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Endoscopic Sentinel Node Biopsy
Eun Kyu Lee, Yong Lai Park and Won Kil Pae

Department of Surgery, Kangbuk Samsung Hospital, Sung-
kyunkwan University School of Medicine, Seoul, Korea

Purpose: Sentinel node biopsy has emerged recently as an
alternative to routine axillary node dissection in predicting
axillary nodal metastasis. However there have been some
controversies in clinical application because of its various
identification rates and false negative rates. We present the
usefulness of dye-guided endoscopic sentinel node biopsy.
Methods: Between October 2002 and June 2003, 30
breast cancer patients with clinically node negative results
underwent endoscopic blue dye-guided sentinel node biop-
sy from the Department of Surgery at Kangbuk Samsung
Hospital. The technique involved the injection of 5 ml of
1% isosulfan blue into subareolar plexus. The Visiport
docked with Telescope was inserted through a low trans-
verse axillary incison lateral to pectoralis major. During the
dissection, we identified sentinel nodes by following blue-
stained lymphatics directly into blue (or nonblue) lymph
nodes. The identification rate and false negative rate was
evaluated.

Results: The mean number of sentinel nodes was 2.2.
The identification rate of th sentinel node was 93.3%
(28/30). Among 22 patients with negative sentinel nodes on
frozen section, 10 patients underwent axillary node dissec-
tion and the results were negative in all cases, indicating
false negative rate of 0% (0/10). The overall accuracy,
sensitivity and specificity were 100%.

Conclusion: The endoscopic technique of sentinel node

AYAA - Hg, AEA] SET HE 108 A
100-103, A #oieta et FHAAEH
SERE
Tel: 2001-2139, Fax: 2001-2131
E-mail: lovefam @samsung.co.kr
A 12003 7€ 219, AASAL 20039 9€ 20
2 =89 aAEs F=Rets] 20039 A7k EATEH
ANA FATEHI AN TAFAS

4

YA 2=
13=d A=
yeaMEe o Tstmal
g a-u B Z

174

biopsy can minimize the operative bleeding by handling the
knife of Visiport pallelel to exposed vessels under endoscopic
monitor analysis and and keep better operative visual field and
less invasiveness. With the bright illumination of the endos-
copic light, blue-stained sentinel lymphatics could be identified
more easily. Our technique of dye-guided endoscopic sentinel
node biopsy demonstrates a high sentinel node identification
rate and absent false negative rate, promising it could be an
alternative to the classic sentinel node biopsy. (Journal of
Korean Breast Cancer Society 2003;6:174-179)
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Fig. 1. Operative apparatus (A) Upper-Telescope (5 mm, 0°),
Lower-Visiport (5~11 mm, Autosuture). (B) Two
apparatus docked.
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Fig. 3. Sentinel lymphatics identified by endoscopy which removed.

Fig. 2. Identified sentinel node
visualized on endoscopic

monitor.
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Table 1. The location of tumors

Location (Quadrant) Number of patients

Upper-Outer 1
Lower-Outer
Upper-Inner
Lower-Inner

AN~ B~ N~

Central

Total 30

Table 2. Pathologic types

Pathologic types (carcinoma) Number of patients

Intraductal 12
Infiltrative ductal 14
Infiltrative lobular

Medullary 2
Tubular

Total 30

o] 144, HaA Aol 19, FAYo] 29 el B
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Table 3. Stage of sentinel node biopsy cases

Stage™ Number of patients
0 12
I 4
Ila 14
Total 30

*according to AJCC/UICC cnacer stage (5th ed.)

Table 4. Results of sentinel node biopsy with frozen Hema-
toxlylin-Eosin stain

Axillary node status

Total
Negative Positive
Sentinel node on frozen
Negative 10* 0 10
Positive 0 6 6
Total 10 6 16

*In 22 patients whose sentinel nodes were negative on frozen
section, only 10 patients who had at least one of the following
criteria, continued axillary node dissection;

1) tumor size>3 cm 2) histologic grade>intermediate,

3) Her2/Neu (+) 4) lymphatic emboli (+)

Sensitivity=6/6 (100%), False negative rate: 0/10 (0%)
Specificity=10/10 (100%) Accuracy: 16/16 (100%)
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