
cell polarrzatron or necrosis and several new classificatrons have recently 
been proposed. Careful correlation of these classifications with other fea- 
tures of DCIS and. most importantly, development of Invasive carcinoma 
and death from metastatic carcrnoma following conservation therapy is of 
the utmost importance for development of future strategies for management 
of thus heterogeneous lesion 

SY-2-2 Imaging of DCIS for Diagnosis and Treatment 

R. Grlles. C.I.E.R.M., Mpifal Bic&e, Paris, France 

Before the widespread use of screening mammography DCIS was consid- 
ered a relatively uncommon lesion, accounting for 0.8-0.5% of all breast 
carcinomas. In recent studres of patients undergoing mammographic stud- 
res without any clinical abnomaly, DCIS accounts up to l&20% of all 
breast cancers. Although clustered microcalcifications are a highly sensi- 
tive mammographic sign of DCIS. its specificity ranges from IO to 35%. As 
a consequence, the number of diagnostic surgical biopsies for clustered 
microcalcifications has dramatically increased. Furthermore, the extent of 
DCIS cannot always be accurately predicted on mammograms. Therefore, 
the diagnosis and assessment of DCIS on mammograms are one of the 
most common and difficult challenges for the radiologist. The diagnostic 
accuracy of core needle biopsy for isolated clustered microcalcrfications 
associated with DCIS is an issue that is still debated. More recently, several 
series reported contrast enhancement in DCIS up to 95% on dynamic MRI. 
Furthermore, the extent of contrast enhancement statistically correlated 
with the histopathologic analysis. If further studies confirm these results, 
dynamic MR could prove to be an useful tool for diagnosing and planning 
local treatment of DCIS. 

SY-2-3 SYO4 Ductal Carcinomas in Situ: Clinical Trials 

J.P. Julien, EORTC Breast Group, EORTC Radiotherapy Group. Cenfre H. 
Becquerel, Rouen France 

The treatment of DCIS is a source of perplexity and more and more 
cases are diagnosed as a result of the development of mammography and 
screening programs. A simple mastectomy will cure almost 100% of cases, 
the few failures being due to a small invasive carcinomas missed by the 
pathologist. However it is difficult to Justify such a mutilating operation for 
DCIS that are often now very small lesions, while, invasive carcinomas 
are treated conservativelv. But which conservative treatment and for which 
DCIS? First, what is the role of radiotherapy after a complete wide excision? 
Several national trials have started in Europe and also the EORTC 10853 
and in the USA the NSABP 817 whtch eariy results have been published. 
In the EORTC trial Lesions up to 5 cm will have a complete excision and 
are randomized to: Radiotherapy to the whole breast 50 gy (2 gy x 25 in 
5 weeks) or not. Strict guidelines are given for the quality of the excision, 
a quality control on site and a central review of histopathology are done. 
Ineligible cases are also registered. Thus We collect a large data base 
that WIII provide precious resources of clinical, pathological and biological 
information which enable markers of risk of relapse to be identified. This may 
lead to a more individualized approach to management of DCIS wrth some 
patients being treated with local surgery alone, other needing additronal 
radiotherapy and some needing mastectomy. Soon it should be possible to 
treat DCIS on a basis of precise Information for clinical trrals rather than a 
result of clinical prejudice 

L-L! SY 2 4 DCIS: Quality Control of Conservative Treatment 

E.J.Th. Rutgers. Dept. of Surgical Oncology, The Netherlands Cancel 
Institute, Amsterdam, The Netherlands 

DCIS is diagnosed after two different clinical situations. Firstly, DCIS is 
suspected by microcalcifications on routinely performed mammography. 
Secondly, DCIS IS - coincidently - found in a breast biopsy performed 
for any symptomatic reason, usually berng a breast mass or bloody nipple 
discharge. The situation of clinical occult microcalcifications poses the 
clinician for more difficult questions: how to diagnose the nature of the 
calcifications, do they represent only in situ carcinoma or also invasive 
cancer, what is the extent of the disease and consequently how to proceed 
to - and not jeopardizing - optimal treatment? For the diagnostic work-up 
a high quality two-directional mammography with magnification views should 
always be available. Concerning the microscopical diagnosis, stereotactic 
FNA-cytology is insufficiently reliable to establish the diagnosis of DCIS. 
Multiple stereotactic core biopsies enables the exclusion of a malignancy If 
there is a complete concordance between the mammographical appearance 

and histological frndings. Core biopsy does not grve rnformation about extent 
and infiltration. Furthermore, uncertainties exist about the risk of needle tract 
seeding, and spill rn case of hemorrhage. 

In the absence of core biopsy dragnosis, diagnoses has to be made af- 
ter wire gurded biopsy. The Wire localization has to be very precise. This 
bropsy, aimed at diagnoses, has to be representative, and should not exceed 
a lump Of 30-40 grams (4~4x4 cm). Per operative specimen radiography IS 
mandatory, as is identification of the specimen for the pathologist, Frozen 
section histology is strongly discouraged. The pathologist should examine 
the specimen fully. inking of the margins is indispensable and the perfor- 
mance of multiple slides (2-3 mm) radiography is very helpful. For relrable 
SxClUSiOn of invasion and margin involvement, on average 10 slides have 
to be examined. If margins are close, or if there are any doubts on the 
completeness of the excision of the mammographical microcalcifications, a 
post-operative mammogram should be made, preferably 6-8 weeks later 
(there IS no need for haste in DCIS!). As the treatment of DCIS is aimed 
at complete local excision, in case of presumed incomplete excision a re- 
excision, if indicated with a guide wire re-localization, has to be performed. 
Quality in the management of DCIS is only controlled within a dedicated 
“breast team”: a radiologist with high quality mammography and localization 
equipment, a surgeon with knowledge of the biological nature of DCIS, 
a pathologist who is prepared to a complete work-up. In any case, local 
control should be comparable to that after total mastectomy: less then 10% 
chance of breast relapses (half of them invasive!) in 10 years, 

- 

SY-3. Local Recurrences After Breast 
Conserving Therapy (September 11) 

SY-3-1 Local Recurrences after Breast Conserving 
Therapy: Tumor Characteristics 

R. Holland. Department of Pathology, University Hospital Nijmegen, The 
Netherlands 

About 60% of Invasive breast cancers are multifocal, of which approximately 
15% have a very hrgh multifocal tumor burden, usually of the intraductal 
type (extensive intraductal component; EIC), outside the invasive mass 
On the other hand, about 40% of invasive breast cancers are unifocal, 
having no tumor foci beyond the index tumor. Optimal therapy may vary 
for these groups of cancers from breast-consewing surgery with or without 
local radiotherapy to mastectomy This therapeutic choice is largely based 
on the expected amount of residual tumor left behind after an excisional 
biopsy. 

Optimum pathology supported by specimen X-ray and high quality mam- 
mography IS capable to predict the type and amount of potential resrdual 
tumor in most of the cases. 

In a recent study on a series of 149 patients, the amount of DCIS 
within 1 cm from the Invasive edge of the primary, and the size of margin- 
width around the pnmary turned out to be the most important factors in 
the assessment of residual tumor after an excisional biopsy. Therefore, 
at histologic evaluation the attention should be focused primarily on the 
assessment of the amount of DCIS around the invasive tumor and the 
relationship of these tumor foci to the margrns. 

An adequate pathologic evaluation of the margins requires a proper 
orientation of the specimen during handling by the pathologist. 

SY-3-2 Local Recurrences after Breast Conserving 
Therapy: Therapeutical Factors 

L. Cataliotti’, V. Distante, P. Pacini ‘, M. Rontini. Depallmenf of General 
Surgery University of Florence, It&y; ’ Department of Radiotherapy 
Florence, Italy 

Many risk factors for local recurrence after breast conservlng treatment 
are connected with surgical procedure, irradiation dose and technique, 
adjuvant treatment. The purpose of our study is to report on the basis of the 
literature and of our experience, the role of some therapeutical factors in 
the occurrence of local recurrences. In the period 1980-1992 1574 patients 
wrth breast cancer (T r: 3 cm) were treated with conservative treatment 
(surgery + radiotherapy) in our Hospital. Mean and median follow-up is 79 
and 84 months respectively. The actuarial incidence of breast recurrences 
at 8 years was 7.1 + 1%. pT1 (1185 ptS) VS. pT2 (374 pts): 6.8 * 1.1% 
vs 7.8 i 2% NS Negative margins (898 pts) 6.1 i 1.6% positive margins 


