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“Axillary dissection- is it necessary for all 

sentinel lymph node positive patients?”

1- cN0

2- cN+    a- low burden Ax involvment

b- OVERT burden Ax

involvement



Key points

1- Axillary surgery …            tradition !   
Modern molecular

2- Outcomes depends on 
biology, 
burden, 
responce to CT
…….usually not related big surgery

3- surgeon…..breast and axillary
conservation (İNTEGRATİF : NO SURGERY)





Despite pCR ………60%

BCS  increase only %8-
14





More is better Early diognosis : lower disease burden
radical surgery
one fit all

Biology driven Systemic therapy

Minimum required Extend of surgery changing

İndividualise Rrisk adapted!
Local control
Aesthetic concerns



No ALND    Why?



Axillary intervention

• Lymphedema

• Risk of Regional recurrence

• Extra intervention– stasis of lymph flow….breast edema
(SLNB&ALND)

• life time disturbance pts life
sensation….

motion
sport
carrying lugage







ACASOG Z0011   
BCS+RT

SLNB+ pts

a-Follow-up
b-ALND

























Eradicated systemic therapy
Eradicated RT
Different meanings ? Function?





ALND= RT

RT=cN0  (PE, US, +/- MRI , PET)

1-WHY SLNB  in cN0 pts lf BCS+RT  is done

2-When ALND….. If Treatmen really
changes



TAKE HOME MASSAGE

• Do not concentrate FNR of SLNB

• Do not        “              micro/macro met

• Do not        “              number of + SLNB

• Do not make FNA in  minor axillary involvment
(if no neoadj) 

• Concentrate on cN0  status (USG/MR/PET)= 

low axillary
involvement

or overt Ax



Neo Adjuvant CT/SLNB











*Guide
line

*“Standa
rt”       



conclussion

• If cN+…NAC…..turns cNo….SLNB 

(use experienced , proper method
for the pt)

• Excise SLNB  (number depends on 
your preop / perop findings) 



If SLNB + Further AD

• Depends on 
treatment decission needs (most we

do not to do AD)
not for Ro resection

• Prior work up (number and anatomic
location of +LNs)

• PET
• MR
• USG***



• Risk poorly understood by patients

• Risk poorly understood by health
professionals





Thank you





Targeted SLNB (optimise
technique ) 

• Marking abnormal axillary lymph nodes at the time of 
needle biopsy 

• with clip or by tattooing to allow for localization and 
excision of the known metastatic node following NAC 
has been suggested as a strategy to reduce the FNR.

• clipped lymph node is not a SLN in 9% to 24% of cases 

• combination of SLNB with targeted excision of the 
clipped node reduces the FNR.

• failure to control for the number of SLNs removed, 
making it difficult to determine the benefit of nodal 
clipping when SLNB technique and pathologic 
evaluation are optimized. 

• clipped nodes require localization with either a wire or 
a radioactive seed. 

• Wires in the axilla may be difficult to place and are 
uncomfortable, 


