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INTRODUCTION 

Breast cancer is the most common female cancer 

worldwide representing nearly a quarter (25%) of all 

cancers with an estimated 1.67 million new cancer cases 

diagnosed in 2012.
[1]

 In less developed regions (883 000 

cases) there are slightly more number of cases compared 

to more developed (794 000) regions.
[2]

 In India, 

although age adjusted incidence rate of breast cancer is 

lower (25.8 per 100 000) than United Kingdom (95 per 

100 000) but mortality is at par (12.7 vs 17.1 per 100 

000) with United Kingdom.
[3]

 There is a significant 

increase in the incidence and cancer-associated 

morbidity and mortality in Indian subcontinent as 

described in global and Indian studies.
[4-7]

 

 

Because of high incidence of breast cancer among 

women, it is essential to identify effective strategies to 

manage this disease in population. This is particularly 

dependent on screening programmes and early detection 

of cancer, information about risk factor, incidence of 

cancer in a population and the relationship between 

tumour characteristics and its invasive manner.
[8] 

Early 

detection of breast cancer through organised 

mammographic programs is an effective method to 

reduce the death and morbidity associated with breast 

cancer.
[9] 

Of the known risk factors, age has the strongest 

influence on breast cancer incidence, roughly half of all 

new cases are among women between 50 and 60 year of 

age.
[10,11]

 Increasing number of involved axillary lymph 

nodes is associated with an increased probability of 

recurrence and mortality.
[12] 

Prognostic factors that are 

considered valuable in predicting axillary nodal status for 

patient with invasive breast cancer include: -size of 

tumour, age, vascular invasion, hormonal receptor status, 
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menopausal status, histological grade, nuclear grade, 

lympho-vascular invasion, DNA polyploidy. But only 

the size of primary tumour, as an independent factor, 

seems to have a statistically significant relationship with 

lymph node metastases.
[13] 

During the last century lymph 

node dissection had been an effective surgical procedure 

in initial management of invasive breast cancer.
[14] 

It is 

universally acknowledged that staging the axilla is 

mandatory for selecting the proper treatment of patient 

with invasive breast cancer.
[15]

 For many years the idea 

of omitting complete axillary dissection for patient with 

small tumours has been a subject of controversy. Some 

authors believe that we can spare patient with small 

tumour (less than 1 cm) from a full Axillary Lymph node 

dissection because of the low risk of Axillary Lymph 

node metastasis in these patient. But other think Axillary 

Lymph node dissection must remain as standard of 

care.
[16] 

It is a cause for concern that in patients with 

invasive breast cancer, can primary tumour size be used 

as predictive factors for axillary lymph node 

involvement.
[17]

 

 

Hence there is need to correlate the primary tumour size 

in cases of breast cancer with the positivity of axillary 

dissection sample for metastasis. Which may further help 

us to frame the management plan for early breast cancer 

in view of morbidities related to complete axillary 

dissection. 

 

Aim 

To correlate size of primary tumour with axillary lymph 

node status on Axillary Lymph Node dissection in breast 

cancer. 

 

MATERIALS AND METHODS 

A. Study type – Observational study 

B. Study place - The study was conducted in Teritary 

Health Care Centre Acharya Vinobha Bhave Rural 

Hospital attached to Jawaharlal Nehru Medical 

College, Datta Meghe Institute of Medical 

Science University. 
C. Duration of Study- This study was carried out over a 

period of two and half years (September 2015 to 

September 2017). 
D. Study Design- Prospective observation study of 30 

cases of female breast cancer irrespective of the 

stage of the disease  

E. Sample Size – 30 female Patients of breast cancer. 

 

INCLUSION CRITERIA 

1. All female breast cancer with operable primary 

tumour. 

2. All patients who are willing to get operated for 

primary tumour and axillary lymph node dissection. 

 

EXCLUSION CRITERIA 

1. Patients with distant metastasis. 

2. Patients having non-operable primary tumour. 

3. Patients not willing to give consent for the surgery. 

4. Patients who had undergone any intervention 

previously. (NACT) 

 

INITIAL ASSESSMENT 

TECHNIQUE  

All the 30 cases included in the study will be evaluated 

for clinical stage, local extent and systemic spread of the 

disease.  

 A detailed history of the present illness along with 

past, family, menstrual and obstetric history will be 

recorded on a pretested proforma. 

 The patients will be subjected to a thorough clinical 

examination with special emphasis on: 

1. Tumour Size and its characteristics 

2. Status of axillary and supra-clavicular lymph nodes. 

3. Abdomen, respiratory and skeletal system 

examination. 

4. Opposite breast and axilla examination. 

 

 Based on these findings, the patient’s disease was 

staged clinically as per TNM staging system as 

defined by UICC/AJCC.
[55]

 

 

 The following investigations were performed on 

admission 

1. Complete blood counts. 

2. Kidney function tests (KFT). 

3. Liver function tests (LFT). 

4. ECG and Chest X-ray. 

5. X - ray spine AP and Lateral view 

6. USG bilateral breast and axilla. 

7. Abdominal Ultrasonography (U.S.G) 

 

 FNAC (fine needle aspiration cytology) from the 

breast lump was done to confirm the clinical 

diagnosis of carcinoma breast. 

After preoperative work up and assessment of fitness for 

anaesthesia, all patients will be Modified radical 

mastectomy (MRM). After MRM, the specimen will be 

labelled and will be sent for histopathological analysis 

with an attached proforma to note the findings. 

 

The details to be elaborated in the histopathology reports 

will be\ 

ON GROSS 

 Tumour size  

 Surrounding tissue involvement  

 Skin /base involvement 

 Number of lymph node is isolated 

 

ON MICROSCOPY 

 Surrounding tissue invasion  

 Lymph node positive for metastasis  

 Lymphovascular invasion  

 Capsular invasion 

 Axillary fat invasion 

 

STATISTICAL ANALYSIS 

Statistical analysis was done by using descriptive and 

inferential statistics using Student’s unpaired t test and 
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Chisquare test and software used in the analysis were 

SPSS 22.0 version and GraphPad Prism 6.0 version and 

p<0.05 is considered as level of significance. 

 

RESULTS 

Observations and results. 

 

Distribution of patients according to their age(years) 

30 patients included in the study when were categorized 

in early presentation i.e. ≤ 30 years, perimenopausal 31-

45 years, menopausal 46-60 years and elderly  60 

years. It was observed that patients were 1,12,12,5 

respectively. In present study it was seen that maximum 

number of patients i.e. 80%were in age group of 31-60 

years. 

 

 

 

 

 

Table 1: Distribution of patients according to their 

age(yrs). 

Age Group No of patients % of patients 

≤30 years 1 3.33 

31-45 years 12 40.00 

46-60 years 12 40.00 

>60 years 5 16.67 

Total 30 100.00 

Mean ±SD 49.86±11.82 years 

Range 30-72 years 

Median 50 years 

 

Distribution of patients according to location of 

tumour  

When patients were categorized according to location of 

tumour, 19(63.33%) patients had tumour involving more 

than one quadrant, followed by 7(23.33%) patients with 

tumour in upper outer quadrant and 3(10%) patients with 

tumour in upper inner quadrant. 

 

Table 2: Correlation between location of tumor with number of patients. 

Location of tumor 
Number of 

patients 

Lymph Node 

Positive 

Total Lymph 

Node 

Lower Inner Quadrant 1(3.3%) 3 5 

Lower Outer Quadrant 0(0%) 0 0 

Upper Outer Quadrant 7(23.33%) 36 53 

Upper Inner Quadrant 3(10%) 1 14 

Tumour involving more than one quadrant 19(63.33%) 44 151 

Total 30 84 223 

 

Distribution of patients according to T-Staging 

All 30 patients included in the study were clinically 

examined and categorized as per TNM staging in various 

groups in view of tumour size. It was found that 

maximum number of patients that is 16(53.33%) were in 

T3 stage, followed by by 11 (36.67%) patients in T2 

stage, 3 (10%) patients in T4 stage and 0% patients in T1 

stage. 

 

Table 3: Distribution of patients according to T-

Staging. 

T-Staging No of patients Percentage (%) 

T1 0 0.00 

T2 11 36.67 

T3 16 53.33 

T4 3 10.00 

Total 30 100 

 

Distribution of patients according to N-Staging 

All 30 patients included in the study were clinically 

examined and categorized as per TNM staging in various 

groups in view of lymph node status. It was found that 

20(66.6%) patients were in N0 stage and 10(33.3%) 

patients in N1 stage. 

  

Table 4: Distribution of patients according to N-

Staging. 

N-Staging No of patients Percentage(%) 

N0 20 66.67 

N1 10 33.33 

Total 30 100 

 

Correlation of T-staging with number of patients with 

positive lymph nodes  

When patients were correlated with their ‘T’ stage and 

histopathologically proven positivity of axillary lymph 

node for metastasis, it was observed that 8 (72.73%) out 

of 11 in T2 stage similarly 8 (50%) out of 16 in T3 stage 

and 3 (100%) out of 3 in T4 stage respectively were 

positive for lymph nodes metastasis. 

 

Table 5: Correlation of T-staging with number of patients with positive lymph nodes. 

T-Staging No of patients No of pts with positive lymph node 

T1 0 0(0%) 

T2 11 8(72.72%) 

T3 16 8(50%) 

T4 3 3(100%) 

Total 30 19(63.33%) 
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Correlation of Stage of tumour and capsular invasion 

of metastatic axillary lymph node 
On studying the correlation of capsular invasion of 

axillary lymph nodes with T stage it was observed that, 

8(72.8%) out of 11 cases of T2 stage were positive for 

capsular invasion similarly 7(43.7%) out of 16 in T3 

stage and 2(66.7%) out of 3 in T4 stage were positive for 

capsular invasion of axillary lymph nodes. 

 

Table 6: Correlation of T stage with capsular invasion for lymph node metastatic lymph nodes.  

Capsular Invasion T1 T2 T3 T4 

Positive 0(0%) 8(72.8%) 7(43.7%) 2(66.7%) 

Negative 0(0%) 3(27.2%) 9(56.3%) 1(33.3%) 

Total 0 11 16 3 

 

Correlation of Stage of tumour and Lymphovascular 

invasion of metastatic axillary lymph node 

On correlating Lymphovascular invasion with T stage, 4 

(36.7%)patients out of 11 of T2 stage were positive for 

lymphovascular invasion, similarly 7(43.7%) patients out 

of 16 of T3 stage were positive and in T4 stage, 

1(33.3%) out of 3 were positive for lymphovascular 

invasion in axillary lymph node area. 

 

Table7: Correlation of T stage with Lymphovascular invasion for lymph node metastasis. 

Lymphovascular Invasion T1 T2 T3 T4 

Positive 0(0%) 4(36.7%) 7(43.7%) 1(33.3%) 

Negative 0(0%) 7(63.3%) 9(56.3%) 2(66.7%) 

Total 0 11 16 3 

 

Correlation of Stage of tumour and axillary fat 

invasion with lymph node metastasis 

On correlating invasion of axillary fat with T stage, 

6(54.5%) patients out of 11 of T2 stage were positive for 

invasion of axillary fat, similarly 6 (37.5%) patients out 

of 16 of T3 stage were positive and in T4, 1(33.3%) out 

of 3 were positive for invasion of axillary fat. 

 

Table 8: Correlation of T stage with invasion of axillary fat in lymph node metastasis. 

Invasion of axillary fat T1 T2 T3 T4 

Positive 0(0%) 6(54.5%) 6(37.5%) 1(33.3%) 

Negative 0(0%) 5(45.5%) 10(62.5%) 2(66.7%) 

Total 0 11 16 3 

 

Ratio of identified lymph nodes with positive lymph 

nodes 
After categorizing according to ‘T’ stage where lymph 

node status was sought, in T2 stage out of total 72 lymph 

nodes identified 40 were found to be positive for 

metastasis with ratio of 0.55, similarly in T3 stage 122 

lymph nodes identified 21 were found to be positive for 

metastasis with ratio of 0.17 and in T4 stage 29 lymph 

nodes identified 23 were positive for metastasis with 

ratio of 0.79. 

 

Table 9: Ratio of total number of identified lymph nodes with average number of positive lymph nodes. 

T-

Staging 

No of 

patients 

No of patients with positive 

lymph nodes 

total Lymph Node 

Identified 

total No of positive 

lymph nodes 
Ratio 

T1 0 0(0%) 0(0) 0(0) 0 

T2 11 8(72.73%) 72 40 0.55 

T3 16 8(50%) 122 21 0.17 

T4 3 3(100%) 29 23 0.79 

Total 30 19(63.33%) 223 84 0.37 

 

Correlation between grade of tumour with positive 

lymph nodes 

When all these 30 patients were histopathologically 

correlated for grade of tumour with number of patients 

positive for lymph nodes metastasis it was observed that, 

out of total 15 patients belonging to grade I tumour 

9(60%) were positive for lymph node metastasis, while 

6(40%) were negative for lymph node metastasis, where 

grade II tumour was evaluated it was observed that 

8(80%) out of 10 patients were positive for lymph node 

metastasis while 2 (20%)were negative for lymph node 

metastasis and in grade III tumour 2(40%) out of 5 

patients were positive for lymph node metastasis while 

3(60%)were negative for lymph node metastasis. 
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Table 10: Correlation between grade of tumour with positive lymph nodes. 

Lymph Node 

Status 

Grade of Tumour 

Χ2-value p-value Grade I 

(15) 

Grade II 

(10) 

Grade III 

(5) 

Positive 9(60%) 8(80%) 2(40%) 
2.44 0.29,NS 

Negative 6(40%) 2(20%) 3(60%) 

 

Statistical analysis was done by using descriptive and 

inferential statistics using chisquare test and software 

used in the analysis were SPSS 22.0 version and Graph 

Pad Prism 6.0 version and p<0.05 is considered as level 

of significance. 

 

DISCUSSION 

Breast cancer is the most common female cancer 

worldwide representing nearly a quarter (25%) of all 

cancers with an estimated 1.67 million new cancer cases 

diagnosed in 2012.
[1]

  

 

In less developed regions (883 000 cases) there are 

slightly more number of cases compared to more 

developed (794 000) regions.
[2]

  

 

In India, although age adjusted incidence rate of breast 

cancer is lower (25.8 per 100 000) than United Kingdom 

(95 per 100 000) but mortality is at par (12.7 vs 17.1 per 

100 000) with United Kingdom.
[3]

  

 

Dermatographic distribution 

Age  

Age is probably the most important risk factor for breast 

cancer development. The age-adjusted incidence of 

breast cancer continues to increase with advancing age of 

the female population. (sabiston). 

 

30 patients included in the study when were categorized 

in early presentation i.e. ≤ 30 years, premenopausal 31-

45 years, menopausal 46-60 years and elderly  60 

years. It was observed that patients in these groups were 

1,12,12,5 respectively. In present study it was seen that 

maximum number of patients i.e. 80%were in age group 

of 31-60 years. 

 

Similarly in the study done by Narendra H et al. (2011) 

it was observed that maximum number of patients i.e. 

58% were in the age group of 41-59 years. 

 

Whereas Ivo A. Olivotto et al. (1998), reported that 57% 

patients were in the age group of 30-59 years of age 

group. 

 

While in the study done by Csaba Gajdos et al. (1999), 

reported that maximum number of patients i.e. 51% were 

in the age group of 41-59 years. 

 

Location of tumour 

Tumours in the upper outer quadrant (UOQ), which is 

the most frequent site of tumour location, have been 

associated with improved survival compared to other 

quadrants. Tumour size is also prognostic in patients 

with both negative and positive lymph node status. Thus, 

tumour location in the central region is a surrogate for 

larger tumour size, resulting in increased rates of 

metastatic lymph node and breast cancer mortality. 

 

When patients in present study were categorized 

according to location of tumour, 64% patients had 

tumour involving more than one quadrant, followed by 

23% patients with tumour in upper outer quadrant and 

10% patients with tumour in upper inner quadrant. 

 

While in study done by Monique Garg et al. (2016), 

52% cases had tumour in upper outer quadrant, followed 

by 20% cases with tumour in the central quadrant.  

 

Whereas Mahavir P Legha et al. (2015), reported that, 

62% patients had tumour in upper outer quadrant, 

followed by 16% patients with tumour in upper inner 

quadrant.  

 

Similarly Dasari Lokanadham et al. (2015), in their 

study, 51.1% cases had tumour in upper outer quadrant, 

followed by 15.6% cases with tumour in upper inner 

quadrant.  

 

This showed that as per literature upper outer quadrant 

lump was most commonly encountered while in present 

study most of the cases were involving more than one 

quadrant. 

 

Tumour stage 

In present study all 30 patients were clinically examined 

and categorized as per TNM staging in various groups in 

view of tumour size. It was found that maximum number 

of patients that is 53.33% were in T3 stage, followed by 

by 36.67% patients in T2 stage, 10% patients in T4 stage 

and 0% patients in T1 stage.  

 

As per study by BS Yadav et al. (2007) majority of 

cases i.e. 61% cases were in T3 stage. Which correlate 

with the findings of the present study as it also showed 

maximum number of cases in T3 stage.  

 

Whereas in other studies like in study done by Narendra 

H et al. (2011), out of 88 patients, 41% cases were in T1 

stage, followed by 31(35%) cases in T2 stage.  

 

While Amrut V. Ashturkar et al. (2011) in their study, 

had 49% cases were in T2 stage and 26% cases in T3 

stage.  
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V. Parmar et al. (2009), in their study found that out of 

355 patients, 74% cases were in T2 and 17% cases in T1 

stage.  

 

Axillary lymph node stage  

All 30 patients included in the study were clinically 

examined and categorized as per TNM staging in various 

groups in view of lymph node status. It was found that 

67% patients were in N0 stage and 33% patients in N1 

stage.  

 

Similarly were the findings of V. Parmar et al. (2009), 

where out of 355 patients, 71% patients were in N0 stage 

group and 29% cases in N1 stage.  

 

Also in study S.A. Narod et al. (2012), out of 1894 

patients studied 62% patients were in N0 stage and 

38.0% cases in N1 stage.  

 

Stage of tumour and axillary lymph node 

When the studied group was studied and correlated with 

their ‘T’ stage and histopathologically proven positivity 

of axillary lymph node for metastasis, it was observed 

that 73% in T2 stage similarly 50% in T3 stage and 

100% in T4 stage were positive for lymph nodes 

metastasis. 

 

In study by Jong Hoon Lee et al. (2009) it was observed 

that 16% in T1 stage and 70% in T2 stage were positive 

for lymph nodes metastasis. Which correlated with the 

findings of the present study. 

 

Similarly L G L Tan et al. (2005), observed that 51% in 

T1 stage and 53% in T2 stage were positive for lymph 

nodes metastasis.  

 

While Monique Garg et al. (2016), in their study it was 

observed that 42% in T1 stage similarly 88% in T2 stage 

and 100% in T3 stage respectively were positive for 

lymph nodes metastasis. 

 

Amrut V. Ashturkar et al. (2011), in their study 

observed that 9 (34.62%) out of 26 in T1 stage similarly 

24 (52.17%) out of 46 in T2 stage and 14 (56%) out of 

25 in T3 stage respectively were positive for lymph 

nodes metastasis. Common route of spreading breast 

carcinoma is first through axillary lymph node and 

incidence of axillary lymph nodes involvement increases 

with larger tumour. And as the T stage of tumour 

increased, more are the chances of axillary lymph node 

positivity. 

 

Stage of tumour and capsular invasion of metastatic 

axillary lymph node  

Extra capsular spread in axillary lymph node metastases 

is associated with locoregional failure in breast cancer. In 

some study it was observed that premenopausal patients 

with ECS experienced a higher locoregional failure rate 

as well as a worse disease free survival and overall 

survival.  

On studying the correlation of capsular invasion of 

axillary lymph nodes with T stage it was observed that, 

73% of T2 stage were positive for capsular invasion 

similarly 44% in T3 stage and 66% in T4 stage were 

positive for capsular invasion of axillary lymph nodes. 

 

As per study done by Günther Gruber et al. (2005) 

observed that 59% patient were positive for extracapsular 

invasion in T1+T2 stage while 82% were positive in 

T3+T4 stage. 

 

Whereas G. Gruber et al. (2008) reported that 47% 

patient were positive for extracapsular invasion in T1 

stage while 51% were positive in T2 stage. 

 

Stage of tumour and Lymphovascular invasion of 

metastatic axillary lymph node 

The existence of Lymphovascular invasion may help 

identify who is at increased risk for axillary lymph node 

and distant metastasis. Lymphovascular invasion has 

been accepted as an important prognostic factor in 

patients with lymph node-negative invasive breast 

cancer. 

 

On correlating Lymphovascular invasion with T stage, 4 

(36.7%)patients out of 11 of T2 stage were positive for 

lymphovascular invasion, similarly 7(43.7%) patients out 

of 16 of T3 stage were positive and in T4 stage, 

1(33.3%) out of 3 were positive for lymphovascular 

invasion in axillary lymph node area. 

 

As per study done by Young Ju Song et al. (2011), 35% 

patients in T1stage while 65% in T2 stage were positive 

for Lymphovascular invasion. 

 

In present study when Lymphovascular invasion 

correlated with number of patients it was observed that, 

40% patients were positive for Lymphovascular 

invasion. 

 

Similarly in study done by Jong Hoon Lee et al. (2009), 

19% patients showed positive lymphovascular invasion.  

 

Whereas BS Yadav et al. (2007), reported that 12% 

patients showed positive lymphovascular invasion.  

 

Stage of tumour and axillary fat invasion with lymph 

node metastasis 

On correlating invasion of axillary fat with T stage, 

6(54.5%) patients out of 11 of T2 stage were positive for 

invasion of axillary fat, similarly 6 (37.5%) patients out 

of 16 of T3 stage were positive and in T4, 1(33.3%) out 

of 3 were positive for invasion of axillary fat. 

 

However no study could be found in the available 

literature to support the same. 
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Ratio of identified lymph nodes with positive lymph 

nodes 
After categorizing according to ‘T’ stage where lymph 

node status was sought, in T2 stage out of total 72 lymph 

nodes identified 40 were found to be positive for 

metastasis with ratio of 0.55, similarly in T3 stage out of 

total 122 lymph nodes identified 21 were found to be 

positive for metastasis with ratio of 0.17 and in T4 stage 

out of total 29 lymph nodes identified 23 were positive 

for metastasis with ratio of 0.79. 

 

Thus as the stage of tumour advances the likelihood of 

identified axillary lymph node to be positive for 

metastasis increases. 

 

Correlation between grade of tumour with positive 

lymph nodes 

Grade is an important determinant of breast cancer 

outcome and complementary to LN stage through the 

ability to influence the outcome of patients in different 

LN stage categories.  

 

When all these 30 patients were histopathologically 

correlated for grade of tumour with number of patients 

positive for lymph nodes metastasis it was observed that, 

out of total 15 patients belonging to grade I tumour 

9(60%) were positive for lymph node metastasis, where 

in grade II tumour it was observed that 8(80%) out of 10 

patients were positive for lymph node metastasis and in 

grade III tumour 2(40%) out of 5 patients were positive 

for lymph node metastasis. 

 

While in study done by Amrut V. Ashturkar et al 

(2011), in their study, 21 patients were in grade I and out 

of these, 5(23.8%) patients were positive for lymph node 

metastasis, followed by 49 patients in grade II out of 

which, 24(48.9%) patients showed lymph node 

metastasis. 25 patients were in grade III with 14 (56%) 

patients of it showing lymph node metastasis.  

 

Jong Hoon Lee et al. (2009), in their study, 37 patients 

were in grade I, out of which, 4(3.8%) patients were 

positive for lymph node metastasis, followed by 105 

patients in grade II, out of which, 28(26.9%) patients 

showed lymph node metastasis; 92 patients were in grade 

III out of which, 35 (33.7%) patients shows lymph node 

metastasis.  

 

SUMMARY  

The present study, was conducted at the Acharya Vinoba 

Bhave rural hospital (AVBRH) and Jawaharlal Nehru 

Medical College (JNMC) over a period of two and half 

years was an observational and prospective study. In our 

study 30 pateints with primary breast cancer who 

underwent modified radical mastectomy were enrolled.  

 

 

 

 

 

The salient features are 

1. In present study mean age of presentation was 49.86 

years, median was 50 years with SD of ±11.82 

years. 

2. Maximum number of patients belonged to T3 stage 

i.e. 53% followed by 37% cases of T2 and 10% 

cases in T4 stage. No patient was in T1 category. 

3. On studying the location of tumor, 19(63.33%) 

patients belonged to group with tumour involving 

more than 1 quadrant, followed by 7(23.33%) 

patients having tumour in upper outer quadrant, 

3(10%) patients had tumour in upper inner quadrant. 

4. 19 patients were positive for lymph node metastasis 

histopathologically. 

5. Ratio of positive lymph nodes were higher in T4 that 

is 0.79, followed by T2 that is 0.55 and in T3 it was 

0.17. 

6. On studying tumor size with capsular invasion, 

8(26.67% ) out of 17 patients positive for capsular 

invasion were in T2 stage followed by 7 (23.33%) 

patients in T3 stage and 2 (6.67%) cases were in T4 

stage. 

7. Lymphovascular invasion was present in only 

12(40%) patients of total study group. 

8. Axillary fat invasion were positive in 13(43.33%) 

cases, out of these, 6 (20%) cases each were in T2 

and T3 stage and 1 (3.33%) case in T4 stage. 

9. Out of 19 patients with lymph nodes metastasis, 

lymphovascular invasion was seen in only 12 cases. 

10. On correlating grade of tumour with number of 

patients with positive lymph nodes, grade I was 

observed in 15 patients, out of these 9(60%) patients 

were positive for lymph node metastasis, grade II 

was observed in 10 patients out of these 8(80%) 

patients were positive for lymph node metastasis, 5 

patients in grade III out of these 2(40%) patients 

were positive for lymph node metastasis.  

 

CONCLUSION  

Based on observations it has been concluded that 

In present study 30 patients of carcinoma breast, 19 

patients were positive for lymph node metastasis.  

 

The maximum number of patients were presented in T3 

stage, followed by T2 and T4. 

 

Maximum number of lymph nodes identified were in T2 

stage followed by T4 and T3 stage. 

 

Ratio of total number of identified lymph nodes with 

lymph nodes positive for metastasis, highest in T4 stage, 

followed by T2 and T3 stage. 

 

Thus to conclude here 

1. Tumour size with grade of tumour must be use to 

predict the outcome of axillary lymph node 

metastasis. 

2. Ratio of axillary lymph node positivity for 

metastasis increases with increase in tumour stage. 
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3. While predicting the fate of axilla we need to 

correlate not only tumour size and grade of tumour 

but also lymph node invasion, capsular invasion of 

lymph node and ratio of positive lymph node. 

 

Thus we conclude that in low stage tumours complete 

axillary dissection can be avoided on basis evaluation of 

these suggested parameters. 


