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[ Abstract ] Isolated axillary recurrence (AR) after breast cancer surgery is one of the critical factors influencing patients’
prognosis. With advancements in diagnostic and therapeutic techniques, the clinical understanding of AR has progressively deepened.
However, due to the low incidence of AR, systematic studies on its clinical features remain limited. High-quality clinical trials, such
as ACOSOG Z0011 and AMAROS, have demonstrated that in patients with varying statuses of sentinel lymph node, axillary lymph
node dissection (ALND) and sentinel lymph node dissection (SLND) provide comparable control of AR. In recent years, the trend
towards de-escalation axillary surgery has advanced the development of less invasive techniques such as targeted axillary lymph
node dissection. The SOUND trial further confirmed the safety and feasibility of omitting axillary surgery in patients with tumors <2
cm. In addition, a series of clinical studies have identified a variety of potential high-risk factors, including patient age, number of
positive lymph nodes, high Ki-67 proliferation, extranodal extension, and axillary soft tissue infiltration. However, there is no broad
consensus regarding the association of these factors with AR. This review comprehensively summarized the clinical characteristics,
risk factors and personalized management strategies of AR, with an emphasis on the impact of different axillary surgical approaches,
radiotherapy and systemic therapy on the AR risk. In addition, more high-quality clinical studies are urgently needed to further clarify
prognostic factors and optimize individualized treatment strategies, so as to provide more precise management for patients.
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Tab. 1 Clinical trials on the impact of different axillary surgical approaches on AR incidence

Clinical scenario Reference Year Research type pzlgér(itfs le;ngzr F;ﬂi}‘z;ﬁp inci d/:r}?ce 1%
SLN(-)+SLND Van der Ploeg I M, et al. 1512008 Systemic review 14 959 T1-3 34 0.3
Van Wely B J, etal. '’ 2012 Prospective study 929  T13 77 1.6
Ogiya A, etal. "’ 2016 Prospective study 2578 TI-3 75 0.9
Veronesi U, et al. (7 2006 Randomized controlled trial 167 T1 79 0.6
Krag D N, etal. '’ 2010 Randomized controlled trial 2011 T1-3 95.6 0.4
ALND Giuliano A E, et al. [?’! 2017 Randomized controlled trial 420  TI-2 111.6 0.5
Bilimoria K Y, et al. '*' 2009 Prospective study 77097  TI-3 63 12
Houvenaeghel G, et al. fo 2016 Retrospective study 1671 T1-3 60.4 0.6
Bartels SA L, etal. [’ 2023 Randomized controlled trial 744 TI1-2 120 0.9
SLN(+)+SLND Giuliano AE. et al. "%’ 2017 Randomized controlled trial 436 TI1-2 75.6 0.9
111.6 1.5
Tvedskov TF, etal. "’ 2015 Prospective study 240 T1-3 75 1.6
Houvenaeghel G, et al. (ol 2016 Retrospective study 338 T1-3 60.4 1.2
Bilimoria K Y, et al. '*’ 2009 Prospective study 20217  TI-3 63 1.0
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(‘extracapsular tumor spread, ECS) FJREtHJEAR
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I BPERFSY 2 B, SLNFIE R %5k
R SARMC (BLHZET: HR=5.12, 95% CL
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PR, fE— R LW T 45e oMY S
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PRI 3843 28 X OTT 5 AR 6 R AT TR R .
AT B W, W FT1H SLNFIME A9 3L &
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PBI) 54 %jiJ7Y (whole breast radiotherapy,
WBRT ) [#104FAR ZFUE A K 50l 2 4.0%
1.3% (P<<0.001) ., S5PBIAHI, WBRTHEMSH;
ARNRUSFEAK292/3, X A WBRTTEFLBH AR J5 T Y
YEFR ML T HIGIEYE . —Tg A2 7676 & 1
Zoun BT Y R, SEEL T AR T A
o, FL5 VIR A S A AT & AR Z 37 KU P
% (HR=2.98, 95% CI: 1.44~6.17) . 4F, 4b
RS HOT AR SN 4 18 3 ARJRURS: () 7 It 7
HABBFFE SR T I0AE, (755 AT 8
S % EBCTCGHImeta/h i ) 21,
FL 53 VI R AR J5 T80T R A0 A0 vk 28 485 BH 1k £ 3 1)
LRR&E AR EFEAL, HOF50 R M X 73 AR

3 TICTE A A RS TR o N O £ 5 & ZE AR
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%% ( pathological complete response, pCR )
IeN3b B E MSHELE KA R D ERS
(HR=0.27, 95% CI: 0.07~0.99, P=0.05) "**',

T X TARMBF S B R, AT AT L
ESTRRAEMEGINE, WER<45% 1
<50% U0 /N T MRk LAk %
B R EMREL U sy e T
SR, 25 R AR & A ML S H 15 5 LRRAF
FEZESE, PRI B AT 2L 26T X AR B 1l 37 A
5%, LMENARMRGHETRT . 697 FK 0305 1
R A EWALIOLEi
3 MEHEBERBEXEEWE

AR IR B UK B 45 A DX B B 45 A A
KA RAMT AR, HWS AT 8E Bk
EL45 (P<<0.000 1) “°2 7 & HA X bk 1 45
(P=0.004) "', (AFB5 " KH, AR
IRE T A 5% F2 4 fF (distant metastasis-free
survival, DMFS ) . OSMFLAMEIET- A9 Filf5
REZ—, S4EDMFS. 0S4 °431.5%~59.2% .
58.0%~59.8% 2, T 104FAE AN 2.54F, W3
Ah, AREEHYDMFSHIOS i # 25 F HAl 2 A X
kA LR R Y L BRI, PRSI R

FE A3 AN TR X 38k A2 2 3 % i B R, B AE
AT — T

— TG4 A 22 5] AR HB 3 1) B AR 5 A A
g2 R LR, 8 WK TR s I S A B 4%
MR  RIGHEVIRRE K AR B R TEARIE 1A
FHE K (5.44F vs 1.64F, P<<0.001) . [AlkE
145 W RETE W 4 ALND AR J5 (19591 5 3% vh &
T AN, XS4 SN BB 3 1747
A A W I R EE R, R Kk B A ER B
PE UL Rz 32 AR T7 VR R 00 UR 1R 97 1 R O S HEAIE
(P=0.012, P=0.021) , TAFFMRIHEITHE .
ARK AR BRI S B LR ERR 7,

T ARK A R BARE I, IR ARG
I PR HIF 9T 22 WL PR 9T, HL9h AR 3 K i
L S s AT I P P 1 A R R T o 52
55, ZEFRBITERITZA RSN, HATE
FAMREAREEZ LM REZRETFTLRR, A
T —RIMEBGHE: FR <508 2
IR SN | o U Y e '
i [52, 72, 79-80 ] R }Eﬁﬂ*ﬁé%'fﬂg%?&\ [53, 72, 79, 81]
BTG ' . DFSEEE KT
% [79-81] R /EZ%HTJ‘I‘ETJ [52, 82]O

SR, T Rl A X e A2 K G T S 22 A
K, AR X LRRAGE XRE . 45507
AR, I LRR A A2%E . DMFS., 0S4
UG TARRITL B N 5E7Z . A% T I, LRRAYH
Ja R ZE I AR 4 M AR B SE PR B, FRATTXT
ARPYA WA TR B G B8 K HUS 52 1T
AT A PR, IR PRI AMNX — 25 H o
4 AREWIBTFE

FUIRIE A G ARJE: i B S e e, Hah
JrEE PR R IR KRB . M A . Bk
PEZ BT . R R DL RO [R) 5% B 7 S
S e MR 2R T R, R
WHEFARJFVIBRE &k . T MR GEIH Y7553
FGIT FBE. P98 % BoR, SH-ET TR
L, FARIKEHIT (540S: 63% vs 38.3%,
P<0.001) . FARIKA RGIAIT (540S: 53.2%
vs 35.3%, P=0.02) . FARIKAGMIT S RGIRIT
( ARFEHIZ . 81.8% vs 36.4%, P=0.005) 5%
TP S B AR G

KT AR Jmy 38 F ARG 97 I W) & 78 4 3K
LN G 1 . 20244 38 [ [ 5% 45 A 96 0E W)
#% ( National Comprehensive Cancer Network,
NCCN ) #5rg#fEfE: X FSLNBARJGFARMEH,
I R 1 AN R ALND 3 11 ALND A J5 &2 & 1 H
. MIHERE S A MR £ ALND; BEHE R
TR G THOT 1 AR FR 3 B BRI 72 IX 07, 3
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FAE R M RE . NFLABTE /R IRE SR X,
USR5 B I R R e g R 8 (o
(] 7L 9 A I Jea 30 R0 IX el ik £ &5 42 K AN RH2 R
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ARFSE R, ERE 2 ALNDRY R E E &
ST (89% vs 41%, P=0.0007) , {H
ALNDICIE BT A 8 1 kA (41% vs 65%,
P=0.12) . % —I40 A2200] AR i & 1Y WF
F2 P OR, RIS AR AR FALNDAE
N RPEIRIT AL A Y SAEDFS . OS2 7 G
Gt L (P=0.72, P=0.26) . M4, HAT
AR R e AP AR TBCR FR) A ] S TR
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