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Reclassification of the Medullary Carcinoma and
It’s Clinical Characteristics
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Purpose: Reclassfication of the medullary carcinoma using a strict histologic criteria
and analysis of the clinical and pathological characteristics of the medullary carcinoma
Material & Methods: Thirty-seven cases of the breast carcinoma originally diagnosed
as medullary carcinoma were reviewed. One to ten microscopic slides of each case
were reexamined and reclassified using the strictly defined histologic criteria defined by
Ridolfi et al. Tumors were excluded from the category of the typical medullary carcino-
ma(TMC) on the basis of presence of glandular features, focal marginal infiltrations, or
sparse mononuclear infiltrations. Tumor with two or more atypical features, or extensive
marginal infiltrations, no mononuclear cell infiltration and/or less than 75% syncytial
growth were classified as infiltrating ductal carcinoma with medullary feature(IDC). A
predominantly syncytial growth pattern (75% or more) was requisite for inclusion in
both TMC and atypical medullary carcinomas(AMC).

Results: Twenty-two tumors (60%) fulfilled the criteria for TMC, and 12 tumors (32%)
were AMC and three tumors (8%) were IDC. TMC occupied 3.1% of breast cancer.
The mean age of patients with TMC was 45.4+11.2 years and the average size of the
tumor in TMC was slightly larger than that of breast cancer in general, although not
statistically significant. The frequency of lymph node metastasis in TMC was similar to
breast cancer in general. Five year survival of patients with TMC was 95.5% which
was significantly better than breast cancer in general.

Conclusion: The TMC occupied 3.1% of breast cancer. The mean age of patient, tumor
size and lymphnode metastasis were not different from that of breast cancer but 5 years
survival of patient with TMC was significantly better than breast cancer in general.

Key Words : Typical Medullary Carcinoma, Breast

AYAR: A4, NFFHA] FT BAF 194, Atz E40a8d 9a), 700-712
AFY 11979 8Y 49, ANEAY 1 19973 109 209

748



M L
gu Fokehe 1003 ARE AFEHAR
Zoko] 3 HefE A, 1940tdth Moores}t Footeol]
ols}to] 4oke}l(Medullary carcinoma)2. & 7] &5 %

ow(1), AA fitel 5% Hej & A st vl
A =8 dyo](2,3~5), & ARl s
354 olste] oJ A fHiete] 1I%AHEE AA Tt
3 BaEa givk(1,6,7).

Su pokete AnjA4 AAVE sty §X
Aoz ey, vlad A3t F2 FPeE
A Gz Aolrt gvzts HEA =AYH
£ JFE A Ao B Hojd1®), ¥
o] B3esl vmz, ghelFo] A{ 5ol duA
A AAo| ofj¥e} BARE Aoz A=
tH9).

1977\ Ridolfi%o] ¥ Fokete] Zchel] HQ
g Az Wy g JIEE A =}
Aol okt 28 Fakete] 548 PR Eu¢t
oz AQH 192615 ANEF3l] o]F 30%7re]
Sokto g AR Hgia o] MAkE Feket
FAEL 10 AEEO o] AFA &
ARt o) A Frhe A Bo FACH10).
Erics 9 PedersonE9] AFoAE AMEFE A
Tholl A Fraketo] HFA =t Kok £2 AE
£2 Relvkm Raslglrh(11,12). B o8] ool
A Frofqto] ulI o4 Hrl UE oJAdA ¢
g3 o]Zlo] YR oA Fuiqt &xte] HFs}

2 191& Y Aol Hislgrh(13~15).

A A5 Fokgte] Aol gho] Ak A7t
ke AT, AEA B8 B sl F
o |3 E HoAFrE A F ol FE
oto] vl A Wby Holl ghsto] EdolA
Fokete] MEFE ARSI olF MEF

o BREe) S4E BAsel Rkt

o2 4 or
(L ol
e

-
o

24 9 el AL U AW B4 749

ME ¥ 2y

19854 192E] 19964 5U7tA) Subetoz A
o Wby xg wke 3kx} 7039F 427H0](6.0%)
medullary cancer® Z gt wkgkor] o] F el ol
A 23 ZAE &3 AYsolg AP 7
=3 5d)8 AL 37415 i it

o] 37¢)| & 1977\ RidolffiSo] Wi g 22| 34
HE(10E F2 o|&3lo] (Table 1), 7 $AT 1
ABE] 1042 Letol=g AMAAsIA ohA] B
s+9=d], APl 4=k (Typical medullary car-
cinoma = TMC)Z 75% o}4+9] 3FEAE A=A o
A, ogkA g g, A =2AH FAE
AR §Ho gl Hgol gls uf 3%, TMC
9] &A% 7AAHEA A4 G, 7Rl e B &
2 A7, wekdt Qe J& 5o £Ae] 3t
U} ol 9lg Aol AR A Gdt(Atypical
medullary carcinoma = AMC)2. & #-53}3]c}. 7}t

Table 1. Histologic criteria for classification of medullary
carcinoma*

Typical Medullary Carcinoma (TMC)
(Al of the criteria listed below)
Syncytial growth pattern = 75%
Complete histologic circumscription
Diffuse mononuclear infiltration.
Absence of glandular feature

Atypical Medullary Carcinoma (AMC)
(Features of TMC, but with the criteria listed below)

Glandular feature

Focal marginal infiltration

Sparse mononuclear infiltration

Infiltrating Ductal Carcinoma with medullary feature (IDC)
Syncytial growth pattern < 75%
Two or more atypical features
Extensive marginal infiltration
No mononuclear cell infiltration

*Ridofi RL, et al. 1977
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Table 2. Comparison of typical medullary carcinoma and
breast cancer in general

TMC  All Breast cancer

Age (years)

Range 24~63 20~84

Mean 454+112 475%11.2 (P=0.731)
Size (cm)

<3 10 454%) 339 (51.5%)

>3 12 (54.6%) 319 (48.5%) (P=0.620)
Node Metastasis

Negative 9 (40.9) 300 (45.8%)

Positive 13 (59.1) 355 (54.2%) (P=0.886)
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