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review

Do we need axillary dissection in early breast cancer?

Tanja Cufer
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Background. In the existing paradigm of the invasive breast cancer, the treatment with the axillary lymph-
node dissection (ALND) and histologic staging of the axilla, which is associated with a substantial morbid-
ity, is considered necessary for the treatment decision and local control of disease.

However paradigins are changing and, since primary tumor characteristics are increasingly used for treat-
ment decision and since there is a trend towards the broad application of preoperative chemotherapy, ALND
is less and less important for the treatment planning. In a small subgroup of patients in whom the infor-
mation on nodal status is still important it can be obtained accurately by the sentinel lymph node biopsy.
For good local control of the disease, ALND can be replaced with irradiation of the axilla with substantial-
Ly lesser morbidity.

Conclusions. Abandoning ALND together with breast conserving surgery is one of the major steps towards
less mutilating surgery leading to a better quality of life of breast cancer patients at the end of this millen-
nium.
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Introduction changing, and today, it is questionable if
ALND is still needed for either treatment
In the existing paradigm of the invasive breast planning or local control of disease.
cancer, the treatment with the axillary lymph-

node dissection (ALND) and histologic stag-

ing of the axilla, which is associated with a
substantial morbidity, is considered neces-
sary for the treatment decision and local con-
trol of disease. However, paradigms are
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Do we really need the information on nodal
involvement for treatment planning in early
breast cancer?

According to the information obtained from
the meta-analyses of all randomized trials of
adjuvant systemic therapy performed by
Early Breast Cancer Trialists” Collaborative
Group,!3 the benefits of adjuvant systemic
therapy are equally shared among node posi-
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tive and node negative patients. The relative
benefits of the risk of recurrence and death
were similar for all patients regardless of the
node status. Today, the treatment decision
depends much more on the primary tumor
characteristics (e.g. size, hormone receptors)
than on the nodal involvement. The effective-
ness of the particular systemic therapy does
not seem to be influenced by the number of
the axillary lymph nodes involved but on the
biological characteristics of the primary
tumor, such as hormonal receptors, growth
factor receptors and inherited resistance to
chemotherapy. Innovative, intensive, dose-
dense and sequential anthracycline-based
chemotherapy regimens were equally found
to be more effective than standard chemo-
therapeutic regimens in both, node positive
and node negative disease* and it is realistic
to expect that the taxane-including regimens
will also turn out to be equally effective.

Presently, there is only a small subset of
patients in which the indications for systemic
therapy are at borderline. These are patients
with small tumors, less than 1 ¢cm in diame-
ter. In these patients, we still need the infor-
mation on axillary lymph node involvement
for the treatment decision. However, by sen-
tinel lymph node mapping, accurate informa-
tion on lymph node status can be obtained in
these patients without ALND. During the last
few years, sentinel lymph node biopsy was
found to be a highly accurate method in pre-
dicting occult lymph node metastasis. In
skilled hands, it is nearly hundred percent
accurate.>7 With the use of preoperative

chemotherapy for the treatment of operable
breast cancer, the information on lymph node
status for the treatment planning has become
obsolete. In this setting, the treatment strate-
gy depends on much more reliable criteria,
such as measurable response of primary
tumor to systemic therapy. If the tumor does
not respond to primary chemotherapy, a
crossover to a different chemotherapeutic
agent is recommended, no matter what the
axillary nodal status is.

Do we still need axillary lymph-node
dissection for the local control of disease?

The review of the studies that looked at the
rate of axillary failure in patients with clini-
cally node negative invasive breast cancer
who received no axillary treatment® shows
that there is a high rate of local recurrence in
the axilla (from 15 to 37 %) in patients who
received neither dissection nor irradiation of
the axilla (Table 1). There is a very small sub-
set of patients for whom the risk of nodal
involvement is so low that ALND can be omit-
ted. These are the patients with small
microinvasive disease and patients with
small, with less than 1 cm in diameter, pure
tubular carcinomas.® In all other subset of
patients with invasive breast cancer, the risk
of local recurrence is too high to allow for no
routine axillary treatment. Although delayed
axillary node dissection is surgically possible
and radical in all but about 2% of these
patients® and the survival of these patients
does not seem to be compromised,® the psy-

Table 1. Axillary failure rates in clinically node-negative patients receiving no axillary treatment

Reference No. of pts in trial Mean follow-up (months) Axillary failure (%)
Ribeiro et al, 1993 708 65 23
Cerotta et al, 1997 408 84 15
Lythgoe & Palmer, 1982 714 60 37
Gravesone et al, 1988 3128 60 19
Fisher et al, 1985 1079 126 19
Gatly et al, 1991 450 72 18
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Table 2. Axillary failure rates in clinically node negative patients treated with axillary radiotherapy

Reference No. of pts in trial Mean follow-up (months) Axillary failure (%)
Baeza et al, 1988 171 62 1
Cabanes et al, 1992 332 54 2
Dolouche et al, 1987 281 60 1
Fisher et al, 1985 352 126 3
Leung et al, 1986 446 120 0
Osborne et al, 1984 211 120 1
Peirquin et al, 1986 1040 60 2
Recht et al, 1991 335 73 1
Wazer et al, 1994 73 54 1

chologic burden of the disease recurrence for
the patient is too high to be acceptable.
Therefore, some kind of axilla treatment for a
good local control of the disease is necessary.

In clinically node positive disease, surgical
removal of the axillary nodes i.e. ALND,
despite its high rate of morbidity, is still rec-
ommended. However, in clinically lymph
node negative disease, nodal irradiation with
a lesser degree of morbidity was found to be
as effective as ALND in terms of local control
of disease without compromising the patients
survival. In nine published studies with fol-
low-up times that ranged from 54 to 126
months, the percentage of axillary failure in
node negative patients who received axillary
nodal irradiation without ALND was only
about 1%!0-18 (Table 2). Also the results of a
meta-analysis performed by Early Breast
Cancer Trialists” Collaborative Group?? sho-
wed no difference in mortality in eight trials
comparing axillary surgical clearance to irra-
diation. Morbidity from axillary nodal irradi-
ation seems to be minimal when compared
with the extensive side effects of ALND.20.21
The risk of arm edema is approximately half
that seen in axillary nodal dissection;?? like-
wise, brachial plexus injury and shoulder
pain morbidity are extremely rare with radio-
therapy alone.?> Another possibility of axilla
sparing treatment in clinically negative
lymph-node patients is sentinel lymph-node
biopsy, which allows for axillary lymph-node
dissection sparing procedure in all patients

with negative sentinel lymph node. This is
approximately half of patients with clinically
negative disease in axilla. Morbidity from
sentinel lymph-node mapping does not seem
to be worth mentioning,.

Conclusions

In conclusion, since primary tumor character-
istics are increasingly used for the treatment
decision and since there is a trend towards the
broad application of preoperative chemothe-
rapy, ALND is becoming less and less impor-
tant for the treatment planning. In small sub-
group of patients in whom the information on
nodal status is still important, it can be obta-
ined accurately by the sentinel lymph node
biopsy. For a good local control of the invasive
disease ALND can be replaced with the irra-
diation of axilla with substantially lesser mor-
bidity. Abandoning ALND together with a
breast conserving surgery is one of the major
steps towards the less mutilating surgery lead-
ing to a better quality of life of breast cancer
patients at the end of this millennium.
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