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Introduction

Introduction

Ductal carcinoma in situ (DCIS) of the breast is a
heterogeneous group of lesions in which malignant cells arise
and proliferate within the breast ducts without invasion of the
basement membrane (Howlader et al., 2008).

According to the Surveillance Epidemiology and End
Results program (SEER) from 1975-2008, in situ breast
cancers represented approximately 15% of all new breast
cancer diagnoses in the United States. DCIS consists of
approximately 84% of all in situ disease and accounts for
27% of all newly diagnosed breast cancers (Kettritz et al.,
2004).

In the past , most DCIS had presented as a palpable
mass. Now, most new cases (more than 90%) are non
palpable and discovered mammaographically and is found in
approximately 20% of all screening mammograms (Ernster et
al., 2002). DCIS may also present as pathologic nipple
discharge with or without a mass or may be identified
incidentally in a breast biopsy performed to treat or diagnose
another abnormality.If left untreated, invasive breast cancer
may develop in 30— 50% of DCIS (Kurniawan et al., 2010).



