >70 with ER+ DCIS undergoing
mastectomy based on the low rate of upstaging to invasive cancer or nodal positivity and current national
recommendations for omission in patients with invasive cancer. Additionally, knowledge of nodal positivity does not
appear to impact escalation of adjuvant therapy in most patients. The development of clinical guidelines, including the use
of preoperative axillary imaging as recently reported in the SOUND trial, may assist in identifying patients who would
benefit from axillary surgery.
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Table 1: Nodal status of women >70 with DCIS undergoing mastectomy and axillary surgery stratified by ER status and

upgrade to invasive cancer. [Note: All values are n (%); ER: estrogen receptor]

ER+ ER-
pTis 2pT1 pTis 2pT1
n 4287 1277 1464 461
Pathologic Nodal Stage
pNX 29 (0.7) 8 (0.6) 10 (0.7) 2(0.4)
pNO 4225 (99.0) | 1112 (87.2) | 1441 (98.9) | 396 (85.9)
pN1 12 (0.3) 139 (10.9) 5(0.3) 50 (10.9)
pN2 0(0.0) 12 (0.9) 1(0.1) 10 (2.2)
pN3 1(0.0) 5(0.4) 0(0.0) 3(0.7)
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1684253 - Recurrence Risk in Patients Undergoing Mastectomy for Ductal Carcinoma In Situ

Marissa Kuo!, Jessica Sims?, Odette Solis', Ingrid Meszoely!, Raeshell Sweeting!, Ana Grau!, Kelly Hewitt®, Rondi
Kauffmann', Mark Kelley', Rachel McCaffrey'

"Vanderbilt University Medical Center, Nashville, TN, ’Vanderbilt University School of Medicine, Nashville,
TN, *Division of Surgical Oncology & Endocrine Surgery, Department of Surgery, Vanderbilt University Medical Center,
Nashville, TN, USA, Nashville, TN

Background/Objective: The incidence of ductal carcinoma in situ (DCIS) is increasing secondary to increased detection
on screening mammography. Up to 30% of patients choose to or are advised to undergo mastectomy for DCIS for a
variety of reasons including significant span of disease, inability to undergo radiation therapy, or patient preference. Local
recurrence after mastectomy for DCIS rates are reported as 1-2.6% in the literature. Risk factors for recurrence after
mastectomy are not well defined, where known risk factors might guide additional surgery or adjuvant therapy decisions.

Methods: We aimed to identify risk factors that may contribute to recurrence of breast cancer following mastectomy for
pure DCIS. We hypothesized that close or positive mastectomy margins, age at diagnosis, extent of breast disease and
mutation carriers would be associated with increased risk of recurrence. We performed a retrospective chart review of
patients who underwent simple or bilateral mastectomies for pure DCIS at a single academic tertiary referral center from
2013-2023. Demographic data, imaging reports, clinical notes, genetic testing results, and pathology details were queried
and analyzed using descriptive statistics

Results: 165 patients met inclusion criteria with an average length of follow-up of 39.9 months. Average age on date of
mastectomy was 54.5 (£11.8). 19 patients (11.5%) held prior diagnosis of breast cancer (64% invasive cancer, 36%
DCIS). 86 (52%) patients elected to undergo bilateral mastectomies (versus simple mastectomy). Of 93 patients (56%)
who underwent genetic testing, only 12 pathogenic mutations were identified (13% of those tested, 7% of total cohort)
with BRCA2 pathogenic mutation beigng the most common. On final surgical pathology, average span of DCIS was
33.7mm (£24.6mm). 80.6% of patients had hormone receptor positive disease. 23 patients (14%) patients had < Imm
margins on final pathology and of those, 2 returned to the OR for re-excision. Only 1 (0.6%) patient had disease
recurrence in the ipsilateral breast during the study period. This patient underwent a simple mastectomy with sentinel
lymph node biopsy due to extensive span of calcifications on imaging. Patient had a 45mm span of DCIS with positive
margins on initial surgical pathology and returned for re-excision, however developed recurrence (invasive mammary
carcinoma) 5 years postoperatively.

Conclusions: Recurrence after mastectomy for pure DCIS is a rare event and in our study sample, only one recurrence
occurred in a patient with a large span of disease and need for previous re-excision for positive margins. Risk factors for
recurrence after mastectomy are not yet well defined and a similar analysis with a larger sample size and longer follow-up
time could help inform need for additional adjuvant therapies.
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Table: Multivariable Logistic Regression Model for Factors Associated with Omission of Surgery

OR [95% CI] P-Value

Age

70-74 REF

75-79 1.13 (1.01-1.26) 0.030

80-84 1.43 (1.28-1.60) <0.001

>85 2.57(2.3-2.86) <0.001
Charlson Comorbidity Index

0 REF

1 0.81 (0.73-0.89) 0.000

2 1.08 (0.93-1.25) 0.323

>3 1.34 (1.13-1.58) 0.001
Race/Ethnicity

Non-Hispanic White REF

Black 1.68 (1.52-1.85) <0.001

Hispanic White 1.06 (0.90-1.24) 0.478

Asian/Pacific Islander 1.12 (0.90-1.37) 0.292

Other/unknown 1.73 (1.31-2.26) <0.001
Insurance Status

Private REF

Medicaid/Medicare 1.27 (1.11-1.45) 0.001

Uninsured 2.21 (1.39-3.40) 0.000

Other/Unknown 1.56 (1.12-2.14) 0.007
Income

<40.000 USD REF

>40.000 USD 0.89 (0.81-0.98) 0.014
Facility Type

Community Cancer Program REF

Comprehensive Community Cancer Program 0.95 (0.83-1.09) 0.444

Academic Program 1.25 (1.09-1.44) 0.002

Integrated Network Cancer Program 0.94 (0.81-1.09) 0.386
Tumor Grade

1 REF

2 0.90 (0.73-1.13) 0.373

3 0.66 (0.53-0.82) <0.001

Unknown 1.60 (1.25-2.05) <0.001
Tumor Subtype

TNBC REF

HR+/HER2+ 1.55 (1.42-1.69) <0.001

HR-/HER2+ 141 (1.27-1.56) <0.001
Stage

11 REF

111 3.45 (3.19-3.73) <0.001
Chemotherapy

Did not receive REF

Received 0.48 (0.44-0.52) <0.001

Unknown 0.77 (0.57-1.02) 0.079
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1671850 - Cost Containment Analysis of Superparamagnetic Iron Oxide (SPIO) Injection in Patients with
Ductal Carcinoma In Situ

Odette Solis, Raeshell Sweeting, Ingrid Meszoely, Ana Grau, Rondi Kauffmann, Rachel McCaffrey, Mark Kelley, Kelly
Hewitt

Vanderbilt University Medical Center, Nashville, TN

Background/Objective: Recent studies have established the safety and efficacy of Superparamagnetic Iron Oxide (SPIO,
Magtrace®) for delayed sentinel lymph node biopsy (SLNB) in patients with ductal carcinoma in situ (DCIS) who are
undergoing mastectomy. The aim of our study was to measure cost containment with use of Magtrace® in comparison to
upfront SLNB with traditional technetium-99 lymphatic tracer.

Methods: A total of 41 patients at our institution underwent mastectomy with Magtrace® injection for DCIS between
2021-2023 and were included in our single-institution, retrospective analysis. For comparison, total charges data were
obtained for an upfront SLNB at the time of mastectomy, including charges for injection of technetium-99, operating
room and anesthesia charges (assuming an upfront SLNB added an additional average of 30 minutes of operative time to a
mastectomy case), and associated pathology charges. Charges for isosulfan blue were excluded from our analysis as not
all surgeons in the cohort utilized dual tracer for upfront SLNB. Cost comparison analysis was then performed against
charges for intraoperative Magtrace® injection with additional charges incorporated for those patients who required return
to the operating room for delayed SLNB. Total cost containment for the cohort with use of Magtrace® was then
measured.

Results: Of the 41 patients who underwent Magtrace® injection, two patients required return to the operating room for a
delayed SLNB for invasive disease. Even including these charges for a second encounter into our cost analysis, the use of
Magtrace® still yielded an overall cost containment of $205,793.55 in our cohort when comparing to patients who
underwent upfront SLNB. For patients who underwent Magtrace® injection and did not require return to the operating
room, charges were reduced by $6,768.52 per patient compared to an upfront SLNB. For the two patients who underwent
Magtrace® injection and required return to the operating room for delayed SLNB, additional charges averaged $27,087.37
per patient in comparison to upfront SLNB. The rate of return to the operating room for delayed SLNB at which
Magtrace® would no longer be cost effective in our cohort was estimated to be >17%, or roughly 7 of 41 patients.

Conclusions: The use of Magtrace® for delayed SLNB in patients with DCIS undergoing mastectomy yielded a
significant overall cost containment in our analysis. Our data further supports the use of Magtrace® in this patient
population as both an effective and cost-savings alternative to standard upfront SLNB.
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1688619 - Preoperative MRI and the Rate of DCIS Upstage to Invasive Cancer

Anthony Baezl, Alyssa Marrnerz, Zeynep Ozdemir3, Athanasios Sevdalis4, Charles Dirnaggio4, Amber Guthz, Freya
Schnabel?

1 NYU Grossman School of Medicine, Long Island City, NY, ZNY U Perlmutter Cancer Center, New York, NY, 3]stanbul

University Cerrahpasa - Cerrahpasa School of Medicine, New York, NY, NYU Grossman School of Medicine, New York,
NY

Background/Objective: Ductal carcinoma in situ (DCIS) accounts for 20-25% of newly diagnosed breast cancers and is
characterized by the presence of malignant cells confined to ductal structures. Reported rates of upstaging to invasive
cancer at surgery vary widely (0-59%) and when upstaging occurs, additional procedures, including axillary staging, may
be required. This study was designed to evaluate the benefit of preoperative MRI by examining the DCIS upstage rate in
patients who were audited with MRI prior to surgery compared to those who were not.

Methods: In this retrospective analysis, our IRB-approved breast cancer database was queried for patients enrolled from
1/2010 to 10/2023 who had a biopsy-proven diagnosis of pure DCIS and underwent surgical treatment (mastectomy or
breast conserving surgery). Variables of interest included preoperatively determined tumor size and grade, and
postoperative classification of tumor type based on surgical pathology. Statistical analysis consisted of rate comparisons
and the odds ratio for the association of preoperative MRI with upstage to invasive cancer. A subgroup analysis compared
tumor size and grade between upstaged and non-upstaged cancers.

Results: Of 663 patients diagnosed with pure DCIS on biopsy, 152 (22.9%) were upstaged to invasive cancer. 447
(67.5%) patients had been evaluated with a preoperative MRI versus 216 (32.5%) whose workup excluded MRI. The rate
of upstage to invasive disease was 23.7% (106/447) in those who were evaluated with MRI compared to 21.4% (46/216)
in those who were not. There was no statistically significant association of preoperative MRI with upstage to invasive
cancer (OR=1.14, 95% CI1 0.77, 1.69, p=0.055). Subgroup analysis comparing DCIS that was upstaged to cases where the
diagnosis did not change demonstrated that upstaged tumors were larger (2.85 cm (SD 1.79) vs 2.20 cm (SD 1.96), p
0.003) on preoperative radiographic imaging. There was also a statistically significant difference (p 0.021) in the
proportion of tumor grades in these two groups; 0.7% of upstaged DCIS was grade I, 38.9% grade II and 60.4% grade III.
4.9% of non-upstaged DCIS was grade 1, 43.8% grade II and 51.3% grade III.

Conclusions: Our study failed to show a benefit for preoperative MRI imaging in identifying cases of DCIS that were
likely to be upstaged to invasive cancer at surgery. As expected, extent of disease and higher nuclear grade were factors
associated with upstaging. While preoperative MRI may provide surgeons with good information regarding the volume of
tissue necessary to constitute a successful lumpectomy for DCIS, the exam did not predict the presence of invasive
disease. This information is valuable for surgeons, particularly as they consider whether or not to include sentinel node
biopsy for patients undergoing mastectomy surgery for DCIS.
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Table 1: DCIS upstaged vs. DCIS not upstaged at surgery

Not Upstaged Upstaged P value
n 511 152
MRI Yes (%) 341 (66.9) 106 (69.7) 0.572
DCIS Grade (%) 0.021
1 25(4.9) 1(0.7)
2 223 (43.8) 58 (38.9)
3 261 (51.3) 90 (60.4)
Size (mean (SD)) 2.20 (1.96) 2.85(1.79) 0.003
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1683653 - Radiologic Correlation with DCISionRT Risk Subtypes

Dylan Brokawl, Erica Giblinl, Kristen Govertl, Larry Stover’

! gscension St. Vincent - Indianapolis, Indianapolis, IN, 2Radiology Partners, Indianapolis, IN

Background/Objective: Underlying tumor characteristics play a role in the heterogeneous nature of ductal carcinoma in
situ (DCIS) and the variable prognosis. DCISionRT is a genomic risk assessment tool that helps identify recurrence risk in
patients with DCIS and those patients which would benefit from adjuvant radiation therapy. The aim of this study is to
further investigate how radiologic calcification distributions correlate with DCISionRT risk subtypes, and gain a more
thorough understanding of the disease process.

Methods: A retrospective analysis was performed on patients who underwent DCISionRT testing at Ascension St.
Vincent hospitals in Indianapolis and Carmel Indiana. 73 patient’s mammograms were reviewed by an experienced
Radiologist to review radiologic classifications of DCIS. Lesions were characterized by distribution, morphology, size,
grade, and DCISionRT score. ANOVA was used to evaluate significance of patient’s age and tumor size with regard to
risk subtype and Fisher’s exact test with Freeman-Halton extension was used for radiologic distribution types and
histologic grade.

Results: There was no statistical difference between radiologic distribution of calcifications and classification of
DCISionRT risk subtype. Tumor size, histologic grade, and patient age were noted to correlate with different DCISionRT
risk subtypes.

Conclusions: In our study, radiologic distribution did not correlate with DCISionRT risk subtypes. A larger tumor size,
more advanced histologic grade, and advanced patient age correlated with DCISionRT subtypes of an elevated or residual
risk. This study uses a genomic risk assessment tool as a surrogate for identifying lesions with a high recurrence risk. This
offers an expedited method for determining possible clinical features that hold a prognostic value. The decision for
adjuvant radiation therapy is complex and additional clinical and radiographic variables should be tested to identify which
correlate with elevated risk subtypes and would be appropriate to be verified by longitudinal studies to better understand
the pathophysiology of this disease process.

118



1675863 - Impact of Margin Width on Risk of Local Recurrence Following Breast-conserving Surgery for
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Background/Objective: Residual disease following breast conserving surgery (BCS) for ductal carcinoma in-situ (DCIS)
is a strong predictor for local recurrence (LR). Despite the 2016 landmark paper by Marinovich et al, guideline
recommendations on negative margin width vary internationally. The primary objective was to conduct an updated meta-
analysis comparing risk for LR across different resection margin widths following BCS for pure DCIS.

Methods: This systematic review was registered on PROSPERO (CRD42022308524). An electronic search on Medline
and Embase was performed using the search terms including “ductal”, “breast”, “carcinoma/tumour/neoplasm”, and
“margin”. 2688 abstracts were screened. Inclusion criteria were a clear definition of margin width; a minimum of 48
months follow up; adjuvant whole breast radiotherapy; raw LR data available upon which to compute odds ratio (OR) and
relative risk (RR). The proportion of patients within each margin width who received boost radiotherapy was also
recorded. The analysis was adjusted for boost radiotherapy. Data was extracted for sociodemographics; cancer biology,
histopathological assessment of margin width and adjuvant therapy.

Results: 26 studies were identified (LR= 1467 in 29,067 patients). OR and RR were calculated from raw data. Random-
effects meta-regression was carried out to compare LR in specific margin width categories for three parameters; pooled
odds ratio (OR), relative risk (RR) and hazards ratio (HR) respectively, as summarised in Table 1. The trend suggests that
for each comparison of interest, wider margins are associated with significantly reduced LR risk, and the magnitude of
risk reduction declines as margin width increases.

Conclusions: This meta-analysis demonstrates that across all margin widths under comparison, and across all risk
description metrics that a narrower margin width is associated with an increased risk of LR. Whilst there was insufficient
data to compare LR risk 1 vs 2mm, the magnitude of risk reduction (OR, RR) appeared to decrease as margin width
increased.
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Table 1. Pooled risk scores for ipsilateral locally recurrent breast cancer based on varying threshold of resection margin width
(I2 = sample heterogeneity score, p = probability significance <0.05)

Pooled OR Pooled RR Pooled HR
(95% C1) (95% Q1) (95% Q1)
20 studles; LR = 677 in 13,270 patients 11 studies; LR = 790 in
15,797 patients
Tumour on Ink vs No 2.690 1.848 2.218
Tumour on Ink (1.792 - 4.038) (1.444 - 2.252) (1.447 - 2.989)
F=71%,p=0.004 | F=67.9% p=0008 F=0%,p=0.739
Tumour on Ink v 3.109 2.208 1.0
>2mm (2.158 - 4.478) (1.767 - 2.650) (0.986 - 1.014)
F=69.2%,p=0003 | F=62.2%p=0014 F=0%,p=0.683
0.1-1mm vs >1mm 2.768 1.341 1.412
(1.148 - 6,.674) (0.943 - 1.738) (1.116 - 1.709)
#F=90.7%, p = 0.00 ¥ = 67.5%, p = 0.026 F=0%,p=0.744
0.1-2mm vs >2mm 1.694 1.295 2.490
(1.281 - 2.238) (1.079 - 1.511) (2,4555 - 2,524)
r’-s;.xx,po.ooa f’tSS_Z‘K.pIO'CD F:O%.pao.ll.o
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1683924 - Proportion of Patients with Ductal Carcinoma In Situ that Qualify for Observation
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"Northshore University Hospital System/University of Chicago, Evanston, IL, 2 University of Chicago, Chicago, IL,
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Background/Objective: Several ongoing clinical trials are investigating the role of active surveillance in low-risk ductal
carcinoma in situ (DCIS) as an alternative to standard surgical excision, including the COMET (Comparison of Operative
versus Monitoring and Endocrine Therapy), LORD (Management of Low-Risk (Grade I and II) DCIS), and LORIS (The
Low Risk DCIS) trials. The objective of this study was to identify the proportion of patients that would be eligible for
these trials amongst a cohort of DCIS patients treated at our institution over the past 10 years.

Methods: A retrospective chart review was performed of DCIS patients who were diagnosed and treated at our large
academic hospital system from 2013-2022. The COMET, LORD, and LORIS trial inclusion and exclusion criteria were
applied through chart abstraction to determine the proportion of patients eligible for each trial. These factors include
patient age, presence of microinvasion, tumor characteristics, imaging factors and patient historical factors.

Results: 1223 patients were identified that had a core biopsy diagnosing DCIS with an average age of 61.7 years. After
applying the inclusion and exclusion criteria of each study, there were 245 (20%), 238 (19.4%), and 264 (21.6%) patients
eligible for the COMET, LORD, and LORIS trials respectively. While each trial has slightly different criteria, the criteria
that had the largest impact on excluding patients was high grade DCIS (408, 408, and 576 for each trial respectively) and
a mass on imaging (136, 133, 137 for each trial respectively). Sixty patients were excluded for the presence of
microinvasion in all three studies. The majority of patients underwent partial mastectomy alone for surgical intervention.
Six patients elected non-surgical treatment of their DCIS. Of the women that did undergo surgical treatment of the lesion
the upgrade risk was 6.9% (N=17) for COMET, 6.7% (N=16) for LORD, and 6.4% (N=17) for LORIS. The mean size of
tumor on final pathology for all trials was 1.75 cm.

Conclusions: Only one in five patients diagnosed with DCIS would qualify for observation according to trial eligibility.
Future studies are needed to determine if these criteria can be expanded to include more DCIS patients.
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1688402 - Is the Number or Proximity of Margins Less than 2 mm Associated with an Increased
Mastectomy Rate in Patients Attempting Breast Conservation Therapy for Ductal Carcinoma in Situ?
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"University of Pittsburgh Medical Center, Department of Surgery, °Department of Surgery, Division of Breast Surgical
Oncology, *Department of Pathology, Pittsburgh, PA, USA

Background/Objective: Consensus guidelines recommend >2mm margins in patients undergoing partial mastectomy
(PM) for ductal carcinoma in situ (DCIS). It is unknown if the number or proximity of margins <2mm is associated with
an increased mastectomy rate in patients attempting breast conservation therapy (BCT) for DCIS.

Methods: An institutional database query identified patients who underwent PM at a tertiary referral center and
community hospitals from July 2020 to June 2023. Margins were defined as being either positive or close (<2mm), per
current consensus guidelines. Patients with a history of breast cancer, previous surgery for breast cancer, ispalateral
invasive carcinoma, papillary carcinoma, Paget’s disease, more LCIS than DCIS present, initial mastectomy, routine
shave margins (of all vectors), and >2mm margins of all six vectors were excluded. Selective intraoperative shave
margins were included. Patients with two or more margins involved were classified as having adjacent (e.g. medial and
superior), opposing (e.g. medial and lateral), or “cap” margins consisting of three or more adjacent margins.

Results: 208 patients who met inclusion criteria were retrospectively reviewed. 122 (59%) had one close/positive margin
and 86 (41%) had two or more close/positive margins.

Of 122 patients who had one close/positive margin, 86 (71%) had a single PM specimen removed while 36 (30%) had an
additional selective margin at initial surgery. Additionally, 59 (48%) patients had no further surgery, 6 (5%) proceeded
directly to mastectomy, and 57 (47%) underwent re-excision. Of patients without re-excision, 30 (51%) had <2mm
margins of either the posterior or anterior margin. Of patients who underwent re-excision, 3 patients eventually underwent
mastectomy. Overall mastectomy rate was 7% (9/122).

Of 86 patients who had two or more close/positive margins, 22 (26%) had no further surgery, 13 (15%) proceeded directly
to mastectomy, and 51 (59%) underwent re-excision. Of patients without re-excision, 12 (73%) involved the anterior or
posterior margin and 12 (77%) had adjacent margins, 5 (23%) had cap margins and no patients had opposing margins. Of
the patients who underwent re-excision, 42 (82%) had clear margins. Of the 9 remaining patients with margins not cleared
by re-excision, 4 underwent mastectomy and 5 underwent a second re-excision. Overall mastectomy rate was 20%
(17/86). Those with two or more close/positive margins had a mastectomy rate that was increased threefold compared to
those with one close/positive margin. (p=0.0103).

Of 86 patients who had two or more close/positive margins, 43 (50%) had adjacent margins, 38 (44%) had “cap” margins,
and 5 (6%) had opposing margins. Of those, 6 (14%) with adjacent margins, 11 (29%) with “cap” margins and 0 with
opposing margins underwent mastectomy. (p=0.0082). Mastectomy rates are summarized in Table 1.

Conclusions: Patients undergoing PM for DCIS had a completion mastectomy rate that increased threefold if they had
two or more close/positive margins at initial PM, compared to those with one close/positive margin at initial PM. Those
with close/positive “cap” margins had an increased mastectomy rate compared to those with adjacent or opposing
margins.
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Table 1: Demonstrates the number of patients proceeding directly to mastectomy after index procedure or after re-excision
attempts with one close/positive margin and two close/positive margins. Of those with two close/positive margins, it is noted if
the margins were adjacent, “cap”, or opposing.

Mumber of Mastectomy Rate

Patients
0One Close/Positive Margin (122)
Direct to Mastectomy 6122 4.9%
After One Re-excision 2/57 3.5%
After Two Re-excisions 1/3 33.3%
Two Close/Positive Margins (86)
Direct to Mastectomy 13/86 15.1%
Adjacent Margins 4/13 30.8%
Cap Margins 9/13 69.2%
Opposing Margins 0/13 0.0%
After one Re-excision 4/51 7.B%
Adjacent Margins 2/4 50.0%
Cap Margins 2/4 50.0%
Opposing Margins 0/4 0.0%
After two Re-excisions 0/5 0.0%
Adjacent Margins 0/1 0.0%
Cap Margins 0/2 0.0%
Opposing Margins 0/2 0.0%
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Disparities

1681317 - The Effect of Body Mass Index on Breast Cancer Stage and Breast Cancer-specific Survival: A
California Cancer Registry Study
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Background/Objective: While women with a body mass index (BMI) > 30 kg/m2 or < 18.5 kg/m2 diagnosed with breast
cancer (BC) are known to have decreased overall survival, the exact mechanisms are unknown as prior studies evaluating
the association between BMI and BC stage were done more than a decade ago and have conflicting results. We aim to
further define the relationship between BMI, stage at breast cancer diagnosis, and BC specific survival.

Methods: Women age >15 years diagnosed with BC between 2014-2019 were identified from the California Cancer
Registry. BMI at diagnosis was classified as underweight (< 18.5 kg/m?2), normal weight (18.5-24.9 kg/m2), overweight
(25-29.9 kg/m?2), obesity class 1-2 (30-39.9 kg/m2), obesity class (severe obesity) 3 (>40 kg/m2) and missing. Late stage
at diagnosis was defined as American Joint Committee on Cancer (AJCC) stage 3 and 4 BC. Multivariate logistic
regression was performed to compare sociodemographic and clinical factors such as age, AJCC stage and treatment
associated with missing BMI data and late stage at diagnosis. Multivariable Cox proportional hazards regression models
assessed the associations of BMI with BC specific survival, while controlling for sociodemographic and clinical factors;
deaths from other causes were considered as competing risks.

Results: Of 159,318 patients, 63.5% had complete BMI data: 1.3% were categorized as underweight, 22.1% normal
weight, 19.4% overweight, 16.9% obesity class 1-2, and 3.7% obesity class 3. Patients with missing BMI data were more
likely to be non-Hispanic white (47.3%), >51 years old (76.1%) and have private insurance (56%). Of the patients with
BMI data, compared to normal weight, only severe obesity was associated with later stage of BC diagnosis (p< 0.0001).
Underweight compared to normal weight patients had a higher risk of BC specific death [Hazard Ratio (HR) 1.4, 95%
Confidence Interval (CI) 1.2-1.6] after adjusting for known prognostic factors. Patients who were overweight or obese
class 1-2 had a lower risk of BC specific death [HR 0.9, CI 0.8-0.9]. Missing BMI compared to normal weight was not
associated with later stage at diagnosis or BC specific survival; however, due to the high amount of missing BMI data, we
will verify these results with multiple imputation methods.

Conclusions: Using population-based data, we observed that severe obesity was associated with a later stage at diagnosis,
but not inferior BC survival, as found previously. Instead, underweight was associated with worse survival and indicate a
high-risk group. Our findings are limited by the large proportion of missing BMI data highlighting the need to verify these
findings with multiple imputation methods and improve BMI reporting to the cancer registry.
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Background/Objective: While randomized controlled trial data support de-escalation of locoregional therapy in select
older patients with low-risk breast cancer (early-stage, hormone-receptor positive [HR+] disease) without decrement in
survival, similar high-quality data in adults with high-risk breast cancer (stage 1I-11I, HER2-positive [HER2+] or triple-
negative breast cancer [TNBC]) does not exist. As surgery is a mainstay of therapy in these patients, we sought to
quantify the incidence of, and factors associated with, omission of surgery in older patients with Stage II or IIl HER2+ or
TNBC.

Methods: Women > 70 years of age diagnosed with stage 1I-1Il HER2+ or TNBC between 2010-2020 were identified in
the National Cancer Database (NCDB). A multivariable logistic regression model was performed to determine patient,
disease, and treatment-related factors associated with omission of surgery. Reasons for omission of surgery as reported by
the NCDB were also explored.

Results: A total of 33,882 patients were identified; median patient age was 77 years (range 70-90). Overall, 4,004
(11.8%) patients did not undergo surgery. Of these, 1,485 (37.1%) and 429 (1