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INTRODUCTION  

arly breast cancer can be defined as the presence of a 

mobile tumor  within the breast with or without associated 

mobile enlarged lymph nodes, and represents the vast 

majority of patients who present now with breast cancer (Haffty et al., 

2007). 

For many years, axillary lymph node dissection has been used 

routinely for the staging and regional treatment of all patients with 

clinically localized breast cancer. This concept is now called into question 

for several reasons. Increased awareness of the disease and screening 

programs has led to a rise in the proportion of patients presenting with 

early-stage disease. These are the patients in whom axillary dissection 

often fails to yield positive lymph nodes (Nieweg et al., 2002). 

The relevance and technique of lymph node staging in patients with 

breast cancer are currently in a state of flux. Is axillary lymph node 

dissection worthwhile in patients with small primary tumors? Is 

importance of the tumor status of the lymph node may be surpassed by 

primary tumor characteristics? The trend for the past four decades has 

been towards more conservative loco-regional treatment. So breast-

conserving treatment was introduced as we know it combined with 

axillary node dissection and followed by radiotherapy of the breast. This 

trend for more conserving treatment is continuing. Radiotherapists are 

conducting a European study to determine whether radiotherapy can be 

omitted safely in selected patients. It was to be expected that surgeons 

investigate whether axillary node dissection can be omitted safely in 

selected patients (Nieweg et al., 2002). 

E 
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Axillary dissection can be accompanied by many complications 

such as arm complications including stiffness, loss of sensation and 

swelling. Postoperative infection is reported to occur in 5% to 14% of 

patients. The intercosto-brachial nerve can be inadvertently damaged 

during axillary dissection, causing numbness and parasthesia in the inner 

side of the upper arm. Some restriction of shoulder movement is not 

uncommon. Lymphedema is one of the most dreaded complications of 

axillary dissection and, once established it is refractory to treatment 

(Maunsell et al., 2003) 

In view of the morbidity associated with axillary dissection, it 

would theoretically be desirable to omit this procedure whenever the 

possible morbidity clearly outweighed the clinical benefits or when the 

risk of axillary metastases is very low or when knowledge of node status 

will have no influence on therapy (Moore et al., 2002). 

Controversy continues to surround the best practice for 

management of the axilla in patients with early breast cancer (EBC) 

particularly the clinically negative axilla. The therapeutic and staging 

roles of axillary surgery (with the consequent morbidity of the procedures 

utilized) have altered. This is due to the increasing frequency of women 

presenting with early stage disease the more widespread utilization of 

adjuvant chemo therapy (Andrew et al., 2000). 

The sentinel lymph node biopsy is performed to predict the 

indication of axillary node dissection. However, slow or faulty radiotracer 

distribution, expended operative time, and prompt decisions based on the 

analysis of frozen sections by pathologists are problems of sentinel lymph 
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node biopsy. The sentinel lymph node biopsy has 1-15% false negative 

results. Thus, less invasive modalities such as ultrasound (US), power 

Doppler US, mammography, computed tomography(CT), dynamic 

contrast enhanced magnetic resonance imaging (MRI) and positron 

emission tomography (PET) have been increasingly attempted to stage an 

axillary lymph node preoperatively and to diagnose a malignant lymph 

node (Sung Eun Song et al., 2012). 

US had been the most widely used method for the evaluation of 

lymph nodes. Moreover, preoperative lymph node staging with US 

combined with either fine needle aspiration or core needle biopsy can 

achieve high diagnostic accuracy. The assessment of axillary nodal status, 

size, morphology, cortical thickness, and vascularity are used as feasible 

diagnostic criteria. Of these criteria, longitudinal-transverse (LT) axis 

ratio, concentric or eccentric cortical thickening, and absent or displaced 

fatty hilum on gray scale US and higher peripheral vascularity on power 

Doppler US are reported as the most reliable criteria for predicting 

metastatic lymph nodes. However, some criteria such as cortical 

thickening or displaced fatty hilum are subjective (Yang et al., 2001). 

In summary there is still a need to justify not performing a 

recognized effective method of axillary staging on a case-by-case basis 

because the axillary status is still the most reliable prognostic indicator 

for planning a patient‟s management. If the woman is at low risk of 

axillary disease and the result of axillary staging is highly unlikely to alter 

the management, then breast conservation surgery with radiotherapy to 

the breast and axilla or occasionally „watch‟ policy can be valid 

alternative (Andrew et al., 2000). 
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AIM OF THE STUDY 

he aim of the study is to assess the possibility of omission 

of axillary dissection in cases of early breast cancer and its 

possible benefits. T 
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PATHOLOGY OF BREAST CANCER 

he National Cancer Institute in America estimates that there 

are currently more than 2 million breast cancer survivors in 

the United States. The risk is even higher for women with 

certain risk factors, such as a strong family history or known BRCA1 or 

BRCA2 mutations. However, these statistics portray only one aspect of 

the problem. As new information accumulates, new paradigms of 

management compete for acceptance with existing ones. It is axiomatic 

that good scientific data provides the base for good clinical management. 

Information obtained from molecular, biologic, and pathologic 

investigations and from clinical trials provides the major focus of this 

chapter (Rise et al., 2002). 

Epidemiology 

Breast cancer is the most common malignancy in North American 

women and for women throughout the industrialized world. In the United 

States, breast cancer accounts for 32% of all cancers in women. The 

American Cancer Society estimates that during 2005, 211,240 women 

will be diagnosed as having breast cancer. The incidence rate of breast 

cancer has increased steadily over the past 40 years, by about 4% per year 

(Rise et al., 2002). 

Risk Factors 

The incidence of breast cancer varies substantially according to the 

presence or absence of certain well-established risk factors among these 

factors, the two most prominent are gender and age. 

T 


