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The Clinical Case for Giving NAT
The life-threatening aspect of solid tumors is nearly always distant metastatic
disease and is rarely local or regional disease.

Neoadjuvant systemic therapies treat occult distant metastatic disease at the earliest
point in time.

Primary tumor sensitivity to these therapies can be assessed by measuring and
documenting tumor response.

Development or progression of distant metastatic disease can be assessed, and an
alternative systemic treatment may be indicated before surgical resection if it is still
considered appropriate.
A response to NAT may reduce local tumor burden to allow less extensive surgery
(or sometimes nonsurgical management) and may increase the likelihood of
complete resection with negative pathological surgical margins, thereby reducing
the risk of local or regional recurrence.
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In the eighth edition of the AJCC Cancer Staging Manual, for most solid tumors
(including lung, pancreas, liver, colorectal, prostate, bone, soft tissue sarcoma,
gynecological and genitourinary cancers, thyroid, and most head and neck
carcinomas), there is a single prognostic stage group table with no separation of
clinical and pathological stage groups. The implication in each of these chapters is
that pathological staging will always be more accurate and will supplant clinical
staging, and surgery will be performed for the majority of these tumors. Staging of
breast carcinoma, melanoma, human papillomavirus-mediated (pl6-positive)
oropharyngeal carcinoma, and Merkel cell carcinoma includes separate clinical
(cTNM) and pathological (pTNM) stage group tables. For esophageal and stomach
carcinomas, there are separate clinical, pathological, and posttherapy pathological
(yp) stage group tables.

2019 BREIM G 4R %55 (Korean J Radology)—&XE: Introduction of a New Staging
System of Breast Cancer for Radiologists: An Emphasis on the Prognostic Stage

Ho R 2T 8B E 2 #A (Post-Neoadjuvant Therapy Staging) Neoadjuvant therapy
is widely performed in locally advanced breast cancer, IBC, and even operable breast
cancer (21). After neoadjuvant therapy, the y prefix is used. The ycT is determined by
measuring the largest single focus of the residual tumor by examination or imaging
(Fig. 8). When there is no residual disease, it is classified as ycT0. IBC(2& 3£ 43 5E)
(cT4d) retains the same classification stage even if complete resolution of the tumor
is observed.(BNfEEEREESTT 2 HR AR cT4d) The ycN is determined by clinical or
radiographic findings of residual lymph nodes. Pre-treatment M1 disease is
designated as M1 throughout treatment.



