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Helical CT of the Breast: Detection of
intraductal spread and multicentricity of
breast cancer

Takayoshi Uematsu*"’, Makoto Shiina'’,
Shinichi Kobayashi'', Katsuhide Shimizu"’,
Muneaki Sano®’Haruhiko Makino®
and Keiichi Homma?'

PURPOSE: This study was performed to evaluate the clini-
cal utility of postcontrast helical CT (HCT)scan for the de-
tection of intraductal spread (DS) and multicentricity of breast
cancer. MATERIALS AND METHODS: DS and
multicentricity in 84 patients with invasive ductal carcinoma
were evaluated by preoperative postcontrast HCT. The HCT
protocol of 3-mm section width and 3mm/sec table speed
was used with the patients in a supine position. Scanning |
started 70sec after beginning the intravenous injection of |
90ml (27gl) of contrast material at the rate of 1.5ml/sec. The
three-dimensional images were displayed. RESULTS: Eighty-
four of 84 main turnors (100% ) were shown as enhanced
masses by postcontrast HCT. The sensitivity and specific-
ity of HCT for the detection of DS and multicentricity were |
60.0% (18/30) and 88.9% (48/54), and 88.9% (16/18) and
90.9% (60/66), respectively. When DS and multicentric le-
sions were combined, the sensitivity and the specificity were
76.3% (29/38) and 89.1% (41/46), respectively.
CONCLUSION: HCT of the breast is effective in detecting
DS and multicentric lesions of breast cancer and might be
useful in helping surgeons to successfully perform breast-
conserving surgery.
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Fig.1 (A)The Helical CT image shows a well-enhanced mass (arrowheads)with linear and
spotty enhancements (arrows). (B)Photograph of the pathologic specimen divided into two
cover glass preparations shows invasive ductal carcinoma (arrowheads)with intraductal spreads
(long arrows). Note the grouped intraductal spreads (short arrows).
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Fig.2 (A)The Helical CT image shows multiple enhanced masses (arrows). (B)Photograph

of the pathologic specimen divided into two cover glass preparation shows multicentricity of PLEoiERr s, ERFEE
invasive ductal carcinoma (arrows). S OREFESROERE L 12 2DS L £
Table 1 Helical CT-Pathology Correlations in 84 Patients with Invasive FEIRE A WA A Z L HHE
Ductal Carcinoma LEZDHL, DSESERIFEEY 2D T T —&
Parameter Intraductal Spread Multicentricity L, HUEORFEREE LTELZ 5 ERNICER
Sensitivity 18/30 (60.0) 16/18 (88.9) LEbhL, £ZTDSELRBEL—DODAT T
Specificity 48/54 (88.9) 60/66 (90.9) —1ZF % &, sensitivityl£76.3% (29/38), specificity
Accuracy 66/84 (78.6) 76/84 (90.5) 1289.1% (41/46), accuracy|$83.3% (70/84) & % %
Predictive va‘IL‘;e (Table 2).
positive 18/24 (75.0) 16/22 (72.7) e _
negative 48/60 (80.0) 60/62 (96.8) HIUbIUIHCT T S A WS T — 7 25, fHEY
: AT L EFVT3RTEREZER L TV, 3 RTH
Note: Numbers in parenthesis are percentages. (@IIFLH & RO BE AR TE 50T, #iR
PeER SIS NS (Fig3)., Fiz, BENDA V7
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BT oWV TIE, FEllREI R, ANYHIVCTIE, XBE—AFE 7— 7V BEHHEEIC LD

FH9E2H25H 3
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Table 2 Helical CT-Pathology Correlations, when Intraductal
Spread (DS)and Multicentric lesions were combined

Fig.3 3D display: The relationship between the breast cancer and the nipple can be
visualized three-dimensionally. In this case, DS (arrows)extending into the nipple
of the left breast in a patient with invasive ductal carcinoma is clearly visualized three-

dimensionally.
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Parameter DS and/or Multicentricity
Sensitivity 29/38 (76.3)
Specificity 41/46 (89.1)
Accuracy 70/84 (83.3)
Predictive value
positive 29/34 (85.3)
negative 41/50 (82.0)
Note: Numbers in parenthesis are percentages. |
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