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Abstract
Aim: The most substantial factor determining prognosis in breast cancer is axillary lymph node involvement. Therefore, axillary
lymph node status should be evaluated correctly in the staging of the disease and determining the prognosis. In this study, we aim
to evaluate the detection rate of metastatic lymph nodes after axillary dissection in patients with negative or single positive sentinel
lymph nodes in early-stage breast cancer.
Materials and Methods: We have included patients with sentinel lymph node biopsy and/or axillary dissection diagnosed with earlystage (T1 and T2) breast cancer between 2018 and 2019 in the study. We have evaluated tumor prognostic factors from patient files
and the total number of lymph nodes and tumor positive lymph nodes from pathology paraffin specimens.
Results: The study included 29 female patients with an average age of 56 (34-83). Breast-conserving surgery (BCS)+SLNB was
performed in 15 patients and BCS+ AD in 11 patients and modified radical mastectomy (MRM) was performed in 3 patients. In 3
patients with positive surgical margin after BCS + SLN, although one patient was positive and the other two patients were negative
in SLN, multiple metasatic lymph nodes were detected after axillary dissection due to the patients' request for axillary dissection.
Patients were followed-up for an average of 26 months without recurrence or metastasis.
Conclusion: Considering that there may be lymph node metastasis other than the sentinel lymph node in patients with SLNB negatives
or single positive sentinel lymph node, we recommend more than one lymph node excision in addition to the stained lymph node.
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INTRODUCTION
Stage I and II breast cancer are defined as early-stage
breast cancers. If there is no clinical and pathological
lymph node involvement in early-stage breast cancer,
biopsy (SLNB) is recommended (1). Sentinel lymph node
(SLN) is a minimally invasive surgical technique that
is used as an alternative to axillary dissection (AD) and
thought to provide precise and accurate staging in breast
cancer patients (2). However, in a significant number of
patients, SLN is the only metastatic focus. However, while
the accuracy of the SLNB procedure is between 65-100%,
there is false negativity of 0-14%. Also, these ratios vary
according to the experience of the surgeon (3). Factors
such as the application of the method with different
approaches, the length of the learning period, the relative
lowness of the rate of lymph node presence when painted
with blue only, and the effect of biopsies performed before
the SLNB procedure are some of the reasons for this
variance. At the same time, the surgical technique applied

during SLNB and whether the surgeon's training on the
subject is sufficient is reported to be more important
than the place and quantity of blue paint (4). The most
substantial factor determining the prognosis in breast
cancer is axillary lymph node involvement (5). Therefore,
axillary lymph node status should be evaluated accurately
in staging the disease and determining the prognosis. In
this study, we investigated whether the tumor could be
detected in patients with T1 and T2 breast cancer despite
negative sentinel lymph nodes in the dissection specimen
in cases where axillary dissection was performed for any
reason after negative sentinel lymph node sampling.

MATERIALS and METHODS
Patients with sentinel lymph node biopsy and/or axillary
dissection diagnosed with early-stage (T1 and T2) breast
cancer between 2018 and 2019 were included in the study.
The files of these patients were analyzed retrospectively.
Age, preoperative tumor size, surgical technique, the
number of sentinel lymph nodes stained with methylene
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blue, the number of lymph nodes during the sampling, the
number of lymph nodes with a positive tumor in frozen,
tumor grade, estrogen receptor (ER) status, progesterone
receptor (PR) status, CERBb2 status, surgical margin
status in postoperative segmental mastectomy, as well as
the total number of lymph nodes and tumor positive lymph
nodes from pathology paraffin specimens were evaluated.
RESULTS
Twenty-nine female patients with a mean age of 56 (3483) were included in the study. The mean tumor size
detected in the ultrasound (USG) performed for clinical
staging was 3 cm (± 0.990). Tumor size was T1 in one
patient, T2 in 28 patients. No pathological lymph nodes
were detected in axillary USG in all patients. Breast
conserving surgery (BCS) + SLNB was performed in 15
patients, BCS + AD in 11 patients, and modified radical
mastectomy (MRM) in 3 patients. Among the sampled
SLNs, While the number of stained lymph nodes found
during the operation is one or two, the average number
of lymph nodes detected in pathology is four. Of these,
tumors were detected in one SLN in 10 patients, two in 2
patients, three in one patient, and five in one patient. No
tumor was found in SLN from 15 patients. Postoperatively,
T1 in 9 patients, T2 in 18 patients, and T3 in 2 patients were
detected, and the average tumor size was 2 cm (± 0.576).
5 patients' ER, 6 patients' PR, and 14 patients' CERB2 were
negative, and there were no triple-negative patients. 20.27
(6-44) lymph nodes were removed from 11 patients who
underwent AD. Metastasis was detected in 3.36 (1-19) of
these lymph nodes. The surgical margin was positive in
3 patients. One of them was applied MRM and the other
two BCS+ AD. 15 and 26 lymph nodes were removed from
2 patients with AD. Metastasis was detected in 3 lymph
nodes from each of them. After BCS + SLNB was applied
to 11 patients, AD was applied because SLN was positive.
However, no metastatic lymph node was detected after
dissection other than SLN. Two of the three patients who
underwent MRM had one metastatic SLN and the other
had no metastatic SLN. Also, In 3 patients with positive
surgical margin after BCS + SLN, although one patient
was positive and the other two patients were negative in
SLN, multiple metasatic lymph nodes were detected after
axillary dissection due to the patients' request for axillary
dissection. However, more than one metastatic lymph
node was detected in every three patients in AD performed.
Two of the three patients who underwent MRM had one
metastatic SLN and the other had no metastatic SLN. The
treatment was completed by planning chemotherapy and
radiotherapy according to the tumor stages by medical
oncology and radiation oncology after surgery. During an
average follow-up of 26 months, we found no difference
between patients who underwent axillary dissection and
those who underwent SLNB in terms of overall survival
and disease-free survival. All our patients are followed-up
without recurrence and metastasis.

DISCUSSION
The most substantial factor determining the prognosis
in breast cancer is axillary lymph node involvement (5.
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Sentinel lymph node (SLN) biopsy is a method that provides
information about axillary involvement and prognosis (6).
The sentinel lymph node is defined as the first lymph node
to receive lymphatic flow in the axilla. In the absence of
metastatic involvement in SLN, theoretically, it is thought
that metastasis will not occur in other lymph nodes in
the axilla, called non-sentinel lymph nodes (nSLN). In
our study, because of the positive surgical margin in the
postoperative specimen of 3 patients with SLN, 2 negative
and 1 positive, and several metastatic lymph nodes were
detected in axillary dissection performed due to their
wishes. For this purpose, Giuliano et al. performed sentinel
lymph node sampling for the first time in breast cancer in
1994. In their study, sentinel lymph node biopsy (SLNB)
was performed in 174 patients, Sentinel lymph nodes were
found in 114 patients (65.5%), and it was shown that the
sentinel lymph node provided accurate information about
axillary involvement in 109 patients (95.6%)(4,7). Although
SLN biopsy has emerged as an alternative method to
routine axillary dissection, the development in this area
has been rapid. It has been determined that SLN biopsy
enables a more accurate and precise determination of
adjuvant therapy, shortening of hospital stay, reduction in
cost rates, as well as reduction of complications such as
lymphedema, arm pain, and numbness related to routine
axillary dissection (6). In the postoperative follow-up of
our patients, no complications were observed during
dissection in patients without AD. With this development
and the results of studies to date, sentinel lymph node
dissection (SLND) has now been applied instead of routine
axillary lymph node dissection (ALND) in early-stage
breast cancers. We performed SLNB in all our patients
and detected SLN stained in all patients. The use of the
SLNB technique is a critical improvement that will reduce
the complications associated with the surgical dissection
of the axillary region. It also has an increasingly accurate
rate of nodal involvement of the axilla (8). However, the
accuracy of the SLNB procedure varies between 65 and
100%, and has a false negativity rate between 0 and
14%, and varies from surgeon to surgeon (9). Also, false
negativity of SLN was found as 9.1% in patients using only
dyes, 10.9% in patients using only radiocolloid, and 6.7% in
combined technique in large series such as the ALMANAC
study (10). These two conditions led to controversy about
the reliability of SLN and it was thought that they would
affect local recurrence and survival in long-term followup. However, in the study published by Veronesi et al. in
2009, 5-year survival was 97.6% and axillary recurrence
was observed less than 1% (31 patients) within 4-11
years of follow-up in 3548 patients with negative sentinel
lymph node biopsy (11). Similarly, in many studies, it has
been stated that there is no difference in terms of overall
survival, disease-free survival, and axillary recurrence
among patients who are SLNB negative in early-stage
breast cancer and patients who undergo routine axillary
lymph node dissection, and SLNB is reliable in this
patient group (12-14). We found no difference between
patients who underwent axillary dissection and those who
underwent SLNB in terms of overall survival and disease-
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free survival during an average of 18 months of follow-up.
All our patients are followed-up without recurrence and
metastasis. Factors such as the application of the method
with different approaches, the length of the learning
period, the relative lowness of the rate of lymph node
presence when painted with blue only, and the effect of
biopsies performed before the SLNB procedure are some
of the reasons for this variance (15). At the same time, the
surgical technique applied during SLNB and whether the
surgeon's training on the subject is sufficient is reported
to be more important than the place and amount of blue
dye administration (16). Only blue dye was used in our
patients. Therefore, accurate evaluation of the axillary
lymph node status is required in staging the disease and
determining the prognosis.

CONCLUSION
As seen in our study, lymph node metastasis other than
the sentinel lymph node was detected in the axillary
dissection performed for any reason in patients with
negative SLNB or single positive sentinel lymph node.
That raises doubts about the reliability of the sentinel
lymph node biopsy. Considering the facts about the
sentinel lymph node in the literature, we think of this result
as a mistake made in the histopathological evaluation or
removal of a single sentinel lymph node. In this regard, we
strongly recommend removing at least two more lymph
nodes in addition to SNL while performing SNLB and
reconsidering this issue with studies that have larger case
numbers.
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