
PJSS Vol. 57, No.3, July-September, 2002 PJSS PHILIPPINE JOURNAL OF
SURGICAL SPECIALTIES

A Cross-Sectional Study of Non-palpable Mammographically Detected Breast
Lesions and the Role of Needle Localization Biopsy with Frozen Section Examination

George G. Eufemio, M.D., F.P.C.S.; Richard C. Tia, M.D., F.P.C.S.; Mary Joyce M. Liboro, M.D., F.P.C.S.;
Lisa A. Mercado, M.D., F.P.C.R. and Juanito B. Billote, M.D., F.P.S.P.

Department of Surgery, Cardinal Santos Medical Center

This study was undertaken to describe our experience on
nonpalpable mammographically detected breast lesions and
the role of needle localization biopsy with frozen section
examination. From July 1994 to June 2000, forty-one women
with non palpable mammographically positive breast lesions
(suspicious of cancer) underwent needle localization biopsy
followed by frozen section examination. Thirty-five (85.36%)
patients presented with pleomorphic microcalcifications and
six (14.65%) had an architectural abnormality ofthe breast
parenchyma radiologically. The mammographic lesions were
all successfully excised at the first attempt of surgery.
Pathologic examination revealed carcinoma in 11 (26.83%)
and benign breast disease in 30(73.17%) patients. Out of 11
carcinomas, 9(81.81 %) presented with microcalcifications
and 2(18.18%) had an architectural abnormality. Ofthe 30
benign diseases, 26(86.66%) presented with
microcalcifications and 4(13.33%) had architectural
abnormality. Frozen section examination compared with
final histopathology result revealed 90.90 per cent sensitivity,
100 per cent specificity, positive predictive value ofl 00 per
cent and negative predictive value of96. 77 per cent.
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Breast cancer is the most common malignancy among
females in the Philippines. It is also the second most
common site for both sexes combined. Comparison with
registries in other ASEAN countries showed that breast
cancer incidence in the Philippines was much higher
than those of Thailand, Japan and Hongkong.'

Although great improvement in the management of
breast cancer has been achieved over the past decades,
early detection remains the best way to attain a favorable
outcome.

Monthly selfbreast-examination (SBE) and annual
health worker breast examination remain to be the
mainstays of early detection of breast cancer in this
country. These should be regularly done starting the age
of 30 years, preferably one week after menstruation.
During a physical examination by the physician, breast
examination should be routinely included.

Mammography is the mainstay of early diagnosis in
modern times because it enables detection of breast
cancer even before it becomes clinically palpable. In this
context, the number of mammograms performed each"-
year has increased rapidly, leading to a corresponding
increase in the number of nonpalpable lesions. As a
result, surgeons are now confronted with more patients
having mammographic ally detected nonpalpable breast
lesions.

Needle localization breast biopsy has been the most
widely used method for the diagnosis of the nonpalpable
mamrnographically detected' breast lesions. The most
important factor in the success of this approach is how
close the localizing needle is placed to the mammographic
abnormality. Specimen radiography is an essential part
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of the biopsy procedure done for microcalcification to
confirm that the calcifications are present in the biopsy
specimen. Failure to excise the mammographic lesions is
reported in fewer than 5 per cent of cases in most
modern series.':'

The objective of this study was to describe our
experience regarding nonpalpable, mammographically
detected breast lesions and the use of needle localization
biopsy and frozen section examination in the diagnosis of
such lesions.

Methods

This is a cross-sectional study involving women who
underwent needle localization biopsy of nonpalpable
mammographically positive breast lesions in Cardinal
Santos Medical Center from July 1994 to June 2000.

The indications for biopsy were: 1) cluster offive or
more pleomorphic microcalcifications; or 2) a radiologic
abnormality of the breast parenchyma.

In all of the patients, needle localization procedure
was done by one radiologist. The exact location of the
positive radiologic findings was demonstrated by a lateral
and craniocaudal mammography. A hook-wire needle
was introduced into the breast under local anesthesia.
When the tip was in optimal position, the sheath was
withdrawn leaving the hook-wire in place near the
lesion. The accuracy of localization was checked with
lateral and craniocaudal views of mammogram. The
mammogram was then sent to the operating room with
the patient.

In the operating room, the patient was placed on
general anesthesia. With the hook-wire as reference,
segmentectomy including one to two centimeters of
normal breast tissue was performed by a single surgeon.
The specimen was sent to the radiology section to
confirm radiologically that the lesions had been removed
and then sent to the pathologist for frozen section
examination. If frozen section examination showed
invasive ductal carcinoma, dissection of axillary lymph
nodes was added. If ductal carcinoma-in-situ was found
in the frozen section examination, axillary dissection
was not performed.

Clinical data pertaining to the type of mammographic
abnormality, accuracy oflocalization, operative procedure
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employed, frozen section results and final histopathologic
diagnosis were gathered and analyzed using descriptive
statistics.

Results

A total of 41 patients were included in the study. The
record retrieval rate was 100 per cent. In thirty-five
(85.36%) patients, the indication for biopsy was cluster
ofmicroca1cifications and 6(14.63%) had an architectural
abnormality of breast parenchyma radiologically. The
age of patients ranged from 32 to 79 years with mean of
53. Table 1 shows that the prevalence of cancer was
highest for biopsies done in the 60-69 year old age group.

Table 1. Age distribution of 41 patients with nonpalpable breast
masses, Cardinal Santos Medical Center, July 1994-June 2000.

Age Group Benign Malignant
No. (%) No. (%)

30-39 3 (7.31 %) I (2.43%)
40-49 13 (31.70%) 2 (4.87%)
SO-59 7 (17.07%) 2 (4.87%)
60-69 6 (14.63%) 5 (12.19%)
70-79 I (2.43%) I (2.43%)

Total 30 (73.17%) II (26.83%)

Segmentectomy successfully removed the lesion
during the first attempt in all 41 cases as confirmed by
x-ray examination. Table 2 shows that pathologic
examination revealed carcinoma in 11(26.83%) of the
41 needle localized breast biopsy specimens. Of the 11
carcinomas, 9 (81.82 %) presented as microca1cifications
and 2 (18.18 %) had architectural abnormality of breast
parenchyma radiologically. The remaining 30 cases
were benign breast lesions; 26(86.67%) presented as
microcalcifications and 4(13.33%) had architectural
abnormality of parenchyma.

Among the 11 carcinoma cases, 4 (36.36%) were
ductal carcinoma in situ and 7(63.63%) were invasive
ductal carcinoma. Axillary lymph node dissection
revealed no lymph node metastasis in all patients who
had axillary dissection.
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Table 2. Mammographic findings in 41 nonpalpable breast masses,
Cardinal Santos Medical Center, July 1994-June 2000.

Findings Benign Malignant Total
No. (%) No. (%)

M icrocal ci fications 26 (63.41%) 9 (21.95%) 35 (85:36%)
Architectural

abnormality 4 (9.75%) 2 (4.87%) 6 (14.63%)

Total 30 (73.16%) II (26.82%) 41

Table 3 shows that frozen section examination was
accurate in diagnosing 40 (97.56%) of the 41 cases. It
had 90.90 per cent sensitivity and 100 percent specificity,
with positive predictive value of 100 per cent and
negative predictive value of 96.77 per cent.

Table 3. Accuracy of frozen section vs. permanent section in the
diagnosis of 41 nonpalpable breast masses, Cardinal Santos Medical
Center, July 1994-June 2000.

Frozen Section

Permanent Section
Malignant Benign
No. No.

Total
No.

Malignant
Benign

10
I

10
31

o
30

Total II 30 41

Discussion

The increasing number of women undergoing screening
mammography and the improvement in mammographic
technique have led to arise in the detection of nonpalpable
breast lesions. Excising such a lesion without a method
for localization could either lead to resection of excessive
amounts of breast tissue or to unsuccessful removal.
Preoperative needle localization offers an opportunity to
make a quick, accurate excision with minimal trauma
and less tissue disruption.

The best method available nowadays for preoperative
localization of nonpalpable breast lesions is the hook-
wire localization technique, which was used in this study.
The lesion is localized by a two-dimensional technique
using a self-retaining hook-wire, which gives precise
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guidance to the site of the lesion and facilitates removal
of a minimum amount of breast tissue.

We perform the biopsies under general anesthesia
and proceed to definitive surgery at the same time, based
on the results of the frozen section examination. The
high sensitivity of frozen section shown in our study
justified our strategy, proving that the frozen section
examination was accurate in terms of diagnosis. Reports
in the literature confirmed our findings, documenting the
accuracy and reliability of frozen section diagnosis in
nonpalpable breast lesions. 5

Specimen mammography can almost always verify
success of the biopsy. Microcalcifications are more
easily identified on the specimen radiograph and can be
compared to those seen on the mammogram.

Several large series of needle localized biopsy of
breast lesions have been reported, with malignancy rates
ranging from 8.7 per cent to 48 per cent .5-12The wide
range is probably due to differences in patient selection
criteria. There is no definite consensus on the degree of
suspicion required for a mammographic lesion to be
biopsied at the outset or just be observed periodically.
This has resulted in varying indications for needle localized
biopsy of mammographic lesions.

It has been shown that lesions with
microcalcifications carry a higher risk of malignancy
(20-27%) than do lumps or areas of architectural
abnormalities (7.3_12.0%).2.5,8,13,15Our findings of 26,83
per cent malignancy rate among patients with
microcalcifications confirm these reports,

Age of the patient is another factor related to
malignancy found in hook-wire-directed biopsies. Analysis
of the results according to age showed that as age
increased, the percentage of hook-wire biopsies in which
cancer was found also increased. In our series the
malignancy rate found among women more than 50
years of age (36.37%)was much higher than III women
50 years old or less (15.78%).
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