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Pathologic Overview of Screening Detected Breast Lesions

oooooboooooooon

1970
1 cm

(mammography) ,
screening mammography

(needle localization)
(fine needle
aspiration biopsy), (core biopsy),
(mammotome biopsy)
, one—
stage operation
(conservation surgery)

(localization biopsy)

(Mammography)

(microcalci—
fication) (abnormal densi—
ty)

(specimen
mammaography) localization biopsy

. localization biopsy
specimen mammog—

raphy
. Specimen radiogra—
phy magnification view ,
specimen radiography
mammography
, abnormal density
1.0
cm



2004;1:144-151

(3 mm )
H&E hydroxyapatite
calcium oxalate crystal
pH 7.0 alizarin
red S .
: pH

. Mammographic Localization Biopsy for
Ductal Carcinoma In Situ: A Simple
Mapping Technique for Sampling and
Size Estimation By Usha Raju, MD

Localization biopsy

conserving operation

mammog—

raphy 1-2 cm

Localization biopsies Schnitt

Connolly

, Raju

Protocol for Biopsy Evaluation and Sampling

1. The specimen radiograph is reviewed to note
the location and extent of calcifications (Fig. 1a).

2. The specimen is oriented according to the
specimen radiograph and inked with one or more
colors to identify different surfaces if indicated (Fig.
1b). The specimen is fixed intact in buffered for—
malin at least for a few hours prior to sectioning.

3. A diagram of the specimen is drawn freehand
or by tracing it off of the film over a lighted box.
The wire and the marker needle placed by the radi—
ologist and any orientation sutures placed by the
surgeon are also included in the drawing.

4. The specimen is serially sectioned with atten—
tion to the area of the marker needle (Fig. 1c).

5. Sampling:

Small biopsies: Sequential sections of the entire
tissue are submitted, up to 10 blocks. Sections are
recorded on the diagram. Alternate surfaces are
marked or placed face down to be cut sequential—
ly. A section key is included in the report speci—

a b
Fig. 1. Sample mapping technique of sampling and size estimation after mammographic localization biopsy.
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fying the sections representing the needle—marked
area.

Larger biopsies: The sections include the entire
area of calcifications and at least one block each of
immediately adjacent tissue without apparent calci—
fications, both ends of the biopsy, and intervening
tissue sampled at regular intervals (Fig. 2a, b). The
sections are recorded in the gross description and
on the diagram. Orientation is maintained on the
remainder of the tissue slices saved.

6. The size of the DCIS is estimated after micro—
scopic review, correlating with the specimen radi—
ograph, diagram, and the size of the biopsy (Fig.
2c, d).

. Pathologic Overview of Screening Detected Breast Lesions

2. (Mammography)

D
(Benign Breast Lesions: Pathologic findings
and Its clinical significance)
80—90% ,

mammary dys—

Positive
Margins

X8/X6

X9IX7

c

d

Fig. 2. Mapping technique for sampling and size estimation (larger biopsies).
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Table 1. Summary of Breast Cancer Risk Related to Histologic Findings in Benign Breast Biopsies

Histologic Category Relative risk 95% Confidence Interval P-value
Nonproliferative
All patients 0.89 0.62-1.3 0.51
No family hx 0.86 0.59-1.3 0.43
Family hx 1.2 0.43-3.1 0.78
Proliferative without atypia
All patients 1.6 1.3-2.0 0.0001
No family hx 1.5 1.2-1.9 0.0002
Family hx 21 1.2-3.7 0.0007
Atypical hyperplasia
All patients 4.4 3.1-6.3 <0.0001
No family hx 35 22-55 <0.0001
Family hx 8.9 4.8-17 <0.0001

Dupont WD, Page DL : Risk factors for breast cancer in women with proliferative breast disease. N Engl J Med 312:146-151, 1985
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accurate for that particular case (e.g., physical
examination or imaging such as a mammogram). The
pathologic tumor size for classification (T) is a
measurement of only invasive component. For
example, of there is a 4.0 cm intraductal compo—
nent and a 0.3 cm invasive component, the tumor
is classified Tla. The size of the primary tumor is
measured for T—classification before any tissue is
removed for special studies, such as for estrogen
receptors.

Microinvasion of Breast Carcinoma

Microinvasion is the extension of cancer cells
beyond the basement membrane into the adjacent
tissue with no focus more than 0.1 in greatest
dimension. When there are multiple foci of microin—
vasion, the size of only the largest focus is used
to classify the microinvasion. (Do not use the sum
of all the individual foci.) The presence of multiple
foci of microinvasion should be noted, as it is with
multiple larger invasive carcinomas.

Multiple Simultaneous Ipsilateral Primary
Carcinomas

VNPI . The following guidelines are used when classify—
, Group 3 1  (high
grade, intermediate grade, low grade)
, 3
DCIS
group 3 (high—grade) , 1-2
group 2(intermediate I
grade), group 1(low grade) r |
Non-HG HG
without NCR with NCR
Primary tumor
.. L Group 1 Group 2
The clinical measurement used for classifying the
primary tumor (T) is the one judged to be most Van Nuys DCIS Classification
Table 2. The Van Nuys Prognostic Index (VNPI) Scoring System
Score 1 2 3
Size (mm) <15 16-40 > 41
Margin width (mm) > 10 1-9 <1
Pathologic Non-HG s NCR Non-HG ¢ NCR HG ¢ / s NCR
classification (NG 1or2) (NG 1or2) (NG )
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ing multiple simultaneous ipsilateral primary (infiltrat—
ing, macroscopically measurable) carcinomas. These
criteria do not apply to one macroscopic carcinoma
associated with multiple separate microscopic foci.

1. Use the largest primary carcinoma to classify
T.

2. Enter into the record that this is a case of
multiple simultaneous ipsilateral primary carci—
nomas, Such cases should be analyzed sepa—
rately.

Simultaneous Bilateral Breast Carcinomas

Each carcinoma is staged as a separate primary
carcinoma in a separate organ.

Inflammatory Carcinoma

Inflammatory carcinoma is a clinicopathologic enti—
ty characterized by diffuse browny induration of the
skin of the breast with an erysipeloid edge, usual—
ly without an underlying palpable mass. Radiologically
there may be a detectable mass and characteristic
thickening of the skin over the breast. This clinical
presentation is due to tumor embolization of dermal
lymphatics. The tumor of inflammatory carcinoma is
classified T4d.

Paget' s Disease of the Nipple

Paget' s disease of the nipple without an associ—
ated tumor mass (clinical) or invasive carcinoma
(pathologic) is classified according to the size of the
tumor mass of invasive component.

Skin of Breast

Dimpling of the skin, nipple retraction, or any other
skin change except those described under T4b and
T4d may occur in T1, T2, or T3 without chang—
ing the classification.

Chest Wall

Chest wall includes ribs, intercostal muscles, and
serrator anterior muscle but not pectoral muscle.
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