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Predicting Axillary Nodal Positivity in Patients 
with Bread Carcinoma Treated at Vnjirn Hospital 
Taweewong Chulakamontri, MD, FRCST, FlCS 
Oe~r f r nen t  ofSurge~{, Bongkok ~vietropolilon Adrninisfrat;on ,:/iedicd Co.Uege on0 Voit*o .YOwfa/. Bongkok. Thoilond 

Abstrnct Bacltqotirrd: The s i ~ ~ g l e  mosL significant predictive Factor n i  wrvival in p a ~ i e n ~ <  wit11 hwa.st cancer is 

the sbsoluw n~rniber of lymph r ~ o d r s  inrolvcd with Inctastasck, Thc purposc uf this hrndy was to cstirnatv rht: 

likelihood of nsillary Iynph nodc i~~volvemrnr hasc nn a vsr ic~y nf rlir~icnl and pathulogic factors aud 

detcrrniucd thc nndal posirivi~y, surrivnl and o ~ h c r  p ro~nos l i c  rsctors. 

~Welhntfs: 1\11 patieurs rvifll brcasr canccr trcalrd at Breast Clinic, Vztjira Hozpital rrom January 1994 

I l ~ r o ~ ~ g h  Dc-c-vmbcr 2001 who ur~dcnvrnf nmdificcl radical nrastcctomy or. auitlary Iyrnph ~ ~ o r l c  tlisrecriun as part 

of their trcatnicnt werc cv;~lunfcd. 

Res~rlh: O r  204 breast canccr p;~liul~rs 11ic arillary node rnu~asrases js 86 (42.25 ). The axillary uudc 

~uclitst ;~srs i l l  nonpnlpable ~ o ~ n n r  is 5 o r 4 0  (12.55,) and palpable turnor is H I  of' 16-1 (-19.4%). Thv ~~onp:~lpal ) l r  

tumors I~nvc ~mallt .~.sizc ~ h a n  palpahlc tnlnors, tlwy arc less likely to b;tvc. pusirivv asil l i~rynodcs (p  0.000) nud 

less likcdy lo h a w  lymphatic.v;uc~~lar iuvasior~ (p O . O i ) .  Nonpalpihle tuuiors I~nvc ;I bot~tvsumival than palpahlc 

tumor (p  0.0217). 

L'oi~cIttsio?~.~: Fvr 111e brc;lsI canccr patients, tlw axilIaryI~mp11 rrodc rneharasosarc posi~ivcly corrcl:~ted 

w i ~ h  tumor siac, rlrc nxillary nodal status is tJw ~nos t  ~ i rp i r i c :~ i l~  prc.dictivc\ factor of swvival. Nonpalpablc 

tumor* are more Likely 10 be rrnuller a r ~ d  rlwir rtodal poxi~ivity ix lower. 

c l e v r l u p n ~ ~ r ~ ~  ;incl u t i l i m l i u n  of'high qualiq.  nlammu- 
glaphv ancl ul1rasc)nogl-apl~) , .  n p p o s i i n a l d y  30% to 

.50% ol' all nc.wl\~ c I i ; t ~ n u ~ c c l  I)rc.ast carcinvma c a w s  

li-om cenlarsutilizing r l i e s r  t e c h n i q w s a r c - .  ~~onpalp;~blr  
;it C[ i ;~SIIOSiS, '~~"S~'n  

M r t a s ~ a t i c  cliseasr of ~ h r  l>re;ls~ OCCUI.S ~ > r r ~ I o -  
n ~ i n ; ~ t r l y  by r o r l t c s  that i l rc  r . s tc~r~si \ ,c .  ; i n d  ; i r l ~ o ~ - j ; r c  it1 

~nulr iplr  c l i~ec r io~~s  thr-ough sk in  and ~ w s e ~ i c - l y ~ n x l  
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1 1 1  o11r stutl\, of a total o f  204 pntic-ilts shows 
s~atisticxlly s i g n i t i c ~ n ~  incrrascd I I O ( I ; I I  positi\.ity ;is t l ~ '  
T c.;~tcgo~;\, inc.~-c.ilscd in '1'1 c,  '1'2 a ~ l d  TS suhgror~ln. 
(Tahle I ) .  

Figure. 1 shows ~vIah,riship l)c-twec-11 lulnnr- si7.e 

; I I I ~  potc.ilrial Sol ~ ~ o c l c  nlc.rast;lsis. T;rl)lc 2 sho\r,s t 1 1 c  

diffe.~-c.nccl. in ~ioclnl posi~i\!ir): is stit[istic.;~lli~clif'li~~~c~~~~ f'or 
~ i o ~ ~ p a l ~ ~ i ~ l ~ l r ~ e r s ~ ~ s  ~ ~ ; t l ~ ~ ; ~ l ~ l c ~ l c ~ s i o ~ ~ s i ~ ~  ~ l i c b  L O M I  ~ ~ t t ~ n f ~ e b r  



Vol. 23 No. 4 Predicting Axillary Nodal Positivity in Patients with Breast Carcinoma 113 

Table 1 T category predcts nodal pos~tivrly. 

T category Node positivelpatients (no.) P 

TIS 
T l  a 
T l b  
T l c  
T2 
T3 
T4 

Total 

T stage 

- 

7 

- 

- 

Fig. 1 Axillary node positivity by T category, the subgroup of patient shows statislically signillcant increased nodal pos~tivity as 
the T calegory increased in Tlc.  T2 and T3 subgroups or tumor size 2 cm and above. 

Table 2 Nodal positivity by T category : nonpalpable versus palpable les~ons. 

I I I I I I 

T l a  T l b  T l c  T2 T3 14  

88.9?& 

Nonpalpable Palpable 
T category 

(no. node positivelpatients) (no. node positivelpatients) 

TIS 
T l z  
T l b  
T l c  
T2 
T3 
T4 

- 
71 .4% 

017 (0%) 
017 (0%) 

1 /I 2 (8.3%) 
119 (ll.lO/o) 
219 (22.2%) 
1 /2 (50.0%) 

None 

Total 5/40 (12.5%) 81 11 64 (49.4%) 0.000 

- 
47.4% - 

2375% 

13.6% 
7.7?& 

- 
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Table 3 Average tumor size of T I  a-T2 tumors. 

Size (cm) 
T category 

Total patients Nonpalpable Palpable 
P 

T I  a 
T l b  
T I  c 
T2 

Table 4 Association between tumor size and incidence of palpability : 203 patients with invasive breast cancer. 

Tumor size (cm) 
- - 

Nonpalpable Palpable Total 

Total 39 (1 9.2%) 164 (80.8%) 203 (100%) 

Table 5 Laboratory and pathologic findings 203 patients (invasive cancers only). 
- - - p p p p - p  - - 

Parameter Nonpalpable Palpable P 

No. of patients 39 164 
Positive axillary nodes 5 (1 2.8%) 81 (49.4%) 0.000 
ER - pos~tive 30139 (76.9%) 10511 64 (64.0%) 0.1 25 
Lymphatic / vascular invasion 3/39 (7.7%) 3511 64 (21.3%) 0.05 
H~gh histologic grade 19/39 (48.7%) 8111 64 (49.4%) 0.940 
(Poorly differentiated) 

ER : estrogen receptor 

Table 6 Five - year breast cancer specific survival node 
negative versus node positive lesions. 

Node negative Node positive 
Category 

(n = 117) (n = 86) P 

Nonpalpable 32134 (94.1%) 315 (60.0%) 0.01 66 
Palpable 71 183 (85.5%) 63181 (77.7%) 0.1 108 
All patients 1 O3/l l7 (88.0%) 66/86 (76.7%) 0.01 35 

Table 7 Five-year breast cancer-specificsurvival nonpalpable 
versus palpable lesions : 203 patients with invasive 
breast cancer. 

Nonpalpable (%) Palpable (%) 
Category 

(n = 39) (n = 164) P 

Node - negative 32/34 (94.1%) 71 I83 (85.5%) 0.2328 
Node - positive 415 (80.0%) 61/81 (75.3%) 0.4686 
All patients 36/39 (92.3%) 1 321164 (80.4%) 0.021 7 

statistically rnore likely to be notle-negative and less 
likcly to have lyriiphatic or  vascular invasion of turnor 

1 j ~ i t  thcre were no clifrerence in the estrogen receptor 
and histologic grade based on  palpibility. The 5-year 
breast canccr- - specific sur-vival for node negative 

V R ~ S L I S  node positive and nonpalpable vcrsus palpable 
invasive lesions without regard to T category is shown 

in Table 6 and Table 7. For node negative and 
nonpalpable patients had a higher survival rate than 

patientswith node positive and palpable lesions. Figure 
2 sliows the sunrival curve of node negative versus node 

positive breast cancer patients after surgery. 
Table 8 analyzesclinicopatl~ologicfactorsvariables 

among the 203 patients with invasive breast cancer by 
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Survival Functions 

0 2 4 6 
Year 

Fig. 2 Survival curve of node negative versus node positive breast cancer patients after surgery, node negative patient had a 
higher survival rate than node positive patients. 

Table 8 Association between incidence of axillary lymph node metastases and clinicopathologic factors by univariate and 
multivarite analysis. 

Variable 
O h  Univariate Multivariate 

No. 
Node positive P P 

Palpable 
Yes 1 64 49.8 0.000 0.01 8 
No 39 12.8 

Histologic grade 
Nonpoorly diff 103 33 
Poorly diff 100 52 

LVI 
Present 38 81.6 
Absent 165 33.3 

Size 
Tumor < 1.5 cm 69 17.4 
Tumor 2 1.5 cm 134 55.2 

E R 
Positive 135 40.7 
Negative 68 45.6 

Age (years) 
< 50 81 43.2 0.843 
2 50 122 41.8 

Histology 
Ductal 197 42.6 0.650 
Lobular 6 33.3 

L VI : lymphaticvascular invasion 
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uni\.ariatc ; ~ i i r l  ~nult i \a~-iatr  mialysis. O n  uni\wiate 
aiialvsis t11e palpal>ility, histologic grade (r-ionpoorly 

diff'crrntiarccl versus poorly dif'Tercntiatc.d), lympho- 

\.ascular in\.asion, ~ I K I  s i x  (;IS a tunlor s i x  less thail 1 .:5 
cln\.erslis tlmorsize inore than I.,? cm) were sig~iiIicant 

prcdictors of' Iyinpli nodc positivity. /I iiiultivariatc 
analysis yii:lcled three ~.ai.iablcs predictors of lymph 
nodc ii~\wlverneiit : palpibility, lyrnpliovasclrlar 

i~ l \wion ,  and size. 
In ol~istudy oI"LO4 pa l i c~~ts  there\vere 27 p a ~ i e n ~ s  

i l l  \v11o1n three 1itc.to1.s \\.ere kt~oral,le. I n  these 27 

patients, there is only I parielit had lymph node 

inct;~s~;iscs or  3.7%) of patients. 11' ;my two of' thcsc 
f'nctors wcrc Ta\wrable, the positi\.it!' of lymph node 
nietnst;~sis was 12.7% or less. 

pix)giiostic fcaturcs sliould translate into a superior 

long - term survival advantage for patients 
nonpalpablc Icsions. 1,ong-tern1 stl~dies of breast 
cancers detecled by inam~nography rcvc;il dial 11lese 

cancers arc tliTli'rcilt fi-om palpable breast Icsions. 
Soiip;dpable cancers have a low overall noclal positivi~y 

rate 01' approsi~li;~tvly 12% to 15% antl h r  superior 
s ~ ~ n ~ i v a l s  \vhen conlparetl ~ v i ~ h  palienh \vho presenl 

\\;it11 palpable I ~ r t ~ a s ~ c ~ t i ~ c c r . " ' ~ " ~ " '  In oltrstucly p t i c ~ i t s  
with ilonpalpahle breast cancel- Iiarl a 12.3% chalice o f  
noclal positivity compared with a 49.4% c l ~ n c c .  of 

nodal positivity for patieritswith palpable breastcancer 

( p  = 0.900). The :werage tunioi- s i ~ e  of iionpalpahlc 
lesionsarc smaller than palpal~le lcsions in all subgrot~ps 
aiid statistically sig~~ificant in slibgrorips of Tll,, 'TIC 
and T'L (TaMe 3).  In o11r sri-ics we Sound that tlic 
cliaiice 01' cliilic;dly palp;iblc is about 50% when the 
tiinlor siLv is 0.5 I - 1.0 cnl or TI 11 lcsioi~ ancl the chance 
oS plpil3liry is niorc thal-I 80% \ \hen the Lumor is 

larger than 2.0 cm (Table 4) .  Thc single most significa~it 
preclicti~~e hclor of 10 itntl 'LO ycal- suwival is the 
absolirtc number of' lymph nodes in\.ol\*ed with 

metastatic neoplas~n.  1'hysic;d examination is 
~iotoriously inacclmte in determining the presence 01' 
Iyniphatic in\vl\.erncnt and ma); I i a ~ e  false - positive 

1-ales and l'alse - ncgativc ratcs Tor cletectior~ of asillary 
ntelaslascs  hat range li-on1 2.5 lo 3 I 1 x 1 -  cent and from 
27 to 33 per ccrit, rcspc~ctively." Henderson imcl 
Ca~lcllos' report that patients ~ v i ~ h  rieg::;~liw axillai-y 
Iynpha~ics have 5 - y(:';11. ;1nd I0 - yc;1r s ~ ~ i ~ i w l  rates 01' 
78 and 6.3 per cen1, rc~spcctivc'ly ; Tor patients with four 
or Inore positivc lynlphatics, su~vival rates are 32 and 

13 per cent, respccrivcly. Fisher and associates"obser\led 
that the ~ iumber  of positi1-e nodes is correlated with 

the percentage of 5 - year and 10 - y a r  treatinent 
f'ailurcs. The almwcc ol'positive nocles .iws ;~ssocia~crl 

with a 20 per cent fi~ilure raLe a~ I 0  )'cars ; lhc. presence 
ol 'n~ore  than four posiliw ~ioclcs was associated with a - (1  pel, ccnl trcatnicnt fi~ilure rate ; lhe presence of 

niol-c. t l~an I0 positive nocles ii-1crc;wtl ~ h c  Sailul-c~ rate 
to 87 per(.ent. 1';liiciits with occult. nricroinetastases in 
1y11lpli I ~ O ~ C S  il1iti;llly reported ;is histologically negative 

may have slii-\i\al rates that arc riot significantly diiferent 

f'roni thosc of patients with negahle nodcs.'~"'~'Koscn 
and associates" dcscribetl a large group o f  patic~its 
folltwcd a n~ediail 01' I8 to 'LO years. They sl~cxvcd that 

tlinior size, the number of asillaiy lymph iioclc 
metastases, l ~ ~ ~ i p h ; ~ l i c  turnor ciiiboli, tllmor histology 
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a ~ i d  clil'f'erenli;~li(-)~l, blood vessel invasio~l ,  :t1ic1 

lymphophasn~oc)i~ic rcacl io~i  around rht: prinlal'y 
~ l ~ r n o ~ - \ v e r e  important predictors o i ' s ~ ~ n h l .  Thtyalso 

showed that as tumors increased in size lhc probablity 
of' nodal positivity increased. I11 our  sti~dy, the palieills 

with iwnpalpable lesions had a nuinbcr oCprc.)gnostic 
factors in their f i w r  (Table 5). They were less likely 10 

l>c positivctl asi l la~y node (p  = 0.000). Nonpalpahlc 
tumorswrre less likely to demonslratc lyinphatic tumor 

cnlboli 01-vascular invnsion (11 = 0.0:') and nonpdpablc 
tunlot- had a higher s~lrvival rare ~ h a n  patielits w i ~ h  

palpable tumor. AIrlirot~gli t l ~ c  surgical appr-0x11 LO 

the breast in parienrswith 111-cast carcinoma has lxcome 

less aggressive o \ w  recentycars, rolltine axillary lynlph 
nodc dissectiou conlinl~es to be perforniecl Tor most 
pa t ien~s  e i ~ h e r  coi~servati\~e b r e a s ~  surgc~y o r  stanclarrl 
modiiictl raclical m:~sleclo~ny':'." lwcause lymph nodc 
slarlls is inaccurated by physical csami~iarion alone" 

and conti~ilies lo he lhc si~lglc most irnporlal~t prog- 
11oslic faclor in brctast callcer pa~icnts .  F~~r ther rnore ,  
axillaiy dissection lowers the risk oTasi1lal-y recurrence 

and oi~cologist requirc asillmy noelal svaws before 
de~ernl ining the esact of (he chemotherapy given. 
Clinical tr-ids are investigating the issl~e OF "scnti~lcl 

~loclc" biopsy as an  altcrnati\.e to formal asillary 
dissection for s1aging.I ' , I i  A radioisotope o r  a dye is 
in,jec~ctl into the region o l ~ l i c  liimor, ancl radioacrivity 

o r  ~ w e s c ~ ~ c c ~  o f  clyc is assessed in the asilla. Mhen a 

node is identified by this tcchniql~e, it is removecl for 
biopsy. If  his so-  c;dlcd sentinel node shows n o  tumor, 
this is regardcd as ccluivalen~ to a negative asilla. 

There are s u h g r o ~ ~ p s  of paticnts in who111 tlic risk 
ofasillary positivity is low, in pat ie~~tswith nonpalpablc 

T l a ,  T I  11 lesions, or  p a t i ~ ~ l t s  wit11 111rc~c hvorable 
fi~clot-s in llle multivariate analysiswllicl~ h x  apredicletl 
nodal positivity o f  3.7% (Tal)le 8 ) .  The relalive low risk 

ofasill:~i-y melaslases in thcsc pa~ienrs  must be wcig11td 
againt the polential mol-bidi~y of the routine asi l la~y 

c1isscction.l" If' it is assumed that the sentinel node 
biopsy has a n  accuracy of' more rhan 90C%,,,".'" a 

reasonable alteration  nay l x  the use o r  senrinel nodc 

biopsy in palienls with low risks o r  :~xillary node 
nlclaslases. 

For the breast carcinomas paticnts, the axillary 

lymph nodes metasrases are positively correlated with 

lumor size, as thc tllnnor size is increased (lie incitlclicc 
of ~loclal melaslaws is progressively increasccl. T h e  
asillary nodal status is (he most significiu~t preclic~ive 

f>clor-ofs~~l-\lival. Wit11 the high qualily ~na~~imogl-aphy,  

some newly diagnosed breast carcinoma cases are 
nonpa1pal)lc. T l~cse  nonpalpal>lc tllrnors arc nlore 
likely to he smallel, and their nodal posilivi~y 1owc.r. 

They were less liltcly to tlcmo~lstrale lympliaric tunlor 
c~nl)oli or  vasclilar i~lvasion, lhcy l ~ c l  a l~iglier sill-viva1 

rale rhan pilpa1)le ~ ~ ~ n l o l - s .  Thy relalive low risk 01' 
asillmy rnetitst;lsc.s i l l  these patients may be weighed 

againt rhe polcnlial morbidity of r o l ~ ~ i n c  asil1:u-y 
disseclion ancl the use of sen~ine l  node biopsy may he 

colisicle~-ed in these paticnts. 
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