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Characteristics of Clinically Occult Breast Carcinoma

Sang-Dal Lee, M.D., Hae-Lin Park, M.D., Seok-Jin Nam, M.D. and Jung-Hyun Yang, M.D.

Department of Surgery, Samsung Medical Center,
Sungkyunkwan University School of Medicine, Seoul, Korea

Background: Early detection of breast cancer is important because it can reduce morbidity and
mortality. Mammography is widely used for clinical and screening purposes and was contributed to the
early detection of breast cancer, even tumors less than 1 cm in size and microcalcifications without lumps.

Methods: We retrospectively analyzed the clinical records of 340 patients with clinically evident breast
cancer and 55 patients with clinically occult breast cancer who were treated at the Department of Surgery,
Samsung Medical Center. Preoperative mammography, ultrasonography, and cytology, as well as opera-
tive method and postoperative pathology, were compared to evaluate the clinical features of clinically
occult cancer. Preoperative marking was performed in suspected lesions by means of hookwire insertion
or, in case of breast conservation surgery, by means of tattooing.

Resuits: Based on mammography, malignancy was suspected in 39 out of 42 cases (92.8%). Micro-
calcifications were seen on the mammography in 19 patients (45.2%), a mass in 17 (40.5%), a mass with
microcalcifications in 4 (9.5%), and an asymmetric increased density in 2 (4.8%). Microcalcifications were
major findings in comparing with clinically evident cases (16.9%) (p=0.001). Ultrasonography detected
a malignancy in 10 patients (76.9%) and a core biopsy under ultrasonography was performed in 9 of
them. Among the 39 patients with a mammographically suspected malignancy, a stereotactic core biopsy
was performed in 12 patients, an ultrasonography-guided core biopsy in 9, fine needle aspiration cytology
in 10, and localization & excisional biopsy in 3; the remaining 5 cases underwent surgery without
additional evaluation. Breast conservation surgery was performed in 23 patients (41.8%) and modified
radical mastectomy in 31 (56.4%). In the breast conservation surgery, 19 patients were localized by using
mammographic needle localization and 4 patients by using ultrasonographically tattooing preoperatively.
A ductal carcinoma in situ (DCIS) was more frequently found in the group with clinically occult breast
cancer (10 patients, 18.2%) than in the group with clinically evident breast cancer (2.6%, p<0.001).
Postoperative staging was earlier in patient with clinically occult cancers than in those with clinically
presenting masses (p<0.001).
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Conclusion: By using mammography and ultrasonography, breast cancer can be diagnosed before it
becomes palpable, and thus it can be treated with conservative surgical procedures.

Key Words: Occult breast neoplasm, Breast conservation surgery
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Table 1. Age distribution

Number (%)
Age p-value
Clinical symptom (+) Clinical symptom (-)

20~29 10 2.9%) 2 (3.6%) 0.518
30~39 82 (24.1%) 6 (10.9%) 0.018
40~49 133 (39.1%) 20 (36.4%) 0.408
50~59 72 (21.2%) 15 (27.3%) 0.199
60~69 34 (10%) 11 (20%) 0.032
70~79 8 (2.4%) 1 (1.8%) 0.637
80~ 1 (0.3%) 0.861
Total 340 (100%) 55 (100%)
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Table 2. Mammographic findings and diagnosis

Parameters Clinically (+) Clinically (—) p-value
Mammographic findings
Mass density 140 (56.5%) 17 (40.5%) 0.04
Microcalcification 42 (16.9%) 19 (45.2%) 0.001
Microcalcification in the mass 43 (17.3%) 4 (9.5%) 0.147
Aymmetric density 23 (9.3%) 2 (4.8%) 0.265
Mammographic diagnosis
Suspicious for malignancy 208 (83.9%) 39 (92.8%) 0.094
Benign 26 (10.5%) 2 (4.8%) 0.139
Nonspecific 14 (5.6%) 1 (2.4%) 0.460
Total 248 42
Table 3. Ultrasonographic diagnosis
Ultrasonographic diagnosis Clinically (+) Clinically (—)
Suspicious for malignancy 129 (86.6%) 10 (76.9%) p=0.274
Benign 20 (13.4%) 3 (23.1%)
Total 149 3
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Table 4, Final diagnostic method for malignancy in mam-
mographic abnormalities

Diagnostic method Number (%)
Stereotactic core biopsy 12 (30.8%)
Ultrasonography guided core biopsy 9 (23.1%)
Fine needle aspiration cytology 10 (25.6%)
Localization & excisional biopsy 3 (77%)

Frozen biopsy 5 (12.8%)
Total 39 (100%)
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Table 5. Operation

Clinically (+) Clinically (—) p-value
Modified radical mastectomy 227 (66.4%) 31 (56.4%) 0.099
Breast conservation surgery 113 (33.0%) 23 (41.8%) 0.132
Biopsy 2 (0.6%) 1 (1.8%)
Total 342 (100%) 55 (100%)
Table 6. Pathologic results
Parameters Clinically (+) Clinically (—) p-value
Histologic type
Infiltrating ductal ca. 300 (87.7%) 38 (69.1%)
Ductal carcinoma in situ 9 (2.6%) 10 (18.2%) p<0.001
Infiltrating lobular ca. 13 3.7%)
Mucinous ca. 5 (1.5%) 3 (5.5%)
Medullary ca. 6 (1.8%) 2 (3.6%)
Tubular ca. 2 (0.6%) 1 (1.8%)
Secretory ca. 2 (0.6%)
Paget’s disease 3 (09%)
Angiosarcoma 1 (0.3%)
Apocrine ca. 1 (0.3%)
Phyllodes tumor 1 (1.8%)
Total 342 (100%) 55 (100%)
L/N (+) p=0.001
146/340 (42.9%) 11/55 (20%)
TNM stage p<0.001
0 9 (2.9%) 10 (18.1%) p<0.001
1 75 (24.1%) 20 (36.3%) 0.043
Ila 107 (34.4%) 13 (23.6%) 0.077
b 45 (14.5%) 4 (1.3%) 0.105
la 68 (21.9%) 7 (12.7%) 0.082
IIIb 7 (2.3%) 1 (1.8%) 0.656
Total 311 55
Histologic grade p=0.051
I 17 (7.8%) 4 (12.9%)
I 88 (40.4%) 17 (54.8%)
I 113 (51.8%) 10 (32.3%)
Total 218 31
Nuclear grade p=0.365
Low 34 (11.0%) 5 (12.5%)
Intermeadiate 162 (52.6%) 23 (57.5%)
High 112 (36.4%) 12 (30.0%)
Total 308 40
Hormonal receptor
Estrogen receptor 139/261 (53.3%) 28/39 (71.8%) p<0.001

Progestron receptor

95/261 (36.4%)

16/39 (41.0%)

p=0.288
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