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A collaborative multi-institutional study on intraductal carcinoma (!DC) oj the breast in twelve Radiation 

Oncology Departments oj the north Italy was conducted. The study population comprised 206 women with !DC 

oj the breast treatecl between 1982 and 1992. Surgical procedures were as jollows: quadrantectomy in 158, 
lumpectomy in 34, and wide excision in 14 cases. The axilla was surgically staged in 141 cases: alt the palients 

were node negaLive. Radiation Lherapy was delivered with 6°Co units (73%) or 6 MV linear accelerators (27%) 
for a median total dose to the entire breast oj 50 Gy ( mean, 49.52 Gy ). The tumour bed was boosted in 137 
cases at a median dose of JO Gy. Medianjollow-up is 72 months. Nineteen local recurrences were recorded. All 

recurrent patients had a salvage mastectomy and are alive and free oj disease. Actuarial overall-, cause­

specific-, and recurrence-jree survivals at JO years were 93.5%, 100%, and 84%, respectively. The results oj 
this retrospective multicentric study confirm the favourable data reported in the literature about the ejflcacy oj 
breast conse111ing treatment of !DC with co11se1vative surgery mul adjuvant radiation therapy. 
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Introduction 

After its recognition in 1907, intraductal carcinoma 
(IDC) of the brcast was rarely diagnosed, exccpt as 
an incidenta! finding or as a palpable mass, until 
the 80's. 1 During the past dccade, thc diffusion of 
mammographic screening increased the frequency 
of the diagnosis of IDC in a preclinical stage.2 

Currently, IDC represents about l 0% of ali newly 
diagnosed breast cancers. 3 
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The treatment employed for DCIS of the breast 
varics widely, and the best treatment option bas not 
yct been clearly defined. Experience with conserva­
tive managcment of IDC with surgery and radio­
therapy (XRT) is limited in terms of both patients 
number reported from single Institution series and 
the duration of follow-up. 

In this study, an analysis of 206 women with 
IDC of the breast treated with this conservative 
approach in twelve Italian institutions, is reported. 

Patients and methods 

A collaborative, multi-institutional retrospective 
study of patients affected by IDC of the breast 
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treated with breast-conserving therapy (excision and 
radiation therapy) was performed, analyzing data 
from 12 Institutions of the north Italy for the period 
1982 to 1992. 

A total of 206 sequential evaluable cases were 
collected. Their median age was 49 years (range 
23-88 years), 92 patients had post-menopausal sta­
tus; twenty-nine patients had a family history of 
breast cancer. Of the 126 patients with known clini­
cal status, 103 (54%) had a palpable lump. Preoper­
ative mammography was performed in 177 patients: 
77 (43.5% of the total) were due to microcalcifica­
tions alone, 60 (34%) to mass effect alone, and 18 
(10.2%) to mass plus calcification. In 112 patients 
a measurement of the extent of the disease in the 
surgical specimen was available: the median patho­
logic tumor size was 1.2 cm (range 0.2-5.5 cm). 

The surgical treatment consisted of quadrantecto­
my in 158 cases, wide excision in 14, and tumourecto­
my in 34. An axillary dissection was performed in 141 
out of 206 cases with a median of 15 lymph nodes 
dissected (mean 14, range 3 - 36): ali the cases were 
pathologically negative for metastatic disease. 

The tumor diagnoses were reviewed and con­
firmed as IDC by institutional pathologists, central 
pathology review being unfeasible. 

The cases were classified according to the estab­
Iished histological criteria with respect to the domi­
nant growth pattern; the structural features were cat­
egorized as follows: comedo (61), solid (8), cribri­
form (42), papillary and micropapillary (29), and 
cases associated with lobular carcinoma in situ (13). 
Irradiation with curative intent was delivered with 
cobalt-60 (151 cases; 73%) or 6-MV photons (55 
cases; 27% ), by tangential fields, encompassing the 
entire breast, up to doses of 45-60 Gy (mean, 49.52 
Gy; median, 50 Gy) delivered in 2 Gy dose fractions 
in ali but 2 patients. A boost consisting of an addi­
tional median dose of 10 Gy to the primary site was 
delivered after treatment of the whole breast in 137 
cases. Neither regional nodal irradiation nor adju­
vant systemic treatments were used. 

Overall survival, cause-specific survival and re­
lapse-free survival were calculated using the Kaplan­
Meier method,4 starting from the tirne of surgery. 

Results 

The median follow-up for the group was 72 
months from the date of surgery, with a range of 
31-167 months. Local failure was recorded in 19 

patients, at an interval of 7-109 months after surgi­
cal treatment. Ten cases were invasive carcinoma 
and 9 intraductal carcinoma. One patient developed 
an axillary nodal relapse after invasive local recur­
rence. No distant metastases were observed. In 12 
women, both the first and the second tumors were 
trne recurrences, occurring either at the site of pre­
vious excision or on the border of the same quad­
rant. Eight of the 19 patients with relapse had re­
ceived a tumor-bed dose of 50 Gy, and 11 had had a 
supplemental external boost of 10 Gy. The initial 
surgical intervention had been quadrantectomy in 
14 cases, tumourectomy in 4 and wide excision in 
one. Salvage mastectomy was performed in ali the 
patients. One patient was also treated with adjuvant 
tamoxifen at the tirne of recurrence. Ali the patients 
with breast failure are alive without evidence of 
disease. None of them has subsequently failed with 
distant metastases. 

Five- and ten-year actuarial breast recurrence­
free rate is 93.5% and 84% respectively, overall 
survival is 98% and 93% respectively; while cause­
specific survival and freedom from distant metas­
tases is 100% at five and ten years. Subsequently, 7 
patients developed a contralateral carcinoma of the 
breast, of these 3 intraductal and 4 infiltrating. 

The cosmetic outcome was separately assessed 
at the last follow-up in 175 cases: 87% of them had 
an excellent or good result. 

Discussion 

The surgical approach to IDC of the breast changed 
during the second half of the eighties by increasing 
use of breast conserving treatments with or without 
radiotherapy; thus, better cosmesis can be achieved 
than with mastectomy. 

The results of Iimited surgery alone are rather 
unsatisfactory: local recurrence has been reported 
at a cumulative average rate of 19.7%, ranging 
from 0% to 66%, calculated from about a thousand 
cases reported in the literature. A comparison of 
these data with the reported results of conservative 
surgery plus definitive irradiation suggests that ra­
diotherapy can reduce the breast cancer recurrence 
rate to an acceptable leve! but does not eliminate it. 
This suggests that a combination of excision and 
radiotherapy provides acceptable Iocal control while 
ensuring excellent survival and cosmetic results.5

•
10 

The only published randomized study is the 
NSABP B-17 trial1 1 comparing Iimited excision fol-
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lowed by irradiation or observation. There were 
790 women evaluable for analysis; the addition of 
radiation decreased the risk of breast cancer recur­
rence and subsequently, the development of inva­
sive breast cancer. The current study is the largest 
series of IDC treated by conservative surgery and 
irradiation reported in Italy. Our results are closely 
comparable with those reported for a series with a 
similar follow-up, 12-16 according to which the prob­
ability of breast preservation at 10 years was 84%. 
In our series eause-speeific survival was 100% at 
1 O years, ali the 19 patients with local recurrence 
being salvaged by mastectomy. The majority of 
breast recurrences in our study were observed at or 
near the site of primary IDC suggesting a persist­
ence rather than a new second tumor: 12/15 known 
sites of recurrence were in the same quadrant as the 
first lesion. From these data it can be concluded 
that multicentric cancers rarely evolve into clinical 
cancer. The clinical size of the measurable palpable 
primary tumours in our series was relatively small, 
with about 80% of lesions smaller than 2 cm, and 
65 patients in our study had non-palpable, mammo­
graphically discovered lesions. Recently, White et 
al. reported a low rate of local recurrences in pa­
tients treated by surgery and irradiation for mam­
mographically detected lesions.8 

An axillary dissection was performed in 141 
patients: ali the cases were pathologically negative. 
In the literature on conservatively treated and irra­
diated patients, axillary invasion was reported in 2 
cases only, confirming the results reported in pa­
tients treated with mastectomy. 17 Our study, al­
though involving numerous Institutions, indicates 
that clinically or mammographically detected IDC 
can be succesfully treated by conservative surgery 
and definitive irradiation. 
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