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INTRODUCTION 
 

Thanks to radiological progress and to the screening 

policy, we are able to detect breast lesions at the 

subclinical stage that require a biopsy after spearfishing 

in order to have an anatomopathological study of the 

specimen and to adapt the management if there is 

radiological doubt. 

 

In some cases, the anatomopathological study does not 

agree with the radiological results. The aim of our study 

is to evaluate the frequency of breast cancer among 

subclinical lesions classified radiologically as BIRADS 4 

and 5. 

 

RESULTS 
 

I. EPIDEMIOLOGICAL STUDIES 

A. Age 

The average age of our patients is 49 years, with 

extremes of 29 and 69 years, the age range between 40-

49 years represents 40% 

 

B. Hormonal status 

The majority of our patients are in the genital activity 

period, 75% of cases 

 

 

C. Personal history 

1. History of mastopathy 

In our series, we find: 

- Patey of the contralateral breast in 2000 

- Tumerectomy: 2 cases 

- Conservative treatment + hormonotherapie: one case 

 

2. Gynecological history 

- One case of myomectomy +hysterectomy in 2011 

- One case of myomectomy 

 

D. Family history 

Four patients have a family history of breast cancer. One 

patient has a history of endometrial cancer. 

 

E. Parity 

7 patients (21%) are nulliparous. 

 

F. Hormone therapy for contraception 

More than half of our patients are on OC with a 

percentage of 57. 
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SUMMARY 
 

Our work is a retrospective study of 32 cases hospitalized for treatment of subclinical lesions detected by wire 

guide localization, collected department of gynecology- obstetrics canerology and high risk pregnacies unit 

maternity Souissi hospital ibn sina Rabat , over a period of January 2019 to December 2019. Our objective is to 

report the histological results of the breast lesions classified radiologically ACR4or ACR5 with the aim of 

estimating the radio-histological correlation and Improving the action to be taken. The average age of our 

patients was 49 years. Screening and breast pain are the most common reasons. Suspect opacity accounted for 

56,25% of lesions detected while microcalcifications accounted for 15,62%. 87.5% of the lesions are classified 

BIRADS 4, while 12.5% are classified BIRADS 5. Wire localization was made for all of our patients. 

Histological results came back malignant in 12,5% of cases with intra ductal carcinoma 1 case, 2 cases of 

invasive ductal carcinoma and 1 case of Paget's disease. Our VPP of malignancy is 7.14% for ACR 4, and 50% for 

ACR5. Our results demonstrate that the BI-RADS classification is overestimated which requires adapting several 

recommendations. 

 

http://www.wjpmr.com/
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CLINICAL STUDIES 
 

A. Circumstances of discovery. 
 

Circumstances of 

discovery 

Number 

of cases 

Percentages 

(%) 

Screenings 12 37,5 

nipple discharge 7 21,87 

Mastodynia 9 28,12 

Axillary PDA 3 9,37 

Eczematous lesion 

of the nipple 
1 3,12 

 

B. Clinical examination 

a) Breast examination 

Breast examination did not reveal any palpable nodule. 

Nipple discharge was observed in 7 patients, with a 

unipore location in 4 patients. 

Bloody discharge was observed in 4 patients with nipple 

discharge and 3 with serous discharge. 

b) Examination of lymph nodes 

The examination found axillary PDAs in 3 patients, two 

patients had mobile PDAs with a size of 1cm, the third 

patient had a fixed PDA measuring 3cm. 

 

I. PREOPERATIVE IDENTIFICATION 

Our patients underwent a preoperative ultrasound survey. 

 

II. TUMOR EXERESIS AFTER HARPOONING 

A lumpectomy was performed in 24 patients, i.e. 75% 

Depending on the type of lesion, we proceeded either to 

a tumerectomy. 

Zonectomy, pyramidectomy in case of mammary 

discharge or cystectomy. 

 

ANATOMOPATHOLOGICAL FINDINGS 

A. Histological findings 
 

Histological findings Number of cases Percentages % 

Fibrocystic mastopathy 14 34,21 

Adenofibroma 6 15,8 

Sclerosing adenosis 2 5,26 

Ectasitic galactophoritis 2 5,26 

Granulomatous giganto-cell adenitis 1 2,63 

Papilloma 1 2,63 

hémangioma 1 2,63 

Atypical ductal hyperplasia 1 2,63 

CCI 2 5.26 

CIC 1 2,63 

PAGET's disease 1 2,63 

 

Histo-mammographic correlation 
 

 Opacity 
Microcalcific 

ation 
O+M 

Architectural 

distortion 

Number 

of cases 

Adénofibroma 5 0 2 0 7 

Fibrocystic mastopathy 8 2 2 2 14 

Ectasitic galactophoritis 0 2 0 0 2 

adenosis 0 1 1 0 2 

Atypical ductal hyperplasia 0 0 1 0 1 

Hemangioma 1 0 0 0 1 

Papilloma 1 0 0 0 1 

Granulomatous giganto-cell 

adenitis 
1 0 0 0 1 

CCI 2 0 0 0 2 

CIC 0 0 1 0 1 

 

V. EXTENSION WORK-UP 
 

All our patients with breast cancer had an extension 

workup including chest X-ray and abdominal ultrasound, 

a scintigraphy was performed in one patient. 

 

 

 

 

 

DISCUSSION 
 

A. Risk factors 

1. Age
[1]

 

The incidence of breast cancer increases sharply from 

age 35 to 50 years and the peak incidence is at age 60 

years. The estimated risk of developing breast cancer is 

2.3% between 40 and 49 years of age, 7.1% between 50 

and 74 years of age and 3% after 75 years of age. 
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In our study, the peak incidence (41%) is between 40 and 

49 years of age. 

 

2. Parity 

Multiparous women have a lower overall risk of breast 

cancer than nulliparous women. However, this 

relationship is time dependent. Immediately after 

pregnancy, the risk of breast cancer is higher, but 10 

years after pregnancy, the effect is rather protective. This 

protective effect is durable and global and outweighs the 

transient risk.
[2]

 

In our series, 22% of the patients were nulliparous. 

 

3. Breastfeeding 

Breastfeeding seems to have a protective effect against 

the development of breast cancer, with a dose-response 

relationship. Studies have shown contradictory results in 

Western countries where few women breastfeed for more 

than one year. In contrast, significant risk reduction has 

been demonstrated in non-Western countries.
[3]

 

 

In China, women who have breastfed for 10 years or 

more have a 64% risk reduction.
[4]

 A multicenter study 

showed a risk reduction of 4.3% for every 12 months of 

breastfeeding.
[5]

 

In our series, breastfeeding was observed in 25 women 

but the duration of breastfeeding was not specified in the 

history. 

 

4. Contraceptive hormones 

The use of contraceptives containing exogenous 

hormones (estrogens and progestins) may be associated 

with an increased risk of breast cancer.
[6]

 

In our series, oral contraception was adopted by 18 

patients. 

 

5. Personal history 

According to the literature, the risk of breast cancer 

appears to be nil in the category of non-proliferative 

diseases, whereas it is increased in the category of 

proliferative diseases and in particular in the case of 

atypical epithelial hyperplasia.
[7,8]

 

 

I. PARACLINICAL STUDIES 
 

A. Mammography 

1. Mammographic aspects 

a. Opacity 

Round opacities represent 10 to 20% of subclinical 

cancers.
[9]

 They can be the cause of unnecessary biopsies 

because they are difficult to see in dense or nodular 

breasts.
[10]

 

 

They represent 20 to 30% of subclinical cancers, and 

more than 90% of those biopsied are cancers.
[9]

  

 

In our series, isolated opacity represents the most 

dominant mammographic aspect with a rate of 56.2% 

which is slightly higher than the rates found by MIRAS 

(40.4%) [67] and ZEGHAL (43%).
[11] 

 

16% of our opacities were found to be spiculated 

(suspicious of malignancy). This finding is lower than 

the MIRAS study, which found 28% of opacities with a 

malignant appearance, as well as for our Gabonese 

colleagues, whose rate exceeds 20%.
[10]

 

 

b. Microcalcifications 

Microcalcifications may be isolated or associated with 

other subclinical abnormalities. Isolated 

microcalcifications reveal 30 to 54.5% of subclinical 

breast cancers, of which 75% are intracanal.
[14;15]

 

 

In our study, microcalcifications were the second most 

common mammographic feature with a frequency of 

37.49%, 21% of which were associated with opacities, 

this result was close to the MIRAS study. 

  

B. Ultrasound 

Breast ultrasound has a good sensitivity (80%) and a 

good specificity exceeding 85% according to 

Ozdelmir.
[16,17]

 The combination of mammography and 

ultrasound has an overall sensitivity of 100% and an 

overall specificity of 85%.
[17]

 

 

The criteria of malignancy were strongly present in our 

series, thus the irregularity of the contours was present in 

40% of cases, the axis perpendicular to the skin 

represented 8% of cases, concerning the echogenicity 

91% of the opacities were hypoechoic. 
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IV. RADIO -HISTOLOGICAL CORRELATION 

in general, the probability of malignancy in BI-RADS 4 lesions ranges from 2% to 95%.
[22]

 
 

 
 

BIRADS recommendation 

In our study, the positive predictive value is 12.5% of the 

lesions in our sample. 

Our cancer rate for BI-RADS 4 is 7.12% which remains 

lower than the results obtained in the zeghal study where 

the cancer rate is 28.6%
[11]

 while the study of Chelli, , 

revealed a rate of 43% of malignancy.
[23]

 

 

In our study, the positive predictive value for BI-RADS 

4 lesions is (7.12%), among these results 100% are 

revealed invasive ductal carcinoma while Raza et al 

found that 80% (n = 68/85) are invasive ductal 

carcinoma.
[24]

 

Our study revealed that 94.12% of BI-RADS 4 had 

benign findings which is comparable to the results 

obtained by Raza et al which was 75.2%.
[24]

 

 

Indeed, this category is reserved for findings that do not 

have the classic appearance of malignancy but 

sufficiently suspicious to warrant a recommendation for 

biopsy or our positive predictive value is 7, 12% which 

agrees with the probabilities of BI- RADS 4 which has a 

wide range of probability of malignancy (2-95%).
[20,21]

 

Therefore, the ACR has subdivided category 4 into 4A, 

4B and 4C, and the relevant probabilities for malignancy 

have been classified according to these subgroups so that 

the patient and her physician can make an informed and 

accurate decision on what to do. 

Our results can be explained by lesions simulating 

malignancy on ultrasound such as fibrosis and chronic 

abscesses. Correct use of the BIRADS system logically 

leads to an accurate assessment of the lesions and an 

appropriate management recommendation. The literature 

shows that training in BI-RADS can decrease variability 

and improve performance.
[21]

 

 

The clinician should pay more attention to the biopsy of 

discordant benign lesions to avoid false-negatives, as 

Liberman et al found that 64% of discordant benign 

lesions were confirmed as malignant in subsequent 

surgery.
[22]

 Hence the importance of communication 

between the various physicians involved in the 

management of breast cancer, as the BIRADS 

recommendations have become the pivotal point of 

action  

 

The role of the multidisciplinary team is necessary for 

optimal management and cooperation between 

radiologists, anatomical pathologists, surgeons and 

oncologists is essential for radiopathological 

concordance. 

 

However, in our practice, surgical biopsy-exeresis is 

generally recommended regardless of concordance, 

because of the still relatively high malignancy rate and 

the limitations of microbiopsy: 

- Several teams, Jackman and Liberman, have shown 

that underestimation of histologic criteria for lesion 

severity was possible on microbiopsies, but never 

overestimation. 

- The quality of the samples, which have a very 

fragmented appearance, particularly for breasts with 

a high adipose component. 

- Difficulties in locating certain areas of 



www.wjpmr.com        │         Vol 7, Issue 6, 2021.          │         ISO 9001:2015 Certified Journal         │ 

Benani et al.                                                                        World Journal of Pharmaceutical and Medical Research 

35 

microcalcifications, either because they are too fine 

and at the limit of visibility  

 

CONCLUSION 
 

The increasingly frequent discovery of breast cancer at a 

subclinical stage like the case of our series, allows us to 

suggest a radiological and not only clinical screening in 

patients at risk. This will have an impact on the 

management, the well-being of the patient and the cost 

for public health. 
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