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B I O P S Y    R E S U LT SINTRODUCTION

In one Canadian survey, 57% of  patients reported receiving their 
diagnosis from their family doctor.

https://www.cbcn.ca/en/the-‐lived-‐experience



B I O P S Y    R E S U LT SINTRODUCTION

In conversations with providers, the majority of  patients said the 
information they received was good, while 15% indicated that 

information was lacking and up to 10% didn’t receive any information.



How do I know my patient needs a biopsy?



M AM M OGR A M   /    U LT R A S OUN D    R E S U LTINTRODUCTION

The BI-RADS (Breast Imaging Reporting and Data 
System) designation is used to describe and classify 

findings by degree of  suspicion



B I R A D S    A D V I S E S    N E X T    C O U R S E    O F    A C T I O NINTRODUCTION

Patients with a BIRADS 4 or 5 lesion require tissue 
sampling with a biopsy…

BIRADS Suspicion	  of	  malignancy Recommended	  Action

4a 3-‐9%
Biopsy	  (US	  guided	   if	  sonographically
visible,	   stereotactic	  if	  visible	  on	  
mammogram	  only,	  MRI	  guided	   if	  

visible	  on	  MRI	  only)

4b 10-‐49%

4c 50-‐94%

5 >95%



B R E A S T   V    =    B R E A S T   C A N C E R    N Y DINTRODUCTION

…BIRADS 5 lesions need urgent evaluation & biopsy 
for breast cancer NYD by tissue sampling

BIRADS Suspicion	  of	  malignancy Recommended	  Action

4a 3-‐9%
Biopsy	  (US	  guided	   if	  sonographically
visible,	   stereotactic	  if	  visible	  on	  
mammogram	  only,	  MRI	  guided	   if	  

visible	  on	  MRI	  only)

4b 10-‐49%

4c 50-‐94%

5 >95%



N A T I O N A L    T A R G E T    F O R   T I M E   T O    D I A G N O S I S :   
7    W E E K S    ( W H E N    B x    P E R F O R M E D )INTRODUCTION

https://www.partnershipagainstcancer.ca/topics/breast-‐cancer-‐screening-‐quality-‐indicators-‐2017/



How do I interpret this breast biopsy result?



S T A N D A R D    B R E A S T   B I O P S Y    R E S U LT SKEY FEATURES

1. in situ vs. Invasive

2. Histologic subtype

3. Histologic grade

4. Biologic subtype



OUR    UN D E R S TA N D I N G    O F    B R E A S T    C A N C E RPATHOGENESIS



OUR    UN D E R S TA N D I N G    O F    B R E A S T    C A N C E RIN SITU VS. INVASIVE

calcifications	  on	  
mammogram

mass	  or	  distortion	  
on	  MG	  &	  US



IN SITU (DCIS) F I N E    P L E O M O R P H I C    C A L C I F I C A T I O N S   O N    M G



S T A N D A R D    B R E A S T   B I O P S Y    R E S U LT SKEY FEATURES

1. in situ vs. invasive
– in situ carcinoma: cancerous cells remain within the 

duct

2. Histologic subtype
3. Histologic grade
4. Biologic subtype



T R E A T M E N T    I M P L I C A T I O N S

Biopsy Result Implications Standard treatment

Ductal	  carcinoma	  in	  situ
DCIS	  aka	  “stage	  0”	  aka	  
“precancer”

Theoretically	  cannot	  spread	  to	  nodes	  or	  metastasize
=	  No	  need	  for	  nodal	  evaluation
=	  No	  chemotherapy

(1)	  Surgery	  (always)
(2)	  Possible	  radiation	  (prevention)
(3)	  If	  ER+,	  possible	  endocrine	   therapy	  (prevention)

Invasive	  carcinoma	  
(stage	  I-‐III)

Could	  spread	  to	  other	  areas	  of	  the	  body
=	  Check	  axillary	  lymph	  nodes
=	  Need	  to	  use	  multimodality	  treatment	  to	  prevent	   it	  
from	  coming	  back	  in	  the	  locally	  (breast	  lymph	  nodes)	  as	  
well	  as	  other	  areas	  of	  the	  body

(1) Surgery	  (always)
(2) Usually	  radiation
(3) If	  ER+,	  endocrine	  therapy
(4) Possible	  Chemotherapy/targeted	  therapy

Metastatic	  invasive	  
carcinoma
(stage	  IV)

Has	  spread	  to	  other	  areas	  of	  the	  body
=	  focus	  on	  systemic	  therapies	  to	  treat	  metastatic	  disease

(1) Chemotherapy/targeted	  therapy
(2) If	  ER+,	  endocrine	  therapy
(3) Palliative	  radiation	  for	  symptoms



KEY POINT #1 CON VE Y I N G    B I O P S Y    R E S U LT S

Ductal carcinoma in situ (DCIS) is precancer 
or “stage 0” cancer that is contained within 
the duct, and theoretically cannot spread. 

For DCIS, chemotherapy is never indicated.



T R E A T M E N T    I M P L I C A T I O N S

Biopsy Result Implications Standard treatment

Ductal	  carcinoma	  in	  situ
DCIS	  aka	  “stage	  0”	  aka	  
“precancer”

Theoretically	  cannot	  spread	  to	  nodes	  or	  metastasize
=	  No	  need	  for	  nodal	  evaluation
=	  No	  chemotherapy

(1)	  Surgery	  (always)
(2)	  Possible	  radiation	  (prevention)
(3)	  If	  ER+,	  possible	  endocrine	   therapy	  (prevention)

Invasive	  carcinoma	  
(stage	  I-‐III)

Could	  spread	  to	  other	  areas	  of	  the	  body
=	  Check	  axillary	  lymph	  nodes
=	  Need	  to	  use	  multimodality	  treatment	  to	  prevent	   it	  
from	  coming	  back	  in	  the	  breast,	  lymph	  nodes	  and	  other	  
areas	  of	  the	  body

(1) Surgery	  (always)
(2) Usually	  radiation
(3) If	  ER+,	  endocrine	  therapy
(4) Possible	  Chemotherapy/targeted	  therapy

Metastatic	  invasive	  
carcinoma
(stage	  IV)

Has	  spread	  to	  other	  areas	  of	  the	  body
=	  focus	  on	  systemic	  therapies	  to	  treat	  metastatic	  disease

(1) Chemotherapy/targeted	  therapy
(2) If	  ER+,	  endocrine	  therapy
(3) Palliative	  radiation	  for	  symptoms



S T A N D A R D    B R E A S T   B I O P S Y    R E S U LT SBREAST PATHOLOGY

1. in situ vs. invasive

2. Histologic subtype
– Tells us about what the cancer looks like under 

the microscope and how it grows

3. Histologic grade

4. Biologic subtype



HISTOLOGIC SUBTYPES I N VA S I V E    B R E A S T    C A N C E R

Ductal	  (80-‐85%)
Cells	  grow	  into	  ducts	   -‐ Produce	  a	  
firm,	  irregular	  mass	  that	  is	  often	  
palpable;	  can	  be	  any	  biologic	  

subtype

Lobular	  (10-‐15%)
Cells	  grow	  single	  file	  -‐ Diffuse	  

infiltrative	  growth	  pattern;	  more	  likely	  
to	  be	  clinically	  &	  radiologically	  occult;	  

almost	  always	  ER+HER2-‐



S T A N D A R D    B R E A S T   B I O P S Y    R E S U LT SBREAST PATHOLOGY

1. in situ vs. invasive

2. Histologic subtype

3. Histologic grade
– Tells us about how abnormal the cells are and 

how quickly they are dividing

4. Biologic subtype



I N VA S I V E    B R E A S T   C A N C E RHISTOLOGIC GRADE
Rahka

EA,	  Reis-‐Filho	  JS	  et	  al.	  BCR	  2010

Slow	  growing	  (years)

Well	   differentiated,	  cells	  uniform	  
and	  nuclei	  similar	  to	  normal	  

breast	  cells

Good	  Prognosis	  

Fast	  growing	  (weeks-‐months)	  

Aggressive;	  Cells	  variable	  in	  
size	  and	  shape,	  prominent	  

nucleoli

Poor	  Prognosis

(months-‐years)

Most	  common;	  moderate	  
variability	  in	  size	  and	  shape,	  cells	  

larger	  than	  normal,	  visible	  
nucleoli



S T A N D A R D    B R E A S T   B I O P S Y    R E S U LT SBREAST PATHOLOGY

1. in situ vs. invasive

2. Histologic subtype

3. Histologic grade

4. Biologic subtype



ER+	  HER2-‐
“Hormone-‐positive”	  
or	  “Luminal”	  (60-‐65%)

Tend	  to	  be	  low-‐intermediate	  grade	  
with	  good	  prognosis

Only	  treat	  with	  chemotherapy	  if	  
high	  risk	  for	  recurrence

Always	  receive	  endocrine	  therapy

H O R M O N E    P O S I T I V E    ( E R + P R + / -‐ H E R 2 -‐ )BIOLOGIC SUBTYPE



T R E A T M E N T    I M P L I C A T I O N S

Biopsy Result Implications Surgery Radiation* Chemo Endocrine

ER+HER2-‐ “Tumor	  uses	  estrogen	  like	  food	  
or	  like	  fuel”;	  good	  prognosis

YES +/-‐ +/-‐ YES

INVASIVE BREAST CANCER

*Decision	  for	  radiation	  depends	  on	  surgery	  and	  pathologic	  factors;	  
if	  breast	  conserving	  surgery	  or	  lumpectomy	  performed,	  radiation	  is	  almost	  always	  recommended



HER2+
“HER2-‐enriched”	  or	  “Triple	  

positive”	  (15-‐20%)

Tend	  to	  be	  intermediate-‐high	  
grade

Aggressive	  &	  recurs	  early	  to	  liver,	  
lung	  and	  brain	  if	  HER2-‐directed	  

therapy	  (Herceptin)	  not	  
administered

Oh	  DY,	  Bang	  YJ.	  Nat	  Rev	  Clin	  Onc 2020.

H E R 2 / N E U    A M P L I F I E D    ( E R + / -‐ P R + / -‐ H E R 2 + )BIOLOGIC SUBTYPE



T R E A T M E N T    I M P L I C A T I O N S

Biopsy Result Implications Surgery Radiation* Chemo Endocrine

ER+HER2-‐ “Tumor	  uses	  estrogen	  like	  food	  
or	  like	  fuel”

YES +/-‐ +/-‐ YES

HER2+ “Tumor	  is	  aggressive	  and	  
requires	  HER2-‐targeted	  
treatment	  which	  includes	  
chemotherapy”

YES +/-‐ YES If	  ER+HER2+

INVASIVE BREAST CANCER

*Decision	  for	  radiation	  depends	  on	  surgery	  and	  pathologic	  factors;	  
if	  breast	  conserving	  surgery	  or	  lumpectomy	  performed,	  radiation	  is	  almost	  always	  recommended



Triple	  Negative
(15-‐20%)

Tend	  to	  be	  high	  grade;
Young	  women,	  BRCA1	  carriers,	  
African	  American	  and	  Hispanic	  

population

Aggressive	  but	  chemo-‐sensitive;	  
almost	  always	  treated	  with	  

chemotherapy	  as	  there	  are	  no	  good	  
targeted	  therapies

Immunotherapy	  showing	  promise*

E R -‐ P R -‐ H E R 2 -‐ ( T N B C )BIOLOGIC SUBTYPE



T R E A T M E N T    I M P L I C A T I O N S

Biopsy Result Implications Surgery Radiation* Chemo Endocrine

ER+HER2-‐ “Tumor	  uses	  estrogen	  like	  food	  
or	  like	  fuel”

YES +/-‐ +/-‐ YES

HER2+ “Tumor	  is	  aggressive	  and	  
requires	  HER2-‐targeted	  
treatment	  which	  includes	  
chemotherapy”

YES +/-‐ YES If	  ER+HER2+

TNBC ”Tumor	  is	  aggressive	  and	  
requires	  chemotherapy”

YES +/-‐ YES NO

INVASIVE BREAST CANCER

*Decision	  for	  radiation	  depends	  on	  surgery	  and	  pathologic	  factors;	  
if	  breast	  conserving	  surgery	  or	  lumpectomy	  performed,	  radiation	  is	  almost	  always	  recommended



KEY POINT #2 CON VE Y I N G    B I O P S Y    R E S U LT S

Treatment of  invasive breast cancer involves a 
multimodal approach including surgery, 

radiation therapy, chemotherapy, and 
endocrine therapy that work to remove the 

breast cancer and prevent it from coming back.



PROGNOSIS

1. in situ vs. Invasive

2. Histologic subtype

3. Histologic grade

4. Biologic subtype
5. …+/- tumor size, nodal status (imaging reports)



A J C C    7 t h >    8 t h E D I T I O N    S TA G I N G    ( 2 0 1 8 )PROGNOSIS

6-‐7th Edition:	  ANATOMIC	  (TNM) 8th Edition:	  ANATOMIC	  +	  BIOLOGIC
(GRADE	  +	  SUBTYPE)



A J C C    8 t h E D I T I O N    S TA G I N G    ( 2 0 1 8 )PROGNOSIS: 2 cm, cN-



KEY POINT #3 CON VE Y I N G    B I O P S Y    R E S U LT S

Tumor biologic factors (biologic subtype) have 
become increasingly important for 

determining both treatment and prognosis.



A J C C    8 t h E D I T I O N    S TA G I N G    ( 2 0 1 8 )PROGNOSIS

Weiss	  et	  al.	  JAMA	  Onc 2019



A J C C    8 t h E D I T I O N    S TA G I N G    ( 2 0 1 8 )PROGNOSIS

Weiss	  et	  al.	  JAMA	  Onc 2019



KEY POINT #4 C O N V E Y I N G    B I O P S Y    R E S U LT S

In 2020, the majority of  breast cancers are 
treatable and curable and carry an excellent 

prognosis. 



C O N V E Y I N G    B I O P S Y    R E S U LT S

So what’s next?



KEY POINT #5 C O N V E Y I N G    B I O P S Y    R E S U LT S

The first step is to meet with a surgeon, but you will likely also 
have a whole team of  professionals involved in your cancer 

care including: 

medical oncologists
radiation oncologists

genetic counsellors/genetics
fertility preservation specialists

breast radiologists

breast pathologists
pivot/oncology nurses
geriatric oncology specialists
psychologists and social workers
physiotherapists 



C O N V E Y I N G    B I O P S Y    R E S U LT S

“Hard copies were the best format for receiving information about 
their diagnosis: 65% indicated this, while 33% preferred information 
digitally, and 2% indicated that they didn’t want any information.”



https://cbcn.ca/https://www.cancer.ca/en/support-‐and-‐services/resources/publications/

C O N V E Y I N G    B I O P S Y    R E S U LT SRESOURCES
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Questions?
sm.wong@mcgill.ca


