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Predictive Factors Affecting Axillary Lymph Node Metastasis
in Patients with Invasive Breast Carcinoma of 1 ecm or Less

Sun Hee Kang, Jihyung Cho

Breast Endocrine Division, Department of Surgery, Keimyung University School of Medicine, Daegu, Korea

Purpose: Although screening MMG leads to increase of early small breast cancer, axillary lymph node metastasis
is still an important prognsotic factor in these patients. The aim of this study is to evaluate the incidence and
predictors for axillary lymph node metastasis in patients with invasive breast carcinoma of 1 cm or less.
Methods: A retrospective analysis was made of 144 patients who underwent resection of primary tumor and axillary
procedures between January 1999 and August 2009 for breast cancer of 1 cm or less in size. Patients were divided
into two groups according to axillary node metastasis and clinicopathologic factors including age, palpable mass
during physical examination, location of tumor, multifocality, tumor size, histologic type, extensive in situ
component, histologic grade, nuclear grade, lymphovascular invasion, hormonal receptor status, and C-erbB-2 status
were compared.

Results: Twenty-eight (19.4%) patients of all 144 patients had metastasis in the axillary lymph node. Three variables
such as multifocality (P=0.023), histologic high grade (P=0.033), presence of lymphovascular invasion (P=0.002)
were found to be significant in univariate analysis. In a multivariate logistic regression analysis, however,
multifocality (P=0.022) and presence of lymphovascular invasion (P=0.007) were independent predictors of axillary
lymph node metastasis.

Conclusion: The incidence of axillary lymphnode metastasis of breast cancer 1 cm or less in size was 19.4%.
Although the size of invasive breast carcinoma is less than 1 cm, if the tumor presented lymphovascular invasion
or multifocality, axillary lymph node dissection might prove better than sentinel node biopsy. (J Korean Surg
Soc 2011;80:10-15)
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Table 1. Clinicopathologic characteristics

Variables

Number (%)

Table 2. Univariate analysis according to axillary lymph node

Age (year, meantSD) 49.96+9.5
Palpable tumor (n=143)
Palpable 75 (52.4)
Non-palpable 68 (47.6)
Location of tumor (n=128)
Upper outer quadrant 60 (42.7)
Others 68 (47.2)
Multifocality of tumor (n=144)
Single 133 (92.4)
Multiple 11 (7.6)
Size of tumor (mm, mean*SD) 6.7£3
T stage (n=144)
T1mic 17 (11.8)
Tla 29 (20.1)
T1b 98 (68.1)
Histologic type (n=144)
Invasive ductal carcinoma 125 (86.8)
Invasive lobular carcinoma 5 (3.5
Others 14 9.7
Extensive in situ component (n=144)
Present 102 (70.8)
Absent 42 (29.2)
Histologic grade (n=125)
Low 80 (64.0)
High 45 (36.0)
Nuclear grade (n=126)
Low 68 (54.0)
High 58 (46.0)
Lymphovascular invasion (n=115)
Present 27 (23.5)
Absent 88 (76.5)
Hormonal receptor status (n=142)
Positive 104 (73.3)
Negative 38 (26.7)
C-erbB-2 status (n=137)
Negative 111 (81.0)
Positive 26 (19.0)
ek BAo4 Acato] AL Holo] dake Fi
g el shd B4 chik A $9(17.9% vs 5.2% P=0.023),
=2 2AHH 5H(53.8% vs 31.3% P=0.033), A= 3 &
B A (46.2% vs 169% P=0.002)0] At} tho], Fko] &4
oj]_lf_’ %_ool:g] _?,];‘q _Eol:g] 517] zzlﬁ]—;@ o) ‘Srl’ %‘ﬂ—r]
I Weke] EA) ol 5, S=+F ER, PR, C-erbB-29] &l A%
+ A felAol 3l k(Table 2).
chilsr 24 Sl 2AelA §o4E 1Y Yz
4 92 B4, g, 2493 ST 59l A P2

metastasis
Variables Negative Positive Pvalue
node group node group
Age (year, meantSD) 50.66+9.9  47.04+7.03  0.070*
Palpable tumor
Palpable 56 (48.7%) 19 (67.9%) 0069"
Non-palpable 59 (51.3%) 9 (32.1%)
Location of tumor
Upper outer quadrant 47 (44.8%) 13 (50%) 06317
Others 58 (552%) 13 (50%)
Multifocality of tumor
Single 110 (94.8%) 23 (82.1%) 00237
Multiple 6 (52%) 5 (17.9%)
Size of tumor (mean, mm) 6.5+3.2 74423 0.140%
T stage
Tlmic 17 (147%) 0 0%) 0096
Tla 23 (19.8%) 6 (21.4%)
Tib 76 (65.5%) 22 (78.6%)

Histologic type
Invasive ductal carcinoma 98 (84.5%) 27 (96.5%) 02317
Invasive lobular carcinoma 5 (4.3%) 0 (0%)

Others 13 112%) 1 (3.5%)
Extensive in situ component
Present 83 (71.6%) 19 (67.9%) 0.699"
Absent 33 (284%) 9 (32.1%)
Histologic grade
Low 68 (68.7%) 12 (462%) 0.033"
High 31 (31.3%) 14 (53.8%)
Nuclear grade
Low 57 57%) 11 @23%) 01817
High 43 @3%) 15 (57.7%)
Lymphovascular invasion
Positive 15 (169%) 12 (462%) 00027
Negative 74 (84.1%) 14 (53.8%)
Hormonal receptor
Positive " 84 (737%) 20 (71.4%) 0.809"
Negative' 30 263%) 8 (28.6%)
C-erbB-2
Negative 90 (81.8%) 21 (77.8%) 0.631"
Positive 20 (182%) 6 (22.2%)

*independent t- test; T Pearson’s chi-square test; Tpositive = ER
and/or PR positive; §Negative = ER and PR negative.
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Table 3. Multivariate analysis of variables predicting axillary lymph node metastasis

Variables 8 -Coefficient HR* 95% CI' P-value
Presence of lymphovascular invasion 1.416 4.122 1.47~11.54 0.007
Multifocality of tumor 1.782 5.939 1.30~27.15 0.022
Histologic high grade 0.598 1.818 0.68~4.88 0.236
*HR = hazard ratio; TCI = confidence interval.
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