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Axillary surgery in breast cancer is not only for staging as a prognostic factor but for therapeutic
intervention. However, extensive surgical intervention for axillary lymph nodes made the quality of life of
survivors impaired. Therefore, based on many results of clinical trials, the extent of axillary surgery has
been reduced while maintaining oncological outcomes. And different techniques for localization of targeted
lymph nodes and the application of energy devices to axillary surgery have emerged. Recently axillary
surgery in breast cancer should be performed by appropriate methods based on the results of the previous

studies according to the clinical status of each patient.
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De—escalation of Axillary Surgery
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Table 1. Landmarks Clinical Trials in the Axillary Surgery
Median

Clinical Trial Tumor Result
Follow-up
NSABP B32 cNO 95.6 month No difference in
DFS and OS
AATRM T<3.5cm 62 months No diff. DFS
048/13 /2000 cNO
IBCSG23-01 T1or2cNO 60 months No differencein
DFS and OS
ACOSOG T1or2cNO 6.3year Nodifferencein
Z0011 DFS and OS

T = size of invasive cancer, cNO = clinically negative node, DFS =
disease free survival, OS = overall survival
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Localization of Axillary Lymph Nodes
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Table 2. Localization Techniques for Axillary Lymph Node [16]
Technology Cost T|m|ng of Localization Safety Logistic consideration
Device placement

Marker Clip Low At time of biopsy Minimal risk Small size limits visibility
Clip migration

Carbon Suspension  Low At time of biopsy Minimal risk Potentially difficult
visualization

Wire Low Immediately priorto  Potential damageto Coupled radiology/surgeon

surgery adjacent structures  workflow

Wire migration

Radioactive Seed Seed: Low 5-7 days prior to Radiation safety Significant regulatory
surgery concerns oversight and monitoring
Probe: High
Magnetic Seed Magseed: Medium No restriction on Minimal risk Require nonferrous surgical
duration tools
Sentimag probe: High Larger artifact on MRI
Limited depth to 3-4 cm
Radar/Infrared Reflector Clip: Medium No restriction on Minimal risk Contains nickel
duration
Console and probe: High Structures may impede
signal
Limited depth to 4-5 cm.
RFID RFID Tag: Low Up to 30 days prior to  Minimal risk Lack of trials demonstrating
surgery accuracy
Probe: High
RFID = radiofrequency identification
TALAE o] &3 F= HHoR T WS F7 o WS E0M, BAY HZRF, 35, A &5 AF
s, pEgoAs Z2EE ofgsto ¢/ B4 d=zd 39 e #d FHESY ©AS oA Foljnt. §3
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Table 3. Post-operative data and complications according to energy devices [17]

Energy Devices *EC *HS *LS *TB
Drainage volume - median [range], mL 640 [30-720] 600 [30-650] 600 [90-750] 520 [60-670]
Drainage removal - mean [range], days 5,6 [2-10] 511[2-9] 6[3-9] 5,52 [3-11]
Hospital stay - median [range], days 6[3-11] 5,6 [3-10] 6,3 [3-11] 5,91[4-13]
Seroma - n. (%) 14 (64%) 6 (24%) 11 (44%) 4 (16%)
Lymphedema - n. (%) 2 (8%) 2 (8%) 1 (4%) 0 (0%)
Wound infection - n. (%) 1 (4%) 0 (0%) 1 (4%) 1 (4%)

EC = Electrocautery, HS = Harmonic Scalpel, LS =LigaSure, TB = Thunder Beat
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