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Abstract

Aim: To identify lymph node yield in Rotter’s group (Interpectoral) tissue dissected during
modified radical mastectomy for Carcinoma breast.

Material and Method: The records of eighty eight patients were retrospectively reviewed
from November 2019 to February 2022 who underwent modified radical mastectomy for
breast cancer and had interpectoral tissue separately sent for histopathologic examination.
Results: All the lymphnodes identified during histopathological examination were from
levels one to three and Rotter’s tissue failed to yield any lymphnodes.

Conclusion: In our study population the interpectoral tissue dissection failed to yield any
nodes and hence may be omitted from standard modified radical mastectomy.
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Introduction

Carcinoma of Breast is one of the most the lymph nodes to pectoralis minor
common cancers in India. [1] The muscle, level one being lateral to

prognosis of this cancer depends on size of minor  muscles’s lateral
tumour and axillary lymph node
involvement as well as distant metastasis.
[2-4] Axillary dissection has been an
important part of surgical treatment of
breast cancer. Classically the nodal
stations have been classified as levels one,
two and three on the basis of relation of
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pectoralis
boundary, level two being in Dbetween
medial and lateral border of pectoralis
minor muscle and level three being medial
to medial boundary of pectoralis minor
muscle. [5-6] Rotter’s lymph nodes refers
to inter pectoral tissue located between
pectoralis major and minor muscles and
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are supposed to receive lymph fluid from
muscles and mammary gland and deliver
lymphatic fluid to axillary lymphatic
plexus. The Rotter’s lymph nodes are
named after Joseph Rotter who described
them. [7-8] In this study we identify lymph
node yield in Rotter’s group (Interpectoral)
tissue dissected during modified radical
mastectomy for Carcinoma breast.

Material and Methods

The clinical records of 88 patients of
Carcinoma breast were reviewed who
underwent modified radical mastectomy
from November 2019 to February 2022.
All those patient’s records who were
diagnosed cases of non-metastatic
infiltrating carcinoma of breast and were
treated by modified radical mastectomy
with dissection of levels one, two and
three along with interpectoral (Rotter’s)
tissue were considered for inclusion in the
analysis. All these cases were operated by
a single surgeon and Rotter’s nodes were
dissected by including all the tissues
between pectoralis minor and major
mucles between medial and lateral border
of pectoralis minor muscle. The
interpectoral tissue so obtained was
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separately grossed on table, packed and
sent for histopathologic examination.
Other data like age, sex, clinical stage,
type of surgery done, pathological stage,
average nodal yield and lymph nodes
found in rotter’s group were recorded.

Results

Our retrospective observational study
included eighty eight patients. The average
age at surgery was 47.3 years. 4(4.5%) out
of 88 patients were male and 84 (95.5%)
patients were females. Average nodal yield
was 20 and range being (09-31). Two
patients had received neoadjuvant
chemotherapy. Two patients had complete
pathological response and were classified
as yp TO NO, another two patients after
neoadjuvant chemotherapy were staged as
ypT1 NO, eight patients were pT1, sixty-
four patients PT2, eight patients T3, four
patients T4. Six patients had invasive
lobular carcinoma, one adenoid cystic
carcinoma and eighty one had invasive
duct carcinoma. Only one non metastatic
lymph node was identified in a patient in
Rotter’s lymph node tissues (pathologic
stage T3). (Table 2).

Table 1: General Demographic Data

VARIABLES

FREQUENCY (%)

No. of Cases

88

Mean age

47.3 Years

Gender

Male

4(4.5%)

Female

84(95.5%)

Site of lesion

Right breast

34 (38.6%)

Left breast

54 (61.4%)

Neoadjuvant Chemo:

Received

4 (4.5%)

Not Received

84 (95.5%)
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Table 2: Tumour and Node characteristics of patients

T Stage n | Percentage
ypTO 2 1221%
ypT1l 2 122T%

pT1l 8 19.1%

pT2 64 | 72.7%

pT3 8 19.1%

pT4 4 14.5%
TOTAL 88 | 100 %
Node Status n | Percentage
Node Negative 43 | 48.86%
Node Positive 45 | 51.14%
TOTAL 52 | 100 %
Interpectoral node (non-metastatic) | 1 | 1.13%

Pathologically 2.27% of patients were
ypTO, 2.27% patients were ypT1, 9.1%
were pT1, 72.7% were pT2 and 9.1% were
pT3, 45% were pT4 tumours. All 88
patients (100%) underwent modified
radical mastectomy (breast with level 1 to
Il dissection along with interpectoral
nodes). Average nodal yield was 20 for the
cohort. Only one patient with pT3 disease
was found to have a subcentimeter non
metastatic node at interpectoral region
(1.13%) (Table2).

Discussion

Eighty eight patients were included in this
retrospective observational study. All 88
(100%) patients underwent modified
radical mastectomy (breast with level 1 to
Il dissection along with interpectoral
nodes). Average nodal yield was 20 for the
cohort. Anatomically, IPNs are located
between the pectoralis major and minor
muscles in the interpectoral fascia and do
not belong to axillary lymph nodes
(ALNs) and may further drain into the
central or subclavicular node groups
representing a possible “skip pathway” for
tumour cells to metastasize from the breast
to level 111 nodes while bypassing levels |
or 1I' [9]. The information obtained from
pathologic examination of the removed
lymph nodes helps to determine the
pathologic staging of the disease and is an
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integral part of the treatment of breast
cancer. [10]. In  present  study,
pathologically 2.27% of patients were
ypTO, 2.27% patients were ypT1, 9.1%
were pT1, 72.7% were pT2 and 9.1% were
pT3, 4.5% were pT4 tumours. Only one
patient with pT3 disease was found to have
a subcentimeter non metastatic node at
interpectoral region (1.13%).

Interpectoral lymph nodes (IPNs) were
first reported by Grossman in 1896. [11] In
currently accepted guidelines, the removal
of > 10 axillary nodes represents the
international gold standard for systematic
axillary staging. [12].

In our study two patients had received
neoadjuvant chemotherapy. Two patients
had complete pathological response and
were classified as yp TO NO, another two
patients after neoadjuvant chemotherapy
were staged as ypT1l NO, eight patients
were pT1, sixty-four patients PT2, eight
patients T3, four patients T4. Six patients
had invasive lobular carcinoma, one
adenoid cystic carcinoma and eighty one
had invasive duct carcinoma. Only one
non metastatic lymph node was identified
in a patient in Rotter’s lymph node tissues
(pathologic stage T3). The role of
interpectoral lymphnode dissection is
controversial as the region contains mostly
fibrofatty tissue and lymphnode vyield is
unpredictable. Different studies have
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reported different nodal yield from
interpectoral dissection. Different surgeons
hold different views for the same and there
is no standard guideline for the same.
Interpectoral nodes  (IPNs)  were
anatomically present in 28 patients (48%)
and were completely absent in 30 patients
(52%). [13] Our study compared with
another study from korea has the same
percentage of nodal involvement and
average nodal yield, but our interpectoral
node yield is low. The mean number of
axillary lymph nodes and Rotter's nodes
were 19.5 and 0.9. Axillary lymph nodes
metastases were found in 47.2% of all
patients. [14,15]

Conclusion

Our study showed that the nodal yield
from interpectoral region (Rotter’s group)
is very low and this may partly be
reflected by the fact that most of the
patients in our study were pathologically
T2 tumours and it may also partly reflect
the lack of identification of very small
lymph nodes if any present in interpectoral
tissues., In the light of above study it may
be suggested that routine interpectoral
node dissection may be avoided at least in
selected patients, however further studies
may be be required .

References

1. Rangarajan B, Shet T, Wadasadawala
T, et al. Breast cancer: An overview of
published Indian data. South Asian J
Cancer. 2016;5(3):86-92.

2. Csaba Gajdos, MD, Paul lan Tartter,
MD, and Ira J. Bleiweiss, MD.
Lymphatic Invasion, Tumor Size, and
Age Are Independent Predictors of
Axillary Lymph Node Metastases in
Women With T1 Breast Cancers. Ann
Surg. 1999 Nov; 230(5): 692.

3. Ossama Hassan, Mohamed shehata
Taha, Hazem EI Mehairy. Sentinel
lymph node biopsy versus elective
neck dissection in evaluation of cNO

neck in patients with oral and
oropharyngeal squamous cell
Pancholi et al.

10.

11.

12.

13.

e-1SSN: 0975-1556, p-1SSN: 2820-2643

carcinoma. Systematic review and
meta-analysis study. Egyptian Journal
of Ear, Nose, Throat and Allied
Sciences 2015;16:25-34.

Patel S, Sakthivel P, Singh I, Gulati A,
et al. Frequency of skip metastasis in
oral cancer: An Overview. Int J Head
Neck Surg 2015; 6(2):80-85.

D’Cruz A K, Vaish R, Kapre N,
Dandekar M, et al. Elective versus
therapeutic Neck Dissection in Node-
Negative Oral Cancer. N Engl J Med
2015; 373:521-9.

Byers RM, Weber RS, Andrews T et
al.  Frequency and therapeutic
implications of “‘skip metastases’ in
the neck from squamous carcinoma of

the oral tongue. Head Neck
1997:19:14-109.
Cody HS, Egeli RA, Urban JA.

Rotter's node metastases. Therapeutic
and prognostic considerations in early
breast carcinoma. (1984) Annals of
surgery. 199 (3): 266-70.

Tor Wo Chiu. Stone’s Plastic Surgery
Facts: A Revision Guide, Fourth
Edition. (2018).

Estourgie SH, Nieweg OE, Olmos RA,
et al. Lymphatic drainage patterns
from the breast. Ann Surg. 2004,
239(2):232-237.

Komenaka IK, Bauer VP, Schnabel
FR. Interpectoral nodes as the initial
site of recurrence in breast cancer.
Arch Surg. 2004;139(2):175-178.

Le VH, Brant KN, Blackhurst DW, et
al. The impact of the American
College of Surgeons Oncology Group
(ACOSOG)  z0011  trial:  An
institutional review. Breast. 2016;29:
117-119.

Grossman F. Ueber die Axillaren
Lymphdrusen: Inaugural Dissertation.
[About the Axillary Lymph Glands:
Inaugural Dissertation]. Berlin,
Germany; 1896. German.

Axelsson CK, Mouridsen HT, Zedeler
K. Axillary dissection of level I and 1l
lymph nodes is important in breast

International Journal of Pharmaceutical and Clinical Research

732


https://www.ncbi.nlm.nih.gov/pubmed/?term=Gajdos%20C%5BAuthor%5D&cauthor=true&cauthor_uid=10561094
https://www.ncbi.nlm.nih.gov/pubmed/?term=Tartter%20PI%5BAuthor%5D&cauthor=true&cauthor_uid=10561094
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bleiweiss%20IJ%5BAuthor%5D&cauthor=true&cauthor_uid=10561094
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1420924/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1420924/

International Journal of Pharmaceutical and Clinical Research e-1SSN: 0975-1556, p-ISSN: 2820-2643

cancer classification. Eur J Cancer. Journal of Medical Research and

1992; 28:1415-1418. Health Sciences, 2022:5(4), 1860-
14. Namukwambi, R. N., Tuhadeleni, O., 1865.

& Van Neel, R. The Knowledge and 15.R Y Chandawarkar, S R Shinde.

Practices of Handwashing Among Interpectoral nodes in carcinoma of the

Street Food Vendors in the breast: requiem or resurrection. J Surg

Keetmanshoop Municipal Area: none. Oncol 1996 Jul; 62(3):158-61.
Pancholi et al. International Journal of Pharmaceutical and Clinical Research

733



