Do “uncertain malignant potential” breast lesions on CNB need to be removed?
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Atypical ductal hyperplasia (ADH) Y3a81aL3eNIN atypical intraductal epithelial proliferation (AIDEP),
non- pleomorphic/classical lobular (in situ) neoplasia (LN), columnar cell lesions (hyperplasia or flat
epithelial atypia), radial scars (complex sclerosing lesions), papillary lesion with or without epithelial
atypia, fibroepithelial lesions, mucocele-like lesions, pseudoangiomatous stromal hyperplasia (PASH)
mem’mamﬂﬂﬁ%uj 111 some spindle cell lesions
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1. MNEATUEBAI8ATN1T core-needle biopsy MWinalilu B3 Avsazsinsesisaaanvisaly

2. BAassingaslsmaan Aa3 1R vacuum-assisted biopsy (VAB) %3@ open surgical excision

3. findimsenlsnfnnds VAB uarliinailu B3 uazsealsngnsinaaniuaudaidagainimaging
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1. Atypical ductal hyperplasia (ADH) 13881938091 atypical intraductal epithelial proliferation

(AIDEP)

“ intraductal epithelial proliferation as monomorphic nuclei with clear membranous borders and
secondary intraluminal adenoid architecture restriction to one terminal ductal-lobular unit (TDLU) but in
less than two duct spaces, or less than 2 mm in diameter”

ANELza89 ADH A& aiU low grade DCIS Wi b Asucriterialuni1saiase Iagnudn@unusiy
upgrade to DCIS 138 invasive carcinoma %\‘I‘ﬂ’wwuigﬁmﬁﬂﬂdvo% LL@%%”uLd’ﬂmﬂ CNB 21aU8n3¥uNg
ADH i1l low volume DCIS l#ginn
Recommendation
Second International Consensus Conference (Switzerland) :

- Alesion containing ADH diagnosed by CNB or VAB should undergo open surgical excision
- Surveillance can be justified only in special situations after discussion at the MDM

ASBrS Recommendations (American Society of Breast Surgeon):

+ Surgical excision is recommended for most ADH diagnosed on CNB

« Small-volume ADH, and ADH completely excised with CNB, may be observed
when the imaging and pathology are concordant. Consideration of breast cancer risk factors and

multidisciplinary input is crucial for making this determination
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NHS BSP (UK National Health Service Breast Screening Program):

Atypical Intraductal Epithelial Proliferation (AIDEP) or radial scar/CSL with atypia

Diagnosed on 14g core or VAB
MDTM discussion

VAE (thorough sampling, >4g).

/\*

Further atypia
No additional atypia

| S

MDTM discussion Addiﬁona_l atypia, not DCIS (+/- invasion)
amounting to DCIS l
l MDTM discussion® MDTM discussion**
Annual mammography 4———-—'——_—1 l
Diagnostic surgery Theri?ugc surgery **

MDTM discussion;
subsequent management as per surgical findings.

2. Flat epithelial atypia (FEA)

“low- grade neoplastic lesion consisting of a few layers of neoplastic columnar type cells with
low- grade ( monomorphic) cytological atypia which is not of high cytonuclear grade without any
secondary architecture (flat architecture)”

FEA TnduWusiy calcification wazlanuniy enlarged terminal ductal lobular units lined by
columnar epithelial cells with apical snouts Tagl upgrade rate 284 FEA galaidnian uwnann histology FEA
AUNUSAU low-grade 138 highly differentiated lesions ﬂzjll highly differentiated invasive carcinoma,
ADH/DCIS, and classical LN
Recommendation
Second International Consensus Conference (Switzerland) :

- A lesion containing FEA which is visible on imaging should undergo excision with VAB. Thereafter
surveillance is justified
ASBrS Recommendations:
« Surgical excision is recommended for flat epithelial atypia (FEA) with ADH, identified on CNB
* Observation and follow-up is a reasonable option for pure FEA

» Surgical excision is unnecessary for cases of pure columnar cell hyperplasia identified on CNB
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NHS BSP:

Flat epithelial atypia (FEA)

Diagnosed on 14g core or VAB

MDTM discussion

VAE (thorough sampling, >4g).
If large area of microcalcification take samples from more than one area.

Further atypia; assess presence of architectural atypia

No additional atypia ‘/l\’

DCIS +/-invasive
cancer

|

l i MDTM discussion** MDTM discussion
MDTM discussion l

Diagnostic surgery Therapeutic surgery

MDTM discussion Additional FEA, ' Additional, ir?cluding
nil worse architectural, atypia (see AIDEP)

MDTM discussion; MDTM discussion;

subsequent management as per surgical findings. subsequent

Annual mammography if no DCIS or invasive manal';eme'nt il var
carcinoma surgical findings.

Annual mammography*

3. Lobular neoplasia (lobular carcinoma in situ [LCIS] and atypical lobular hyperplasia [ALH])

“A small cell regular epithelial proliferation within lobules, which is considered to represent
intralobular neoplasia (atypical lobular hyperplasia/lobular carcinoma in situ)"

Fiiiaann core biopsy lu@N1saUsziiin extent 284 atypical intralobular epithelial proliferation
1% Tmel lobular neoplasia wilaly 2 Uszunm laun

1. Classical LN %\iﬁﬁﬂwmz low to intermediate grade, uniform, intralobular epithelial proliferation
of discohesive cells, ANy prominent intracytoplasmic lumina

2. Pleomorphic LCIS : large, more variable nuclei ¥ni{ abundant cytoplasm %l\i pleomorphic
aradmagflungu 5a anwaiinglu lobular neoplasia l¥Remicrocalcification

upgrade rate A1N systematic literature review Tmmqmﬁ 27% (f?‘lgi'll,uﬁi 0-60%) tmellu classic LN

anulnny <5%

Lakkana, F1/Asst. Prof. Thongchai Page 4/14



Recommendation

Second International Consensus Conference (Switzerland) :

- Alesion containing classical LN, which is visible on imaging should undergo excision with VAB.
Thereafter surveillance is justified if there is no pathological-radiological discordance and no
residual lesion

- In contrast, morphologic variants of LN (LIN 3, pleomorphic LCIS, and florid LCIS), which are
reported as B5a lesions should undergo OE

ASBrS Recommendations:

» Lobular neoplasia found on CNB should be excised if the imaging and pathology are uncertain
or discordant

» For small-volume lesions of lobular neoplasia with imaging-pathology concordance, and without
other atypical or high risk lesion present, observation can be offered using shared decision-
making.

» For lobular lesions not excised, clinical and imaging follow-up is recommended. Multidisciplinary

input is crucial for making this determination.

NHS BSP:

Classical lobular neoplasia (LN)
no comedo-type necrosis, not mass-forming, not pleomorphic type

Diagnosed on 14g core or VAB

MDTM discussion*

|

VAE (thorough sampling, >4g)

No additional LN or additional LN No additional LN or additional LN DCIS +/- invasive carcinoma, or
only. Radiological-pathological only. Radiology not suspicious of pleomorphic LCIS
concordance mal:gnancy. l

MDTM dnscussuon MDTM discussion

MDTM dlscussmn l
‘/Dlagnosnc surgery Therapeutic surgery

Annual mammography
MDTM dlscussmn ) ‘
subsequent management as per surgical MDTM discussion;
findings. subsequent management as per

Annual mammography if no DCIS or surgical findings.

invasive carcinoma.
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4. Radial scar/complex sclerosing lesion (CSL)

Radial scar being <10 mm in size and CSL being larger lesions, central fibroelastosis

containing entrapped benign compressed tubules, typically with more dilated microcystic and

fibrocystic changes peripherally” may be associated with epithelial proliferation, most commonly usual

type hyperplasia, but atypical hyperplasia and in situ carcinoma, as well as invasive carcinoma, may be

present

ANTOUTUR4 radial scar INWU stellate Y5 speculate with radiolucent center a1AWwl architectural

distortion Llay focal microcalcification 15

. dgj o . . . . 1 1 . . .
upgrade rate 183 radial scars 11N U atypical epithelial proliferation nanlud epithelial atypia

W91 upgrade rate FINNAN (<10%) WEANH atypia BIAWLIGIDN 40%

Recommendation

Second International Consensus Conference (Switzerland) :

- ARS/CSL lesion, which is visible on imaging should undergo therapeutic excision with VAB.

Thereafter surveillance is justified

ASBrS Recommendations:

» Given a typically suspicious imaging appearance and a chance of upgrading, surgical excision

should be considered for most CSLs.

» CSLs may not require excision if they are small, adequately sampled, and in the setting of

pathology-imaging concordance.

«  NHS BSP:

Atypical Intraductal Epithelial Proliferation (AIDEP) or radial scar/CSL with atypia

Diagnosed on 14g core or VAB

|

MDTM discussion

!

VAE (thorough sampling, >4g).

e - HIBOD;

No additional atypia

|

MDTM discussion

1

Further atypia

— .

Additional atypia, not DCIS (+/- invasion
amounting to DCIS ( J/' )

MDTM discussion* MDTM discussion®*

Annual mammography €—
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Diagnostic surgery Thera‘;)e/wc surgery **

MDTM discussion;
subsequent management as per surgical findings.
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B3, radial scar or papillary lesion or mucocoele-like lesion*, without atypia

Diagnosed on 14g core or VAB
MDTM discussion

VAE (thorough sampling, >4g)

| T —

i Atypia DCIS +/-invasive
Nty l cancer
MDTM discussion®* MDTM discussion

MDTM discussion

|

3-yearly mammography

|

Diagnostic surgery

|

MDTM discussion;
subsequent management as per surgical findings.
Annual mammography if no DCIS or invasive carcinoma.

Therapeutic surgery

MDTM discussion;
subsequent
management as per
surgical findings.

Annual mammography

5. Papillary lesion

“Finger-like papillary proliferation as the basis with a central fibrovascular core containing ductal

and myoepithelial cells”

uNNINwNINaNa UL uA Nz UnR saananuLilu well define mass NATWNLUN retroareloar

yi7a cluster of calcification Lag ultrasound AWl well-defined solid nodule or dilated duct with intraductal

mass 15%1

WHO classification papillary lesions i papillomas, papillomas with atypia (ADH or classical

LN), papillomas with DCIS or papillomas completely involved by more extended DCIS (encapsulated

papillary carcinoma) Wag solid papillary carcinoma (B4 1138 B5a)

upgrade rate lu papillary lesion without atypia ABUAINEAN (9-13.2%) WeMNHatypia AEWUIDN 67%

Recommendation

Second International Consensus Conference (Switzerland) :

- A PL lesion, which is visible on imaging should undergo excision with VAB. Larger lesions which

cannot be completely removed by VAB need open excision. Thereafter surveillance is justified.

ASBrS Recommendations:

« Due to lack of reliable clinical and imaging characteristics predictive of upgrading, most

papillary lesions should be offered excision, especially with the presentation of a palpable mass

lesion or pathology-imaging discordance
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+ Given significant disagreement seen in retrospective data in the literature, small, incidental

benign papillary lesions with imaging concordance may be offered close clinical follow-up

NHS BSP:
B3, radial scar or papillary lesion or mucocoele-like lesion*, without atypia
Diagnosed on 14g core or VAB
MDTM discussion
VAE (thorough sampling, >4g)
No atypia Atipia DCIs ;/r;lcne\:aswe
MDTM discussion** : :
MDTM discussion l MUTM Recisssion
l Diagnostic surgery Therapeutic surgery
3-yearly mammography l
; ) MDTM discussion;
MDTM discussion;
A | b subsequent management as per surgical findings. subsequent
nAvatmalimograpiy Annual mammography if no DCIS or invasive carcinoma. managemgnt ,as HES
surgical findings.
Papillary lesion with atypia
Diagnosed on 14g core or VAB
MDTM discussion
Surgical diagnostic excision*
No further atypia Further atypia DCIS +/-invasive
cancer
MDTM discussion MDTM discussion** 'l'
1 MDTM discussion
Annual mammography Therapeutic surgery

MDTM discussion;

subsequent
management as per
surgical findings.
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6. Cellular fibroepithelial lesion
gaulunjuas fibroepithelial lesion azgnanatlunga B2 (benign fibroadenoma) figautiaafiazny
anundy More cellular stroma with histological features on core raising. Additional features include
stromal overgrowth, fragmentation (defined as a stromal fragment with epithelium at one or both ends),
and mitoses Waza1AWL stroll cell atypia %QLﬂuﬁ’ﬂ‘lﬂmmm phylloides tumour
ANBOUTNTNNNTIAANYIAZIWL non - specific round or oval, lobulate, generally well - circumscribed
lesions with smooth margins
WHO classification 1#i1ivans g phyllodes tumor Ll 3ngu 16 1n benignd borderline was
malignant phyllodes TnedmsnnaAnnisnguifhsans il benign phyllodes 1/3N10410-20% waTga
014 30% ' borderline 1198 malignant forms 8ngn1sunsnszane’lis malignant phyllodes g404 15-20%
Recommendation
Second International Consensus Conference (Switzerland) :
- A PT lesion, which is found by CNB, should undergo open surgical excision with clear margins. If
accidentally found by VAB without any corresponding imaging finding, surveillance of a benign PT is
justified, while borderline and malignant PTs require re-excision to obtain clear margins
ASBrS Recommendations:
* Fibroepithelial lesions, favoring fibroadenomas and without stroma mitoses, stromal overgrowth,
nuclear pleomorphism, fragmentation, adipose tissue infiltration or a pathologist "comment of
concern,” can safely be observed. Optional to excise if symptomatic, enlarging, diagnosis is unclear

or at patient request

* Fibroepithelial lesions favoring phyllodes tumors or with the above-mentioned features should be

considered for excision; the likelihood of identifying a benign phyllodes tumor is close to 50%
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NHS BSP:

Other B3 lesions:

cellular fibroepithelial lesion*, spindle cell lesion not other specified,
adenomyoepithelioma, myofibroblastoma, microglandular adenosis etc

Diagnosed on 14g core or VAB

l

MDTM discussion

1

VAE not recommended.
Surgical excision

|

MDTM discussion;
Manage as per surgical findings

7. Mucocoele-like lesion

“Dilated ducts lined with epithelium and filled with mucin”

salspdNNuUsiUbenign cysts, ADH, DCIS i34 invasive carcinoma, tng lanzagnei i
mucinous 1A upgrade rate i atypia Tmﬂluﬂ@;uﬁisiwu atytpia <5% muﬂ@'wﬁWUepithelial atypia
219441609 21%
Recommendation

Second International Consensus Conference (Switzerland) :

ASBrS Recommendations:
 Surgical excision is recommended for MLLs with atypia identified on CNB

 Surgical excision is recommended for benign MLLs if the finding of atypia would alter patient

management
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NHS BSP:

B3, radial scar or papillary lesion or mucocoele-like lesion*, without atypia

Diagnosed on 14g core or VAB
MDTM discussion

VAE (thorough sampling, >4g)

2 LSS R

i Atypia DCIS +/-invasive
Nostyla l cancer
RSN % MDTM discussion

MDTM discussion

|

3-yearly mammography

|

Diagnostic surgery

|

MDTM discussion;
& | h subsequent management as per surgical findings.
nhnual mammography Annual mammography if no DCIS or invasive carcinoma.

Therapeutic surgery

MDTM discussion;

subsequent
management as per
surgical findings.

Atypical Intraductal Epithelial Proliferation (AIDEP) or radial scar/CSL with atypia

Diagnosed on 14g core or VAB

|

MDTM discussion

|

VAE (thorough sampling, >4g).

/\

Further atypia
No additional atypia / \
MDTM discussion Additional atypia, not DCIS (+/- invasion)
amounting to DCIS l
l MDTM discussion* MDTM discussion**
Annual mammography €— l l
Diagnostic surgery Thera‘?u@'c surgery **

MDTM discussion;
subsequent management as per surgical findings.
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8. Other indeterminate B3 lesions

saalendufinulétion urgndnasgiungu B3 14un adenomyoepithelioma,
microglandular adenosis, spindle cell lesions either of un-certain diagnosis on core or
spindle cell lesions with definitive diagnosis ( fibromatosis, myofibroblastoma, nerve sheath
tumours, nodular fasciitis, and vascular lesions that are difficult to classify) ﬁﬁlﬁ upgrade rate
Tddnau Tnasinnuetflugiuuy mass-forming lesions 1szifiulfannainninmieia@anauay
histology

pseudoangiomatous stromal hyperplasia (PASH) Gijs! spindle cell lesion TaeRdnmy
289 myofibroblast proliferation 71gn4maglungu benign InasinunkasFaufiiaundilaidaanns
AU vieanUANNEALINRAINANNNEIRANEN uAdnEnE NG lTia A IzIanzas nsds
pIATulinass g NN tase

Hemangioma 111 benign lesion AsnuNEaefaunardRamialdsuuaclyl A

SAANEITeNaTULELe needle biopsy a1auenlFeNnann angiosarcoma

Fibromatosis (desmoid tumor) 1134 benign lesion wANANEUza84 infiltrative spindle wulftias
W dnnulaedadywseaduWusiy trauma, prior surgery, Gardner's syndrome, or Familial
Adenomatous Polyposis lusalsafid ”mﬂm@ﬂ@”mﬂwﬁ”ﬁqq

Recommendation

Second International Consensus Conference (Switzerland) :

ASBrS Recommendations:

» Because there are multiple types of benign spindle cell lesions, the need for
surgical excision is variable and depends on the specific pathology.

« Fibromatosis or a "desmoid” tumor identified on CNB requires wide local
excision; local recurrence is common

« PASH typically does not require surgical excision unless the pathology

imaging is discordant or the lesion increases in size.
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NHS BSP:

Reference:

Other B3 lesions:

cellular fibroepithelial lesion*, spindle cell lesion not other specified,
adenomyoepithelioma, myofibroblastoma, microglandular adenosis etc

Diagnosed on 14g core or VAB

l

MDTM discussion

|

VAE not recommended.
Surgical excision

l

MDTM discussion;
Manage as per surgical findings
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