Intra-operative digital specimen radiology reduces re-operation rates in therapeutic mammaplasty for breast cancer
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Abstract

Background: The aim of this study was to evaluate our experience with intra-operative imaging of therapeutic mammaplasty specimens at Edinburgh Breast Unit.

Methods: A retrospective review was performed of patients who underwent therapeutic mammaplasty in Edinburgh Breast Unit between 2007 and 2013 who had intraoperative specimen radiography. 
Results: 98 (100%) patients who underwent therapeutic mammaplasty for breast cancer had intra-operative imaging using the faxitron® system. 3 out of those 97 (3%) patients had a re-operation because of positive margins confirmed pathologically on cavity excision specimens, but only 1 out of 3 (1%) patients had residual breast cancer present within the re-excision specimen. None required mastectomy. Median age was 58 (range 34-81). Median follow up was 3.1 years (range 6 months – 5.5 years). There was no local recurrence or conversion to mastectomy in this group. 
Conclusion: Complete excision rate in patients who had intra-operative imaging during therapeutic mammaplsty procedure was 97% in our group. Faxitron® system is a useful adjunct in helping to achieve low incomplete excision rates. 

Introduction

Breast cancer is the most common cancer in women in the UK and accounts for 30% of all new cases of cancer in females (1). It is managed in multidisciplinary setting to optimize overall outcome and maintain quality of life. Oncoplastic breast conserving surgery (OBCS) is a technique whereby a breast carcinoma is excised with a margin of healthy tissue by wide local excision (WLE) with immediate re-distribution of the remaining breast parenchyma using either breast advancement flaps or breast reduction patterns with or without surgery on the contra-lateral breast. In order to maximize the oncological safety of this technique it is imperative to ensure complete excision of breast tumor during the initial WLE. It is estimated that 15-47% of patients who have BCS will need a further operation because of an initial incomplete excision (2, 3, 4). Preliminary reports suggest that intra-operative imaging of WLE specimen to assess the excision margins in breast cancer reduces the rate of positive margins significantly (5, 6, 7). The aim of this study was to evaluate our experience with intra-operative imaging of therapeutic mammaplasty specimens in the Edinburgh Breast Unit. 
Material and Methods

We conducted a retrospective case-note review from a prospectively maintained database and indentified 98 patients who underwent therapeutic mammaplasty for breast cancer in the Edinburgh Breast Unit between 2007 and 2013. The study was approved by the local Ethical Committee. Data analysis included demographic, operative, radiological and pathological characteristics. All patients underwent triple assessment to confirm the diagnosis which included history (or screening), clinical examination and image guided core biopsy (n=98; 100%). In all these patients tumor markers were inserted under ultrasound image guidance. 69 patients (70%) had preoperative needle localization of the tumor with ultrasound or stereotactic guidance. The indications comprised impalpable or multifocal cancers or those treated with neoadjuvant hormone or chemotherapy.
53 patients (54%) received neoadjuvant hormonotherapy prior to mammaplasty (n=42 letrozole in postmenopausal women; n=5 tamoxifen in premenopausal women) and 9 patients (10%) received neoadjuvant chemotherapy. 98 WLEs with therapeutic mammaplasties and 89 contralateral symmetrising breast reductions were performed. The median age at diagnosis in this group was 58 [range 34-81]. 37 (36%) cancers were screen detected. Stereotacitc localization of the tumor with ultrasound guided wires (from 1 to 5 wires) was performed in 69 patients (70%). All therapeutic mammaplasties were performed by a team consisting of a breast surgeon and a plastic surgeon. Our approach is to remove the breast tumor first as a standard wide local excision (WLE) with cavity margins as part of breast reduction and then plan reshaping of the breast parenchyma to match the contralateral site.

Therapeutic mammoplasty is performed by multidisciplinary team members consisting of a breast and plastic surgeon working simultaneously. WLE and excision of cavity margins is performed by the breast surgeon. At the same time, the plastic surgeon performs contralateral breast reduction to create the ideal breast to match the cancer site. Once the WLE and cavity margins were excised the breast and plastic surgeon reshape the remaining parenchyma. 
 Our surgical technique has been previously described (8). Anterior and posterior margins were always the same: subcutaneous fat and the pectoral fascia. The WLE specimen was marked carefully with liga-clips to orientate the specimen for intraoperative specimen radiography as shown in Figure 1 in all patients. Intraoperative X-ray image was taken in the operating theatre (Faxitron BioVision Digital Specimen Radiography System). The results are available within 30 seconds for the surgeon to make a decision whether any further excision of any specific margins is indicated. In the majority of cases further margins were excised as part of reduction mammoplasty. Faxitron image of WLE was taken intraoperatively in the theatre in all cases. Further cavity margins were removed in all cases as part of breast reduction procedure. However, in cases were faxitron image of WLE specimen raised any suspicion on margin involvement; we deliberately included this particular area in our reduction (cavity margin) specimen. All cavity margin specimens were placed in faxitron. Faxitron image was guiding the surgeon into removing all suspicious areas adjacent to WLE in the first instance in order to maximize complete excision margins for oncological reasons. Only then, the pedicle was designed to safely transfer the nipple areola complex to the desired position and reshape the remaining parenchyma.

The digital mammographic image of the breast tumor was also compared in the operating theatre with the faxitron image to ensure the whole of the mammographic abnormality was excised. All patients received adjuvant radiotherapy as a standard treatment in breast conserving surgery.
Results

The mean tumor size on ultrasound was 39.3mm and on pathology 32.1mm. Multifocal disease was present in 20 (20%) patients. Of the 98 patients, 19% (n=19) had DCIS, 8% (n=8) had invasive lobular carcinoma with LCIS, 47% (n=46) were of invasive cancer of no special type with DCIS and 26% (n=25) were invasive cancers of no special type without DCIS, The mean specimen weight of WLE specimen was 83.5g, the mean weight of the WLE with cavity margins was 154g and contralateral breast weight 259.5g. The mean duration of neoadjuvant hormonotherapy was 4.18 months (1-12 months). 19% (n=20) of those who received neoadjuvant hormonotherapy had extensive DCIS without an invasive component and all achieved the same response mammographically. 10% (n=9) of patients received neoadjuvant chemotherapy. Initial WLE specimen pathology (without cavity margins) showed tumor present at margins on specimen radiography and pathology in 16 (15.4%) patients. In the 15.4% excision margins were converted from positive to negative by removing further tissue from the involved margin (cavity margins). After excision of appropriate cavity margins in these patients, only 3 (3%) patients had incompletely excised breast cancer confirmed by positive pathology on cavity margins (p<0.002). All these patients underwent re-excision. No cancer was found in 2 patients and DCIS was present in 1 patient that was clear of the new margin. 5 patients (5%) received adjuvant chemotherapy and 74 patients (75%) received adjuvant hormonotherapy (70: letrozole and 5: tamoxifen) for 5 years. 
Discussion 

The main objective in breast conserving surgery (BCS) is to obtain negative margins as local recurrence is significantly the most common in patients with involved margins (7, 9, 10). Traditionally the assessment of margins has relied on histological evaluation of specimen following lumpectomy. In order to reduce incomplete excision rate intraoperative specimen mammography was introduced. However, this modality needs specific availability or co-ordination between the breast surgery unit and radiology department which is not always possible. A disadvantage of specimen radiology in a mammography department is compression of the specimen which may obscure the accuracy of margin assessment, the involvement of another specialist (radiologist), transport of the specimen to the mammography unit and the time it requires when the patient is under general anaesthetic. An alternative is to use intra-operative imaging with faxitron® system located in the operating theatre. The operating surgeon is responsible for marking the WLE specimen according to our AMI system (see Figure 1) and placing it in faxitron® in a consistent manner. The most recent mammographic image of breast tumor is displayed in the operating room for comparison. The operating surgeon interprets the specimen X-ray but a radiologist is also available for immediate advice and can see the intraoperative image within their own department. Our data are consistent with other preliminary reports that have shown that intraoperative specimen radiography with a faxitron® significantly reduces incomplete excision rates (2, 3, 4, 11). Nowadays therapeutic mammaplasty is a technique whereby a breast carcinoma is excised with a margin of healthy tissue by WLE with immediate re-distribution of the remaining breast parenchyma using either breast advancement or rotation flaps or breast reduction patterns with or without surgery to the contralateral breast. Because of immediate manipulation of the breast parenchyma whilst reshaping the breast at the time of WLE, it can be more difficult to find the appropriate margins should the re-excision be required. In Edinburgh Breast Unit the same breast surgeon who is involved in therapeutic mammoplasty initially would perform re-excision when required. Therefore finding the appropriate margins would have been less of a problem. Still, any re-excision means an additional surgery, general anaesthetic, time off work and anxiety to the patients. 

In therapeutic mammaplasty it is of paramount importance to maximize efforts to ensure complete excision with clear histological margins during the primary procedure. Our philosophy of therapeutic mammaplasty is to perform WLE with immediate intra-operative imaging to guide the surgeon into specific areas where cavity margins must be removed to maximize oncological clearance. The design of breast pedicles to reshape the breast parenchyma was decided after oncological clearance was macroscopically achieved. In those cases where intraoperative faxitron image of WLE was oncologically satisfactory, further excision around the cavity margins was tailored to optimal reshaping of the breast parenchyma in order to achieve the maximum aesthetic result. 
Our series has proven that intra-operative imaging of WLE has allowed us to reduce the incomplete excision rates from 84.6% to 97%. This is the first study which reports experience with intra-operative imaging of WLE in application to therapeutic mammaplasty. Muttalib et al. reported that faxitron® image led to cavity margin biopsies in 50% of cases of which 16% of excisions were converted to from incomplete to complete in the context of BCS without therapeutic mammaplasty (6). The criticism of that study lies in subjecting 34% of patients to an unnecessary larger aesthetic excision following WLE with corresponding larger potential defects and poorer aesthetic outcomes. In the context of therapeutic mammaplasty, further excisions to produce negative margins does not result in a patient having poorer aesthetic outcome because the breast parenchyma needs to be reduced and reshaped as part of the procedure (12). The concept of using intraoperative imaging assessed by the surgeon is not new. Surgeons in other specialties routinely use digital X-rays without the assistance of radiologist in orthopaedic and hand surgery for intraoperative assessment and management of fractures (image intensifier). In breast cancer surgery, it is important to involve an experienced multidisciplinary setting with the assistance of the radiologist. Preoperative images are viewed in a multidisciplinary setting and images after neoadjuvant treatment reviewed as the reduction in visible abnormalities can affect the intra-operative faxitron® image in an individual patient. The surgeon together with the radiologist and radiographer discusses the planning of wires and then interprets intraoperative faxitron® images in the operating room on an individual basis. 
In our series neoadjuvant hormone therapy and chemotherapy were commonly used and this can make assessment of excision margins more challenging. Neoadjuvant chemotherapy causes tumor cell death and scarring which can reduce tumor density and it can also reduce the extent of microcalcifications (see Figure 2) (13, 14, 15, 16). On the other hand, neoadjuvant hormone therapy reduces tumor volume in a concentric fashion but in some patients also dramatically reduces density (see Figure 3) (17, 18). In our series mean duration of hormonotherapy was 4.18 months ranging from 1 to 12 months. The effect of neoadjuvant treatment may be reflected by smaller tuomor size preoperatively seen on imaging and the tumor size on the final pathology specimen (39.3 vs 32.1mm).
DCIS remains a challenge during assessment of intra-operative excision margins using faxitron® due to the limited sensitivity and specificity of mammographically detecting all DCIS (see Figure 4). It may be beneficial to remove further cavity margins in all patients with DCIS with or without neoadjuvant therapy in the context of therapeutic mammaplasty to increase the rate of complete excisions. This is the first study to report a significant benefit on complete excision rates and reduce re-excision of use of the faxitron® in patients who had undergone therapeutic mammaplasty. The faxitron® system is easy to use, saves time, allows the surgeon to excise further tissues as directed by the specimen radiograph. It is one of the reasons for the low rate of margin involvement in this series. Our indications for therapeutic mammoplasty include patients with breast cancer in any location in whom the anticipated aesthetic outcome following traditional WLE would be poor or small breast cancers in patients with larger breasts who will benefit by reduction in complications of adjuvant radiotherapy. A key factor in minimising the risk of incomplete excision is inserting markers into the breast at the time of core biopsy and using mulitple wires when appropriate to adequately localize the mass or calcifications prior to performing wide local excision. The faxitron® is a useful adjunct in obtaining clear margins in patients with invasive and non-invasive breast cancer undergoing therapeutic mammaplasty.
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Figure 1. Faxitron image of specimen markings system used in our unit (AMI system: one clip on the anterior margin; two clips on medial margin and three clips on inferior margin)
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Figure 2. Post-neoajduvant chemotherapy WLE specimen on faxitron showing scattered appearance with microcalcification (resembles multifocal tumor but it is not). 
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Figure 3. WLE specimen treated with neoadjuvant hormonoterapy. Hormonotherapy causes concentric shrinkage of breast cancer.
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Figure 4. Diffuse appearance of WLE DCIS on faxitron
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