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CORRESPONDENCE

De‑escalation treatment of axilla in breast cancer
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In cases of negative axillary staging, axillary lymph node 
dissection (ALND) has been replaced by sentinel node 
(SN) biopsy as the standard treatment for BC. ALND fol-
lowing a positive SN biopsy is being progressively aban-
doned. Results from the latest 10 years, phase 3 trial (IBCSG 
23-01) confirmed that if the SN displays only micrometas-
tases, then ALND is not indicated [1]. However, ALND is 
routinely performed in cases of macrometastatic SN biopsy, 
in particular after mastectomy. In breast-conserving surgery 
(BCS), results from the ACOSOG Z0011 trial contraindi-
cated ALND if only one to two SNs are positive. ALND is 
still recommended if ≥ 3 SNs contain metastases or macro-
scopic lymph node is found intraoperatively [2].

The AMAROS trial demonstrated that in patients with 
cT1–T2 primary BC with a positive SN, axillary radio-
therapy provides comparable, excellent axillary control as 
ALND. Further, not all patients need axillary radiotherapy, 

since similar excellent outcomes were described in the 
absence of axillary treatments (Fig. 1) [3].

Additional ongoing trials may indicate that even SN 
biopsy could be avoided in BCS in patients with small BC 
(tumor volume ≤ 2 cm in diameter) and negative preopera-
tive ultrasound of the axilla [4].

The prospective randomized SENOMAC trial includes 
clinically node-negative BC patients with up to two macro-
metastases in their SN biopsy after mastectomy. Randomi-
zation will be between ALND vs. no ALND [5]. The final 
results from these two studies are awaited.

Interestingly, we are observing a progressive undertreat-
ment of axilla during BC care, without great challenges in 
the treatment of the primary tumor, because adjuvant thera-
pies are mostly proposed in accordance with cT staging and 
receptor status. Instead, SN involvement represents “only” 
a prognostic indicator.
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The past SN biopsy policy was no further axillary treat-
ment if SNs were negative. To date, the new policy is chang-
ing to no additional axillary surgery if SNs are positive, 
but only the primary breast surgery. In future, no more SN 
biopsy?
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Fig. 1  The panels show differ-
ent conditions of SNs status. 
Black, gray and dashed spots 
represent, respectively, macro-
metastatic, micrometastatic and 
unknown pathology of axillary 
lymph nodes. Panel 1: breast-
conserving surgery. a In case of 
one/two macrometastatic SNs 
and micrometastasis, ALND is 
not indicated. b In case of ≥ 3 
macrometastasis affecting SNs, 
ALND is recommended. Panel 
2: mastectomy. c ALND is not 
the gold standard treatment 
after SN micrometastasis, and 
axillary lymph nodes should be 
preserved. d ALND is routinely 
performed when macrometasta-
sis affects almost one SN
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