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Riassunto
La quadrantectomia con asportazione del linfonodo sentinella (sLNB) rappresen-
ta attualmente il "gold standard" nel trattamento del carcinoma della mammella in
fase precoce. La morbilità associata alla metodica è bassa ed essa può facilmen-
te essere eseguita in day surgery ps) con una migliore accettazione da parte del-
la paziente. Viene qui riportata la nostra esperienza.
oggetto dello studio sono100 pazienti affette da neoplasia mammaria avente di-
mensioni inferiori a 3 cm e sottoposte a quadrantectomia con SLNB in DS.
ln 60 casi il linfonodo sentinella asportato è risultato esente da malattia, sicché la
procedura effettuata in DS ha rappresenlato l'unico intervento. ln 40 casi è inve-
ce stato necessario un secondo ricovero per effettuare la linfoadenectomia ascel-
Iare. ln tale gruppo di pazienti, il linfonodo sentinella è risultato l'unico metastatico
nel 55% dei casi (22 pazienli). Nessuna delle pazienti trattate in DS ha necessita-
to di un secondo ricovero dopo la dimissione e tutte si sono dimostrate piena-
mente soddisfatte della procedura quando sono state interrogate nel corso di
controlli successivi.
I programmi sanitari di chirurgia "shon-stay" nel carcinoma mammario sono oggi
facilmente eseguibili grazie ad approcci meno invasivi quali la quadrantectomià e
l'asportazione del linfonodo sentinella. Due sono essenzialmente i punti a favore
di tale approccio: la ripresa della paziente e l'adattamento psicologico alla meto-
dica. ll recupero è in genere più rapldo e le pazienti tendono a sdrammatizzare
l'importanza dell'operazione, acquisendo un approccio mentale più ottimistico nei
confronti della neoplasia. lnoltre, poiché meno del 50% delle pazienti presentano
metastasi al linfonodo senlinella (il 40 o/o nella nostra casistica), in pratica l,ap-
proccio in DS conclude di fatto l'iter chirurgico.

Parole chiaue: carcinoma della mammella, biopsia del linfonodo sentinella,
day surgery

Introduction
Over the past 15 years, the need to
cut medical costs has led to a de
crease in hospitalisation for certain
surgical therapies, also thanks to
new surgical and anaesthesiologi-
cal techniquesl,2. Quadrantectomy
and associated sentinel lymph
node biopsy (SLNB) is one of the
most important changes in the sur-
gical treatment and staging of
breast cancer. This procedure is
currently employed in most breast
surgery centres as the gold stan-
dard in the treatment of early
breast canceÉ,4. The technique of
SLNB is simple and concerns the
identification and subsequent re-
moval of the initial lymph nodes
upon which primary tumour
drains. Histopathological evalua-
tion of these nodes identifies pa-
tients who are likely to be node-
negative avoiding axillary lymph-+bl>l>
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node dissection (ALND) and the
associated major problems. This
method is less invasive, provides
benefit for postoperative recovery
has a modest morbidity and can
usually be performed in a daysur-
gery (DS) regimen,leading to best

acceptance by the patientsffi.

This report outlines the experi-
ence of our Breast Unit with quad-

rantectomy and SNLB in DS for
early breast cancer.

Patients
and methods

from 30 to 82) presented to our in-

stitution with primary invasive
breast cancer measuring less than 3
cm and clinically negative axillary
nodes and underwent quadrantec-

tomy and SLNB in DS. Patients who
had had previous excision of the
primary tumour were excluded.
Furthermore, patients coming from
cities further away than 100 km
were also excluded to avoid logistic
problems in terms of organisation
forthe patients themselves and their
relatives in case of postoperative
complications. The characteristics
of the patients are listed in Table I.

All patients were informed of the
aims of the procedure and signed
a consent form at the time of ad-

mirsion.
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The operation consisted in a mini-
mal quadrantectomy with lower
and upper margins 2 cm from the
tumour.After removal of the speci-
men,the residual mammary gland
was detached by the pectoralis
fascia to perform an optimal re-

construction and improve the cos-

metic result.
The procedure applied to our pa-

tients at our institute is the follow-
ing.Three hours before surgery !10
MBq of technetium-ellabelled hu-

man colloid particles in 0.2 ml
saline were injected into the sub-
dermis above the tumour or in the

tissue immediately surrounding it
when located deep in the breast.

Mammary and axillary planar
scintigraphy scans, anterior and an-

terior-oblique, were taken 30 min-
utes after injection of the radiotrac-
er.lf no nodes were visualised,a fur-

ther scan was taken 3 hours later.A
second injection of tmcer was not
needed in any of the patients.The

skin above the first radioactive node
wm marked to assist the surgeona.

Preanaesthesia was provided with
diazepam 0.07 mg kgr,fentanyl0.T
mcg kg-I, and dehydro-benzoperi-
dol 0.035 mcg kgr.After a bolus of
0.7 mg §1 of propofol,an infusion
of propofol and remifentanylwas
started at a rate of 0.7{.14 mg kg1

per hour and 2.5-5 mcg kg-r per
hour, respectively O>rygen 34 l/min
was delivered via a mask. Patients

were monitored according to de
partment policy, including heart
rate, respiratory rate, automatic
blood pressure measurement, and
oxygen pulsimetry Infusion rates
were changed to maintain a SO,

> 90. Superficial local anaesthesia
was performed along the surgical
incision and also deep in soft tis
sues, using 50 ml of a mixture of li-
docaine 2%, bupivacaine 0.50%

and saline.

From November 2003 to February
2005, 100 consecutive patients with
a mean age of 55.56 years (ranging

-»-
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Surgical treatment of early breast cancer in day surgery. A. Marrazzo,
P Taormina, M. David, l. Riili, D. Lo Gerfo, L. Casà, A. Noto, S. Mercadante
Quadrantectomy and associated sentinel lymph node biopsy (SLNB) is currently
employed in most breast surgery centres as the gold standard in the treatment of
early breast cancer. This approach has a modest morbidi§ and can usually be
performed in a day-surgery regimen, leading to best acceptance by the patients.
This reports outlines the experience of our Breast Unit with quadrantectomy and
SLNB in day surgery for early breast cancer.
One hundred patients presenting to our institution with primary invasive breast
cancer measuring less than 3 cm and clinically negative axillary nodes underwent
quadrantectomy and SLNB in day surgery.
For 60 women with breast cancer the sentinel node was negative, so the only de-
finitive surgical treatment was performed in the day-surgery regimen; 40 patients
with positive sentinel nodes were hospitalised a second time for axillary dissec-
tion. ln these patients that needed clearance of the axilla, SLNB was performed
on the only positive node in 22 cases (55%). None of the patienls admitted for
quadrantectomy and SLNB in day surgery required re-hospitalisation after dis-
charge. All patients proved to be fully satisfied with early discharge from hospital
when interrogated on the occasion of subsequent monitoring.
Short-stay surgical programs in early invasive breast cancer treatment are fmsible to-
day owing to the availability of less invasive approaches such as quadrantectomy and
SLNB. There are two main pointers to a distinct advaniage for this kind of approach,
i.e. recovery and psychological adjustment. Recovery from surgery is faster and the
patient tends to play down the seriousness of the operation and to have a better men-
tal attitude to neoplastic disease. Moreover, when performing quadrantectomy with
SLNB in day surgery fewer than 50% ot breast cancer patients (4O% in our experi-
ence) require another surgical treatment, concluding the surgery in a single session.

Key words: breast cancer, sentinel lymph node biopsy, day surgery
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In the operating theatre, the sur-
geon performed the quadrantec-
tomy and removal of the marked
sentinel node through the same
incision or, in the case of localisa-
tion of cancer in the internal re-
gions of the breast,through a small
1.5-2 cm incision in the axilla.
Following removal of each node,
the gamma probe was placed
back into the wound to identify
additional sentinel nodes.
Suspicious palpable nodes de-
tected during the procedure were
also excised. The average length
of the procedure was 44 minutes
(range:20-60 minutes).We did not
employ drains.
All removed nodes were submitted
for definitive histological evalua-
tion;a complete examination of
the whole sentinel node was per-
formed to detect micrometastases.
The technique employed is the fol-
Iowing: first of all, the SLN is sliced
at 0.2 mm intervals perpendicular
to the long axis. One routine
haematoxylineosin ftl&E) stained
section is examined; if negative,se
rial level slices are performed
through each block (two sections
for each level,with 50 p spacing be
tween the following levels). One
segment for each level is stained
with H&E and one is for posible
additional immuno-histochemical
analysis with keratins to compare
clusters of histologicaìly suspect

cells. This approach offers good
sensitivity for detection of mi-
crometastases and isolated tumour
cells with reasonable costs.
96 patients left the hospital in the
afternoon 4-5 hours after the surgi-
cal procedure and only 4 patients
agreed to overnight hospitalisa-
tion. None of the 100 patients re-
quired postoperative analgesia
and before discharge all of them
were informed how to manage the
wound once they returned home.

Results
The most frequent histotype was
ductal cancer (70 cases);lympho-
vascular invasion was found in 50
patients,and neural invasion in 12.

Considering a cut-off of at least
l0%,the positivity for oestrogen re
ceptors (ER) and progesterone re-
ceptors (PgR) was 85% and T2o/0,

respectively. More histological
findings are listed in Table II.
The SLNB was identified in all pa-
tients (100%).The mean number
of SLNs removed was 2.74 per pa-
tient.SLNs were positive for metas-
tases in 45 cases (45%) whereas
findings of micrometastases (18
patients) and isolated tumour
cells (5 patients) were included.lf
isolated tumour cells (lTC) are not
considered,the percentage of pos-
itive lymph nodes decreases to

40%. See Table III for further node
characteristics.
Patients with ITC did not undergo
further axillary dissection. For 60
women with breast cancer the on-
ly definitive surgical treatment was
performed in the DS regimen,
while 40 patients were hospitalised
for axillary dissection.In those pa-
tients that needed clearance of the
axilla (40 cases), the SLN was the
only positive node in 22 (55%).
None of the patients admitted in
DS for quadrantectomy and SLNB
required re-hospitalisation after
discharge. No adverse events such
as wound infection occurred.Only
one patient had a haematoma in
the postoperative period, not re-
quiring further medical care.
The cosmetic result was good in
all cases.

All patients proved to be fully satis-
fied with early discharge from hos
pitalwhen interuogated on the oc-
casion of subsequent monitoring.

Discussion
Health-care costs are becoming
an increasing financial problem
for all industrialised nations,so the
medical community has felt the
need to employ therapies which
are both efficient and of limited
cost. In the last decade, reducing
the hospital stay after surgery for
breast neoplasms has been exten-
sively advocated, also considering
that breast cancer is one of the
most frequent diseases in the fe-
male sex and the fact that breast
surgery does not have a high mor-
bidity rate2,7.

Short-stay surgical programs in
early invasive breast cancer treat-
ment are feasible today owing to
the availability of less invasive ap
proaches such as quadrantectomy

Characteristics of the 100 study patients.
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Table ll. Tumour characteristics in 100 patients undergoing sentinel
node biopsy in the day-surgery setting.

100 patients undergoing
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and SLNB.SLNB is a minimally in-
vasive surgical procedure. that can
be easily carried out by'experi-
enced surgeonsworking in experi-
enced teams. The procedure can
be performed easily by the sen-
tinel node team that includes a

breast surgeon, nuclear medicine
physician and pathologist.To date,

the accuracy of SLNB for axillary
staging has been confirmed in
many studiesa,8.

Although SLNB tends to be associ-

ated with elevated costs due to the
specialised equipment and exami-
nations which are necessary for
successful performance of the
method, some Authors found that
SLNB is less costly because of the
shorter hospital stay2,s.

From the economic point of view,

frozen section analysis of SLNs is
probably the most crucial part of
the whole procedure: frozen sec-

tion diagnostics proves expensive
due to the substantial workloads
in the laboratory Moreover, a false-

negative result leads to re-opera-
tion, increasing the costs of the
overall procedure.This is the most
crucialproblem with frozen exam-
ination:the false- negative rate is
estimated as ranging from 4% to
15%lcl2.We neversent the sentinel
node for intraoperative examina-
tion in order to reduce the cost of
the method and avoid an increase
in operative time.
There are two other main differ-
ences indicating to a distinct ad-

vantage for this kind of approach,
i.e.recovery and psychological ad-
justment. Recovery from surgery
and the more concrete end-point
of a return to a normal life and to
usual activities, also including
work, occurs about a week and a

half earlier for patients who are
not hospitalised. In-patients, who
spent their first night after surgery

i:.,..
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Table lll.
sentinel
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in the hospital, report poorer emo-

tional adjustment and more PSY-

chological symptoms desPite hav-

ing more time to adjust to surgery

With regard to the psychological

aspect, it should be emPhasized

that patients early discharged tend
to play down the seriousness of
the operation and have a better
mental attitude to neoplastic dis-

ease.surgery is only the beginning
of a long involved treatment
process that often includes
chemotherapy and radiotheraPY,

so the surgeon's goalshould be to
make the surgical part of breast
cancer treatment as atraumatic as

possible. Out-patients tend not to
present maladaptive sick role be-

haviour, thus contributing to a
more rapid recoveryl3-I6.

Some Authors prefer to carry out

SLNB alone in the DS regimen un-

der local anaesthesia and then all
patients are admitted to perform a

second surgical procedure under
general anaesthesia (quadrantec-

tomy with or without ALND in re-

lation to the result of node sam-
pling).We do not share this aP-

proach, because in this way all the
patients need 2 hospitalisations
and 2 operations,the first under lo-

cal anaesthesia and the second
under general anaesthesia, caus-

ing an increase in costs.When Per-
forming quadrantectomY with
SLNB in DS, fewer than 50% of
breast cancer patients (40% in our
experience) require another surgi-

cal treatment, concluding the sur-

gery in a single session.

References

1. Orr RK, Ketcham AS, Robinson DS,

Moffat FL, Tennant ND. Early discharge af-

ter mastectomy: a safe way of diminishing

hospitalcosts. Am Surg 1 987; 53: 1 61 -3.

2. RanieriE, Caprio G, Fobert MT, Civitelli

L, Ceccarelli F, Barberi S, Virno F. One-
daysurgery in aseriesof 15O breast can-
cer patientsl efficacy and cost: benefit
analysis. Chir ltal2004; 56: 41 5-8.

3. van dervegt B, Doting MHE, Jager PL,

Wesseling J, de Vries J. Axlllary recur-
rence after sentinel lymph node biopsy.

EJSO 2004;30:715-20.

4. Marrazzo A,Taormina B Noto A, Cardi-

nale G, Casà L, Mercadante S, LoGerfo D,

David M. Localization of the sentinel node
in breast cancer: prospective comparison
of vital staining and radioactive tracing
methods. Chir ltal2OO4; 56: 621 -7 .

5. Reitsamer R, Peintinger F, Prokop E,

Rettenbacher L, Menzel C. 200 senlinel
lymph node biopsies without axillary
lymph node dissection - no axillary re-
currences after a 3-year follow-up. Br J
Surg 2004;90: 1 551 -4.

6. Bonnema J, van de Velde CJH. Sen-
tinel lymph node biopsy in breast cancer'
Ann Oncol 2002;13:1531 -7 .

7. Cohen AM, Schaeffer M, Chen ZY
Wood WC. Early discharge after modi-
fied radical mastectomY. Am J Surg
1 986; 1 51 :465-6.

8. Veronesi U, GalimbertiV Mariani L, Gat-
ti G, Paganelli G, Viale G, Zurrida S,

Veronesi P lntra M, Gennari R, Riia Vento

A, LuiniA,Tullii M, BasaniG, RotmenszN.
Sentinel node biopsy in breast cancer:
early results in 953 patients with negative

sentinel node biopsy and no axillary dis-
section. EurJ Cancer2005; 41 '.231-7 ,

9. Ronka R, Smitten l(,/, Sintonen H, Ko-
tomakil KrogerusL, Leppanen E, Leide-
nius M. The impact of sentinel node biop-
sy and axillary staging strategy on hospi-
tal costs. Ann Oncol 2004: 1 5: BB-94.

1 0. Smidt ML, Besseling R, Wauters CA,

Strobbe LJ. lntraoperative scrape cytol-
ogy of the sentinel lymph node in pa-
tientswith breast cancer. BrJ Surg 2002;
89: 1 290-3.

11. Turner RR, Giuliano AE. lntraopera-
tive pathologic examination of the sen-
tinel lymph node. Ann Surg Oncol 1998;

5:67O-2.

12. Smidt ML, Janssen CMM, Baren-

dregtWB, WobbesT, Strobbe LJA. Sen-
tinel lymph node biopsy performed un-
der local anaesthesia is feasibte. Am J
Surg 2004; 187:684-7 .

'1 3. Goodman M, Mendez AL. Definitive

surgery for breast cancer performed on

an out-patient basis. Arch Surg 1993;
128:1149-52.

14. Kambouris A. Physical, psychologi-

cal and economic advantages of accel-
erated discharge after surgical treatment
for breast cancer. Am Surg 'l 996; 62:
123-7.

15. McManus SA, Topf DA, HoPkins C.

Advantages of out-patient breast sur-
gery. Am Surg 1 994; 60: 967-70,

1 6. Margolese RG, Lasry JCM. Ambula-
tory surgery for breast cancer patients.

Ann Surg Oncol2OOO;7:181 -7 .

691


