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There is a psychological gain which is difficult to quantify. There
are also fewer hospital-associated complications, such as those
associated with maintaining intravenous access, when patients
are sent home earlier.

While switching early to oral antibiotics is not appropriate for
all patients with pneumonia, there are clinical predictors which
may help select those patients more likely to improve in the out-
patient setting and those who may benefit from observation and
monitoring in the hospital. 4 Identifying certain demographic
features, co-morbid illnesses, and presenting physical signs may
enable the clinician to predict a favourable outcome with some
degree of certainty. However, there are other medical and psycho-
social variables which should be considered on an individual
basis. Patients who are vomiting, or those who lack the mental or
physical capacity to self-administer medications and those who
do not have the necessary social support, for example, would be
inappropriate candidates. Others may have an impaired cough
mechanism and require supervised pulmonary hygiene such as is
offered in the hospital by chest physiotherapy, nebulized medica-
tions, and suctioning to facilitate expectoration.

Switch therapy must be judged by the quality of care delivered.
The current literature suggests that quality need not be sacrificed;'
however, caution must be exercised when applying this data to
communities where other variables exist. This literature is based
on populations where the most common community-acquired
pneumonias are due to S. pneumoniae, M. pneumoniae, C.
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SUMMARY
This study aimed to assess the accuracy of sentinel lymphadenectomy
for breast cancer. Between 1 July 1995 and 31 December 1996, 20
patients underwent 21 sentinel lymph node dissections (SLND) as
1 patient had bilateral breast carcinoma. The axillary lymph node
dissection (ALND) was performed under general anaesthesia after
3-5 ml of 1% Isosulfan Blue (Lymphazurian, Hirsch Industries,
Richmond, VA, USA) was injected in a four-quadrant location
surrounding the primary breast tumour or the previous excisional
biopsy site. In patients undergoing modified radical mastectomy, the
surgical incision included the nipple-areolar complex, and the tumour
or the previous biopsy scar. In patients undergoing breast conserving
surgery, separate incisions were used for segmental mastectomy and
axillary dissection. Axillary dissection was performed initially in all
patients. By blunt dissection an attempt was made to identify the
lymphatic tract stained blue as it exited the breast parenchyma and
entered the sentinel node stained blue. The harvested sentinel lymph
nodewas sent as a separate specimenfor histopathological evaluation.
A search was alsomade for a second sentinel lymph node. The search
was terminated when the sentinel lymph node was found or after 15
minutes had elapsed from the start of the dissection. Following this,
axillary dissection comprising level I, level II and part of level III
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pneumoniae, Haemophilus, aerobic Gram-negative bacilli and
respiratory viruses. In different social and cultural conditions, this
practice will have to be evaluated before accepting it as a standard
of care.
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lymph nodes was performed. Pathological review was carried out
with haematoxylin and eosin staining. Patient charts were reviewed
andclinical information, primary tumour histopathology andaxillary
node status were recorded and evaluated.

The binomial test for equality of events was utilized to evaluate
the probability of random selection of the sentinel lymph node.

The patients were 27-80 years old. Excisional biopsy had been
performed previously in 16 patients. The median primary tumour
size was 1.9 em (range 0.7-8 ern). There were 13 (62%) modified
radical mastectomies and 8 (38%) breast-conserving procedures.
Histologically,therewere 6 infiltratingductcarcinomas, 12 infiltrating
duct carcinomas with a ductal carcinoma in situ (DCIS) component,
1 lobular carcinoma and 2 patients with inflammatory carcinoma
who had undergone preoperative chemotherapy.

A sentinel lymph node was identified in 14 of 21 dissections
(66%). In 3 patients, 2 sentinel lymph nodes were identified. All
identified sentinel lymph nodes were either at level I or II, and in 1
patient it was identified at both levels. A total of 169 lymph nodes
were dissected, of which 14 were sentinel.

Five of the 14 sentinel lymph nodes were positive while only 10
ofthe 155 non-sentinel nodes were positive. The sentinel lymphnode
only was positive in 3 of the 5 patients.

There was no significant difference in the detection of sentinel
lymph nodes between patients undergoing modified radical
mastectomy (9113; 69%) and breast-conserving procedures (5118;
63%). There was no increase in morbidity associated with SLND.
There was a minimal increase in the operating time.

COMMENT
The axillary lymph node status continues to be the most important
prognostic indicator in breast cancer and is of particular value in
determining the choice of adjuvant therapy. Non-invasive staging



SELECTED SUMMARIES

of the axilla has been found to be inadequate. Physical examination
has high false-positive and false-negative results regardless of the
clinician's experience. Diagnostic non-invasive techniques (e.g.
Iymphoscintigraphy, CT scan, MR and high quality film screen
mammography) do not have adequate sensitivity and specificity
to provide reliable and reproducible staging results that correlate
with the pathological status of the axilla. Davies et al. I reported a
false-negative sampling frequency of 40% when blind biopsy was
performed. Hence, prognostic information is now obtained by
histological examination of all or most of the axillary lymph
nodes and the operative treatment of breast carcinoma today
almost always involves axillary dissection. However, with
increasing awareness and the use of screening mammography in
some countries, a greater number of small tumours « 1 em) are
being detected. If a less invasive procedure can accurately detect
the presence or absence of metastasis in axillary lymph nodes,
axillary dissection can be avoided. Giuliano et al. 2 first applied the
technique oflymph node mapping and sentinel lymphadenectomy
in breast cancer. In their study, sentinel lymph nodes were
identified in 114/174 (65.5 %) procedures and predicted axillary
lymph node status accurately in 109/114 (95.6%) cases. They
reported a definite learning curve in identifying a sentinel lymph
node. They succeeded in 58.6 %of the first 87mapping procedures
and in 78 %of the last 50 cases. They performed SLND 5 minutes
after injection of Isosulfan blue into the tumour site and all the
sentinel lymph nodes were at levels I or II. All false-negative
results occurred in the first part of the study, while the sentinel
lymph nodes identified in the last 87 patients had neither false-
positive nor false-negative results.

In the present study, the authors have not mentioned the
interval between injection of the dye and SLND, which may have
a bearing on the detection rate. They have also not mentioned the
false-negative rate of SLND and thus the predictive value of
SLND in their study cannot be assessed. The main disadvantage
of this procedure is that in about 20 % of patients, a sentinel lymph
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node cannot be identified." Also, SLND may not accurately
predict lymph nodes for inner quadrant tumours which may
predominantly drain into the internal mammary lymph nodes. The
use of preoperative Iymphoscintigraphy may help to increase the
detection rate of sentinel lymph nodes. Veronesi et al. 3 were able
to identify negative axillary lymph nodes with 97 % accuracy
based on sentinel lymph node biopsy guided by a gamma probe.
A combination of preoperative Iymphoscintigraphy, intraoperative
gamma probe and injection of a vital dye is likely to further
improve the results ofSLND.

SLND is anew, minimally invasive procedure to assess
axillary lymph node status in early breast cancer. It enables
accurate prediction of the axillary lymph node involvement
without the need for total axillary dissection. Further, it improves
the histological staging by enabling the pathologist to perform a
focused analysis of one or two lymph nodes. The ability to
identify a tumour-free sentinel lymph node could enable the
surgeon to avoid axillary dissection in some patients. Finally, the
concept of orderly progression of axillary lymph node involvement
may be explained and the so-called skip metastasis may in fact be
due to variations in regional lymphatic drainage rather than non-
sequential progression of tumour cells ..
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Obituaries
Many doctors in India practise medicine in difficult areas under trying
circumstances and resist the attraction of better prospects in western coun-
tries and in the Middle East. They die without their contributions to our
country being acknowledged.

The National Medical Journal of India wishes to recognize the efforts of
these doctors. We invite short accounts of the life and work of a recently
deceased colleague by a friend, student or relative. The account in about
500 to 1000 words should describe his or her education and training and
highlight the achievements as well as disappointments. A photograph
should accompany the obituary.

-Editor


