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ABSTRACT
Aim: The aim of the present study was to find out the relationship between clinically palpable axillary lymph node and histological 
positivity for metastasis in patients with breast cancer.
Method: This is a prospective study of 50 patients who underwent mastectomy with axillary clearance between august 2007 
to august 2009 were evaluated. The clinically palpable lymph nodes, number of lymph node retrieved and histological positivity 
were studied.
Results: Out of 50 patients, in 31(62%) patients axillary lymph node were palpable. The number of lymph nodes retrieved varied 
from 3-13.
Among these patients with clinically palpable axillary lymph nodes, in 87% of patients these lymph nodes showed metastasis. 
Conclusion: Routine Axillary Lymph node dissection (ALND) in clinically node positive patients is useful for determining histo-
logical status and also as a therapeutic procedure.
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INTRODUCTION

Many studies have proved that axillary lymph nodal status 
is the most important prognostic indicator in breast cancer 
and influences the treatment pattern. Axillary lymph node 
dissection offers excellent loco-regional control and im-
proves overall survival1. It has seen reported that 30 % of 
the patients with clinically palpable lymph node proved to 
be negative and 30 % of the patients with clinically negative 
have node involvement by histology on axillary dissection2. 
Ultrasound guided fine needle aspiration or core needle bi-
opsy has reported a positive result only in 40 percent of axil-
lary node metastasis3. Sentinel lymph node biopsy (SLNB) 
has become a routine during the last decade and the recent 
guidelines recommend removal of clinically palpable axil-

lary lymph nodes irrespective of SLNB results 4. In 50 breast 
cancer patients clinically palpable ipsilateral axillary lymph 
nodes were studied for histological positivity after mastec-
tomy with level II axillary clearance. 

Patients and Methods
Between August 2007 to August 2009, 50 consecutive pa-
tients with breast cancer presented to medical college were 
included in this study. An informed consent was obtained 
from each patient and approval of the Ethics committee of 
this institute was obtained before starting this study. Clinical 
evaluation with detailed history and physical examination in-
cluding primary tumour size and axillary nodal status were 
carried out. Modified radical mastectomy or total mastec-
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tomy with level II axillary dissection, were carried out and 
follow up based on this standard protocol.

Parameter studies were histology of the primary, number of 
nodes retrieved and number of nodes showed metastasis.

Statistical test included Pearson’s R test for number nodes 
retrieved and involved. Chi - square test for clinically palpa-
ble lymph nodes and histological positivity. 

RESULTS  

Between August 2007 to August 2007, 50 patients presented 
with breast cancer and underwent surgery were analysed. 
The mean ages of the patients were 48 years (range 19-
85 years) and maximum occurrence was in the age group 
above 50 yrs (48 %). All the patients presented with lump 
in the breast and out of 50 patients in 32 (62 %) ipsilateral 
lymph nodes were clinically palpable and in 19 (38 %) not 
palpable. Modified radical mastectomy was performed in 35 
(70%) and total mastectomy in 15 (30%) patients, and axil-
lary clearance up to level II in all the patients.  The number of 
lymph nodes retrieved varied from 3 to 13, 3 – 5 in 18(36%), 
6-9 in 13 (26%) and > 10 in 19 (38%) patients. 

Histopathological examination showed infiltrating Ductal 
carcinoma in 46 (92 %) and intraductal carcinoma in 2 (4%), 
medullary in 1(2%), lobular in 1(2%). 

Table 1 compares the number of nodes retrieved with meta-
static node and Pearson’s R test did not show any statistical 
significance. 

Among the clinically palpable axillary lymph node patients 
(31) in 27 (87%) patients the lymph nodes were histopatho-
logically positive and in 4 (12.9 %) patients nodes were neg-
ative and these findings were statistically significant (p value 
0.006). Table 2

DISCUSSION

Axillary lymph node status is one of the most important 
prognostic factor and influences treatment policy in breast 
cancer. ALND offers excellent loco regional control and im-
proves overall survival 1. It has been reported that  clinical 
examination of the axillary region is falsely positive in up to 
30 percent of cases, and about 30 percent with clinically neg-
ative have node involvement on axillary dissection 2. Node 
positivity is influenced by the number of nodes retrieved and 
this depends on the extent of axillary clearance, nodes ex-
ceeding ten to have a higher probability of metastasis 5.In 
this study only in 38 percent of patients had ten or more 
retrieved, because our dissection is limited to level II only. 
Patients with palpable   axillary nodes may elect to proceed 

to axillary clearance since the probability of axillary node 
involvement is high.

The potential complications and the doubtful benefit of 
ALND have led to the methods of pre operative diagnosis of 
involvement of axillary nodes. Ultrasound guided fine needle 
aspiration or core needle biopsy of axillary node is positive 
only in 41 percent of patients 3.  Sentinel lymph node biopsy 
(SLNB) is emerging as an alternative to diagnose axillary 
node metastasis and to avoid an ALND in node negative pa-
tients. Though early results are promising still this technique 
needs validation. In a recent study by Specht et al have ques-
tioned whether SLNB should be considered in breast cancer 
patients with palpable Axillary lymph node and inconclusive 
ultrasound guided FNAC or core needle biopsy 6. According 
to Axelson et al, SLNB is acceptable in patients with T1-2 
and clinically node negative breast cancer 7.  Lymen G.H. et 
al have recommended ALND in clinically palpable axillary 
lymph node irrespective of SLNB result and in SLNB posi-
tive patients to undergo minimum level II clearance 4. Large 
primary tumours have higher rate of Axillary lymph node 
metastasis but lymphatic infiltration causes decreased iden-
tification rate and increased false negative rate in SLNB 8.

According to Parmar V et al axillary sampling is a better 
alternative to SNB in operable breast cancer 9. Forrest has 
stated that axillary sampling helps to identify a node positive 
axillary region and to select patients for radiotherapy 10. A 
study on sampling of axillary lymph node in UK has shown 
that the higher lumber of nodes harvested, higher numbers of 
metastatic nodes identified. In this study median number of 
nodes retrieved were 8 (range 0-30) 11.

Alternative to axillary sampling up to 30 nodes followed 
by radiotherapy, prophylactic axillary clearance is a better 
option for operable breast cancer with clinically palpable 
lymph nodes 12.  In this study, significant number of nodes 
showed metastasis in clinically palpable axillary lymph 
nodes. According to Boon et al, in clinically palpable axil-
lary node patients axillary dissection is of therapeutic value 
and has this advantage over radiotherapy 13. A Meta analysis 
of six trials including 3000 revealed a survival benefit of 5.4 
percent who underwent prophylactic ALND 14.

CONCLUSION

Axillary lymph node status remains as one of the most im-
portant prognostic factor and it is difficult to confirm me-
tastasis in axillary lymph node irrespective of pre operative 
US guided FNAC or true cut biopsy or Sentinel lymph node 
biopsy.  Present study has shown Routine Axillary Lymph 
node dissection (ALND) in clinically palpable axillary 
lymph node removal has therapeutic value and confirms me-
tastasis and helps in further management. However, further 
study with larger number of patients is necessary to confirm. 
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Table 1: Lymphnodes Retrived and Metastasis

No of 
nodes

No of 
pts (%)

Positive for 
Mets. NO (%)

Negative for 
Mets. NO (%)

Pearson’s  
R test

3-5 18(36) 14(77) 4(22)

6-9 13(26) 6(46.1) 7(53.9)

10-13 19(38) 14(73.6) 5(26.4)

Total 50 34(68%) 16(32%)      0.800

Table 2: Palpable Nodes and Metastasis

No. of 
pts (%)

Positive 
for mets. 
No (%)

Negative 
for mets. 
No (%)

P Value

Palpable 31(62) 27(87.1) 4(12.9)

Not palpable 19(38) 8(42.9) 11(57.9)

Total 50 35(70) 15(30)  0.006


