
Editorial Letter

By increasing use of mammography, significant number of small and node negative cancers are diagnosed earlier makes axillary lymph node 
dissection (ALND) unnecessary in approximately 75% of patients with operable breast cancer (1). In patient with breast cancer and clinically 
negative axilla, sentinel lymph node biopsy (SLNB) should be the first choice and in clinically positive axilla neoadjuvant systemic treatment 
should be considered regarding to decrease the need of ALND . ALND is performed for locally advanced breast cancer, inflammatory breast 
cancer, mastectomy with positive lymph node, positive lymph node patients who will have accelerated partial breast irradiation (APBI) 
treatment and patients who have positive lymph nodes after receiving neoadjuvant systemic treatment. However, while ALND is a routine 
procedure, it has a higher complication rate than SLNB. ALMANAC trial had 1031 patients who were divided into two groups as SLNB 
and ALND. The incidence of lymphedema and sensation loss were lower in the SLNB group than the ALND group. For 12-month postop-
erative period, patients with SLNB, the amount of drainage, length of hospital stay and time to return normal activity was statistically low 
(2). In NSABP B-32 trial, ALND was compared to SLNB among patients who were clinically node negative. Results were either positive or 
negative.26% of patients who had clinically negative lymph nodes were found to have positive SLN. In patients who underwent to ALND 
due to SLN positivity, more than 60% had no additional positive lymph nodes. The B32 trial showed us that there is no difference in disease 
free survival (DFS), overall survival (OS) and locoregional recurrence rate among SLN negative patients who had ALND or SLNB alone (3).

ACOSOG has done two important studies; Z0010 and Z0011. ACOSOG Z0010 study included 5539 patients with T1-2 tumors who 
underwent breast conserving surgery (BCS) and whole breast irradiation (WBI) (4). Z0011 study is a continuation of Z0010, done to 
define if there is a need for ALND in patients with positive SLNs; the exclusion criteria were patients who has neoadjuvant systemic treat-
ment, mastectomy or lumpectomy without RT or lumpectomy with APBI. Patients with 1-2 positive lymph node(s) were divided into 
two groups; ALND and SLNB only. In a 10-year follow up, there was no difference among OS (83.6% and 86.3%, p=0.72) and DFS 
(78.2% and 80.2%, p=0.51). Survival without locoregional recurrence was 83.0% at SLNB and 81.2% at ALND. The cumulative inci-
dence of nodal recurrences in the ALND group was 0.5% and it was 1.5% in the SLND group (P=0.28). Patients at Z0011 had partially 
good prognostic characteristics; mean age was 55, 70% had T1, 82% were ER+, 71% had only one positive lymph node and44 % has 
micrometastases (1, 5). Before ACOSOG Z0011, ALND was routine treatment for lymph node positive patients. After the Z0011 was 
published showing that there is no difference in OS in patients with only 1-2 positive lymph node(s), NCCN guidelines suggest ALND 
can be omitted (6). Parallel to this, ASBS suggested that there is no need for ALND in patients who fit Z0011 criteria (7). 

Another study questioning the need of ALND is the AMAROS trial. In this study T1-2 clinically node negative patients were divided 
into two groups; ALND and axillary RT (ART). Eighty-two percent of patient underwent BCS and 18% had mastectomy with one or 
two positive SLNs. At 5-year follow up, there was no difference in nodal recurrence (ALND: 0.43%; ART: 1.19%), disease free survival 
(ALND: 86.9%; ART: 82.7%) and OS (ALND: 93.3%; ART: 92.5%) (8). Similar with Z0011, the IBCSG 23-01 trial included only 
patients with micrometastases at SLNB; patients were divided into two groups as ALND and no surgery. Unlike Z0011, mastectomy 
patients were not excluded. As a result, there was no difference in OS or locoregional recurrence rate among the two groups (9).

In general, when a positive lymph node was detected by frozen section during surgery, the surgeon goes directly to ALND. In Z0011 
study, instead of frozen evaluation H&E stain was used. This decreased the rate of false positives, allowing for more accurate results. In 
breast cancer centers where the Z0011 study is considered as their current standard for the treatment of early breast cancer, there is no 
need for frozen section. It should be kept in mind that most of the cases where frozen section was positive there were no additional positive 
nodes with the H&E, and patients who undergo ALND have up to a 40% life time risk of developing lymphedema. 
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Breast cancer is a complex disease and a multidisciplinary approach is 
fundamental to diagnose and treat it. Most of the time, having ALND 
pathology results does not change the treatment with who gets system-
ic and radiation treatment. The current axillary treatment strategy is to 
avoid unnecessary ALND. In 2018 most of the centers have adapted 
that ALND should not be the routine treatment for SLN positive pa-
tients. We suggest an algorithm than can be used in daily clinic prac-
tice for breast cancer (Figure 1).
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Figure 1. Clinically negative axilla approach 
ALND: Axillary lymph node dissection; BCS: breast conserving surgery; CT: 
chemotherapy; RT: radiotherapy; SLNB: sentinel lymph node biopsy; ST: 
systemic therapy; WBI: whole breast irradiation
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