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ABSTRACT

0z

Introduction: Contralateral prophylactic mastectomy (CPM)
is the removal of the opposite breast with the aim of risk
reduction in cases of unilateral breast carcinoma. Routine use
of sentinel lymph node biopsy (SLNB) at the time of CPM is
controversial due to low occult breast cancer risk. This study
aims to determine the rate of occult breast carcinoma and to
evaluate whether SLNB should be performed during CPM.

Methods: Ninety-four patients who underwent CPM between
2009 and 2018 were evaluated retrospectively. Occult breast
carcinoma detection rate and approach to axilla were
evaluated.

Results: Occult invasive breast carcinoma was detected in
three patients (3.2%): two invasive ductal carcinoma and one
multifocal invasive lobular carcinoma. Axillary staging was
performed in second session. SLNB was performed in two
patients and a micro-metastasis in one of four sentinel lymph
nodes (SLN) was detected in one patient. Axillary lymph node
dissection was performed in one patient in whom SLN was not
detected.

Conclusion: SLNB can be performed in patients with suspicious
lesion in the absence of biopsy or in patients with high-risk of
occult breast cancer (postmenopausal, high Gail score, lobular
histology, multi-centric tumor, ipsilateral high-risk lesion);
however, routine SLNB use during CPM is not recommended
in patients with no risk. SLNB in second session by intradermic
radioisotope injection in case of occult carcinoma can be an
alternative solution to axillary staging.
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Amag: Kontralateral profilaktik mastektomi (KPM), tek tarafli
meme kanseri saptanan hastalarda risk azaltilmasi amaciyla
karsi memenin alinmasidir. Okilt meme kanseri riskinin
dustk olmasi nedeni ile KPM sirasinda rutin sentinel lenf
nodu biyopsisi (SLNB) kullanimi tartismalidir. Bu ¢alismada
okiilt meme kanseri saptama orani ve KPM sirasinda SLNB
gerekliliginin arastiriimasi hedeflenmektedir.

Yontemler: 2009 ile 2018 yillari arasinda KPM uygulanan 94
hastanin verileri retrospektif olarak incelendi. Okiilt meme
kanseri saptanma orani ve aksillaya yaklasim degerlendirildi.

Bulgular: U¢ (%3,2) hastada okiilt invazif meme kanseri
saptandi: iki invazif duktal karsinom ve bir multifokal
invazif lobular karsinom. Aksiller evreleme ikinci seansta
gerceklestirildi. iki hastaya SLNB uygulandi ve hastalarin
birinde dort sentinel lenf nodunun (SLN) birinde mikrometastaz
saptandi. SLN bulunamayan bir hastaya ise aksiller lenf nodu
diseksiyonu uygulandi.

Sonug: Biyopsi bulunmaksizin stipheli lezyonu olan hastalara
veya okilt meme kanseri icin yiksek riskli hastalara
(postmenapozal, yiiksek Gail skoru, lobular histoloji,
multisentrik timor, ipsilateral ytksek riskli lezyon) SLNB
uygulanabilir. Bununla birlikte KPM sirasinda rutin SLNB
uygulamasi onerilmemektedir. ikinci seansta intradermik
radyoizotop enjeksiyonu ile SLNB yapilmasi okiilt meme
kanserinde Aksiller evreleme icin bir alternatif olabilir.

Anahtar Kelimeler: Sentinel lenf nodu biyopsisi, profilaktik
mastektomi, meme kanseri

breast have an estimated risk of about 0.5% per year for developing
contralateral breast cancer with a cumulative risk of about 6.9% at 10
years (1,2). This rate increases in high-risk patients, such as breast cancer
gene (BRCA) carriers. The risk of breast cancer can be reduced by 90% to
95% with CPM (3).

Introduction

Contralateral prophylactic mastectomy (CPM) is the removal of the
opposite breast with the aim of risk reduction in cases of unilateral

breast carcinoma. Patients with histories of breast carcinoma in one
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With increased breast cancer awareness and use of genetic tests, the
use of CPM has become more popular. According to the review of the
Surveillance, Epidemiology, and End Results database, there was an
increase in CPM from 1.8%to 4.5% between 1998 and 2003 (4,5). However,
in most patients, the risk of systemic metastasis from the index tumor is
greater than the risk of contralateral breast cancer development, so no
survival gains can be achieved with CPM and therefore, patient selection
is important (6).

The patient’s age, risk analysis, family history, genetic mutations,
cosmetic concerns, or patient choice are important during decision
making for undergoing (or not) CPM (7). Recommendations of the Society
of Surgical Oncology can be summarized under three main headings (8):

1. Risk reduction: BRCA mutation or other genetic alterations, strong
family history, high-risk lesions, such as atypical ductal hyperplasia.

2. Difficult surveillance: Clinically or radiologically dense breast tissue or
diffuse micro-calcifications with negative biopsy.

3. Reconstructive issues: For symmetry or balance.

Occult breast cancer detection isan important issue for CPM. While occult
breast malignancy risk varies between 0.5% and 8% in the literature,
invasive disease detection rates are reported as 0.1%-3.5% (4,9-12). On
the other hand, with the development of radiology, especially with the
increase in the use of magnetic resonance imaging (MRI), the rate of
occult malignancy detection rate decreases to 0.8%-2% (13).

Routine use of sentinel lymph node biopsy (SLNB) at the time of CPM
is controversial due to occult breast cancer risk and morbidity. SLNB is
routinely used for staging in patients with early stage breast carcinoma
and has less complications than axillary lymph node dissection (ALND),
especially in terms of lymphedema. However, many studies still report
complications such as 5% lymphedema risk, 3% arm restriction, and 7%
axillary paresthesia (9,14). Also, the increases in cost and patient anxiety
are other factors that should be taken into consideration. On the other
hand, when an occult invasive carcinoma is detected in patients who
have undergone CPM, there is increased necessity for ALND and thus,
morbidity increases.

This study aims to determine the rate of occult breast carcinoma and to
evaluate whether SLNB should be performed during CPM.

Methods

A retrospective analysis of all patients with a diagnosed cancer in one
breast, who underwent CPM between 2009 and 2018, was performed.
All indications for CPM were included in this study. Patients younger
than 18 years of age and patients with a history of breast cancer on the
contralateral side were excluded from the study.

While all the patients were evaluated with both mammography and
ultrasound, most of the patients had had breast MRI up to six months
prior to surgery. Physical examination of the contralateral breast was
negative in all of the patients. All of the patients underwent surgery by
the same surgical team, and all specimens were evaluated by the same
pathology team. All of the reconstructions were performed immediately
with gel-based implants. CPM was performed as an immediate or
delayed procedure. Routine SLNB was not performed during CPM.
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Axillary staging was performed at the second session but only if the
patient had occult invasive breast carcinoma. If occult carcinoma was
detected, the radioisotope method via intradermal injection was used
for SLNB. Mastectomy type was chosen according to patients’ preferences
and comorbidities.

Mastectomy specimens were sliced into 2 mm-thick sections. Sliced
specimens were first examined macroscopically, and then random
sampling was done from four quadrants. Samples were also taken when
suspicious areas were seen.

Age, type, CPM indications, presence of occult breast carcinoma, and
approach to axilla were evaluated. Since the patients did not undergo
routine SLNB, contralateral occult axillary lymph node (ALN) metastasis
could not be evaluated.

All procedures performed in the study involving human participants
were in accordance with the 1964 Helsinki declaration and its later
amendments or comparable ethical standards. In addition, this study
was approved by Ethic Committee of Actbadem University on March 07,
2019 with number 2019-5/7. Informed consent was waived since the
trial included retrospective data analysis.

Statistical Analysis

Statistical analysis program was not used to evaluate the study data.
Continuous variables were expressed as median and categorical
variables as percentage.

Results

Ninety-four patients who underwent CPM between 2009 and 2018 were
evaluated. All of the patients were women. The median age was 43.7
(range: 28-78) years. Patient characteristics are summarized in Table
1. The most common indication for CPM was family history (Table 1).
Thirteen patients underwent surgery after neoadjuvant chemotherapy
due to local advanced breast cancer. While one patient preferred simple
mastectomy and two patients preferred skin sparing mastectomy in order
to sustain symmetry, the rest of the patients preferred nipple sparing
mastectomy as the CPM procedure. CPM was performed immediately in
76 (80%) patients and in 18 (20%) patients as a delayed procedure.

Occult breast cancer was detected in four (4.2%) patients (Table 2). One
of these patients had ductal carcinoma in situ (DCIS), two patients had
invasive ductal carcinoma (IDC), and one patient had multifocal invasive
lobular carcinoma (ILC). Axillary staging was performed for three
patients (3.2%) with invasive occult malignancy in the second session
with exception of the patient with DCIS. The radioisotope method was
preferred for SLNB. After intradermic radioisotope injection, two of the
three patients had sentinel lymph node(s) (SLN) in the preoperative
lymphoscintigraphic examination, and SLNB was performed. ALND
was performed in the patient in whom SLN was not detected; however,
no metastasis was detected in ALND. Even though one of the patients
who underwent SLNB had a micro-metastasis in one of four SLNs, no
complete ALND was performed. The detection of occult breast cancer
in the CPM did not alter the choice of patient treatment. One patient
had chemotherapy because of the index tumor, while the other three
patients received hormone therapy only.



Breast MRI had been obtained for 66 (70%) patients in the last six months.
In 19 of 66 (29%) patients, MRI revealed lesions on the contralateral side.
In 13 (68%) of these 19 patients, the lesions were defined as benign, and
six (32%) were evaluated with preoperative biopsies due to suspicious
lesions. Biopsy results were benign, but in one (16.7%) of the patients
(n=6) who underwent biopsy, occult IDC was detected in the final
pathology. However, in two patients with occult carcinoma, there were
no suspicious lesions on MRI.

In 28 (30%) of 94 patients, breast MRIs had not been obtained. Only in
one (3.6%) of these 28 patients, the pathology report revealed occult
breast carcinoma.

Sclerosing adenosis was the most common finding in final pathology.
Histological findings in the CPM specimen are summarized in Table 3.

In the median 41 (range: 4-96) -month follow-up of patients (n=4, 4.2%)
with occult breast carcinoma on the contralateral side, no recurrence
or new tumor development was seen in both breasts, and no distant
metastasis was detected. Of patients without occult carcinoma, only one

Table 1. Characteristics of the patients
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patient died at the 36" month of follow-up due to distant metastasis
while five patients are still undergoing follow-up due to recurrence and
three patients due to distant metastases.

Discussion

As breast cancer awareness increases, interest in CPM by both surgeons
and patients has also increased. In general, survival gain cannot be
achieved with CPM but can be applied especially in selected patient
groups (8). CPM may be recommended for high-risk patients who have
gene mutations, strong family history, and difficulty in radiological or
clinical follow-up, and for symmetry, patient choice is also important.
Anxiety about the potential development of contralateral breast cancer
is a significant factor in patients’ choice of CPM, especially in young
patients with a long life expectancy (1).

In various publications, the risk of occult malignancy (in situ and
invasive) varies between 0.5% and 8%; however, the detection of occult
invasive disease has been reported at the rate of 0.1-3.5%. This rate can

Age (years; median-range) 43.7 (28-78)
Premenopausal 78 (83%)
Menopausal status (n, %)
Postmenopausal 16 (17%)
- Present 31 (33%)
Family history (n, %)
Absent 63 (67%)
. . Right 46 (49%)
Side of index tumor (n, %)
Left 48 (51%)
Simple mastectomy 2 (2%)
Type of surgery (n, %) Skin sparing mastectomy 1(1%)
Nipple sparing mastectomy 91 (97%)
) Early stage 81 (86%)
Stage of index tumor (n, %)
Locally advanced 13 (14%)
Family history 23 (24%)
Dense breast tissue 22 (23%)
Gene mutation 13 (14%)
Lobular histology 9 (10%)
Indications for contralateral prophylactic mastectomy (n, %) Patient’s choice 9 (10%)
Multi-centric/focal malignancy 8 (9%)
Symmetry 4 (4%)
Young age (<35-year-old) 4 (4%)
Recurrence 2 (2%)
Table 2. Characteristics of patients with occult contralateral breast carcinoma
Age (years) Indication for Side of index  Histology of Type of Stage of index  Stage of Follow-up
gely CPM tumor occult tumor index tumor  tumor contralateral tumor  (months)
Case 1 56 Patient’s choice Left DCIS DCIS TisNOMO TisNO 70
Case 2 54 Abnormal Left IDC IDC TINOMO TINO 44
findings in MRI
Case 3 43 Family history Left LCIS DCIS TINOMO TINmi 38
Case 4 38 Family history Left IDC IDC T2N1MO TINO 22

CPM: contralateral prophylactic mastectomy, DCIS: ductal carcinoma in situ, IDC: invasive ductal carcinoma, LCIS: lobular carcinoma in situ, MRI: magnetic resonance imaging
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be as high as 5%-15% in high-risk patients (3,4,9-12). In current study,
the rate of occult malignancy was found to be 4.2% (n=4) while the rate
of invasive carcinoma was found to be 3.2% (n=3). Yi et al. (6) found
three independent factors that predicted occult malignancy in the
contralateral breast: 1) ipsilateral invasive lobular histology; 2) ipsilateral

Table 3. Pathological findings in contralateral prophylactic
mastectomy specimens

Number of patients (%)

Sclerosing adenosis 29 (30%)
Stromal fibrosis 15 (16%)
Normal findings 15 (16%)
Fibroadenoma 10 (10.5%)
Apocrine metaplasia 6 (6.5%)
Intraductal papilloma 4 (4%)
Florid intraductal hyperplasia 3 (3%)
Flat epithelial hyperplasia 3 (3%)
Atypic ductal/lobular hyperplasia 2 (2%)
Lobular carcinoma in situ 2 (2%)
Invasive ductal carcinoma 2 (2%)
Invasive lobular carcinoma 1 (1%)
Ductal carcinoma in situ 1(1%)
Tubular adenoma 1 (1%)

multi-centric tumor; and 3) a 5-year Gail risk score >1.67%. In that study,
multivariate analysis also revealed that age > 50 years at the time of the
initial cancer diagnosis and an additional ipsilateral moderate to high
risk pathology were independent predictors of moderate to high-risk
histological findings in the contralateral breast (6). Boughey et al. (9)
reported that older age (>60 years), postmenopausal status, and lobular
type malignancy (ILC/lobular carcinoma in situ) were associated with
occult breast cancer risk.

Today many surgeons use MRI for the evaluation of the breast before
prophylactic mastectomy (PM). When compared to mammography,
MRI has been shown to increase the detection rate of small cancers,
especially in high-risk patients (3). Incidental contralateral breast cancer
can be detected in 5% of patients with MRI (15,16). On the other hand,
false negative and positive rates of MRI should be kept in mind. There are
different opinions about the use of MRI in the detection of occult breast
cancer in high-risk patients in addition to effects on decision making
for selective SLNB indications in patients undergoing CPM. Black et al.
(3) concluded that MRI significantly caused an increase in diagnostic
costs and missed most occult cancers in PMs. In contrast, McLaughlin
et al. (13) and Freitas et al. (16) concluded that MRI accurately ruled out
the presence of invasive cancer in PM. While the use of MRI in cases
without BRCA mutation is controversial due to costs and detection
rates, it is recommended in patients with the BRCA mutation (17). In
the current study, six of 66 patients with MRI had suspicious lesions

Table 4. Published reports investigating sentinel lymph node involvement in bilateral prophylactic mastectomy and/or contralateral

prophylactic mastectomy (2000-2018)

Study Year PM/CPM Elauszlsber o
Dupont (1) 2000 CPM 57
Boughey (9) 2006 PM 436
Black (3) 2007 PM 192
Soran (7) 2007 CPM 155
McLaughlin (13) 2008 PM 613
Yi (6) 2009 CPM 542
Laronga (21) 2009 CPM 420
PM 28
Nasser (22) 2010 CPM 99
Zhou (23) 2011 PM 1343
Czyszczon (11) 2012 CPM 169
Miller (4) 2012 CPM 106
Burger (20) 2013 PM 83
Kuwajerwala (24) 2013 CPM 170
Murthy and Chamberlain (25) 2013 PM 328
Bunting (26) 2014 PM 467
Freitas (16) 2016 CPM 88
Camara (17) 2018 PM 80
Kara (current study) 2019 CPM 94
Total CPM 1522
PM 5092

CPM: contralateral prophylactic mastectomy, PM: prophylactic mastectomy, NS: not specified
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Tota.l i In si?u R Invasive occult carcinoma
carcinoma carcinoma

2 (3.5%) 0 2 (3.5%)
22 (5%) 14 (3.2%) 8 (1.8%)
19 (9.8%) 14 (7.2%) 5 (2.6%)
5 (3.2%) 3 (1.9%) 2 (1.3%)
33 (5.3%) 23 (3.7%) 10 (1.6%)
25 (4.6%) NS NS

18 (4.2%) 12 (2.8%) 6 (1.4%)
0() 0 0

8 (8%) 6 (6%) 2 2%)
62 (4.6%) 41 3%) 21 (1.6%)
12 (7.1%) 10 (5.9%) 2 (1.2%)
8 (7.5%) 5 (4.7%) 3 (2.8%)
1(1.2%) 0 1(1.2%)
3 (1.8%) 1(0.6%) 2 (1.2%)
3(0.9%) 3 (0.9%) 0

15 (3.2%) 9 (2%) 6 (1.2%)
3 (3.4%) 2 (2.3%) 1 (1.1%)
4 (5%) 2 (2.5%) 2 (2.5%)
4 (4.2%) 1(1%) 3 (3.2%)
88 (5.7%) %4 %2.3
237 (4.6%) %3.2 %1.7
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Table 5. Clinical arguments for and against the adoption of sentinel lymph node biopsy in prophylactic mastectomy

Arguments supporting the adoption of SLNB in PM

1. The morbidity of SLNB is low and can be safely performed with mastectomy.

2. Axillary lymph node dissection can be avoided if occult invasive breast
carcinoma is detected by simultaneous SLNB.

3. SLNB may detect occult contralateral nodal disease that has metastasized
from the index tumor.

4. With simultaneous SLNB, the patient will not be exposed to a second
operation and the risk of anesthesia.

5. Performing axillary staging in second session may cause delay in the
treatment of patient.

SLNB: sentinel lymph node biopsy, PM: prophylactic mastectomy

and were evaluated with preoperative biopsy. While all of the biopsies
were benign, occult IDC was detected only in one patient in the final
pathology. The identification rate of an occult carcinoma by MRI prior
to CPM was quite low at 1.5% (1/66) in contrast to the current literature
(13,16). Thus, MRI did not affect the decision of SLNB use in CPM.

Another issue that should be considered in the case of occult carcinoma
is axillary staging. Patients with early -stage breast carcinoma routinely
undergo SLNB for axillary staging since SLNB was first reported in the
early 1990s (1). Although SLNB has lower complication rates when
compared to ALND, 5.6% lymphedema and other minor complications
are still observed. In addition, simple allergic (1%-2%) or anaphylactic
reactions (0.25%-0.5%) can occur due to the blue dye. A false negative
ratio of 8.4% (0%-29%) must also be kept in mind (18,19).

Routine use of SLNB at the time of CPM is controversial. Table 4
summarizes the studies covering occult breast carcinoma detection
rates in PM or CPM without contralateral or bilateral discrimination. The
surgeons using routine SLNB during CPM suggest that SLNB cannot be
performed after mastectomy, so in case of occult invasive malignancy at
CPM, ALND will be mandatory at the second session, which may cause
an increase in morbidity. In addition, many authors suggest that they
do not observe lymphedema or the risk is similar in the cases in which
SLNB is not performed (1,4,20). They also state that SLNB is helpful to
find possible cross-metastases from index tumor (1).

The group that does not recommend SLNB during CPM states that the
risks of occult invasive carcinoma detection and SLN positivity in these
tumors are too low because of the very early state. They also report
that there is comorbidity associated with SLNB in the guidelines and
that routine use is not appropriate. Another point is that the detection
of occult breast cancer in CPM has minimal effects on the patient’s
treatment. Table 5 summarizes the clinical arguments for and against
the adoption of SLNB in PM.

There are three prominent studies suggesting routine SLNB use during
CPM. Dupont et al. (1) found two invasive occult carcinomas (3.5%) and
two occult axillary metastases; however, patients with occult breast
carcinoma did not represent metastasis in SLNB. They suggested SLNB
because of lack of SLNB-induced lymphedema and change in treatment

Arguments against the adoption of SLNB in PM

1. The risk of occult invasive carcinoma is very low.

2. The detected occult lesions are early lesions (Ti or T1a-b) and the risk of SLN
positivity is very low.

3. The effect of occult malignancies on the treatment is very low.

4. SLNB has also complications.

5. Cost increases with routine SLNB.

6. The operation time increases.

7. The aesthetic importance of incision required for SLNB.

8. In appropriate cases SLNB can be performed after mastectomy.

of four (7%) patients. Miller et al. (4) found three occult invasive
carcinomas (2.8%) in 106 CPMs and micro-metastasis only in one patient
during SLNB. Although the risk of lymphedema was high in the group
with ALND, they suggested SLNB use during CPM because they did not
find any differences in lymphedema between the groups with and
without SLNB. Burger et al. (20) found only one occult ILC and three
lobular in situ neoplasms in 83 PMs. They suggested SLNB because they
did not see lymphedema in any patient and thought that adding SLNB
did not prolong the duration of operation.

On the other hand, there are many studies in which routine SLNB
during CPM is not recommended (3,6,7,9,11,13,16,17,21-26). In the
meta-analysis by Zhou et al. (23), the occult breast carcinoma rate was
found to be 1.6% in 1343 PMs. Four of the patients with invasive occult
carcinoma and one of the patients with DCIS were found to have SLN
positivity while 19 occult ALN metastases were found. Benefits from
SLNB were obtained in 36 (2.8%) patients (17 SLN negative patients and
19 patients with occult lymph node metastasis). However, it should be
noted that 12 (50%) of the patients with positive SLNB had advanced
disease. Thus, they did not recommend routine SLNB. In most of the
studies that identified occult lymph node metastasis in the contralateral
axilla, it is mentioned that these metastases are probably due to
advanced index tumor (11,21,22).

When studies involving only CPM are considered, the following outputs
haveyielded several findings. In the study of Yi et al. (6), the ratio of occult
carcinoma was found to be 4.6% in the 542 CPMs although invasive/in
situ discrimination was not performed. Laronga et al. (21) found this
rate of invasive occult carcinoma to be 1.6% in their studies involving
420 CPMs. Occult SLN metastasis was detected in seven patients, and
all of these patients presented with locally advanced breast cancer. In
the same study, it was concluded that SLNB should not be indicated in
patients who underwent bilateral PM or CPM associated with early stage
disease. However, patients with locally advanced primary breast cancer
had a significantly increased risk of contralateral occult ALN metastasis
due most likely to crossover metastasis; this selected group of patients
may benefit from SLNB. In another study conducted by Soran et al. (7),
two invasive occult carcinomas (1.3%) were found in 155 CPMs, and two
occult ALN metastases were found in patients who underwent surgery
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for recurrent invasive carcinoma. Even though lymphedema was not
seen in these patients, routine SLNB was not suggested as the risk of
occult breast cancer was low. In the hypothetical cohort introduced
by Boughey et al. (10), in cases in which the incidence of occult breast
cancer was taken as 1.9%, the rate of SLN detection, the ratio of SLN
positivity, and ratio of occult axillary metastasis were considered, and
those complications would be seen in 680 of 10,000 patients with
routine SLNB, only in 137 patients ALND could be avoided. In this study,
three invasive occult carcinomas were detected among 94 CPMs. While
SLNB was performed as second sessions in two patients, ALND was
performed only in the patient in whom SLN was not found. In a total of
91 patients, SLNB and related complications were avoided and benefits
from routine use of SLNB could be gained in only one patient. In a
hypothetical proposition in which routine SLNB was performed during
CPM and when the complication rate of SLNB was taken as 5%, there
may be have been possible complications in five patients due to routine
SLNB use; however, even if the SLN detection rate was accepted as 100%,
ALND could have been avoided in only one patient.

The American Society of Breast Surgeons Consensus Meeting suggest
that routine use of SLNB at the time of CPM is not necessary (12). Higher
risks of occult malignancy in CPM are related to postmenopausal status,
triple-negativity, locally advanced stage, and inflammatory or invasive
lobular histology. They recommend biopsy if a suspicious lesion is
detected in the preoperative MRI. Murphy et al. (27) investigated the role
of intraoperative pathological examination of the resected breast tissue
in PM. In 1900 cases (1410 CPM, 490 PM), 58 occult malignancies (32
invasive, 26 DCIS) were detected. Of these 58 cases, occult malignancies
were found during surgery in 44 cases, and SLNB was performed.
Facilitation of intraoperative pathology may prevent overtreatment in
patients who have not been diagnosed with occult malignancy. Thus,
they suggest SLNB use according to the results of the intraoperative
pathological examination.

The most important consideration for authors who propose SLNB during
CPM is that SLNB cannot be performed after a mastectomy in the case
of an occult malignancy. Although the performance of SLNB in second
session after mastectomy has not been extensively studied, a few case
reports and very small series have reported a success rate of 65% to
100% (28-30). In the current study, SLN was detected by intradermic
radioisotope injection in two of the three patients who underwent
axillary staging. However, the studies related to SLNB after mastectomy
has low power, and SLNB after mastectomy can be considered as an
alternative solution for staging in selected cases.

Conclusion

The evaluation of the patients who are candidates for CPM is very
important. If a suspicious contralateral breast lesion is found, a biopsy
should be performed prior to surgery. SLNB can be performed in patients
with suspicious lesions in the absence of hiopsy or in patients with high
risk for occult breast cancer (postmenopausal, high Gail score, lobular
histology, multi-centric tumor, ipsilateral high-risk lesion). SLNB should
also be considered when a second session would not be welcome,
such as in cases of anticoagulant use, having comorbidities that would
increase the risk factor for anesthesia, and local advanced breast cancer
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(due to cross-metastasis risk). However, routine SLNB use during CPM in
patients with no risk is not recommended.
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