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The Diagnosis and Treatment of Ductal Carcinoma In Situ of the Breast

Seong-Hwan Kim, M D., Sang-Dal Lee, M.D., Hae-Kyung Lee, M.D.
Suk-Jin Nam, M.D. and Jung-Hyun Yang, M.D.

Department of Surgery, College of Medicine, Sungkyunkwan University
Samaung Medica Center, Seoul, Korea

Background: Ductal carcinoma in situ (DCIS) of the breast has been considered a relative rare form
of breast cancer because its diagnosis was difficult, but the widespread use of screening mammography
makes it easy to detect breast disease and there has been maked increase in the incidence of DCIS.
But the exact diagnoss and treament are controversial.

Methods: We reviewed the clinical records of 55 cases with DCIS treated at the Department of
rgery, Samsung Medical Center, between September 1994 and December 1997. If microinvasion was
noted, the case was excluded from this study.

Results: The incidence of DCIS was 115% of all breast cancer (55 out of 477) with increasing
tendency from 1995 to 1997. DCIS was most prevalent in women who were in their fifth decade, and
the mean age was 47 years old. Chigf complaints were palpable breast masses in 22 (40%) cases,
mammaographic abnormalities in 21 (38%), abnormd nipple discharge in 7 (13%), and others in 5 (9%).
The most common mammographic finding was microcacifications in 38 (78%) cases, but mass densty
and architectural distortion were dso noted in a small percertage. Diagnostic methods for preoperative
pathology were Fine Needle Aspiration (FNA) cytology in 15 (27%) cases, localization and excisona
biopsy in 17 (31%), excisond biopsy in 12 (22%), incisiona biopsy in 5 (9%), stereotactic core biopsy
in 3 (5%), US guided biopsy in 2 (4%), and ABBI (Advanced Breast Biopsy Instrument) biopsy in
1(2%. If the chief complaint was a padpable mass, FNA was the diagnostic choice. On the other hand,
if the problem was mammographic anormaities, localization and excisiona biopsy was preferred. The
aurgical procedures were modified radicad mastectomy in 17 (31%) cases, total mastectomy in 21 (38%),
lumpectomy with axillary lymph node dissection in 7 (13%), and lumpectomy only in 10 (18%). If
preoperative histology revealed the tumor of comedo type, mastectomy was preferred, but in case of
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non-comedo type, conservative surgery was preferred. Conservative surgery was followed by radiation
thergpy. Cancers were subclassified according to their histologic subtypes in 51 cases, and comedo type
was most common (42%). Prevalent sizes of the masses were less than 2 cm, and the biggest one was
9 am. There was one case (2%) of lymph node metastass. It was comedo type and the size of the
tumor was 9 cm.

Conclusions: The widepread use of screening mammography and various other diagnostic methods
will increase the chance of detecting DCIS, and conservative surgery will be performed more frequently
in sdected groups of patients.
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Table 1. Age distribution of DCIS
Age Number of cases
20 29 3
30 39 133
40 49 20
50 59 8
60 69 9
70 79 2
Total 55
Table 2. Clinical presentations
Chief complaints Number of cases (%)
Mass 22 (40%)
Mammographic anormdities 21(38%)
Nipple discharge 7 (13%)
Nipple ulceration 3(5%
Nipple retraction 1(2%)
Mastagia 1(2%)
Total 55 (100%)

21 (38%),
7 (13%), 3 (5%,
1 (2% 1 (2% (Tale 2).
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38 (78%), 9
(18%) 3

1 (2% 1
%) (Teble 3).
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2
(fine needle aspiration: FNA) 13 7
(localization & excision) 2

1

Table 4. Diagnostic methods of DCIS

Clinicd findings Diagnostic methods  Number

FNA 13
Palpable mass Excisional biopsy 7
Localization and 2

excisiona biopsy

Localization and 14
excisiona biopsy

Microcalcification  Stereotactic core biopsy 2
US guided biopsy 2
ABBI biopsy 1
Table 3. Mammographic findings Incisional biopsy 2
Mammographic findings ~ Number of cases (%) Bloody nipple FNA 2
discharge
Microcalcification 38 (78%) Excisiondl biopsy 5
0,
Mass . L 6 (129%) Nipple ulceration  Incisional biopsy 3
Mass+ microcalcification 3(6%)
Architectural distortion 1(2%) Nipple retraction  Localization and 1
No abnormal finding 1(2%) excisiona biopsy
Total 49 (100%) Mastalgia Stereotactic core biopsy 1
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Table 5. Operative procedures
60%
Procedures Number of cases (%)
EE MRM BN MRM
. TV ol T . .
1 L& ALND 3 L & ALND Modified radical mastectomy 17 (31%)
L EE L Total mastectomy 21(38%)
i 0,
Fig. 3. Operative procedures according to subtypes. Lumpectomy with ALND ! (130/0)
MRM: modified radical mastectomy, TM: tota Lumpectomy  only 10 (18%)
mastectomy, L & ACND: lumpectomy & axillary Total 55 (100%)

lymphnode dissection, L: lumpectomy only
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Table 6. Histologic subtypes
Subtypes Number of cases (%)
Comedo 21 (42%) Paget
Cribriform D (24% » P ’
Solid 1 (2% 14%
Micropapillary 2 (4%)
Mixed 5 (290/0) 2 7% 126 11)
Total 51 (100%) 1990 Lagios
3 5% 2
Table 7. Extents of tumor
Ernster ¥ 1973 24% 1992  15.8%
Extents Number (%) Number (%)
- total - comedo ' 45
1995
less than 1 cm 13 (26%) 2 (95%) 1997 15.3%
1 19 cm 17 (34%) 9 (43%)
2 29 cm 10 (20%) 4 (19%)
3 39 cm 1 (2% 1 (5%) 40
4 49 cm 5 (10%) 3 (14% ¥
more than 5 cm 4 (8%) 2 (95%) 5%
14)
Tota 50 (100%) 21 (100%) '
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