
406 JCC, Vol. 42, No 6, décembre 1999

Health Canada’s “Clinical
practice guidelines for the
care and treatment of breast

cancer”1 states that levels I and II axil-
lary lymphadenectomy should be con-
sidered as part of the standard care for
patients having early breast cancer.
Axillary dissection provides important
staging information that can be used
to estimate prognosis and subse-
quently to plan further systemic and
radiation treatment. Axillary lym-
phadenectomy provides excellent
long-term regional control from nodal
metastases and may well have an im-
pact on survival.2 However, these ben-
efits come with a price: the procedure
is associated with postoperative pain,
a possible reduction in the range of
shoulder movement, some cutaneous
numbness and dysesthesia, physio-
logic distress and, in some, significant
lymphedema.1

The quest for an accurate staging
procedure with a reduced complica-
tion rate has led to the acceptance by
some of the sentinel lymph-node
(SLN) biopsy. Certainly, lymphatic
mapping and SLN biopsy as pioneered
by Krag and associates,3 Giuliano and

associates,4 Borgstein and associates5

and others6 have clearly changed our
understanding of the biology of re-
gional breast cancer metastases. Many
techniques have been used and their
use has been reviewed.7 Essentially, the
SLN is the primary node that receives
lymphatic drainage from a tumour,
and its pathologic status appears to re-
flect the status of the nodal basin. Sub-
sequent studies illustrated 2 important
facts: first, precise identification and
histologic assessment of the SLN can
be accomplished in most breast cancer
patients who undergo primary surgery
and can provide accurate staging infor-
mation; second, success and accuracy
are associated with a significant learn-
ing phase and are only achieved after
considerable experience with the tech-
nical aspects of lymphatic mapping,
surgical biopsy and pathologic inter-
pretation of the SLN. Krag and col-
leagues8 found that the ability to suc-
cessfully find an SLN, as defined by the
identification of a “hot spot” after
technetium sulfur colloid injection,
was surgeon-dependent. The false-
negative rate also varied considerably
(from 0% to 28.6%) among surgeons.

Currently, there is tremendous in-
terest in SLN bipsy from both surgical
and patient communities. Many sur-
geons are keen to learn the technique
and incorporate the procedure into
their practice. Yet, given the staging
accuracy (95% to 97%) of the currently
recommended levels I and II axillary
node dissection, and the regional con-
trol and possible survival benefits, we
believe that surgeons must be able to
achieve, document and maintain at
least a 90% rate of successfully finding
a sentinel node and a false-negative
rate of less than 5% before they discon-
tinue the accompanying axillary lym-
phadenectomy. It should also be noted
that within the population of patients
with nodal metastases, only a small
percentage of the axillary nodes are
positive (e.g., 1 to 3 nodes positive out
of 10 to 15 nodes = 7% to 30% posi-
tive). Therefore, a poorly performed
SLN biopsy (a random node biopsy is
the extreme) will more than likely give
a false-negative result, and the ramifi-
cations regarding prognosis and selec-
tion of adjuvant chemotherapy and ra-
diotherapy are significant. If an SLN
cannot be successfully identified, then
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the standard levels I and II axillary
node dissection should be done.
Sentinel lymph-node biopsy has

now reached the point at which it
should be compared to a conventional
levels I and II axillary dissection in
randomized clinical trials of clinically
node-negative breast cancer patients.
Both the National Surgical Adjuvant
Breast Project and the American Col-
lege of Surgeons have initiated studies
that will determine whether sentinel-
node resection can provide equivalent
or better regional control, disease-free
survival and overall survival, and if
these results can be achieved with less
morbidity. All centres are encouraged
to participate in these trials. However,
until these studies have been com-
pleted and the use of SLN biopsy is
validated, the Canadian Society of
Surgical Oncology stands by the cur-
rent practice guidelines that incorpo-
rate levels I and II axillary dissection
as part of standard breast cancer treat-
ment. Our recommendation is that
Canadian general surgeons plan to ac-
quire the necessary equipment, collab-
orate with their nuclear medicine and
pathology colleagues to build an ex-
pert team, complete a recognized

training program designed to teach
the technique and perform a mini-
mum of 30 SLN biopsies with con -
current levels I and II axillary lymph-
node dissections in order to document
proficiency and accuracy. Thirty SLN
biopsies and axillary dissections should
provide about 10 positive axillary
node biopsies and thus provide some
basis for calculating an individual sur-
geon’s false-negative rate. If the stan-
dard axillary dissection is not part of
the treatment plan, the patient should
be fully informed, not only of the pos-
sible benefits of reduced axillary mor-
bidity but also the current state of
knowledge, the individual surgeon’s
false-negative rate and possible conse-
quences of a false-negative result. The
sentinel-node biopsy has the potential
to reduce morbidity from breast can-
cer surgery, but it must be incorpo-
rated into practice with due diligence.
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The paper by Johnston and his
colleagues in this issue (page
445) on reducing arthroplasty

costs through vendor contracts de-
serves a wide audience. This Edmon-
ton group has initiated and sustained
a viable methodology, which creates a

win-win scenario for patients, sur-
geons, health care providers and pros-
theses manufacturers. It could act as a
blueprint for other centres that are
also facing cost constraints.
There are some important points

to consider. 

The process was open, the specific
variables were identified for all potential
bidders and the evaluation committee
comprised a majority of peer-chosen 
orthopedic suregeons. As be ne fits were
identified and made available to all po-
tential partners in the equation, the pro-
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