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Clinical Features of Breast Cancer without Axillary Lymph Node Metastasis

Sang-Dal Lee, M.D., Sae-Woung Lim, M.D., Seok-Jin Nam, M.D. and Jung-Hyun Yang, M.D.

Department of Surgery, Samsung Medical Center,
Sungkyunkwan University School of Medicine, Seoul, Korea

Purpose: Axillary dissection has, for many years, maintained its role as the primacy surgical therapy
for invasive breast carcinomas for many years. However, with the advent of screening mammography,
more breast cancers are detected at an earlier stage and are apparently confined to the breast without
nodal involvement. Therefore, axillary node dissection may no longer be considered to be the standard
treatment for all patients with invasive breast cancer. Methods: We reviewed the case histories of 404
patients with breast cancer who had been treated at the Department of Surgery, Samsung Medical Center
between Jan 1997 and Dec 1998. Two-hundred two of those patients had negative nodal involvement.
Clinical and pathological results were compared between node negative and node positive cases and the
results were analyzed by using the chi-square test. Results: The peak age of the patients was in the
forties but premenopausal patients were more frequent in node negative patients than in nodal involvement
patients. More node negative patients than node-positive patients had tumor mass less than 2 cm in size
in node-negative patients invasive carcinomas were less frequent than in node-positive patients, but and
special type with good prognostic histology and intraductal carcinomas were found more frequently.
Lymphatic or vascular invasions were less frequent (4.5%) in the node negative group than in the node
positive group (33.5%). Tumors located in the upper outer quadrant were less frequent in node negative
cases than in node positive cases. Breast conservation surgery was performed more frequently in node
negative cases than in node positive cases. Symptoms and signs, mammographic findings, hormonal
receptor status and C-erbB2 & p53 were not associated with nodal status. In node negative patients,
the estrogen receptor status and the histologic or nuclear grade were linearly correlated in this study.
Conclusion: Compared to node positive breast cancer, age, tumor size, histologic type, and lympho-
vascular invasion were different in node negative malignancies. The characteristics of the primary tumor
can be helpful to assess the risk for axillary node metastasis.
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A4, e Uy, ¢ ¥ HelzIAAAN 5 B
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Hog 7 QabE7ke] vliollv SPSSEZa#-g of
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3 20miE 149(6.9%) Skol HEAH AHolvt Sle A
Foll wlsll =737 opde vinH @E dW¥Fol B
$kth(p=0.031)(Table 1).
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(53.3%) 2ok Ykch(p=0.014).
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Table 1. Age distributions

Number(%)
Age distributions p=0.031
Node Node
negative positive
Under 30 14 (6.9) 4 (2)
30~39 57 (28.2) 49 (24.5)
40~49 83 (41.1) 79 (39.5)
50~59 29 (14.4) 41 (20.5)
60~69 15 (7.4) 24 (12)
Over 70 4 2.0) 3 (1.5
Total 202 (100) 200 (100)
Table 2. Mammographic findings
Mammographic finding Number (%)
Mass 66 (44.9)
Calcification 31 2L.1)
Mass with calcification 20 (13.6)
Asymmetry 14 (9.5)
Others 16 (10.9)
Total 147 (100)
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25) £ 0 438 Fzte] AY-FolGEKTable 2)
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Sulgalde e AW 1474 F 11464(77.6%)0 4
ob4 Ae] JARIFen 2 FANME 964
Z 7740(802%)N A A& 4G + A A
FUAZ HAGNAE 1366 F 1204](88.2%)o0 A
g JAY F Aol 7 YIS e Al
A HAE WEsted AR W wdEs} o
$ Holu} 204(1.6%)l MY ot ksl Al
a9 <} (Table 3).
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HYZXE 10541(52%)% FHEEH HAE
940)|(46.5%)% HAIR T utell FARAET A
By A3t 300l(1.5%) A vl(Table 4) oluf F
BEA AAge] AFEL FZA Ao} Ae A
o] 22%0) Hls) @2 o)z} U THp <0.001).

Table 3. Preoperative evaluations

No. of suspected

Diagnostic methods mali cy (%)

Mammography 114/147 (77.6)
Ultrasonography 77/96 (80.2)
FNAC 120/136 (88.2)

Combination of three 123/125 (98.4)

FNAC: fine needle aspiration cytology

Table 4. Operative methods

Number (%)
Operative method P<0.001
Node Node
negative positive

Modi ical

odified radical 105 (52) 154 (77)
mastectomy
Breast conservation 94 (46.5) 4 @2

surgery
Excision 3 (1.5) 2 M

6) "a| A

Walza A7 #$Q% 1874 F FEA FIg
o] 1470(78.6%)2 7H3 @k [guvigte] 160
(8.7%) TE=EIch 18t HHA < 8oll(4.2%),
A 8oj(4.2%), TAY 64(3.2%), FHlA <k 29
(1.1%) Sol $1gicH(Table 5). o] FZA Hel7}
= A4S AeA a9t 88%, BAT WS 1.5%, HY
At 1%, FF3 1% 5 Aol vl AF7t F2
z3Yu7t B2 ¢ 4 Uk

7 #9 37|

Fokel mFE 1.1~2 em (Tle, 769, 37.6%) o
2.1~5 cm (T2, 744, 36.6%)¢] ti¥iiolgisr z1ulol

Table S. Histologic types

Number (%)

Histologic type
Node negative Node positive

Infiltrating ductal

carcinoma (IDC) 147 (78.6) 176 (88)
Ductal carcinoma
in sitm (DCIS) 16 87 63
Mugcinous carcinoma 8 42) 2
Medullary carcinoma 8 (4.2) 2 (D)
Tubular carcinoma 6 (3.2)
Secretory carcinoma 2 (1D
Table 6. Size of tumors
Number(%) p valve
Size of tumor :
Node Node <0001

negative positive
1 cm or less

43 (21.3
(Tla, b) 3 (21.3) 22 (1D
1.1~2 cm (Tlc) 76 (37.6) 54 (21.5)
2.1~5 cm (T2) 74 (36.6) 102 (51)
More than 5 cm

945 22 (11
(T3) 4. 5) (11)
Total 202 (100) 200 (100)
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Table 7. Hormonal & Oncogene status

Table 9. Nuclear grades & histologic grade

Number (%)
Parameters p value
Node Node
negative positive

Hormonal status

ER (+) 79/145 (54.5) 95/167 (56.9) 0.335

PR (+) 56/145 (38.6) 66/167 (39.5) 0.436
Oncogene status

C-erbB 2 130/133 (97.7) 150/156 (96.2) 0.219

P53 68/137 (49.6) T0/156 (44.9) 0.208

Table 8. Lymphatic or vascular invasion

Lymphatic or vascular

invasion (number, %) P <0001

9/202 (4.5)
67/200 (33.5)

Node negative
Node positive

1 cm o]3K(Tla & TIb, 430)], 21.3%), 5.1 cm o4
(T3, 9¢], 4.5%)°] AeHl YA Ho)r} Y& &
2 kel vlZolA e Foke =77 e AFeUt
B rHp<0.05)(Table 6). wH177] o]HH o|F #Hx
9] Foko| ATlolle AolE KolA| ghgteh. W T
of gsuigke] Ae] [AEl B9 47/12340(38.2%)
2 g=ZA Aol7t AU $xlollH ] 52/143 (36.4%)9}
1) 48}9] tH(p=0.378).

8) B{xXNatat ZAtdD

ER<EA] kA 79/145¢3)(54.5%), PRTE-M| kA
56/14503](38.6%) = C-erb2 k4] 130/1334)(97.7%), P53
A 68/13700(49.6%) ztzt A Aol7t Uy @
22} vl 2A] ulgle Aol E Kolz| ¢Fgkrk(Table 7).

9 WE = BxM Y A

Nel PY=ZA Holrzt gle TolA FUY W (LA
g 93 Aadd BY A5 920241¢.5%) B
Fatd ot et FEZA Holrl gl TFelAe 67/
200641(33.5%)% & AolE H S rHp<0.001)(Table 8).

10) #HEF N =ZHH BR
W5Fo] FHEslAY 157l ASF 2041(12.7%),

Parameters Node negative Node positive
Nuclear grades p=0.208
Low 20 (12.7) 20 (11.5)
Intermeadiate 74 (47.1) 93 (53.4)
High 63 (402) 61 (35.1)
Total 157 (100) 174 (100)
Histologic grades p=0.083
Well 15 (12) 7 (5.6)
Moderate 53 (42.4) 52 (41.6)
Poor 57 (45.6) 66 (52.8)
Total 125 (100) 125 (100)

Table 10. Nuclear and histologic grade along the ER
status in Node (—) patients

Parameters ER (—) ER (+)

Nuclear grades p<0.001
Low 1 (1.5) 14 20)
Intermeadiate 16 (24.6) 42 (60)

High 38 (58.5) 14 (70)

Total 55 (100) 70(100)

Histologic grades p<0.001
Well 0 (0) 10 (18.1)

Moderate 12 (26.7) 32 (58.2)
Poor 33 (73.3) 13 (23.7)
Total 45 (100) 55 (100)

FEF 7400(47.1%), LEF 6361](402%)H 2 =28
A B9 R0l 7Hsedd 1259 196 154901(12%),
25-F 536|(42.4%), 357 5741(d5.6%)E Y=A A
o]7} Y= T3] vl G Xolw Yt
(p>0.05)(Table 9). 33 ERG-E-A7} 40 FH Sl
¥ 534 A5F 4o, 57 26, IFF 149|0]
o zA%H 54 PR 15F 104, 25F 324, 3
S 13012 iy EREA A9 ASE HEF
A ASF 1d], 25T 164, 5T 38diglen =
A SF EFY 159 0dl, 255 1240 A 3%
+F 33dl2 o] & H 3 rHp<0.001)(Table 10).
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A8 Elogket. spAgk ol 2 A% FPHFI HAEe
BEo] HX FEEAHA olo thel ulE oz A
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7487t B3 Qo] olaidt FaE JHHY dlFEn et
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SR Ed AAEL oA 41 FEZ HF 161
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dz=4 Aojot AAJE A2 ¢4 Je 44
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AxA Hol&& Tla 8.3%, Tib 153%, Tic 30.7% 2
Hasigded ARES] AF9ole fJ=A Aozt U
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v Rt F2 FE Jehlle 22 Y ¢Fel 4
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9] 335%00A ¥ wE YZA Adol PR Wt
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F7 9 A =% YZA Hojo JHo] U A
o2 ¢34 922,23 UrenF 2N Fube 92
o wie} PZ Rl vl wiakoll <7kl Xo)r} glof
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ot skglew] Maibencod (122 U F4o X
7 A9 2 sl9Eg A Ao gxg Al
o gkt ok AREe A$ Foo Yx)7}
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Achp=0.014). 2HeH FFol} 5, £ 32
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