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Abstract: Axillary surgery for breast cancer is of great value in determining clinical stage, adjuvant
treatment and prognosis. In clinically lymph node-negative breast cancer, the use of sentinel lymph
node biopsy(SLNB) to determine axillary lymph node staging has become the standard protocol. For
sentinel lymph node(SLN) negative breast cancer, axillary lymph node dissection(ALND) can be avoid-
ed; while for SLN positive breast cancer, ALND is still the standard axillary treatment. However, it
has been revealed that in patients with only one or two positive SLN, 61.4% to 64.5% non-sentinel
lymph nodes(nSLN) were negative as shown by further ALND. A large number of clinical studies have
explored the feasibility and safety of ALND exemption in one or two SLN positive patients under cer-
tain conditions. This article reviews the recent progress on the surgical management of breast cancer
with one or two SLN metastases.
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Table 1 Summary of studies on axillary surgical management of breast cancer with 1 or 2 SLN metastases

Sample size/target

Breast surgery

Trial Year sample size method SLN metastasis type Outcome
IBCSG 23-01"  2001~2010 934 Mastectomy/BCT ~ Micrometastases No significant difference in OS
and DFS
AATRM 04821 2001~2008 233 BCT Micrometastases No significant difference in DFS
BOOG 2013-07* 2013~ 878 Mastectomy Micrometastases and/or In progress
macrometastases
POSNOCP* 2014~ 1900 Mastectomy/BCT ~ Macrometastases In progress
SENOMAC!® 2015~ 3500 Mastectomy/BCT ~ Micrometastases and/or In progress
macrometastases
ACOSOG Z0011™ 1999~2004 856 BCT Micrometastases and/or No significant difference in OS
macrometastases and DFS
70011—Chinal 2013~ Unknown BCT Micrometastases and/or In progress
macrometastases
SERC! 2012~ 3000 BCT Micrometastases and/or In progress

macrometastases

Notes : BCT : breast-conserving therapy ; SLN : sentinel lymph node

Table 2 Correlation between breast surgery methods and SLN

metastasis types
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