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Le indicazioni per la PMRT e la RT regionale sono indipendenti dalla terapia sistemica adiuvante
Carcinoma infiammatorio: RT della parete toracica e delle regioni di drenaggio linfatico
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245 y. AND > 25% pos. ax. Lnn in case of
axillary dissection OR

ER pos, G1, HER2 neg, pT1

(at least 3 criteria present)

<45 y. AND (ER neg. OR>25% pos. ax. Lnn in case
of axillary dissection OR medial tumor location)

Kyndi et al. 2009 Patients, who

don‘t fulfill Truong et al. 2005
the mentioned <40y.OR
criteria for HER2 pos. OR
high or low lymphovascular invasion
risk Shen H et al. 2015

G3 OR
lymphovascular invasion OR
triple negative

Different publications

Comment: In case of an indication for radiotherapy of regional lymph nodes,
radiotherapy of the chest wall should also be administered
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Effect of radiotherapy after mastectomy and axillary surgery
on 10-year recurrence and 20-year breast cancer mortality:
meta-analysis of individual patient data for 8135 women in
22 randomised trials

EBCTCG (Early Breast Cancer Trialists” Collaborative Group)™
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Hgure 5: Effect of radiotherapy (RT) after mastectomy and axillary dissection (Mast+AD) on 10-year risks of locoregional and overall recurrence and on
20-year risk of breast cancer mortality in 1133 women with one to three pathologically positive nodes (pMN1-3) in trials in which systemic therapy was given

to both randomised treatment groups

Analyses of locoregional recurrence first ignore distant recurrences, see appendix pp 8-9 for details. See appendix p 22 for analyses of both locoregional and distant
recurrences, and appendix p 21 for analyses of overall mortality. RR=rate ratio. Vertical lines indicate 1 5E above or below the 5, 10, 15, and 20 year percentages.

*RT also reduces DM
eResults consistent in
those who received
chemotherapy or ET (CMF
or TAM)



La PMRT : > LRRin 1-3 nodi e 24 nod..

Gli studi erano precedenti all'era di Her2. Gli autori commentano nella discussione che da questi studi
le tecniche sono migliorate, anche per quanto riguarda la terapia sistemica mirata, la dissezione e il
sezionamento linfonodale, la terapia endocrina e anche le tecniche di RT. Tutte le terapie sono
migliorate, compresa la RT, soprattutto per quanto riguarda le tecniche per evitare il cuore.



Original Article

Postmastectomy radiotherapy in high-risk breast cancer patients given
adjuvant systemic therapy. A 30-year long-term report from the Danish

breast cancer cooperative group DBCG 82bc trial
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Fig. 1. Effect of radiotherapy on locoregional recurrence (A) and overall mortality (B).



Distant metastasis
100 5
Risk difference, PMRT vs no PMRT Mo PMRAT
Syears: -B%(-9,-2) — PIART
15 years: -3% (-13.-6)
. B0 30vears: -11% (-14,-7)
# .
w3 HR: 0,77 (0.70,0.84) -— 0%
a oA (57,82}
i) E Bl 154,59)
FR-B 43%
E E [40,45)
22 47% d5%
= . I
38 40 (45,50) {47,52)
c g
E AT
~ and (35,400
p=0.0001
D T T T T T 1
a 5 10 15 20 25 30
S rlsk Time since treatment (years)
Mo PMAT 1545 782 539 406 30 2z 182
PMAT 1538 264 653 522 413 312 241

B Any recurrénce
100 ~
Risk difference, PMRT vs no PMRT — N PIRT
Syears: -14% (-17,-10) — PRART
15 years: -15% (-19,-12)
B0 x -19,- )
5 A0 years: -16% (-19,-12) 5% 675
= HR: 065 {059,071} 537y (54,69)
y & 53% —
§ TE 60 [50,55)
(=]
ZE
ooy 5% 51%
z £ 404 {47,52) (49.34)
<L 3
E
=
i
204
p<0.0001
D ) T T T T T 1
o] 5 10 15 20 25 30
4 risk Time since treatment (years)
Mo PMET 1545 654 458 £ 251 03 161
PMRT 1538 E44 B35 509 a0z 303 235



A Mortality
100 PMRT No PMRT
Other causes
Breast cancer, primary
20 Ischemic heart disease
) Second primary cancer, non-lung
E-: Second primary cancer, lung
£ 60
o
=
w
=
£ 40
=
=
=
O
20

30 25 20 15 10 5 O 5 10 15 20 25 30
Time since treatment (years)

Atrisk 253 384 500 626 76E 1012 1538

1545 957 653 492 370 292 232

100

co
=

an
=]
Cumulative mortality (%)

i
=

20




TAILOR  Canadi 2140 Oncotyp ->no RT (except

RT an

(protocol) Cancer
Trials
Group,
ongoin
a

protoco
/

e<18, WABRT for BCS)
ER+ VS.
Her2- —>WBRT+RNI or

PMRT+RNI
1-3 LNs
after (no neoadj
LND, or chemo)
1-2 LNs
after 16 fx hypofx or
SLNB + 25 fx
BCS,0r1 conventional

LN after permitted
SLNB +

mastect
omy

Ongoing trial

Primary endpoint:
BCRFI

RECRUITING @

Regional Radiotherapy in Biomarker Low-Risk Node Positive and T3NO Breast Cancer (TAILOR RT)

ClinicalTrials.gov ID @ NCT03488693

Sponsor @ Canadian Cancer Trials Group

Information provided by @ Canadian Cancer Trials Group (Responsible Party)

Last Update Posted @ 2024-06-14
indication.Future directions perhaps should include evaluating
omission of endocrine therapy in those with low Oncotype.

Secondary endpoints: For the RNl arm:
DFS. BCM. OS. LRRFI Heart, left sided mean <3 Gy

toxicity, PROs, QOL,
cost effectiveness

Heart, left sided V25 <10% (variation acc Mean <5 Gy, V30 <10%)
Ipsi lung V20 <35%
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RT moderata ipofrazionata (dose totale circa 40 Gy in circa 15/16 frazioni in circa 3 settimane).

Dopo la ricostruzione del seno
RT ultra-ipofrazionata (dose totale 26 Gy, cioe 5 frazioni in una settimana =1 frazione)

RT convenzionale frazionata (dose totale circa 50 Gy in circa 25-28 frazioni in circa 5 settimane =1
frazione/settimana).



cosa e la radioterapia




Chi lavora in radioterapia
\‘:

Radiooncologo Fisico Tecnico / infermiera
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Willhelm Conrad Rontgen
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Scoperta dei Raggi X nel 1895
Premio Nobel per la fisica nel 1901
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Marie e Pierre Curie
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Come funziona

From A. T. Sumner. Chromosoma 100:415, 1991.
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Procedura di radioterapia
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presentazione nel tumorboard — la riunione multidisciplinare
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Original Article
ESTRO ACROP consensus guideline for target volume delineation in the | M)
setting of postmastectomy radiation therapy after implant-based S|

immediate reconstruction for early stage breast cancer

| tassi di ricostruzione immediata del seno (IBR) dopo la mastectomia sono in aumento. Mancano linee
guida per il contornamento della radioterapia postmastectomia (PMRT) per i volumi target in caso di
IBR. Pertanto, molte pazienti sottoposte a IBR ricevono la PMRT con volumi target simili a quelli
dell'irradiazione convenzionale del seno intero con simulatore.

Lo scopo di questo lavoro é descrivere le linee guida per la delineazione della PMRT dopo IBR con
impianto, basate su una comprensione approfondita delle procedure chirurgiche, dello stadio della
malattia, dei modelli di recidiva e delle tecniche di irradiazione.

Esse si basano su un consenso approvato da un gruppo multidisciplinare globale di esperti di cancro al
seno.
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Linea guida di consenso ESTRO ACROP per la delineazione del volume




Linea guida di consenso ESTRO ACROP per la delineazione del volume

Fig. 4a. CTVp_chestwall with only a ventral part (red) in cases for whom only the subcutaneous lymphatic plexus should be irradiated. Pectoral muscles (yellow) and implant
(green).



Fig. 4b. CTVp_chestwall with a ventral (red) and dorsal (blue) part in cases for whom the subcutaneous lymphatic plexus should be irradiated as well as the part of the chest
wall that was initially not covered by the pectoral muscles (yellow). Retropectoral implant (green).



Fig. 4c. CTVp_chestwall with a ventral (red) and dorsal (blue) part in cases with a prepectoral implant (green). Pectoral muscles (yellow).



Funzione di BRCA1 e BRCA2
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Radioterapia dopo chirurgia conservativa in pazienti portatrici
di mutazione per BRCA1/2

Radiotherapy and Oncology
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Systematic review
A systematic review exploring the role of modern radiation for the
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QUESITO CLINICO

Qual e il ruolo della RT nelle donne con cancro al seno che presentano una mutazione germinale
BRCA1/2 o una mutazione germinale selezionata a moderata penetranza non BRCA1/2?

Per le donne con carcinoma mammario trattate con BCT o mastectomia per le quali si prende in
considerazione la radioterapia post-mastectomia, la radioterapia non deve essere sospesa a
causa dello stato di mutazione.Non ci sono prove di un aumento significativo di tossicita o di
tumori al seno controlaterali (CBC) legati all'esposizione alle radiazioni tra le pazienti con una
mutazione in un gene BRCA1/2 o a moderata penetranza.

ASCO Guidelines ASTRO
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