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From pathological point of view we adopted the principles
of lobar anatomy and the concept of sick lobes that
states: breast carcinoma develops within a single lobe
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More recently the principle of lobar disease
has been recognized by others authors
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For non-palpable lesions the surgeon need an
Intraoperative imaging guide In order to:

svisualize and localize the lesion,
={0 evaluate Its extension,

={0 measure the distance from the skin, from the fascia,
from the nipple,

=to evaluate the tumor-to-breast relation in order to
decide If conservative surgery is cosmetically adequate,

*to choose the best incision site according the Langer‘s
lines,

=to select the margins resection,
*to evaluate the resected specimen.
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WWhen the skin is very
fear to the tumor we
must remove the skin
I front of the tumor
gsing mostly a double
curvilinear incision
according the Langer
lines.
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Small lesion with

Involved lymph nodes
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Intraoperative Ultrasound seem to be the method of
choice for guiding all the above mentioned procedures
thanks to its handiness, moreover there isa benefit of
greater surgical autonomy in performing all these
procedures In the operating room with patient In
supine position and under anaesthetic
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Radial insertion of wire
™

The surgeon should be autonomous at the highest
degree and master technologies. | had the luck to start
very early to use US guided procedures In 1974 after
stage to Hans Holm In Gentofte H. with the purpose

to improve surgical management of patients
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WIRE vs ROLL

difficult procedure particularly in dense
breast ?




Surgical excision of wire localized
lesion technically difficult ?
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US LOCALIZATION

¢ NO COMPLICATIONS OCCURRED IN
OUR EXPERIENCE.

* NO MIGRATION
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altered we perform a double curvilinear incision and remo
the skin in front of the tumor.
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Intraoperative Ultrasound
Guided Resection

Intra-operative US provides real-
time anatomical and pathological
Information which enhance intra-
operative decision making. There
IS a clear difference between the
roles of intra-operative real-time
Imaging navigation and pre-
operative diagnostic images. After S8 77
surgery, the excised specimen is fRESE
examined using US to assess
margin status. In cases of
positive or close margins, a
re-excision is performed.




An US Image of the resected specimen immediately
allows the surgeon to visualize the presence of
lesion, the adequate lateral margins that may
penefit, eventually, from immediate reexcision:
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In cases where microcalcifications are
the most important sign, digital
Intraoperative specimen radiography
becomes of extreme value




Wire and Digital Rx

I O digital xray
examination of wire
is performed on
every specimen
containing
microcalcifications
in order to ensure
correct targeting
and side margins
removed




Intraoperative Digital Specimen Radiography

IntraOperative Digital
Specimen Radiography Faxitron MX20/DC2

(IODSR) self-contained unit, | e
placed within a few meters
from the operating room,
can expose, develop and |
provide a digital image with
high resolution and |
definition in a few seconds,
shortening the operating time |
and saving at minimum of

20-30 minutes.
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able to rapidly assess the
Icroscopic status of resection
argins with an great number of
multicenter study validation.

any technigues have been used:
* Frozen section
» Touch prep cytology
 Specimen Radiography
Intraoperative Ultrasound
 Radiofrequency spectroscopy
Optical Coherence Tomography
e Standardized surgical cavity
shaving ?
Jone-step nucleic acid amplification
(OSNA) for sentinel node

A
structive intraoperative technique .7
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compression to avoid
stortion or compromise of

gross margin assessment

relative to the centrally

ocated lesion. Imaging Is
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with a 90" rotation in
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Margins re-excision without Specimen with few
residual microcalcifications  microcalcifications on the margins



Digital Specimen ot Sector with skin, chip
and few residual microcalcifications
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Residual microcalcifications near the wire and clip
In the middle of specimen

echnician:, Procedure: SPECIMEN IMAGING, DatefTime: 02/04/2010 09:14:52




ID: 2010029850, Nam_. ..., _.uth Date: 1958{11/01, Physician: DURANTE 1D: 2010029850, Name . . _irth Date: 1958/11}01, Physician: DURANTE
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B Margin re-excision: positive
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Axillary Sentinel Node removal Is
obtained In most of cases by the same
Incision of sectoriectomy
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1094 sectoriectomy
for breast cancer
cording the lobar
tomy using as much
as possible the
eriareolar incision.
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U'S, LOCAUZATION LAST 12 vs

162 Localizations Benign Lesio
N°
DAH 12
LAH 3
Papilloma 42
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endent planning of surgery according
lobar anatomy

« Absence of needle dislocation
* Precise planning of incision

 Less resection of breast tissue
2SS reintervention for axillary dissection (6%0)

« Less hospitalization (24 hours)
Patient return sooner to a normal lifestyle
« Cosmesis Is Improved




At moment technology should aids iIn:
 early diagnosis
» shortening operating times
» decreasing the size of patient’s Incision

e reducing the procedure’s invasiveness and saving
health tissues

All of these can lead to better patient outcomes
and faster recoveries



Despite the widespread availability of US
equipment In breast centers worldwide Its
use as surgical tool In the operating room
still remains reserved to few surgeons
specially trained iIn this technique and Its
utility greatly depends on the skill of the
operator. The lack of well trained and
experienced breast surgeons In US technique
has limited, until now, the routine utilization
and also didn’t allowed a multicentric
clinical trial on US guided surgery.



