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{CB) diagnosed DCIS and to assess whether any factors in the
CB can predict invasion. Data for 160 consecutive women with
DCIS diagnosed by stereo-tactic CB was reviewed. All patients
presented with micro-calcification on screening mammography
between 1998 and 2000.

The DCIS on CB was of high grade in 77%. with 80% show-
ing comedo necrosis. Micro-invasion (<2 mm focus of IC) was
present in 7%. In the operative specimen, IC was found in 33%
of cases, with 60% having DCIS only and a further 7% DCIS
with micro-invasion. There was no correlation (p = 0.24) between
core DCIS grade and invasive grade. At first surgical procedure
22% of patients underwent axillary staging, most en-bloc with
mastectomy {17%). Mammographic size {median 8.5 mm) corre-
lated significantly with operative DCIS tumour size (median 20.0
mm, p < 0.01). but not with operative invasive component size
when present (p = 0.86). A cohort of 36% of patients required a
second surgical procedure. This was indicated for axillary staging
alone in 16% and for incomplete excision or close margins in
84%. There was no correlation between the risk of occult IC
being present with patient age, mammographic lesion size, CB
histological DCIS type, nuclear grade or the presence of comedo
NECrosis.

Patients diagnosed with DCIS on CB for mammographic mi-
cro-calcification should be informed of the 33% risk of occult IC
being present and of the 1 in 3 probability that a second surgi-
cal procedure will be required (re-excision 34%, mastectomy &
axillary staging 50%, and axillary staging alone 16%).

0-39. INVASIVE CARCINOMAS IN CASES JUDGED TO BE
DUCTAL CARCINOMA IN SITU AT TRIPLE ASSESSMENT

Y. Wahedna, A.J. Evans, A.R.M. Wilson, H. Burrell,
R.W. Blamey. Nottingham City Hospital, UK

The investigation of a breast abnormality involves triple assess-
ment — clinical examination, imaging. cytology or core biopsy.
The aim of this study was to discover the percentage of patients
who, at triple assessment (including core biopsy) in which all
three modalities indicated DCIS only, actually had an invasive
focus on surgical excision.

140 patients had a core biopsy and diagnosis of DCIS without
invasion. In 96 of these triple assessment indicated DCIS only
{no suspicious clinical signs: imaging showing no lump on ultra-
sound nor suspicious mass lesion on mammography: core biopsy
DCIS only). Of these 46 (48%) had an invasive focus present at
surgical excision.

The estimate that DCIS only is present is no better than toss-
ing a coin. Lymph node sampling is advised for all such cases to
avoid a second operation in those with invasive disease.

0-40. INVASIVE LOBULAR CARCINOMA: ISIT STILL
DIFFICULT TO DIAGNOSE?

V. Kurup, A. Zardab, A, Al-Jarrah, T.J. Anderson, J. M. Dixon.
Western General Hospital, Edinburgh, UK

150 patients with a diagnosis of invasive lobular carcinoma (ILC)
and 150 patients with a diagnosis of invasive ductal carcinoma
(IDC) of no special type diagnosed during the same time period
have been compared. Mean ages were similar 59.6 yr IDC vs
59.7 yr ILC. 29% of IDC and 32% of ILC were screen-detected.
There were significant differences in mammogram reports. 92.5%
of IDC were R4 or R5 vs 76.6% of ILC, p < 0.0004. Only 56
IDC and 57 ILC had ultrasound and there were no differences in
sensitivity, 91% of IDC and 86% of ILC being U4 or US. There
were differences in FNA categories with 94% of IDC being C4
or C5 vs 72% of ILC, p < 0.0001. Core biopsies performed in
49 and 69 patients respectrvely had similar sensitivities, 90% of
IDC and 94% ILC being B4 or B5. T3 (path size) tumours were
only identified in the ILC group 17 vs 0. p < 0.0001. 96 vs 85
patients for IDC and ILC were node negative (NS).

Delay in diagnosis was more common in ILC patients. 87%
of IDC were diagnosed on the day of the clinic and 95% within
6 days vs 55% and 77% for ILC, both p = 0.02. Delays over 21
days were seen in 4/150 patients with IDC but in 12/150 patients
with ILC, p = 0.07. Only 2 patients in the whole group of 300
(both had ILC) had a delay in diagnosis of over 3 months,

This study confirms that even in current practice ILC remains
difficult to diagnose. The increasing use of ultrasound and core
biopsy to evaluate breast masses should limit delays in diagnosis
currently being seen in patients with ILC.

0-41. LYMPHOEDEMA RATE FOLLOWING TREATMENT
FOR PRIMARY BREAST CANCER

K. Mullinger, R.S. Rampaul, 8. Holmes, I. Cid. R.D. Macmillan,
R.W. Blamey. Nottingham City Hospital, UK

There has recently been considerable interest in the need for
specialist lymphoedema nurses to be appointed. However, we
had noticed in our cancer follow-up clinics that the incidence of
lymphoedema appeared to be very low.

Treatment for primary breast cancer (>5 cm) has been surgery
and low axillary sampling (ANS). Radiotherapy (RT) or axillary
clearance (but not both) is subsequently performed in patients
found to be node positive.

The patients are followed-up in the primary breast cancer
(PBC) clinic weekly. Follow-up is initially at 3-month intervals
up to 2 years and then 1 yearly indefinitely.

Doctors and nurses examining women at routine follow-up in
the PBC clinic recorded any complaints of arm swelling or the
finding of clinically recognizable swelling, over a 3-month period
(19.4.00-26.7.00).

This procedure should reveal all cases of oestrogenic oedema
but not oedema due to regional recurrence, who will be attending
the advanced clinic.



