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Axillary Lymph Node Metastasis in Patients of
Ductal Carcinoma in Situ or Ductal Carcinoma
in Situ with Microinvasion

Gil Soo Son, Tae Hyoung Kim, Jun Won Um, Jae Bock Lee,
Jeoung Won Bae and Bum Hwan Koo

Department of Surgery, Korea University College of Medicine,
Seoul, Korea

Purpose: The development of publicized screening methods
for breast carcinoma detection has led to a marked increase
in the discovery of ductal carcinoma in situ (DCIS) or DCIS
with microinvasion (DCIS-MI). Axillary lymph node status has
been believed to be not only an indicator of prognosis, but
also a direction of adjuvant therapy. But the incidence of
axillary metastasis in DCIS or DCIS-MI has diversely found
in from 0% to 20%. This study was performed to analyze
the incidence of axillary metastasis and the predictive factors
associated with axillary lymph node metastasis in DCIS or
DCIS-MI.

Methods: Patients with DCIS or DCIS-MI and axillary lymph
node dissection from 1987 to 2004 were selected from Korea
University Medical Center. We reviewed their medical
records for age, palpability and size of the tumor, histolgic
subtype, nuclear grade, hormone receptor status, and patho-
logic slides.

Results: Fifty two patients in DCIS and Thirty eight patients
in DCIS-MI were included in the study. Axillary lymph node
metastases were identified in 2 patients (3.8%) in DCIS and
4 patients (10.5%) in DCIS-MI. Tumor size and nuclear
grade in DCIS had a borderline significance in association
with microinvasion. We could not be able to find any
predictive factor associated with axillary lymph node
metastasis in DCIS and DCIS-MI.
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Conclusion: Axillary lymph node metastasis in DCIS or
DCIS-MI appeared to be not low and there was no predictive
factor associated with axillary lymph node metastasis in
DCIS and DCIS-MI. But DCIS patients with large tumor size
and poor nuclear grade have the high possibility associated
with microinvasion, therefore, in that cases, there is a need
to consider the possibility of axillary metastasis. (Journal of
Korean Breast Cancer Society 2004;7:180-184)
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o £ TS Sl e A4 Az g vl 2) DHAO|LHStOA O|ME 2D 2= AN EAN
Aol fle AFANG R Fdsjo] Ao} gdxyg ces me e
&& AAD, & F 204 Al o480 (able D
HAE deo} Az A g sl AlFwo] Bas Ay 52 9] AN AH2 2945 E T1M71A Hit
T Utk ofA Y #AFA WA ARG "z A 4994101, 385 o] HAAEA BFARITY dPFS
o] oo wetr Fgo] Ftd F JoBE olF 4F 31A1 58 83417bA] Bt 481412 F o Ateldl] ztel& ¢l
d F AvE Xz F =R E Folth Aok FFINLT F 218 @4%) A dFHoE FH7t
2 dTdMe BN SGH A& Bl AR, AR ET T 2298 (61%) A4 A7 P F
A EEZA Holgo] dvhyt HeA Yot dxd A U SAHCR {Fo5 AolE HolA ¥tk GF A
ol d&T F U' AFIA} A=A ot A} 513 7€ RGN E 2 em ©]8HS] BT 129 (31%),
t}, 2cm Bt I3 5 cm ©]3F A7t 219(54%), 5 cm K
o & A7 68 (15%)°1 R, PIAEETANAE 2 em o]
g = 3Fel A97F 4H(12%), 2 cmBE T =31 5 cm ©|3FSl 7
7F 1795 (50%), 5 cmB. T 2 Z-$7} 13H(38%) 2.2 U]Aﬂﬂ
b o 2o Ul B A B, FAA02 A3
198713 193E 2004 4¥71A] nHU st 28 ¢ oS BATHP=0.056). A sH AEFo] wat |
oA AT ) AAEA BAHYLer Fe % (comedo type)?} HIHXEF O Z FHIIFS o, & iqlﬁ
o Bxl Tl HEZH FAE e A "HEA AL U T 17HMEA%)ANA AEFO|UL HAHET F 1478
W Aldate] Ao} fgxde] o] ofiE AT 5 3
UL 0 S ez st
Table 1. Pathologic characteristies and axillary nodal status in
2) e DCIS and DCIS-MI
909 o] i SAE PARFo] Yl e HEHY DCIS DCIS-MI P value
oF 52919 vl fo] de BAAIUNY 382 EFSHA ,
oF, AR/GE AR VAT o|, T4, Fuye o TN O
271, Fe FA oy Sef A 548 2ARIRAL Axillary LN metastasis 2 (3.8%) 4 (10.5%) NS
BEjz e AL 7337,}}] R EaA 23 Fefel=2 A Tumoe size 0.056
HES e Fgxd Holg, T A7), 244 <2 cm 12 (31%) 4 (12%)
AEE, 8 55, 28 FEAY Td oF Fo Bz >2 cm, <5 cm 21 (54%) 17 (50%)
28Rl EAs ZAMSIAT E fxd Hole} dAdd >5 cm 6 (15%) 13 (38%)
AFAATE A=A gotr 7] $lated, B‘HE@ Aol7p A Tumor palpability NS
H 699} DA Ao|7} 9 849 BB Z39 = Palpable 21 (44%) 22 (61%)
7], 279 AR ZAAQA AR, zs_q =3 s2R Non-palpable 27 (56%) 14 39%)
284 By JRBE ¥ B9 Histologic subtype NS
T 27be] 7t Q1AM MmE YESE SAS (ver 8.1) X comedo 17 (44%) 14 (52%)
2298 0|88l cisqurel o2 BAAKL, FARE Lo 2eom B
< P gke] 005 °oJ3t= 33l Low () 2 @W% 6 (19%)
Intermediate (IT) 8 (17%) 7 (23%)
£ o High (IID) 17 36%) 18 (58%)
1) oot 2lmH F0|S(Table 1) Estrogen receptor NS
Positive 18 (51%) 17 (59%)
Aol FxA Aolx IAIYY A 529 F= 249 Negative 17 (49%) 12 (41%)
(3.8%)% A HAaL, 1 /H]?Q &4 ZAIY Y A} 389 = Progesteron receptor NS
498(105%) A BAA, AAZNGA v AR & = Positive 16 (46%) 12 (41%)
A9k Qe ASRT YxA Holgo] wgon} Ay Nealw S
O g Aol & HolA = 3kth(P=0216). DCIS = ductal carcinoma in sitw; DCIS-MI = DCIS with

microinvasion; LN = lymph node; NS = not significant.



(52%) 1l A ‘?jz
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3=} Ur“t A7 ARG TS 17“3(36%)0131 UMI
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AHTe 18 (58%) 0.2 mAH ST &3

Table 2. Predictive factors for axillary lymph node metastasis in
DCIS and DCIS-MI

Ui Aot gekon SAAHCE AAA s HA
th(P=0.052). ZEE #%iw THES 2y, AN
E9o] 51%9 2 Eiﬂ]iﬂl%

X
A
o]
T 2EZA F8A %A
FAEO] 46% R, 1A
_"E N

Yz Adols A I APANE 27) Aste], o)
. _ A B3 0082 Yxd Aolrt 9k 483 YA Aol
Axillary lymph node metastasis 1 7} Qe 6@ ow HEsle Hwg A, dAHoT Zy
P value — —
Ao = I A A Lo 2
Negative Positive 7h AR Bes 92 o7 flE 8 513%% H2
A Aozt e w9 50%9 FAHOE {3 ol
Tumoe size NS Holx| Fth FHY A7|7F 5 emBET & F9e €2
<2 cm 15 (22%) 1 (17%) A Aoz} gle & 26%93, HEH o7} e F&
>2 cm, <5 cm 35 (52%) 3 (50%) 3B%E EAFOZ 2ot gtk 228 AEFHol ¥
>5 cm - 17 (26%) 2 (33%) ¥y ASL YmA Ao} g 7L 4792 Y=A
Tumor palpability NS Aol7k gl 9} 50%9% Aol7k gl o Eahwst o
S VA 2 A7 924 Aok YE FE 44%E Y= Aol
Non-palpable “49%) (0%) b A 29 0% Aol gtk BRE S @
Histologic subtype NS Heo um AxA Ao|sl 9= PO of A 2 .
== L — -
Comedo 28 @7%) 3 (50%) L;z:e H dzd delrt gl ee |~E=2 7 Toj
o = A =
Non-comedo 32 (53%) 3 (50%) FAE] 45 L2A2EE FAEC 41%5.7
Nuclear grade NS g Hol7l e T2 N2EZA FEA FAEC] 40%
Low (I) 26 (36%) 2 (33%) R ZIAZHE FAHEC] 50%= F w1l Zolzt fl
Intermediate (II) 14 (20%) 1 (17%) Aok Ao 3 £, FHo =7, 2787 A
High () R @) 3 (50%) 2y, AEsE 9 528 544 38 § oW AAE ¥
Estrogen receptor NS zA Aolgt APAL IS & U
Positive 26 (45%) 2 (40%)
Negative 32 (55%) 4 (60%) Il =t
Progesteron receptor NS
e "o con Fel BASUGIA AR Rel gn PEA Aol
egative o o
¢ b githd A e F99 Mool web 49 pRAAE
DCIS = ductal carcinoma in situ; DCIS-MI = DCIS with oy g fFidAeE FEE Aolg. ¥y #AFIY
microinvasion; NS = not significant. ol A F o] THE e HIt oA A=A
Table 3. Characteristics of the patient with axillary lymph node metastasis in DCIS or DCIS-MI
Case 1 2 4 5 6
Age 28 54 40 53 54
Tumor size (cm) 3 4.5 1.7 9 2.5 7
Microinvasion + + - + +
Multifocality - - - + +
Pathologic subtype Comedo Papillary Comedo Comedo Cribriform Cribriform
Nuclear grade High Low High High Low Intermediate
Presentation Mass Mass Calcification Calcification Nipple discharge Mass
ER/PR -[- +/+ +[+ -- --

DCIS = ductal carcinoma in situ; DCIS-MI

= DCIS with microinvasion; ER = estrogen receptor; PR =

progesteron receptor.
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A Aol7b 20%7H A= B H I Th(4)
Al FEAl AAHA Fa FRrAY

AAL A BAS B3 Aom A4 F o
14 7 (core needle biopsy)oll Al TGz
AATrs & Afo] HAEE B9 do
Aldste FZ2-H A AGAA HA
oz dEo]x e} gy
, TE F ZAHA A A wA
Hxd AeE Hs A5 °] g9
] BFAN G AEE e Y
Zd Aold wetd g2 FHHL .

o] BTG A FxH Ho]&S B 0~
20%(1,3-5,7,8,14)Z TFstA R E 3 . Wong 5(3)
2 4139 PAFEA BN Sl A e}
AA &< AP35t hematoxylin-eosin®Z S AsH A}
Hxd Hol7h g W AT B3 o, Klauber
Demore 5(8)= 76 < 19F BAIHY SApolA 7
A=A ZHALS hematoxylin-eosin¥ W Z32|3leto g
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% 782 24 WgxzAss GAolMR SlE va
Bustth Lara SIS Zd Hol7h gl #49Y
dom Add 128 =48 tA FF38] dFHCE
et iz d9x248ts 94 s Sty 138 (13%)°l
A dZA vAdelE FAT & AT HAskiH.
e A5 o] T2 MAEEC] fle #let &

2k 61e] F 16 (1.6%) A, mlAZEC] e BFAUN Y
Al 304 F 34 (10%) A HEZF HolE #EASAT.

B AT A Mz mAREo] gle I NY 4 52
W F 2H3B8%)NA T G e BTl A
£ 389 F 49%(105%)90 4 F=A Aolr} gelxojx F
A e PZA HolgS AT F ez H149
BTN Y Aol F=Ad HAAF A BSZ2H 58
AW E o] &3k A5 AAL dastelet AZeit

B Ao AN LA FZzd HolE =T &
Ae AAE Fu, Aoy Y o o} Fr o] 9]
R ) 37] T FA AR, 22 8HFQ A
58, 8 54, 228 84 ¥d 53 g=d o] AL
oo AT @ES}%‘E ,olH AL ABAS A
FE otk o2 RuE By §e I It A
T A7), 2AHQ & 57, Wxyo] ALy An
o] Jthe HiEo] YN ,213) A Holeh AH
H 934 s g2 2o =EgANE S 5 9
E}(s 711, 14)

A& Aoe =Fvit
A7F A7 1 mm ©]s}Sl Ao
9.16)2 A=A om, 1997

ro
o uE
—{o

741%(3,15) 2 mm 013}

AlCCAllA = 712 ZHfol 1 mm ©]3Q] A5 vAA
Fo2 st TNM H 7oA TlmicEA AjRo] BF
s th6) BRI G A F] QoW "z A
o] 7}l =& ALE, vAAFo] gl It
A HEZE Holrl HaE e Ax 2AHAA LAEA
F2 A&l 7] Wl Azeta o
AFAME H = "ﬂuzé X*O] 22t T7]' Y A

0] Z 39 EL7]7]- 0.5 ]?_% ) 3%, 1 cm ©]&Y

6%, 1~2 cm¥ W 18%, em® W 17%, 5 cm ©]AY
u 23% 2 £ 9 3717} % A gl s 74
o] Fohil ®Biste], A LA FH7F A v A
o 2ol Wxgd u) nAHES 7hsAe] ol 3}
Atk A Silverstein 5(21)2 AN LI A &4
AT S N 2EZA F8A9 dHES 274 57%
o} 62%, 18] ZE2ALHE FE&A ddE&e 47

60%SF 71%Z Pl L&Y S22 84 T8 Atolo]
ol gltta Btk sl A7 F o] 5092 &F
WEHUG B2 719} v HEe] dE AFIRY &
A} 304 & Hlugt A, FF A7), e T5, 24T
A WYY, T2 &4 2 5 AR B
gty Zustdoh & A7 AFddMe 7 AAY
8 F3} T30 ¥ A5 vAAEY ThsAe] w2 A
o F oA, gt oz WU etelA Frt AA T
A 2ol MExFola AL ert ¥ g e
Pro g FFsle 7|E9 A8ES U i FAT &
A
74 E
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