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PROGNOSIS OF BREAST CN{CER ON
TFM, BASIS OF TLMOR SIZEAND

NODAL STATUS IN
PAIIENTS WITH EARLY DISEASE

I

naAnro MouRAo NETTo, FAUzER snaAo ABnAo,

Os ctutores estudant e avaliam 124 pacientes conr c1ncer de nruma prirudrio, ndo metastirtico, estddios cLinicos I e II,
classiftcagdo TNM da UICC, adntitidas no Departctntento de Mastologia do Hospital do Cdncer (A. C. Camargo), Fundagdo
Antonio Prudente, Stio Paulo, Brasil. O progn1stico clo cAncer de nrumafoi avctliado emfungdo do tamanho do tumor e do
estado linfonodal ctxilar em pacientes subnrctidas a tratantento cirirgico com nxastectomia radical, operagdo de Halsted, e a
mastectomia radical ntodificada, operagdo de Patey. Todas as 124 pacientes foram submetidas a tratamento cirirgico, e em
casos selecionados a radioterapia, quinioterapia e/ou endocrin.oterapia adjuvantes. O estado linfonodal axilctr foi o fator
preditivo nruis significativo para sobrevidct livre de doenga e a ntorte da paciente pela doenga. Modelos para o progn1stico
do cAncerde ntcunaforanr selecionados baseados emdados denrcgrdficos, clinicos, macrosc6picos e patol6gicos.
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T\ reast cancer is currently one of the most intensely

l-(, stuaied malignant neoplasias and, despite the various

I) concepts p.lpor"d, so far there is no universally

accepted hypothesis to explain the behavior of the disease.

The magnitude of the problem emphasizes lhe need to find
possible prognostic factors that may permit better case

selection and lead to an informed decision about the correct

and appropriate therapeutic conduct to be followed. In
Brazil, cancer is the second cause ofdeath in the Southeast

and South regions, and cancer the breast is the first cause

of death among women. By applying the rates of incidence,

age, sex and specihc site to the S5o Paulo population for
the year 1990, Franco et al. (l l) estimated the incidence

of cancer fbr the Capital city for the State of S5o Paulo

and obtained values of93.000 new cases ofcases ofcancer
in the State and 31.000 in the Capital city, and breast

cancer, with 9.26 I cases (7,47Vo) was the most frequent

aftcr skin cancer. The survival of women with primary
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Tabte 1 - Retation of tumor size and patient situation on the occasion of the latest visit

Tumor size

Category 0-2 cm 2-5 cm >5 cm p

Alive and disease-free 14 (20%) 56 (80%)

Alive with disease 5 (100%)

Death from cancer 2 (1s.s%) 24 (80%) 2 (6.75%)

Death from unspecified causes 1 (25%) s (75%)

Lost to follow-up 10 (66.7%) 4 (26.7%) 1(6.7%) 0.1544

breast cancer is directly related to tumor size and to axillary

nodal status as demonstratedby Wilking (29).Axillary nodal

status, has a great impact on survival and patients with axillary

nodal metastases are at a significantly higher risk to develop

recurrent systemic disease. The identiflcation of these

patients permits a prognosis and the selection of a correct
appropriate therapeutic conduct (Fisher, 9), (N enroto, 2l).
The clinical-pathological staging of cancer determincs the

anatomical extension of current disease and tendency of
the tumor to progress and is rclated to tumor size, regio-
nal nodal status and distant metastases. The evolution of
this neoplasia continues to be unpredictable since patients

with clinically early tumors may develop systernic
manifestations from thc tirne of diagnosis, as proved by

the fact that more than 30Vo of srnall tumors, some of them

not palpable, detected by rnarnmography, rnay have lymph
node metastases at the time of diagnosis and that cancer

of the breast may recur at a distance up to 20 years or

more after the initial treatment (Tabar,26).The objective

of the present study was to determine and analyze the

prognostic value of tumor size and axillary nodal status

and their relationship with recurrence, disease-free

survival and overall survival with breast cancer in the early

clinical stage.

Patients and methods

The study was conducted on 124 women with primary

breast cancer treatcd in the Breast Department of the Cancer

(A. C. Camargo) Hospital, Antonio Prudente Foundation, S5o

Paulo, Brazil. The patients had received no previous treatment,

had no other associated neoplasias and were treated from

february 1983 december 1986. They presented unilateral

breast carcinoma in clinical stages I and II according to the

TNM classification of the International UnionAgainst Cancer

(4th edition i.e, T,NoMo (CS I), TrNoMo (CS II-A), T,N,Mo

andTrNoMo (CS-A), TrN,Mo andT.NoMo (CS II-B). Mean

age at diagnosis was 5 year and median age was 54 years

Table 2 - Relation of axillary node status and characteristics of the patient on
the occasion of the latest visit

Axillary lymph nodes x Tumor size

Tumor size

0-2 cm 2.1-5 cm >5 p

Axillary lymph nodes

Negative 15 (20.8%) 57 (7e.2%)

1-3 7 (21.e%) 25 (78.1%)

>3 s (15%) 25 (75%) 2 (10%) 0.0294

DiseaseJree With recurrence 13 (18.06%) 12 (37.5%) 13 (65%)

Without recurrence 59 (81.94%) 20 (62.5%) 7 (35%) o.ooo1

Overall
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0.0000
Dead
Alive

11(15.28%)
61 (84.72%)

10 (sl.25%)
22 (68.75%)

1s (65%)
7 (s5%)
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Table 3 - Relation of axillary node status and survival

Category Lymph node involvement

None >3 p

Alive and disease-free 48 (68.6%) 16 (22.e%) 6 (8.6%)

Alive with disease s (60%) 2 (40%)

Death from cancer e (30%) 10 (33.s%) 11 (36.7%)

Death from unspecified causes 2 (50%) 2 (50%)

Lost to follow-up 10 (66.7%) 4 (26.7%) 1 (6.7%) 0.0037

(range: 29-84):48 patients (38.7Vo) were 30 to 50 years old
and l6 patients (61 .3%) were older than 50 years. Racial
distribution was as fbllows: 9l patients (13.4Eo) white and 33

patients (26.6Ea) non-white, i.e., black or orienral. The site of
the primary tumor was right breast in 70 patients (56.5Vo)

and the left breast in 54 patients (43.5Ea). Foufieen palienrs
(11.3%) were assigned to clinical stage I (CS I) and ll0
(88.7Vo) to clinical stage II (CS II). There was a higher
frequency of axillary nodal involvernent in clinical stage II,
with 48 patients (43.lEa) having a positive axilla. Seventy-

two patients (58.lok) had a fiec axilla and the remaining 52
(4l.9Vo) had axillary nodal involvement. Arnong the l4
patients assigned to clinical stage I, l0 had a negative axilla
(8.lVo of the total and 71.4o/o of the CS I patients), and 4
(3.25ok of the total and 28o/o of the CS I patients) had a positive

axilla, with I to 3 involved lyrnph nodes. Sixty-two of the

I l0 CS II patients (56.3Vo of CS II patients and 507o of the

total group) had a frcc axilla and 48 (43.3Vo of CS II paticnts

and38.Jo/o of the total group) had a positive axilla as follows:
28 (25.4Vo of CS II pirtients and 22.6Vo ol' thc total) wil.h I to
3 involved lyrnph nodcs and 20 (l8.2Vo of CS II paticnts and

l6.lVo of thc total) with more than 3 involvcd lyrnph nodes.

The number ol'dissected lymph nodes ranged liorn 7 to 54,

with a mean nurnbcr o[-24.9 and a median nurnber of 24 (table

4). Of Ihe 12 patients with and axilla free of tumoral
involvement, 48 wcrc older than 50, with a higher fiequency
(63.2Vo) than fbr the 24 patients aged 20 to 50 years (50o/o),

and of the 52 patients with axillary involvement 28 were older

than 50, although highest frequency occurred among patients

aged 20 to 50 years (50.lVa) (table 4). All patients were

submitted to surgical treatment after an intraoperative frozen

biopsy, as follows: 58 (46.8Eil were submitted to radical
mastectomy, Halsted operation, and 66 (53.2%) to modifred
radical mastectomy, Patey operation. All opelations were

perforled by the same surgical team. Patient follow-up
consisted of trimestral visits during the first five years and

semestral visits thereafter. The examinations perfornred for
annual reevaluation were: mammography of thc remaining

breast, chest X-ray, bone scintigraphy, ultrasound of the upper

abdomen, and routine laboratory tests. During follow-up of
the treated patients, 70 (56.4Vo) were asymptomatic at latest

examination, 5 (4Vo) were alivc with active disease, 4 (3.7Vo)

had died of unspecified causes, l5 (12.5%) were lost to follow-
up, and 30 (21 .5%) had died of breast cancer. Thc latest fbllow-
up date was January 1993. Survival data were compared by

the Mantel (6) - Cox (11) test using the KMSURV computer

softwarc (Cantpos-Fillto, 3). Tumor sizc ranged frorn 0.8 to

5,5 crn, with ir mean of 3.1 and a median of 3.0 cm. Tumor

size was determined during clinical examination and was less

than than 2 cm in 26 patients (21.)Vo) and2.l to 5 cm (71.4%).

Fifiy-six older than 50 had tumors larger than 2.1 cm and

largcr than 5.0 cm, while 4l patients aged 20 to 50 years had

tumors ranging in size from 2.1 to 5.0 crn. The highest

liequency of tumors lrom2.1 to 5.0 cm ocurred among women

Table 4 - Relation of axillary nodalstatus and tumor size

Lymph node involvement

Survival Category None 1-3 <3p
Disease-free With recurrence

Whithout recurrence
13 (18,06%)
5e (81.e4%)

12 (37.5%)
20 (62.5%)

13 (65%)
7 (35%) 0.0001

Overal
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0.0000
Dead
Alive

1 (12.285%)
1 (84.72%)

10 (31.25%)
22 (68.75%)

1s (65%)
7 (35%)
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Tabte 5 - Retation of tumor size with demographic, clinical and therapeutic characteristics of the
patients, tumor location and metastasis location

Tumor size

Variable Category 0-2 cm 2.1-5 cm >5 cm p

Age 20-50 years
>50 years

7 (14.6%)
18 (23.7%)

41 (85.4%)
56 (7s.7%) 2 (2.2%) 0,2243

Race White
non-white

18 (23.7%)
7 (21.2%)

71 (78%)
26 (78.8%)

2 (2.2%)
0,6867

Laterality Righ breast
Left breast

10 (14.
15 (27.

5e (84.s%)
38 (70.4%)

3%)
8%)

.4%)

.e%)
(1
(1 0,1 703

Stage cs/
CS II

14 (100%)
12 (10.e%) e6 (87.3%) 2 (1.8%) 0,0000

Surgery Halsted
Patey

12 (20.7%)
13 (1e.7%)

44 (75.e%)
53 (80.s%)

2 (1.8%) 0,0000
0.3959

Chemoterapy Done
Not Done

I (17%)
17 (21.8%)

s6 (78.s%)
61 (78.2%)

2 (4.3%)
0,0160

Hormone therapy Done
Not Done 25 (20.7%)

3 (100%)
e4 (77.7%) 2 (1.2%) 0,6519

Radiotherapy Done
Not Done

(20%)
(32.4%)

14
11

74
23

(82.2%)
(67.6%) 2 (2.2%) 0,0872

Tumor location SEQ
/so
ESO
ilQ
Central
QQ Junction

1s (32.8%)
5 (16.7%)

(ss.s%)
(20%)

43 (75.4%)
24 (80%)
6 (66.7%)
4 (80%)
1 (100%)
1e (86.4%)

3
1

3

1 (1.8%)

1 (3.3%)

(13. 6%) 0,0985

Metastasis Absent
Bones
Lung
Liver
U5
other

20 (21.5%)
2 (25%)
1 (12.5%)

1 (50%)
1(11.1%)

73 (78.5%)
5 (62.5%)
7 (87.5%)
s (75%)
1 (50%)
I (88.8%)

1 (12.5%)

1 (25%)
0,1 1 99

aged 20 to 50 years. Two patients (l .6Vo) with a tumor di ameter

of 5.5 cm were older than 50 ycars (table 3).The most fiequent

location of the tumor was in tl.rc superoexternal quadrant (SEQ)

(57 patients, 46Vo), followed by the superointernal quadrant

(SIQ) (30 patients, 24.2Vo). The histological type detennined

by pathology of the intraoperative frozen biopsy was invasive

ductal carcinoma not otherwise specified (NOS), in all
patients.

Besults

At the time of the diagnosis, some of the 124 patients

studied presented disease clinically localized in the breast,

whereas others presented disease in the brcast and axillary
nodes. There was no evidence of locally advanced disease

since all patients belonged to clinical stages I and II, and

thereforc did not present distant metastases. Thirty-five
patients (28.2Vo) had recurrence of the disease and 30 (24.2Vo

of the total and85.lVo of the patients with recurrence) died of
cancer of the brcast. Age: there was no positive correlation

between age and axillary nodal status or between age and

tumor size (table 5) . Race: there was no positive correlation

between race and axillary nodal status or tumor size (table 5

and 6). Laterality: there was no positive correlation between

involved breast and axillary nodal status or tumor size.

Involvement of the right breast was more frequent, ocurring

in 70 patients (56.6Vo), also with a higher frequency of tumors

measuring 2.1 to 5 cm (69 patients, 84.3%).The fiequency of
axillary node involvement was slightly higher in the left breast,

with 23 affected patients (42.6Vo) (table 5 and 6). Clinical-
pathological staging: as expected, there was a positive
correlation between tumor size and clinical stage (table 5).
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Axillary lymph node involvement

Variable Category None 1-3 >3 p

Age

White

20-50 years
>50 years
57 (62.6%)
non-white

24 (50%)
48 (6s.2%)
19 (20.9%)
15 (45.5%)

15 (s1.s%)
17 (22.2%)
15 (16.5%)
1s (3e.4%)

e (18.7%)
11(14.5%)

0,3448
Race

5 (15.2%) 0,1067

(58.6%)
(57.4%)

1e (27.1%)
13 (24.1%)

10 (14.
10 (18. 0,7957

s%)
5%)

Stage CSI 10 (71.4%) 4 (28.6%)

CS II 62 (56.4%) 28 (25.5%) 20 (18.2%) 0,2146

Surgery Halsted
Patey

32 (55.2%)
40 (60.6%)

12 (20.7%)
20 (30.3%)

14 (24.1%)
6 (e.1%) 0,0609

Chemotherapy Done
Not done

5 (10.e%)
67 (85.e%)

25 (54.3%)
7 (e%)

16 (34.8%)
0,0000

Hormone therapy Done
Not done

2 (66.7%)
30 (24.8%)

1 (3s.s%)
1e (15.7%)72 (58.8%) 0,1 1 43

Radiotherapy Done
Not done

se (4s.s%)
s3 (e7.1%)

31 (34.4%)
1 (2.e%)

20 (22.2%)
0,0000

Tumor location SEQ 31 (54.4%)
1B (60%)

17 (2s.8%)
5 (16.7%)

e (15.8%)
5 (23.s%)/so

ESQ
Central
QQ junction

6 (66.7%)

16 (72.8%)

3 (33.s%)
1(100%)
3 (13.6%) 3 (13.6%) 0,6693

Metastasis Absent
Bones
Lung
Liver
CNS
Other

5e (63.4%)
2 (25%)
4 (50%)

1 (50%)
6 (8.4%)

23 (24.7%)
4 (50%)
2 (25%)
2 (50%)

1 (3.1%)

11 (11.8%)
2 (25%)
2 (25%)
2 (50%)
1 (50%)
2 (10%) 0,0880

Surgery: there was no posil.ivc corrclation between surgical

treatment and tunror sizc or axillary nodal status (tablc 5 and

6). Chemotherapy: among the 46 patients (37,lVo) submitted

to chemotherapy there was a significant correlation between

tumor size and cherrrotherapy, with a higher frequcncy for
tumors rneasuring 2.1 a5 cm (table 5). There was a positive

correlation between axillary nodal status and chemothcrapy,

with a higher fiequency o[ treatment of the axillae with tu-

mor involvement (89.2Vo) (table 6). Radiotherapy: it was

carried out on 90 patients (72.6Vo). There was no positive

correlation between radiotherapy and tumor size. There was

a higher fiequency of trcatment in the presence of, tumors

Iarger than 2.1 cm (84.4Eo) (table 5).There was a significant

correlation between axillary nodal status and radiothcrapy,

with a higher frequency of treatrnent of axillae with tumor

involvement (56.6%) (table 6). Hormone therapy: Adjuvant

lrormonc therapy was carried out on 3 patients (2.4V0).Thete

was no positive correlation between hormone therapy and

tumor sizc or axillary nodal status. All of the 3 patients

submitted to treatment had tumors ranging in size frorn 2.1 to

5 cn.r and axillary node involvement (table 5 and 6). Tumor

location: the quadrant most often involved by the tumor and

also presenting the largest tumors was superoexternal one

(lF,Q,84.2%). However, no significant correlation was

observed (table 5 and 6). Site of metastasis: there was no

positive correlation between the site of distant metastases and

tumor size or axillary nodal status. The absence of metastases

was more frequent for 2.1 to 5 cm tumors (78.570) and for

axillae with no tumor involvement (63.4Vo).There was a higher

frequency of distant metastases for 2. I to 5 cm tumors, with a

higher frequency of metastases in axillae with tumor

involvement was equivalent (tables 5 and 6). Patient situation
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Laterality right breast 41
Left breast 31
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Figure 1A - Disease-free survival
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Figure 1 B - Overall survival
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Figure 2A - Tumor size/DFS
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Figure 28 - Tumor size/OS
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Figure 38 - Lymph node/OS
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according to axillary lymph node status. Actuarial curves

obtained by the method of Kaplan-Meyer.

on the occasion of the latest visit: there was no positive

correlation between tumor size and patient situation on the

oocasion of the latest visit. There was a higher frequency of
patients with 2.1 to 5 cm tumors and 56 were alive, and also

a higher frequency ofdeaths lrom cancer in 24 patients with

2.1 to 5 cm tumors (table I ). The only two patients with tumors

larger than 5 cm died of the disease (table l).There was a

positive correlation between patient situation on the occasion

of the latest visit and axillary nodal status. Of the 70 patients

who werc alive and disease frce, 40 (68.6Vo) had no axillary

involvement and 22 had axillary tumor involvement. Of the

30 patients who died of the disease ,9 (30Vo) had no axillary

involvement and 22 (1}Vo) had axillary tumor involvement.

Of these, l0 (33,3o/o) had I to 3 positive lymph nodes and I I

have more 3 positive lymph nodes (table 2). There was a

positive correlation between axillary nodal and both disease-

free (p=0.0000) survival (table 2). There was a high frequency

of death from the disease in patients with axillary tumor

involvement, even though a few patients without axillary tu-

mor involvemcnt also died of the disease (tablc 3). Of the 34

patients who died, 30 of them due to breast canccr, I I had a

rregative axilla and 23 had axillary involvement, l3 had a

negative axilla and 25 a positive axilla. Five-years and l0-
years disease-free survival for the12 patients without axillary
involvement was82.8Vo and 817o, respectively. Overall 5-years

survival of the 12 patients without axillary involvement was

83.3o/a and l0-years survival was 83.5Vo. Five-years and 10-

years discase-liee survival for the 32 patients with I to 3

involved axillary nodes was 60.4Vo and 53.lVo, respectively.

The patients with more than 3 axillary nodes involved had a

3 5.2Vo 5 -y ears survival ad a 29 .3Vo I 0-years survi val. The 32

patients with tumor involvement of I to 3 axillary llad al9.\Vo
5-year survival and a 55.3Vo l}-year survival. The 20 patients

with tumor involvement of more than 3 axillary nodes had a

45.9Vo overall 5-year survival and a 16.'7Vo l0-year survival
(table 2 and 3 and figures 2 A and B). There was no positive

correlation between tumor size and axillary nodal status (table

4 and figures I A and B).Among the patients without axillary
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involvement there was a higher fi'equency of 2. I to 5 cm
tumors (79.2Vo). Amon_9 thc 32 patients with tumoral
involvement of I to 3 axillary nodes, therc was a higher
frequency of 2. I to -5 cm tumors. Among the 22 patients with
tumor involvement of ntore than 3 axillary nodes, the highest
frequency was also of 2. I to 5 crn tumors. The 2 patients with
tumors larger than 5 cm presented rnore than 3 nodcs with
tumor involvement per turnor. The patients with tuntors up to
2 cm in size presented a discase-frec -5-year and l0-ycar
survival ol' I 8Vo. Twenty- live patients (20.2ok) prcsented
tumors ranging in sizc tiom 0. I to 2.0 cm, distributcd as

follows: 3 patients with 0.I to 1.0 crn tumors without axillary
involvement were all alivc and discase-lrec; I I paticnts with
L I to 1.5 cm tumors, 6 ol'thcm without axillary involvement
and 5 a positive axilla, were all alive and disease-ficc; of I I

patients with I .6 to 2.0 cm tumors, 6 of thenr witl.rout axillary
involvement and 5 with a positive axilla, 5 werc alive anrl

disease-frce, I was alive with active disease, 4 dicd of the

disease, and I died ol'an unspecified causc (tables 2 and 3).

Patients with a tun.ror size ol-2.1 to -5 cm presented an ovcrall
5-year survival of 8'7 .60/o and an ovcrall I O-year survival ol
73.5Va. The patients with 2. I to 5 cm tumors presentcd an

overall 5-year survival ofl4.85Vo a an overall I 0-year survival
of 63.5Vo. Mean disease-liee survival was 69.,5olo and the

median value was 77.7Vo (|igures I A and B). The patients

without axillary involvement prcscnted an ovcrall 5-year
survival of 82.8Vo and an overall l0-year survival ol' \lo/a.
The remaining cases, with axillary node involvement,
presented a lower survival, especially those with rnore than

three lymph nodes involvcd, distributed as fbllows: a) 60.4o/r,

disease-free and 53.7% overall -5-year survival and'79.8o/o

disease-frce and 55.3% overall l0-year survival alnong
patients with involvetnent ol'onc to three nodes; b) 3-5.27o

disease-free and 29.3 o/o overall 5-year survival ancl 45.97o

disease-frec and l6.Jo/o overall lO-ycars survival at.non_q

patients witl.r involvement of more than thrcc nodes (table 3
and figures 3 A and B).

Discussion

Approxirnately three quarters ol' all infiltrating carcino-
mas of the breast are inaccuratcly detined as ductal inliltrating
carcinomas or as adenocarcinomas with no other specification,
forming a heterogencous group. Turnors that exhibit cxtrcmc
histopathological deviation ftorn norntal tissuc are often
associated with aggressive clinical behavior. (Fislrcr eL al.,

l0), in a statistical study of invasive canccr ol'the breast,

detected a 50olo fi'equency oi invasive ductal carcinoma, a 25ola

fiequency of carcinoma combincd witl.r other charactcristic
types, and a 5% of invasive ductal carcinoma and a l0o/o

Acta Oncol. Bns. Vol. 17 - ne 163-171 1 997

fiequency of invasive lobular carcinoma. The histology ol this
group of tumors is extremely variable. (McDivitt et al., 18),

showcd that 600/o all invasive ductal carcinomas were
accompanied by axillary node involvcmcnt, with an overall

-5-ycar survival of 59Vo.It is known that the larger thc tumor,

the higher thc I'requency of axillary metastases. with a

consequent decreased rate ofdisease-lice and overall survival
( Fislte r, 9). (N entoto, 2l), (Vctlagussa, 27). In the present study,

tunror sizc did not have thc expected prognostic irnportance

but served as a determinant in te rrns of recurrence, specially
whcn associated with axillary node involvcmcnt.The patients

with lar-ser tumors presented a highcr fiequency of axillary
node involvement (32.2o/o) and a higher liequency of death

l}om cancer of the br-east (19 .3Vo) and of recurre nce (23 .4Vo).

Discase-free survival and overall survival were similar fbr
women with turnors srnaller than 2 cm ancl were reduced in

worren tumors largcrthan 2.1 cm.Fisher(8), in 1969, showed

an inverse relationship bctween tumor size and survival rate

and conclude that il all fumors measuring 2 cm or nore (70o/"

in their serics) had been removed when they rneasured I to
1.9 crn the recurrence rate at the end ol' 5 years may have

been reduced by l0o/o Io lSVo and ovcrall survival would

havc increased from ll to 20o/o. Eggers (7), reported a

75Vo 5-ycar survival rate for patients witl.r tumors smaller
than 2 cm, 24o/o for patients with tumors rneasuring 3 to 6
cm, and 160/o in patients with tumors larger than 7 cm.

Tumor size was consistently associated with clinical stage

and was positively correlated with the frequcncy ol'axillary
nodcs with tumor involvement in the 124 patients studied

in the present series. Johnstone (14) reported that
approxinrately three quarters of patients with turnors larger

than 5 on prcsented axillary lyrnph nodes mctastases at

tl.rc tirne of the initial diagnosis. The larger the turnor, tl.re

higher the risk of axillary lyrrph nodc rnctastases, as stated

by Berg (2). Turrors lzrr-eer than 6 cm showed a ten-l'old

higher incidcncc of axillary lymph nodc metastases

compared to tumors smallcr than 2 cnr. According to
Koscie lny ( l6), axillary lymph node metastascs are directly
proportional to tumor sizc and do not occur in tumors

smaller than 3.6 cm. Nemoto (21) dctecled a close
rclationship between tumor size and axillary metastases,

with tumors of 0. I to 0.5 cm having a7l.4o/o frequency of
negative axillary lyrnph nodes, those of 0.6 to 1.0 cm

having a75.3% frequency, those of l.l to 2.0 having a

66Vo frequency, those of 2.1 to 3.0 having a 51 .3Va

frequency, and those of 3.1 to 4.0 crn having a 50%

I'requency. Kantbl, et al. ( l5), confirrned thcsc findings and

it should be empl.rasized that clinical stage is, by definition,
a variable depending both on the primary tumor and on axillary

lymph node involvement. Age is a conttoversial fhctor in
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survival of breast cancer. The prognosis is more fhvorablc for

younger women especially with continuous follow-up lbr 20-

years, as shown by Hibbercl (l 2) in a study of rnore than 2.000

patients with cancer of thc breast, in which women aged 20

years had l0-, 20- and 30-year survival rates of 37% 35Vo

respectively, whereas women aged 55 to 64 years had lower

l0-,20- and 3O-year survival rates of 35Vo,22o/o and l9o/o.

Vilcoq (28), however, considered premenopausal patients to

a have a worse pro-gnosis. Adami ( I ), observed a corelation

between age and clinical stage, with older patients prescnting

more advanced discase. In a study of'the incidencc of
prognostic factors among oldcr patients, Clark (5), reportcd

tur.nors witl.r a low rate of prolilbration. Fisher (10), detected

a higher fiequency of patients younger than 44 ycars witl.r

tumors larger than 4 cm who presented fi'equent associations

with multicenter focal points of cancer, lnore than 4 axillary

lynrph nodes with metastascs, and a short disease-liee intcrval.

The patients older than 50 years studied herc presentcd larger

tumors than younger patients and a higher incidence of axillary

lymph node involvement, with rnore than 3 involved nodes

per tumor. Race may a negativc cl'fect on the prognosis of
cancer of the breasl. Natctro.jan (20), noted that black

women in rnore advanccd stages than white women and

emphasized thc sociocultural aspects of Anrerican black

women. In the present study, white and non-white wolllen

presented sirnilar trequencies of tumor size and non-white
patients had a higher frcquency ol'axillary node

involvement. In the 124 patients studied here, age atrd race

were not determinant factors in tenns of prognosis and

had no eff'ect on disease-free or overall survival. In the

present series therc was no significant difTerence in axillary

node involvement betwecn thc two surgical tccl.rniques

used. There was a hi-elrcr li'cquency o['lnctastases to thc

bones and lungs, with a highcr incidence in paticnts with
largcr tumors. In thc prcscnt scries there was no significant
dift'erence between patient situation at latest visit when

prognostic lactors, tuluor size and a axillary nodc
involvernent were correlated. Fislrcr (9), dernonstrated tl'rat

the single factor witlt thc highcst prcdictive value l'or l0-
and 20-year survival is the absolutc number of axillary
nodes with tumor involvemcnt. In a study of 196 patienl.s

with early cancer of tl.re breast in which he evaluated tu-

mor size and other prognostic firctors, Hoc (13) concluded

that axillary nodal status was the dctenninant prognostic tactor
in terms of survival. Lynrph node involvement is related to

tumor size. Physical exanrination ofien fhils to detect positivc

lymph nodes ranges from 25o/o Lo 3lo/o and the frcqucncy of
false-negative results ranges lrott 2Jo/o Io 33o/o, Fishcr (9),

Tabar (26). These data are important fbr prognostic reasons

and for the indication of adjuvant systernic thcrapy. Since
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clinical examination of the axilla fails rn one third of all

patients, accurate axillary dissection is important for staging

purposes. Fisher elal. ( l0), observed that overall and disease-

free survival was directly correlated with number of positive

lyrnph nodc and cstablished a correlation between axillary

nodal status and unsuccessful treatment at 5 and l0 years.

The number and lcvel o1'the axillary lymph nodes removed

indicatc the prognostic. Complete dissection of the tll'ee levels

of axillary lymph nodes provides maximum ptognostic

infbrmation, removes macroscopic disease fiom the axilla and

avoids the necd for axillary radiothcrapy. Complete axillary

crnptying at all threc levels would bc the only acceptable

method for the evatuation of axillary nodal status and more

than ten lymph nodes should be removed for a quantitative

deterrnination of the real axillary involvement (Cascinelli,4).

Rosen (24) studied 767 patients treated at the Memorial Sloan

Kettering Cancer Center from 1964 to 1970 after a mean

follow-up of l8 years and estimated that patients with tumors

lcss than 1.0 cm in size and without axillary involvement,

without metastases (T,NoMo) presented a survival rate of

89o/o . McGuire ( I 9), in a study of prognostic factors fbr guiding

the trcatment of paticnts with no axillary tumor involvcment,

suggestecl that erll prognostic factors should be taken into

consideration. In the present series, axillary lymph node status

was the prcdictivc lactor for recurrence and death from the

diseasc. Of the 54 paticnts with involved axillary lymph nodes,

25 (46.3Vo) died tiom the disease, although 1l of the 12

patients without tumoral involvement of the axillary nodes

(l5.3ok) also dicd from the disease. Disease-free survival and

overall survival were similar in patients with a negative axilla,

cxceeding 80Vo afler I 0 years. In contrast, disease-free survival

and ovcral survival were significantly decreased in patients

with axillary lyrnph node involvement, and this reduction was

directly correlated with greater axillary lymph node

involvemcnt. The nurnber of dissected lymph nodes per

parameters to determine tl.re aggressiveness of the disease the

higher thc number of axillary lymph nodes with tumor

involvemcnt, the worse the prognosis. In the present study,

the 72 patients with a negative axilla had a longer overall

survival compared to the 32 patients with a positive axilla,

with diseasc-fiee an overall survival rates decreasing with

increasing involvement of axillary lymph nodes. The present

rcsults permit us to confirm the validity and efficacy of
conservative treatment of cancer breast in the early clinical

stages, with the definition of parameters such as maximum

tumor size, tumor multicentricity and multifbcality. Clinical

evaluation of, the axilla is of low accuracy. In T 1a tumors have

a l}Vo to l5olo possrbility of presenting axillary involvement
(Silverstein,25). Thus, axillary emptying is of help for
diagnosis, prognosis and therapeutic conduct (Robinsort, 22).
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Summary

The objective of tltis work was tlte stucll, of 124 patients with prinrury non-nrctastatic breast cancer, stage I and II, TNM
classification. of UICC - Intenrutional Union Against Cance6 atlmitted to the Brectst Departnrcnt of the Cancer HospitaL, (A.

C. Caruargo), Antonio Pntdente Fotmdation, Sdo Paulo, Brazil. The prognosis of hreast cancer on the basis oftumor size and
axillary nodal status was evaluated in the patients subntitted to treatnrcnt with radical nrustectonty, Halsted's operation,

radical nndified nrctstectotlt),or Pate1,'s operation. All 124 patients were subntitted to surgical treatnrcnl, and in selected

cases to radiotherapy and to adjuvant s1,57srri. treatntent with chentotlterctpl,antL/or endocrinotherapy. Axillaq, noclal stcttus

was {he ntost sigttificant.factor in tlte prediction o.f discase-.frec intcrval ancl overall survival. Ttuttor size and axillary nsdol
status were positively associatecl witlt trurror tccurrcnce attcl palient cleath. Moclels for the ltrognosis o.f breast cancer were

selected orr tlte basis of denrograpltic, clinical, nrctcroscoltic tutl pathological tlata.
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