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Is it the end of axillary dissection in early breast cancer? 

Alí Godoy Briceño* 

 

 

"It is no small issue to turn the extremes in center, the vacuum in all, an absence of color in light, the separation in 

show." 

Federico Vegas, Los incurables.  

 

Axillary dissection has become a common topic of discussion in major world scientific committees 

relating to breast cancer. In current clinical practice it tends to leave this intervention to patients 

with clinically negative axilla. Since the appearance of the first publication of Halsted in 1907 

about radical mastectomy, where the complete dissection of the three levels of Berg was a 

fundamental part of the treatment, to the present many changes have happened. 1 

The publication in the 70s of the first randomized clinical trial of the NSABP, in which classical 

radical mastectomy was compared with other more conservative surgical treatments adding 

radiotherapy, without significant differences in results, was begun to question the therapeutic 

benefit of axillary dissection in patients without demonstrated nodal disease. 2 

In 1994 Giuliano and Morton published the first series on the technique of sentinel lymph node 

biopsy that identifies the first lymph axillary drainage and this is taken as a marker of the status of 

the remaining axillary nodes, and in the event of being negative it should omit axillary dissection. 3 

In the following years would become the technique of choice for the management of the axilla in 

early breast carcinoma. 

Several trials have recently evaluated the feasibility of omitting axillary dissection in patients with 

micro-and macrometastases in the sentinel node, based on the fact that a significant number of 

axillary dissections found no additional nodes with metastatic disease. 
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The publication of Giuliano et al’s Z0011 trial in 2011 has sparked controversy again about if it is 

required axillary dissection in these patients; this study demonstrated that overall and disease-

free survival were no different if axillary dissection is done or not in patients with T1 and T2 

tumors with one or two sentinel nodes with macrometastases 4 . Multiple reviews have received 

this clinical trial, including that the total number of patients enrolled is below the planned, almost 

50%, the patients underwent adjuvant chemotherapy as part of the treatment protocol of patients 

with positive nodes, and received radiotherapy as part of breast-conserving therapy. 

Recently Galimberti and colleagues (IBCSG 23-01) published a multicenter clinical trial conducted 

in Europe in which they compared patients with micrometastasis in the sentinel node in T1 and T2 

tumors, and were randomized into two groups, in one it was performed axillary dissection and the 

other was observed, the mean follow-up was 5 years, there was no difference in disease-free 

survival. Among their conclusions recommend abandoning axillary dissection in patients with 

micrometastases, as this has no influence on disease-free survival and avoids the adverse effects.5 

In Breast Disease Service at the Instituto de Oncología Luis Razetti was published a review of 

predictors of additional axillary metastases when the sentinel node was positive. A high incidence 

of additional positive nodes was found (50%), and lymphovascular invasion was the predictive 

factor of major importance in this series. 6 

Undoubtedly, the controversy will continue in the times to come, new clinical trials in progress and 

others to make will be published in the near future. For the clinicians the ideal scenario is in 

unequivocal results of these studies, and the identification of clinical, pathological, molecular, 

genetic profiles that allow us to accurately identify which patients with micro or macrometastases 

have additional metastatic disease, and if this will influence the evolution of the patients. 

Most treatment guidelines of early breast carcinoma with metastatic disease in the sentinel node 

(ASCO, NCCN, ESMO, St. Gallen) currently recommend performing axillary dissection, however it is 

a clear global trend to reduce the number of axillary dissections in patients with these 

characteristics. Scientific evidence published so far indicates that this is the road ahead and at the 

end thereof the beneficiaries will be our patients. 

*Servicio de Mastología Instituto de Oncología Luis Razetti , Caracas, Venezuela. 
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