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Evaluation of the Contralateral Breast
The Role ofBiopsy at the Time of Treatment ofPrimary Breast Cancer

BARBARA L. SMITH, M.D., PH.D., MONICA BERTAGNOLLI, M.D., BARBI B. KLEIN, R.N., STEPHEN BATTER, B.S.,
MAXMILLIAN CHANG, B.S., LINDA M. DOUVILLE, R.N., and TIMOTHY J. EBERLEIN, M.D., F.A.C.S.

Ninety-five women who underwent blind contralateral breast bi-
opsy during surgical treatment ofa known breast cancer primary
were studied prospectively. All biopsies were performed between
1981 and 1989. Patients with palpable or mammographic ab-
normalities prompting the contralateral biopsy were excluded
so that the study sample included only truly blind contralateral
biopsies. Only two infiltrating carcinomas were found, resulting
in a positive biopsy rate of 2.1% for invasive disease. Three
additional biopsies showed only lobular carcinoma in situ, a
finding that usually does not alter clinical management. One
patient with a negative contralateral biopsy developed invasive
carcinoma in that breast within 2 years of the biopsy. The authors
were unable to identify any subgroup of patients at increased
risk ofa positive contralateral biopsy. These results suggest that
blind biopsy of the contralateral breast performed at the time
of the initial treatment of breast carcinoma is not an efficient
method of cancer detection. Alternative management strategies
are discussed.

A FUNDAMENTAL PRINCIPLE of cancer manage-
ment is that early detection of malignancy leads
to a better chance for successful treatment. Early

detection ofbreast carcinoma has been aided by the iden-
tification of high-risk patient populations, which allows
for close monitoring of these patients. The highest risk is
in patients with a previous history of breast carcinoma;
new carcinomas arise in the contralateral breast at an av-
erage rate of nearly 1% per year.' There is considerable
debate as to the appropriate evaluation of patients with a
history of breast cancer. In these patients the minimal
evaluation of the contralateral breast clearly includes fre-
quent mammography and physical examinations. Because
of the highly reported incidence of synchronous breast
carcinoma,2-5 some surgeons have advocated including a
blind biopsy in the standard evaluation ofthe contralateral
breast at the time a primary breast carcinoma is diagnosed.
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A question not clearly addressed by the literature, how-
ever, is whether such patients, in the absence ofany phys-
ical or mammographic evidence of malignancy, benefit
from a truly blind biopsy of the contralateral breast.
We prospectively studied a series of 95 breast cancer

patients treated from 1981 to 1989 whose contralateral
breast showed no mammographic abnormality or evi-
dence of malignancy upon physical examination at the
time their primary breast carcinoma was diagnosed. These
patients underwent blind biopsy of the contralateral
breast. Ofthese 95 biopsies, five yielded positive findings.
These included three cases of lobular carcinoma in situ
(LCIS), and two cases of occult invasive cancer. This rep-
resents a 5.3% incidence of clinically occult contralateral
breast disease, with a 2.1% incidence of clinically occult
invasive malignancy. Ofthe patients whose blind biopsies
were negative, one developed malignancy in the contra-
lateral breast, presenting approximately 2 years after the
initial diagnosis. These results suggest that blind biopsy
of the contralateral breast at the time of initial manage-
ment of breast carcinoma is not an effective method of
cancer detection and does not warrant the increased mor-
bidity involved in the procedure.

Materials and Methods

Patient Selection

There were surgeons at this institution who routinely
performed blind biopsy of the contralateral breast at the
time of surgical treatment ofa primary breast carcinoma.
Blind biopsies routinely performed on 95 patients treated
from 1981 through 1989 are included in this study. All
patients underwent a preoperative workup, including a
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thorough physical examination and bilateral mammog-
raphy. Patients included in this study had no clinical or

mammographic evidence of malignancy in the contralat-
eral breast.

Contralateral Biopsy Technique

The contralateral biopsy was obtained from either the
upper outer quadrant of the breast or from a location of
mirror image to the primary disease. The percentage of
total breast tissue excised varied according to overall breast
size, with a maximum of 20% to 25% of the breast pa-
renchyma removed. A minimum sample of 2 cm paren-

chymal breast tissue was obtained, whenever possible, in
a cosmetically acceptable manner. In all cases, the con-
tralateral biopsies were performed with a separate set of
instruments.

Pathology

Specimens were sent for permanent section, and results
reported using standard histologic categories. These cat-
egories included infiltrating ductal carcinoma, ductal car-

cinoma in situ, infiltrating lobular carcinoma, and LCIS.

Treatment and Follow-up

Treatment of the primary breast cancer in these 95
women was based on the standard principles of manage-
ment. Patients were treated with either modified radical
mastectomy or segmental mastectomy with axillary node
dissection, depending on the stage ofdisease, patient pref-
erence, and surgeon's recommendation. All patients with
stage II or greater disease received standard chemotherapy
regimens in the adjuvant setting.
On completion ofthe study in January 1991, the clinical

status of all participants was evaluated by direct physical
examination, communication with the patient's primary
physician, and chart review.

Results

The 95 patients included in this study ranged in age
from 24 to 80 years, with a median age of48. As indicated
in Table 1, 20% ofthe study patients had a family history
ofbreast cancer; however, none ofthe patients had a prior

TABLE 1. Risk Factors ofthe Study Population

No. of Incidence
Risk Factor Patients (%)

Family history of breast cancer 19 20
Prior fibrocytstic disease 35 37
First pregnancy >30 yr of age 36* 38*

* Data not available for 59 of the 95 patients.

TABLE 2. Pathologic Findings ofthe Primary Tumors

No. of
Pathologic Finding Patients

Infiltrating ductal carcinoma 50
Ductal carcinoma in situ 9
Infiltrating ductal with ductal carcinoma in situ 22
Infiltrating lobular carcinoma 4
Lobular carcinoma in situ 8
Other 2

breast malignancy. A previous history of fibrocystic breast
disease, by findings either on biopsy or physical exami-
nation, was present in 37% of the study population. Re-
sults ofthe pathologic examination ofthe primary tumors
(Table 2) demonstrate that the study population is a rep-

resentative sample ofbreast cancer patients in the United
States, with invasive carcinomas of approximately 75%
ductal and 18% lobular histologies.6 Of the contralateral
blind biopsies, 90 had totally benign histology, whereas
five (5.3%) showed pathologic changes consistent with
malignancy (Table 3). Three patients, however, showed
LCIS, and only two patients showed occult invasive ma-
lignancy (2.1%). The primary carcinomas in four ofthese
patients were infiltrating ductal carcinomas and one was
infiltrating lobular carcinoma (Table 4).

Follow-up was performed on all study patients; the me-
dian follow-up was 106 months. The results are shown
in Table 5. On completion ofthe study, 60% ofthe patients
treated were alive with no evidence ofdisease. One patient
who had previously had a negative blind breast biopsy
developed a malignancy in the contralateral breast. This
patient was initially treated with a modified radical mas-
tectomy for invasive ductal carcinoma with extensive
ductal carcinoma in situ (stage IIb) and was treated with
postoperative chemotherapy. Nineteen months after
treatment for her primary tumor, she presented with mul-
tiple foci of metastatic disease, including lung, liver, and
bone. At this time she was also found to have a malignancy
in her contralateral breast, which biopsy showed to be a

ductal carcinoma in situ similar to her original pathology.
This was believed, however, to be a new primary. The
patient was treated with chemotherapy and radiation
therapy and was lost to follow-up 2 years later.

Discussion
We found a 2% incidence of synchronous invasive

breast cancer detected by blind breast biopsy, a yield too

TABLE 3. Pathologic Findings ofContralateral Biopsy Specimens

Pathologic Finding No. of Patients

Negative 90
Infiltrating ductal carcinoma 2
Lobular carcinoma in situ 3
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TABLE 4. Profiles ofPatients With Positive Biopsy Findings

Primary Biopsy
Pathologic Pathologic Positive Family Late First Pregnancy/ History of

Patient Age Findings Findings History Nulliparous Fibrocystic Disease

32 58 DC DC + +
41 46 DC LCIS -

46 43 DC DC - +
81 57 DC LCIS - + +
100 46 LC LCIS - +

DC, infiltrating ductal carcinoma; LC, infiltrating lobular carcinoma; LCIS, lobular carcinoma in situ.

low to advocate blind biopsy as a screening technique,
even in this high-risk population. Blind biopsy was neg-
ative, however, in one patient, who developed invasive
breast cancer within 2 years.
Our results are similar to those found in other studies.

In 1977, Urban et al.2 reported results from 954 contra-
lateral breast biopsies and found that 12.5% ofthese biop-
sies contained carcinoma. Fifty-five per cent ofthese were
noninfiltrating carcinomas; the detected incidence of in-
vasive contralateral carcinoma was 5.6%. Of these 954
cases, however, only 301 biopsies were truly blind, that
is, performed in the absence of physical examination or
mammographic evidence of malignancy. These biopsies
were quite extensive, removing 20% to 25% of the breast
parenchyma. In this group of 301 truly blind biopsies,
five infiltrating and 18 noninfiltrating carcinomas were
detected; an incidence of7.6%, with only 1.7% ofall biop-
sies showing invasive carcinoma. Wanebo et al.4 evaluated
62 breast cancer patients with contralateral biopsy. Forty
of these were blind biopsies, performed to include sam-
pling ofthe upper outer quadrant and the medial segment
of the subareolar duct complex when feasible. Of the pa-
tients with no abnormality upon physical examination or
mammographic evidence ofmalignancy, 11% had positive
contralateral biopsies, with 80% of these showing in situ
disease. These results yielded a detection rate of approx-
imately 2% invasive contralateral carcinoma. Two of 49
patients with negative contralateral biopsies developed
subsequent invasive carcinomas in the breast on which a
biopsy had been performed. Pressman7 studied 85 patients
who underwent contralateral breast biopsies and reported

TABLE 5. Follow-up at Completion ofStudy*
(Median Follow-up: 106 Months)

Status No. of Patients

Alive, no evidence of disease 57
Alive with breast cancer 8
Deceased, cause related to breast cancer 11
Deceased, cause unknown 2
Lost to follow-up 17

* Median follow-up: 106 mo.

a yield of 12% positive results. All of the lesions detected
in this study represented noninvasive disease.

Fenig et al.8 reported a 3.5% yield of infiltrating car-
cinomas in 314 blind contralateral biopsies, with nonin-
vasive lesions, mostly LCIS, bringing the total positive
biopsy rate to 7.3%. In a series of 321 blind contralateral
biopsies, Leis9 found a 3.1% incidence of invasive carci-
nomas with noninvasive lesions, bringing the overall pos-
itive rate to 7.5%. Other series have found overall pos-
itive biopsy rates even more similar to our own. King et
al.'0 performed blind contralateral biopsies on 109 patients
and found one invasive carcinoma and four noninvasive
lesions, for an overall positive biopsy rate of 4.5%, with
fewer than 1% invasive lesions. Andersen and Muchardt"'
reported 170 blind contralateral biopsies, with findings of
seven contralateral invasive carcinomas in 164 patients
with primary ductal histology (4.3%). Three of six patients
with primary lobular histology had LCIS on contralateral
biopsy. A Mayo Clinic series'2 of 100 blind contralateral
biopsies found a 2% rate of invasive carcinoma and no
in situ lesions.
As summarized above, other large blind biopsy series

similar to this study show only a 2% yield of invasive
carcinoma, with noninvasive carcinomas, primarily LCIS,
accounting for the remaining positive biopsies. Three of
the positive contralateral biopsies in our series showed
LCIS. This frequency is consistent with other blind biopsy
series, in which most positive biopsies showed in situ le-
sions, most of which were LCIS,2 '7 and with the same
frequency of incidental LCIS in biopsies for palpable or
mammographic lesions.13-15 We believe that, because of
our present understanding of its biology and natural his-
tory, LCIS requires a different interpretation of contra-
lateral blind biopsy results. It is currently believed that
LCIS is a marker of increased risk of breast cancer rather
than a precursor to future invasive cancer.'6 In most series,
patients with LCIS have a 25% to 30% risk of developing
invasive carcinoma over the subsequent 25 years.6"720
One series with shorter follow-up found the risk to be
14%.'4 The mechanism ofthis increased risk is not known,
but appears to be equally distributed over both breasts,
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and is usually manifested as invasive ductal rather than
lobular histology.'9'20
Management options for patients with LCIS include

either careful follow-up or bilateral prophylactic mastec-
tomy. Prophylactic mastectomy generally is reserved for
women with additional risk factors, such as those with
breasts difficult to follow by physical examination and
mammography or for those with extreme cancer phobia
or significant family history for breast cancer. Most pa-

tients are managed with careful follow-up consisting of
frequent physical examinations and mammograms, with
the goal of detecting new carcinomas at an early and cur-

able stage. This physical examination and mammographic
follow-up is already included in the follow-up regimen
for women with a diagnosis ofinvasive breast carcinoma.
Thus, the finding of LCIS on a blind contralateral biopsy
does not change the management of a patient already
known to have invasive carcinoma, except in the few cases

where bilateral mastectomy might be considered.
It is appropriate to ask whether there are subgroups of

breast cancer patients with sufficient risk of bilateral dis-
ease to justify blind biopsy and perhaps result in a higher
rate of positive biopsy findings. The highest incidence of
multicentric breast malignancy has been reported for lob-
ular carcinoma, with most studies resulting in an incidence
of approximately 25%.6, 7 Baker and Kuhajda,'7 however,
in a study of 86 patients, concluded that the diagnosis of
invasive lobular carcinoma, in spite of its increased mul-
ticentricity and bilaterality, is not an indication for blind
contralateral breast biopsy. They found that, although 11%
of patients had simultaneous contralateral cancers de-
tected by physical examination and mammogram, none

were detected by blind biopsy. Of the remaining biopsy-
negative patients, 7.8% later developed a contralateral
carcinoma. In our series, only one of 12 patients (8.3%)
with a lobular histology had a positive contralateral biopsy;
this patient's contralateral biopsy showed LCIS (Table 4).

Patient age and stage ofprimary disease were not found
to alter the rate of detection of synchronous contralateral
breast cancer by blind biopsy. Pressman3 reported results
of contralateral biopsies in a selected population of 258
patients younger than 65 years ofage with tumors smaller
than 5 cm and no evidence of axillary metastases. Ex-
cluding 11 patients with clinically evident contralateral
lesions, he found that 13% of biopsies were positive, but
only 1.6% of the total represented invasive disease. Five
patients with benign contralateral biopsies subsequently
developed invasive carcinomas in the contralateral breast.
Although these results are interpreted in support of blind
contralateral biopsy in younger stage I patients, this data
do not differ appreciably from other blind biopsy series.

In our own series, we were able to look separately at
those patients with a positive family history ofbreast can-

cer, those with prior fibrocystic disease, and those with

late or no childbearing. Only one of 19 patients with a

positive family history had a positive blind contralateral
biopsy. One of 35 patients with prior fibrocystic disease
had a positive contralateral biopsy. Four of five patients
with positive contralateral biopsies had had their first term
pregnancy after the age of 30 or were nulliparous. This is
fairly representative of our study sample, because nearly
60% of all women for whom childbearing data were avail-
able had had late or no first pregnancies. Thus, we are

unable to identify subgroups of patients likely to benefit
from mirror-image biopsy.

It is important to address the efficacy of screening pro-

grams in reducing the mortality rate from new or recurrent
breast cancer. Few studies have directly addressed screen-

ing outcome in patients with previously diagnosed breast
cancer. Haagensen et al.'9 used physical examinations at
4-month intervals for women with LCIS and proceeded
with radical mastectomy for any invasive cancers detected.
It was stated that 30 patients who developed invasive can-

cer during their follow-up for LCIS were alive and free of
disease 1 to 24 years after treatment with radical mastec-
tomy.'9 Outcome of careful follow-up for noninvasive
breast cancers treated with wide excision only or wide
excision plus radiation therapy will be obtained from the
recently closed NSABP-B 17 protocol. Screening programs
have been shown to reduce breast cancer mortality rate
in women with no prior history of breast cancer.2'-27 It
seems reasonable to extrapolate this reduction in mortality
rate to women with a prior history of breast cancer.

Since its first introduction by Urban et al.,2 contralateral
breast biopsy has been a controversial technique. Much
ofthe confusion results from studies of this question that
have included patients whose contralateral breast presents
with mammographic or evidence upon physical exami-
nation suggesting the need for biopsy. These patients do
not pose a dilemma, for they should undergo biopsy even
if they were not known to have a primary carcinoma.
Although all ofthe studies presented here clearly indicate
the need for close follow-up of the contralateral breast,
none ofthem, including this prospective study, offer sup-
port for blind contralateral breast biopsy at the time of
initial treatment of a primary breast carcinoma.
Our recommendations for evaluation of patients with

newly diagnosed breast cancer include careful bilateral
physical examination and mammography before defini-
tive surgical therapy with biopsy of any suspicious areas.

We recommend initial postoperative physical examina-
tion and laboratory testing every 3 to 4 months, gradually
increasing the examination interval to 6 and then to 12
months. Mammograms should be performed initially at
6- to 12-month intervals, then annually. Annual physical
examinations, mammography, laboratory tests, chest x-

rays, and bone scans, when appropriate, should continue
for the rest of the woman's life.

20 Ann. Surg. * July 1992



CONTRALATERAL BREAST BIOPSY

References
1. Rosen PP, Groshen S, Kinne DW, Hellman S. Contralateral breast

carcinoma: an assessment ofrisk and prognosis in stage I (TINoM0)
and stage II (TINIMo) patients with 20-year follow-up. Surgery
1989; 106:904-910.

2. Urban JA, Papachristou D, Taylor J. Bilateral breast cancer: biopsy
of the opposite breast. Cancer 1977; 40:1968-1973.

3. Pressman PI. Selective biopsy of the opposite breast. Cancer 1986;
57:577-580.

4. Wanebo HJ, Senofsky GM, Fechner RE, et al. Bilateral breast cancer
risk reduction by contralateral biopsy. Ann Surg 1985; 201:667-
677.

5. Gulay H, Hamaloglu E, Bulut 0, Goksel HA. Bilateral breast car-

cinoma: 28 years' experience. World J Surg 1990; 14:529-534.
6. Fisher ER, Fisher B, Sass R, et al. Pathologic findings from the

National Surgical Adjuvant Breast Project (Protocol No. 4). XI.
Bilateral breast cancer. Cancer 1984; 54:3002-3011.

7. Pressman PI. Bilateral breast cancer: the contralateral biopsy. Breast
1980; 5:29-33.

8. Fenig J, Arlen M, Livingston SF, Levowitz BS. The potential for
carcinoma existing synchronously on a microscopic level within
the second breast. Surg Gynecol Obstet 1975; 141:394-396.

9. Leis HP Jr. Bilateral breast cancer. Surg Clin North Am 1978; 58:
833-842.

10. King RE, Terz JJ, Lawrence W Jr. Experience with opposite breast
biopsy in patients with operable breast cancer. Cancer 1976; 37:
43-45.

11. Andersen LI, Muchardt 0. Simultaneous bilateral cancer of the
breast: evaluation of the use of a contralateral biopsy. Acta Chir
Scand 1980; 146:407-409.

12. Martin JK, van Heerden JA, Gaffey TA. Synchronous and meta-

chronous carcinoma of the breast. Surgery 1982; 91:12-16.
13. Rosen PP, Senie RT, Farr GH, et al. Epidemiology of breast car-

cinoma: age, menstrual status, and exogenous hormone usage in
patients with lobular carcinoma in situ. Surgery 1979; 85:219-
224.

14. Wheeler JE, Enterline HT, Roseman JM, et al. Lobular carcinoma
in situ ofthe breast. Long-term follow-up. Cancer 1974; 34:554-
563.

21
15. Dall'Olmo CA, Ponka JL, Horn R, Riu R. Lobular carcinoma of

the breast in situ. Are we too radical in its treatment? Arch Surg
1975; 110:537-542.

16. Alpers CE, Wellings SR. The prevalence of carcinoma in situ in
normal and cancer-associated breasts. Hum Pathol 1985; 16:796-
807.

17. Baker RR, Kuhajda FP. The clinical management ofa normal con-

tralateral breast in patients with lobular breast cancer. Ann Surg
1989; 210:444-448.

18. Andersen JA. Lobular carcinoma in situ of the breast. An approach
to rational treatment. Cancer 1977; 39:2597-2602.

19. Haagensen CD, Bodian C, Haagensen DE. Lobular neoplasia (lobular
carcinoma in situ). In Breast Carcinoma: Risk and Detection.
Philadelphia: WB Saunders, 1981, pp 238-292.

20. Rosen PP, Lieberman PH, Braun DW Jr, et al. Lobular carcinoma
in situ ofthe breast: detailed analysis of 99 patients with average
follow-up of 24 years. Am J Surg Pathol 1978; 2:225-251.

21. Shapiro S, Venet W, Strax P, et al. Ten to fourteen-year effect of
screening on breast cancer mortality. JNCI 1982; 69:349-355.

22. Baker LH. Breast Cancer Detection Demonstration Project: Five-
year summary report. CA 1982; 32:194-225.

23. Verbeek ALM, Holland R, Sturmans F, et al. Reduction of breast
cancer mortality through mass screening with modern mam-

mography: first results ofthe Nijmegan project, 1975-1981. Lan-
cet 1984; i: 1222-1224.

24. Collette HJA, Rombach JJ, Day NE, deWaard F. Evaluation of
screening for breast cancer in a non-randomised study (the Dom
project) by means of a case-control study. Lancet 1984; i: 1224-
1226.

25. Tabar L, Gad A, Holmberg LH, et al. Reduction in mortality from
breast cancer after mass screening with mammography. Lancet
1985; i:829-832.

26. Palli D, Del Turco MR, Buiatti E, et al. A case-control study of the
efficacy of a non-randomized breast cancer screening program
in Florence (Italy). Int J Cancer 1986; 38:501-504.

27. Chamberlain J, Coleman D, Ellman R, et al. First results on mortality
reduction in the UK trial of early detection of breast cancer.
Lancet 1988; i:411-416.

Vol. 216 * No. I


