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Correlation between the number of positive sentinel lymph nodes and non-sentinel lymph node metastasis
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Abstract Objective: To perform the state of sentinel lymph nodes (SLN) affects whether axillary lymph node dissection (ALND) and to an—
alyze the correlation between the number of positive sentinel lymph nodes and non—sentinel lymph node metastasis in early breast cancer.
Methods: Data were extracted from the retrospective database of Tianjin Medical University Cancer Hospital from January 2014 to Decem—
ber 2017. Patients who met Z0011 trial inclusion criteria of ¢T1-2NO invasive breast cancer in SLN—positive with ALND were recruited. U-
nivariate and multivariate Logistic regression analysis was performed on variables related to NSLN metastasis. Results: According to the in—
clusion and exclusion criteria, a total of 495 cases were analyzed in univariate and multivariate analysis. The study revealed 174 (35.2%)
patients were with NSLN metastasis; = 3positive SLN metastases (P<0.000), receptor status (P=0.007), and lymph—vascular invasion
(P=0.006) were associated with NSLN metastases. Multivariate analysis revealed that =3 positive SLN metastases was the most important
independent predictor for NSLN metastases (OR=6.604, 95%CI 3.451~12.638, P<0.000). For patients with different risk factors, the NSLN
metastatic rates were 16.4%, 23.1%, 39.1%, and 60.7%, respectively. Conclusion: The number of positive NSLNs, receptor status, and
lymph—vascular invasion were correlated with NSLN metastasis. The =3 positive SLNs may be an independent predictor for NSLN metas—
tasis. When risk factors 2 or 3 are present, ALND is strongly recommended due to higher than ACOSOG Z0011 trial (27.3%).
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Fig 1 Schematic representation of nodal status
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Tab 1 Clinical and pathological data of 495 patients

NSLN Bk NSLN FHM: X P
B4R RS 49.6 489
IR () 0.278 0.598
<50 185 96
>50 136 78
EEAY NI 0.222 0.637
EZX:(1} 186 97
ZJ5 135 77
ST R g AN 2.4 2.6
IR T 4339 1.954 0.162
T1 152 71
T2 169 103
FARIFX 1.508 0.220
Ee)] 179 87
(7= 142 87
HAF 0.813  0.666
1 43 27
2 242 124
3 36 23
S E R /N 2.1 24
Jo5 BT 431 2201 0.138
T1 181 86
T2 140 88
ZRES 12.172  0.007
HR(+)/HER(-) 201 100
HR(+)/HER(+) 71 30
HR(-)/HER(+) 31 36
HR(-)/HER(-) 18 8
T B SLN 4k 2.907 0.088
Py 3 4
1~2 82 57
=3 239 117
SLN FHPEA%L 31.280 0.000
Py 1 2
1~2 305 137
=3 16 37
KR 7.526 0.006
3 234 106
= 87 68

%2 SLN PA{E2#E NSLN 7% £ [E % Logistic 547
Tab 2 The multivariate logistic regression model related to NSLN in

patients with SLN—positive

At OR 95%CI P
PAUSTNAN

HR(+)/HER2(-) 1

HR(+)/HER2(+) 0.797 0.454~1.367 0.410

HR(-)/HER2(+) 3.539 1.999~6.297 0.000

HR(-)/HER2(-) 0.616 0.246~1.542 0.301
SLN PH#:A%K

1-2 1

=3 6.604 3.451~12.638 0.000
kg 2

w 1

= 2.389 1.527~3.736 0.000

%3 Tl NSLN ##E%ER AUC
Tab 3 The AUC for the prediction of positive-NSLN

Ap AUC 95%CI
SLN PHFEANEL 0.581 0.527~0.636
Jok A IS 0.560 0.506~0.613
ZRES 0.567 0.513~0.620
SLN FHHEA B+ 2 R A 0.751 0.679~0.816
SLN BHHEAE+ kA 12 1 0.754 0.699~0.878
[k AR+ 2 AR 0.761 0.705~0.872
SLN FHEA B+ 52 AR A+ kAR 1 0.765 0.715~0.883
ROC Hhk
1.0 =Sl
SLN FHYEA %L

Z IR
—SLN BHPEN B4z ok
SLN BHHEA R+ bR B i

KA I+ A7 AR S
0.6 SLN BHPEANE+ 32 AR A +
o A ki
3 SHk
=
& 0.4

0.0 0.2 (l).4 6.6 0.8 1.0
1Rt
B2 M HEFESERAISEE ROC fhZk
Fig 2 The ROC of independent and combination factor
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Fig 3 NSLN metastases rates when for risk factors 0 to 3
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