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ABSTRACT 
 

Background: Axillary surgery has revolutionized in recent years with the use of sentinel node biopsy to 

assess axillary node involvement, thus preventing patients from undergoing unnecessary axillary 

clearance, which can be associated with morbidities. Subjects & Methods:  this study was conducted on 50 

cases; during either conservative breast surgery or modified radical mastectomy, the lateral group of 

axillary nodes (lying lateral to the thoracodorsal pedicle) was sent separately for pathological assessment 

(paraffin). Results: Our study is Descriptive Prospective Study conducted on 50 female patients with breast 

cancer, surgeries were done at Ain Shams and Aswan universities' Hospitals from 2018 to 2019. The 

lateral group axillary LNs were separately resected and sent for pathological examination together with 

the rest of resected specimen. Patients underwent complete ALND at the time of definitive surgery. 

Conclusion: Surgical resection is the mainstay of treatment of non-metastatic breast cancer, and complete 

surgical resection is necessary for optimal local control. In a lower middle income country like Egypt, 

there is late stage at presentation and a higher incidence of axillary nodal involvement. We recommend 

routine axillary clearance up including the lateral group in node-positive axilla, especially when multiple 

lower-level axillary nodes are involved while in node negative lower level axillary nodes the lateral group 

should not be included in dissection, this will reduce postoperative complications, especially lymphedema 

of upper limb. However, more studies on more number of patients are required for proper statistical 

significance.  

Key words: Breast cancer, lateral group of axillary LN, Axillary LN, post axillary LN dissection 

complications, anatomy of the breast. 

 

 

PATIENTS AND METHODS 
 

Type of the study:   
A prospective cohort study. Patients diagnosed 

with breast cancer undergoing surgery with 

axillary dissection; pathological axillary nodes by 

PHYSICAL OR U/S examination. 

Study period:  

Conducted over 6 months from 2018 to 2019. 

Study population: 
Inclusion criteria:  all patients diagnosed with 

breast cancer treated primarily with surgery. 

Exclusion criteria:   
1. Male patients  

2. Patients undergoing surgery after neo 

adjuvant chemotherapy 

3.  Any previous breast or axillary surgery. 

Sampling method: female patients diagnosed 

with operable breast cancer.  

Sample size: 50 cases. 

Ethical considerations: written informed consent 

was explained and signed by each patient before 

the surgical procedure. 

Study procedure: during either conservative 

breast surgery or modified radical mastectomy, 

the lateral group of axillary nodes (lying lateral to 

the thoracodorsal pedicle) was sent separately for 

pathological assessment. 

Statistical analysis:  
Baseline clinico-pathologic factors of the 

cohort were reported as numbers and percentage. 

Univariate analysis was performed using Pearson 

chi-square or Fisher’s exact test to look for 

relation between presence of positivity in lateral 

LN group and other groups. A test was 

statistically significant if the two-sided P value 
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was ≤ .05. Data were analyzed using SPSS 

version 22.0 (IBM) for Windows. 

Axillary Dissection: 

Patients with clinico-radiologic positive ALNs 

or positive nodes on intra-operative axillary 

sampling underwent removal of level I to III 

ALNs up to the costoclavicular ligament of 

Halsted. Lateral group of axillary lymph nodes 

were removed and sent separately.  

 

 
Fig. (1): Right modified radical mastectomy. 

 

RESULTS 
 

Our study is Descriptive Prospective Study 

conducted on 50 female patients with breast 

cancer, surgeries were done at Ain Shams and  

 

 

 

Aswan universities' Hospitals from 2018 to 2019. 

The lateral group axillary LNs were separately 

resected and sent for pathological examination 

together with the rest of resected specimen. 

Patients underwent complete ALND at the time of 

definitive surgery.  

Patients’ ages ranged from 37 to 70 years old 

with mean age 54 years with 7 years standard 

deviation, distribution of patients in different age 

groups is presented in, Fig.( 2). 

 

 
Fig. (2): Pie chart presenting the distribution of 

age groups in studied patients 

CLINICAL PRESENTATION: 

Table (1): Descriptive statistics of the mass by correlated clinical and radiological data: 

Examination data 
Study sample  (n = 50) 

(100%) 

Clinical examination 
Single mass (n, %) 40 (80%) 

Multiple masses (n, %) 10 (20%) 

Breast examination (side) 
Right breast (n, %) 33 (66%) 

Left breast (n, %) 17 (34%) 

Clinical examination (size) 
< 2 cm (n, %) 10 (20%) 

(2 - 5) cm (n, %) 40 (80%) 

Breast examination (site) 

UOQ (n, %) 38 (76%) 

LOQ (n, %) 5 (10 %) 

UIQ (n, %) 5 (10%) 

LIQ (n, %) 2 (4%) 

Retro areolar (n, %) - 

Axillary tail (n, %) - 

L.N examination (clinically) 
N0 (n, %) - 

N1 (n, %) 50 (100%) 

L.N examination (radiological) 
Suspicious (n, %) 50(100%) 

Nonspecific (n, %) - 
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The 50 female patients presented to us by 

unilateral breast tumor, 33 (66%) masses were 

located in the right breast, 17 (34%) masses were 

located in the left breast. The commonest site of  

breast tumor in studied cases was UOQ in 38 

patients representing 76% of the cases. 

All tumors were of grade II except one that  

was grade III. The histopathology of 50 primary 

breast tumors was invasive ductal carcinoma 

confirmed pre-operatively by tru cut and by 

Histopathological post-operative examination. 

The measurements of tumors established by 

means of radiological examination were between 

1.5 and 5.0 cm (stageT1 and T2). 

 

 

 
Fig. (3): Pie chart presenting size of tumors in the studied group 

 

 

 
Fig. (4): Pie chart presenting site of  tumor in the studied group 
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Imaging evaluation: 

 

Table (2): Descriptive statistics of radiological examination of axillary LNs. 

Radiological data 
Study sample  (n = 50) 

(100%) 

Axillary L.N 
Multiple L.N (n, %) 40 (80%) 

Single L.N  (n, %) 10 (20%) 

Shape 
Oval 33 (66%) 

Rounded (n, %) 17 (34%) 

Cortical thickness* (mm) 

Mean ± SD (range)  

5.33 ± 3.22 (3-15) *n=38 

12 patients had lost hilum and cortical thickness was 0 

Hilum  

 

Preserved (n, %) 5   (10%) 

Eccentric (n, %) 33 (66%) 

Lost (n, %) 12 (24%) 

Size of largest L.N measured 

Radiologically 

< 2 cm (n, %) 25 (50%) 

2-3 cm (n, %) 20 (40%) 

> 3 cm (n, %) 5   (10%) 

 

The preoperative ultrasound assessment of breast and axilla was performed for all patients to assess the 

size, character and axillary LN status summarized in table (2). 

 

 
Fig. (5): Bar chart presenting L.N sizes of the studied group as described in radiological examination. 

 

 
 

Fig. (6): Bar chart presenting L.N hilum description in the studied group as described in radiological 

examination 
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Of total 50 patients, pathological examination of axillary LNs was requested in two groups (lateral) & 

(other) groups; the results were as follows:  

 13 patients had metastatic positivity in both groups (lateral and others). 

 2 patients had no metastatic deposits in both groups (lateral and others). 

 3 patients had metastatic positivity in the lateral group of LNs only. 

 32 patients had metastatic positivity in other groups (p-value = 0.03). 

 

 

 
Fig. (7): Descriptive statistics of pathological examination results for LNs (lateral & other groups). 

 

 

Table (3): Descriptive statistics of postoperative pathology results data: 

Postoperative pathology data Study sample (n = 50) (100%) 

Pathological type 

IDC (n, %) 50 (100%) 

L.N staging after surgery 

N1 (n, %) 48 (96%) 

N0 (n, %) 2 (4%) 

Type of surgery 

BCS (n, %) 30 (60%) 

MRM (n, %) 20 (40%) 

 

 

DISCUSSION 
 

 Lymph node metastasis status is an 

important factor in the prognosis of breast cancer. 

Clinically evident LN affection (i.e. physical 

examination & radiological studies) are very 

essential in prediction of pathologically affected 

LNs. (Akıncı et al., 2016). 

 Axillary lymph node dissection has 

traditionally been routine management for radical 

treatment. However, the anatomic disruption 

caused by ALND may result in infection, 

hematoma, seroma, lymphedema, and nerve 

injury, which compromise functionality and 

quality of life. (Black et al., 2016). 

 In Milan, a mathematical model 

constructed using 1,446 patients’ data predicted 

that to not leave behind residual disease in 90% of 

patients, a minimum of 10 ALNs had to be 

dissected. Hence, in the TNM staging, a minimum 

of 10 ALNs were believed to be essential for 

accurate staging of axilla. Physical examination of 

the axilla is notoriously inaccurate in staging, 

with a 30% false-positive rate and a 45% false-
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negative rate. Avoiding complete axillary 

dissection is now accepted as the standard of care. 

(Bromham et al., 2017).  

  The therapeutic role of axillary dissection 

has been questioned by many, and some authors 

have labeled it as only a staging procedure for 

prognostication and planning appropriate adjuvant 

therapy. (Dialani et al., 2015). 

 13 NSABP B-04 was the first randomized 

study that reported no survival advantage with 

axillary dissection. A number of other studies 

have suggested better local control with complete 

axillary dissection, which amounts to an 

improvement in survival. (Pesek et al., 2012). 

 The Early Breast Cancer Trialists’ 

Collaborative Group has reported one life saved 

for every four local recurrences avoided. The 

therapeutic advantage of complete axillary 

dissection in breast cancer has been proven for 

node-positive patients. (Parmar et al., 2013). 

  Limited axillary surgery is acceptable 

only in pathologically proven node-negative 

axilla. In our analysis, we found that there is 

considerable percentage of absence of metastasis 

in lateral group of axillary lymph nodes, while 

there is positivity for other groups. However 

positivity of lateral group while negative rest of 

axilla means that there are some cases that have 

been missed by SLNB, but the percentage is low. 

 

CONCLUSION 
 

Surgical resection is the mainstay of treatment 

of non-metastatic breast cancer, and a complete 

surgical resection is necessary for optimal local 

control. In a lower middle income country like 

Egypt, there is a higher stage at presentation and a 

higher incidence of axillary nodal involvement. 

We recommend routine axillary clearance up 

including the lateral group in node-positive axilla, 

especially when multiple lower-level axillary 

nodes are involved while in node negative lower 

level axillary nodes the lateral group should not 

be included in dissection, this will reduce 

postoperative complications, especially 

lymphedema of upper limb. However, more 

studies on more number of patients are required 

for proper statistical significance.  
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