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Magnetic resonance guided breast surgery 

POSTER 

N. Vauqhan, S. Gould, G. Lamb, A. Laura, A. Ojo, D. Lomax, W. Gedroyc, 
A. Darzi. imperial College School of Medicine at S Minima/ Access 
Surgical Unit, 4th floor Stanford Wing, St Mary’s Hospi, Praed Street, 
London W2 INY: UK 

Background: Contrast enhanced magnetic resonance imaging is highly 
sensitive and specific for the detection of breast lesions of all types. It may 
also reveal any unsuspected and impalpable carcinoma in situ associated 
with a primary lesion. lntraoperative magnetic resonance imagmg may help 
guide excision of breast lesions, particularly those that are impalpable and 
reduce recurrence of breast cancer due to involved resection margins or 
inadequate excision of multifocal disease. 

Method: 35 patients (range 20-72 years) with breast lesions requiring 
excision underwent surgery under general anaesthesia in a 0.5 T Interven- 
tional Magnetic Resonance (IMR) unit. Lesions were localised with contrast 
enhanced (Gadolinium DTPA, 0.2 mmol/kg iv) Fast Spoiled Gradient se- 
quences (FSPGR). 30 excision biopsies, three wide local excisions of 
impalpable areas after localisation with titanium wires and two simple mas- 
tectomies were undertaken in the iMR using titanium instruments and an 
ultrasonic scalpel. lntraoperative imaging with FSPGR sequences demon- 
strated developing resection margins and the course of excision was altered 
as necessary. Complete excision was confined at the end of the procedure 
with similar imaging protocols. 

Results: All tumours were visualised with static imaging and all but one 
enhanced with contrast. Intra-operative imaging demonstrated a resection 
margin in all cases and post-procedure scans clearly demonstrated com- 
plete excision. There were 18 fibroadenomas, 10 foci of fibrocystic disease, 
1 Schwannoma, 1 unenhancing area of fat necrosis, 1 area of DCIS and 
4 invasive ductal carcinomas, one unexpected. All of the carcinomas were 
completely excised but the unsuspected carcinoma proceeded to have a 
further wide local excision. 

Conclusions: Rapid sequences allow image guided biopsy and place- 
ment of guide wires. Intra-operative MR scanning reliably identifies palpable 
and impalpable breast turnours, demonstrates resection margins and con- 
firms complete excision of the tumour. 
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Management of non-palpable mammographic abnormalities: 
ABBI excision vs core biopsy 

M. Menon, S. Chatterjee. P.J. Drew, M.J. Imrie, J.N. Fox, P.J. Carleton, 
J.R.T. Monson, M.J. Kerin. The University of Hull Academic Surgical Unit, 
Castle Hill Hospital, Hull, UK 

Screen detected mammographic abnormalities pose diagnostic and ther- 
apeutic problems. We have prospectively assessed core biopsies and 
stereotactic excision biopsies performed on a prone table (ABBI, USSC). 

Method: Patients were recruited from both screening and symptomatic 
clinics. The decision to perform a core biopsy or excision was based on 
radiological suspicion, type of radiological abnormality and stereo cytology 
result. All procedures were done as day cases under local anaesthesia. 

Results: 

ll=106 Benign DC6 invasive Equivocal 

Core Biopsy n = 74 47 (9radial scars) 14 10 3 (DCIS) 

Excision n = 34 16 7 11 Nil 

Core biopsy underestimated the disease in 9 cases, missed invasive 
disease in all 3 radial scars, under-diagnosed invasive carcinoma as DCIS 
in 3 and the 3 equivocal cases had DCIS. By contrast ABBI excision was 
accurate histologically in all 34 cases. 

Conclusion: this study questions the accuracy of core biopsy and sug- 
gests that stereotactic excision may be a more appropriate diagnostic 
procedure in selected cases. 

ABBI- Advanced Breast Biopsy Instrumentation, DCIS- Ductal carcinoma 
in situ. 
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Accuracy of endoscopic axillary lymph node dissection in 
breast cancer patients 

T., C. Santjohanser, K. Koretz, R. Kreienberg. Depaltment of 
Gynecology, University of U/m, Germany 

Purpose: To reduce shoulder-arm morbidity after axillary lymph node dis- 
section a new surgical approach has been introduced recently using minimal 
invasive techniques. We examined the feasibility and accuracy of endosd- 
topic lymph node dissection following liposuction in comparison to standard 
procedures for level I and II dissection. 

Methods: In a series of 30 stage I breast cancer patients we performed 
endoscopic axillary lymph node dissection following lipoaspiration. Intraop- 
erative identification of anatomical structures was registered as well as intra- 
And postoperative complications and the number of resected nodes. The 
results were compared with conventionel axillary lymph node dissections 
performed at the university of Ulm in 1997. Standardized histopathologic 
examination was performed for both techniques. 

Results: In all patients an excellent identification of anatomical structures 
was achieved. After a learning curve of 15 cases the average number of 
resected nodes resected endoscopically equalled the average number of 
18.4 lymph nodes harvested in open procedures. In spite of a very good 
subjective outcome concerning pain and shoulder-arm mobility, lymphorea 
and seroma rates were not decreased. 

Conclusion: Endoscopic exploration of the axilla in breast cancer pa- 
tients provides an excellent anatomic orientation and an accurate lymph 
node dissection. Further detailed studies will be necessary to evaluate the 
exact postoperative outcome of endoscopic axillary lymphadenectomy in 
comparison to open procedures. 
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The specialist treatment of the axilla 

POSTER 

D.B. Kinqsmore’, D. Hole*, C.R. Gillis*, W.D. George’. ‘Department Of 
Surgery, Western Infirmary; 2 West Of Scotland Cancer Surveillance Unit, 
Glasgow, UK 

Aim: To compare the frequency and adequacy of staging, and definitive 
treatment of the axilla; and the impact on recurrence. 

Methods: All women aged under 75 with a histologically verified breast 
cancer in a defined geographical area were identified through the re- 
gional cancer registry for the years 1986-1991 inclusive. All available 
case-notes were obtained from 11 treating hospitals. Data on surgical 
management, co-morbidity, post-operative treatments and recurrence were 
abstracted. 

Results: Specialist units compared to non-specialists staged the axilla 
more frequently (93% vs 79%) and more adequately (92% vs 60%). Where 
no axillary surgery was performed a reason was more frequently found 
(97% vs 40%). Premenopausal women had inadequate staging performed 
in 3% compared to 38%. Non-specialist units inadequately treated women 
in whom sampling was performed in 35%. Overall, inadequate treatment 
of the axilla was seen in 4% treated by specialists compared to 38% 
treated by non-specialists. Axillary recurrence rates were 3 times higher for 
non-specialists (3% vs 10%). All differences were significant, p < 0.01. 

Conclusions: Specialist treatment is more thorough, rational, compre- 
hensive and complete. The treatment of the axilla by non-specialists reflects 
the controversy of this topic for the past twenty years. 
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The relationship between margins of resection and the risk 
of local recurrence after breast conserving therapy 

V. Distante, R. Simoncini, S. Bianchi, P. Pacini, A. Petrolo. L. Orzalesi, 
L. Cataliotti. Universifa degli Studi di Firenze, Clinica Chirurgica I, Via/i 
Morgagni 85, I-50 I34 Firenze, #a/y 

The relationship between the presence of tumor at the margin of breast 
specimens and the risk of local recurrence after conservative surgery and 
radiation therapy is not clear so far. Between 1986 and 1993, 763 patients 
were treated by wide excision and RT (50 gy) at the Institute of Clinica 
Chirurgica I of Florence. Their mean age was 55 (range 22-83) and the 
mean follow-up was 6.8 years (range 10 months-11 years) 

A positive margin was defined as tumor present at the inked margin of 
resection. The distribution of patients was: Tl b 210, Tic 394, T2 (23 cm.) 
148, T4b 11; N- 527, N+ 226, Nx IO. The presence of intraductal cancer 
in the breast specimen was: absent 600, present 137, E.I.C. 26. 


