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Abstract
Purpose  DCIS has been shown to have a higher rate of positive margins following breast-conserving surgery (BCS) than 
invasive breast cancer. We aim to analyze certain factors of DCIS, specifically histologic grade and estrogen receptor (ER) 
status, in patients with positive surgical margins following BCS to determine if there is an association.
Methods  A retrospective review of our institutional patient registry was performed to identify women with DCIS and 
microinvasive DCIS who underwent BCS by a single surgeon from 1999 to 2021. Demographics and clinicopathologic 
characteristics between patients with and without positive surgical margins were compared using chi-square or Student’s 
t-test. We assessed factors associated with positive margins using univariate and multivariable logistic regression.
Results  Of the 615 patients evaluated, there was no significant difference in demographics between the patients with and 
without positive surgical margins. Increasing tumor size was an independent risk factor for margin positivity (P =  < 0.001). 
On univariate analysis both high histologic grade (P = 0.009) and negative ER status (P =  < 0.001) were significantly asso-
ciated with positive surgical margins. However, when adjusted in multivariable analysis, only negative ER status remained 
significantly associated with margin positivity (OR = 0.39 [95% CI 0.20–0.77]; P = 0.006).
Conclusion  The study confirms increased tumor size as a risk factor for positive surgical margins. We also demonstrated 
that ER negative DCIS was independently associated with a higher rate of positive margins after BCS. Given this informa-
tion, we can modify our surgical approach to reduce rate of positive margins in patients with large-sized ER negative DCIS.
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Introduction

In the Unites Stated (US), approximately 1 in 33 women 
will be diagnosed with DCIS in their lifetime [1]. The inci-
dence of ductal carcinoma-in-situ (DCIS) increased dra-
matically after implementation of routine screening in the 
early 1980s [2]. Subsequently, DCIS comprises 20–25% of 
newly diagnosed breast cancers, and most DCIS is treated 
with breast-conserving surgery (BCS) with or without radio-
therapy [1–4]. The decision for BCS is based on surgeon’s 
perceived ability to achieve negative surgical margins with-
out compromising cosmesis. Clearing surgical margins 
with breast-conserving surgery can be challenging because 
tumor growth can be unpredictable as breast ducts branch 
into irregular patterns and disease may extend past the mam-
mographic abnormality. As a result, 10–40% of patients who 
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have undergone primary BCS will need additional surgery 
to clear positive surgical margins [3].

Earlier clinical trials found that high grade DCIS and pos-
itive surgical margins after BCS is associated with a higher 
risk of local recurrence (LR) [5–12]. These factors are fur-
ther emphasized through the Van Nuys Prognostic Index, 
which included tumor size, margin width, and nuclear grade 
are predictors of DCIS local recurrence [13]. The morbid-
ity associated with margin re-excision adds increased health 
care expenditure and additional burden to the patient [14]. 
A meta-analysis performed by Marinovich et al. reported 
an estimated average cost savings of $3,540 per women by 
avoiding reoperation [14, 15]. In 2014, the Society of Surgi-
cal Oncology (SSO), American Society for Radiation Oncol-
ogy (ASTRO), and American Society of Clinical Oncol-
ogy (ASCO) multidisciplinary consensus panel concluded 
that 2 mm margin minimizes the risk of LR compared with 
smaller negative margins [16]. Re-excision rates following 
BCS have improved since the adoption of these guidelines 
[14, 15, 17, 18]. However, there remains a disproportionate 
amount of DCIS compared to invasive breast cancer with 
positive surgical margins [18–22].

Positive margins after BCS for DCIS presents a unique 
area with potential for care improvement that calls for con-
tinued research efforts. When considering breast conserva-
tion, the patient and surgeon would benefit from knowledge 
of specific clinicopathological features of the DCIS that con-
fer an increased risk of a positive surgical margin. Murphy 
et al. sought to investigate this but found no clinicopatho-
logic variable associated with an increased risk of positive 
margins in a cohort of 102 women with DCIS [17]. It is 
important to note that ER negative DCIS representation in 
that study was modest, comprising only sixteen of the 102 
patients [17]. Hassan et al. reported DCIS tumor size greater 
than 1.55 cm and presence of symptoms associated with 
positive margins following BCS [19]. There were eighteen 
of the 258 patients assessed in this study with ER negative 
DCIS. This begs the question; can we reliably say that ER 
status is not an independent risk factor with such modest 
representation of the disease.

The purpose of the present study was to determine 
whether a significant association exists between the his-
tologic grade or estrogen receptor status of DCIS and the 
incidence of positive margins after BCS. Secondarily, we 
aimed to identify additional etiologic factors that have an 
independent predictive association with positive surgical 
margins after BCS. We hypothesized that the rate of a posi-
tive surgical margin after BCS is increased for patients with 
either ER negative DCIS, high grade DCIS, or both.

Materials and methods

Study design

After approval by the institutional review board, we con-
ducted a retrospective review of the clinical practice patient 
registry. We selected women with pathologically confirmed 
DCIS or microinvasive DCIS undergoing breast-conserving 
surgery by a single surgeon from January 1999 to August 
2021. Microinvasive DCIS is defined as DCIS with a less 
than 0.1 cm focus of invasive breast cancer [23]. We elected 
to include these patients because the recommended surgical 
margins for BCS are the same in the SSO-ASTRO-ASCO 
guidelines [16]. A margin of less than 2 mm from DCIS was 
deemed positive for this analysis. Using the clinical research 
database, we were able to evaluate both demographic data 
and clinicopathologic features necessary for our analysis.

Surgical procedure(s)

Breast-conserving surgery was performed by a single sur-
geon at the institution for all patients by means of either 
wide excision in case of palpable tumors or needle localized 
excision for non-palpable DCIS. The operative surgeon used 
intraoperative breast specimen radiographs to ensure com-
plete removal of the targeted area and associated calcifica-
tions. Cavity shave margins or intraoperative frozen section 
of margins are not routinely performed at our institution.

Participant eligibility criteria

To determine if certain pathologic features influenced the 
ability to achieve negative surgical margins with BCS, we 
excluded patients found to have invasive carcinoma greater 
than 0.1 cm and those with missing reported pathologic 
tumor characteristics or surgical margin assessment. Inde-
pendent variables included age, year of surgery, tumor size 
(in cm), race, histologic grade (low, intermediate, or high), 
estrogen receptor status (positive vs negative), concurrent 
oncoplastic surgery (yes, no), and Ki-67 (≤ 15%, > 15%).

Statistical analysis

Demographics and clinical features between subjects with 
and without positive margin status were compared using 
chi-square or t-test, as appropriate. Association of clini-
cal and demographic features with margin positivity were 
assessed using an unconditional logistic regression model. 
Variables that were significant in univariable analysis were 
further analyzed in a multivariable logistic regression model 
to assess which variables are independently associated with 
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margin positivity. Multicollinearity was checked in the 
adjusted model by ensuring the variance inflation factor was 
below the acceptable thresholds between the risk factors. All 
tests were 2-sided and statistical significance set at P < 0.05 
for all analyses. All statistical analyses were performed using 
SAS statistical software, version 9.4 (SAS Institute).

Results

From January 1999 and August 2021, 632 patients under-
went BCS for DCIS. We excluded 17 patients for missing 
clinicopathologic features or surgical margins, leaving 615 
patients for analysis. Table 1 reports the detailed study 
cohort demographic and clinicopathologic data. A total of 
21 (3%) patients had microinvasive DCIS. We identified 92 
of 615 (14.9%) patients with positive surgical margins.

The median patient age at intervention was 62 years 
[interquartile range (IQR), 38–91] and the cohort was 
predominantly white. The overall median tumor size was 
0.75 cm (IQR, 0.1–5.2). Histologic grade was evenly dis-
tributed among the patients. The patients had primarily ER 
positive DCIS, comprising most of the cohort at 86.7%. 

Concurrent oncoplastic surgery, namely reduction mammo-
plasty, was performed in only 6.5% of the operations. A low 
proliferation index was present among 66.8% of the patients.

We then compared patients with and without positive sur-
gical margins. Three factors were associated with positive 
margins on univariate analysis. The patients most likely to 
have positive surgical margins were those with large tumors 
(P =  < 0.001), high histologic grade (P = 0.009), and ER 
negative DCIS (P =  < 0.001). The median tumor size of the 
patients with positive surgical margins was 1.8 cm, which is 
three times higher than those with negative surgical margins. 
Half of the patients with positive surgical margins had high 
grade DCIS. In addition, the positive surgical margin cohort 
had almost three times more ER negative DCIS compared 
to the negative surgical margin cohort (28.3% vs. 10.7% 
respectively, shown in Table 1). As shown in Table 2, there 
was no statistical difference between positive margin rates 
by the following factors: age (P = 0.137), year of surgery 
(P = 0.396), race (P = 0.474), proliferative index (P = 0.188), 
or concurrent oncoplastic surgery (P = 0.17).

ER expression in DCIS is inversely related to the histo-
logic grade [24, 25]. Therefore, we examined the distribu-
tion of histological grade by ER status among our patients 

Table 1   Univariate analysis of patient and tumor variables

*17 patients with missing data were excluded from the analysis
**Comparing patients with and without positive surgical margins
IQR Interquartile range
Statistical significance set at P < 0.05 for all analyses

Characteristic Overall* (n = 615) Patients with positive surgical 
margins (n = 92)

Patients with negative surgical 
margins (n = 523)

P value**

Age; median (IQR) 62 (53–70) 60 (51–67) 63 (53 – 71) 0.137
Year of surgery; median (IQR) 2016 (2012–2018) 2016 (2012–2018) 2016 (2013–2018) 0.396
Tumor size, cm; median (IQR) 0.75 (0.30–1.40) 1.80 (1.10–3.00) 0.60 (0.30–1.10)  < 0.001
Race, n (%)
 White 495 (80.5%) 70 (76.1%) 425 (81.3%) 0.474
 Black 89 (14.5%) 17 (18.5%) 72 (13.8%)
 Others 31 (5.0%) 5 (5.4%) 26 (4.9%)

Histological grade, n (%)
 Low 146 (23.7%) 13 (14.1%) 133 (25.4%) 0.009
 Intermediate 241 (39.2%) 33 (35.9%) 208 (39.8%)
 High 228 (37.1%) 46 (50.0%) 182 (34.8%)

Estrogen receptor status, n (%)
 Positive 553 (86.7%) 66 (71.7%) 467 (89.3%)  < 0.001
 Negative 82 (13.3%) 26 (28.3%) 56 (10.7%)

Oncoplasty, n (%)
 Yes 40 (6.5%) 3 (3.3%) 37 (7.1%) 0.170
 No 574 (93.5%) 89 (96.7%) 485 (92.9%)

Proliferation indices, n (%)
  > 15 204 (33.2%) 36 (39.1%) 168 (32.1%) 0.188
  ≤ 15 411 (66.8%) 56 (60.9%) 355 (67.9%)
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and identified a significant trend (Fig. 1). There was a pro-
portional increase in ER negative DCIS across histological 
grades (0.68%, 4.6%, and 30.7% for low, intermediate, and 
high; respectively, P =  < 0.001). These factors were checked 
for multicollinearity and found to be acceptable for multi-
variable analysis.

Multivariable logistic regression was able to highlight 
two factors which were predictive of margin positivity. 
When adjusted, the factors independently associated with 
higher odds of positive surgical margins were increasing 
tumor size (odds ratio 2.57, 95% CI 2.06–3.21, P =  < 0.001) 
and negative ER status (odds ratio 0.39, 95% CI 0.20–0.77, 
P = 0.006) on multivariate analysis (Table 2). The AUC of 
the adjusted model was 0.826 (95% CI 0.781, 0.870). There-
fore, the predicted probability of a positive surgical margin 
following breast-conserving surgery for DCIS is influenced 

by both tumor size and ER negative status. For every cen-
timeter increase in tumor size there was 2.57 times risk of 
positive margins. ER negative disease was an independent 
risk factor for positive surgical margins with an almost four-
fold risk by our analysis, which was statistically significant. 
We plotted the estimated risk of positive margins depicted 
in Fig. 2.

Although univariate analysis revealed that high histo-
logic grade was significant, after adjusting for age, tumor 
size, histologic grade, and ER status, histologic grade no 
longer showed a correlation. Multivariate logistic regression 
models showed no greater odds of positive margins with 
high grade (odds ratio 1.06, 95% CI 0.47–2.36, P = 0.896) 
or intermediate grade DCIS (odds ratio 1.28, 95% CI 
0.60–2.77, P = 0.525). The increase in proportion of negative 
ER DCIS as grade increases partly explains why both ER 
status and grade were associated with margin positivity on 
univariate analysis. However, when adjusted in multivariable 
analysis, only ER status remained significant.

Discussion

The conclusions from our study are two-fold. First, we 
confirmed that the size of DCIS (P =  < 0.001) was an inde-
pendent risk factor for positive surgical margins after BCS 
as previously reported [19]. We also demonstrated a new 
finding, in that ER negative DCIS (P = 0.006) was indepen-
dently associated with a higher rate of positive margins after 
BCS. Future investigation into why estrogen receptor status 
impacts surgical margins is warranted. As tumor genomic 

Table 2   Multivariate logistic regression analysis

*Multivariable analysis adjusted for age, tumor size, histological grade and estrogen receptor status
AUC of the adjusted model was 0.826 (95% CI 0.781, 0.870)

Covariate Unadjusted
Odds ratio (95% CI)

P Adjusted*
Odds ratio (95% CI)

P

Age, per year increase 0.99 (0.97–1.01) 0.138 0.98 (0.96–1.002) 0.08
Year of surgery 0.99 (0.96–1.03) 0.720
Tumor size, per cm increase 2.60 (2.10–3.22)  < 0.001 2.57 (2.06–3.21)  < 0.001
Race
 White vs. Black 0.70 (0.39–1.25) 0.228
 Others vs. Black 0.81 (0.27–2.43) 0.713

Histological grade
 G3 vs. G1 2.59 (1.34–4.98) 0.005 1.06 (0.47–2.36) 0.896
 G2 vs. G1 1.62 (0.82–3.20) 0.161 1.28 (0.60–2.77) 0.525

Laterality (left vs. right) 1.12 (0.72–1.74) 0.630
Estrogen receptor status (positive vs. negative) 0.30 (0.18–0.52)  < 0.001 0.39 (0.20–0.77) 0.006
Oncoplasty (yes vs. no) 0.44 (0.13–1.46) 0.182
Proliferation indices (> 15 vs. ≤ 15) 1.36 (0.86–2.15) 0.189

Fig. 1   Distribution of grade by estrogen receptor status
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research advances, we may gain a better understanding of 
this phenomenon [26–28].

The result of this study provides two variables which are 
available preoperatively, namely ER status and tumor size, 
which can help surgeons guide patients during counseling 
sessions regarding their potential risk for positive surgical 
margins and additional surgery. American Society of Breast 
Surgeons (ASBrS) recommends consideration of cavity 
shave margins for invasive cancer only [29]. Surgeons who 
routinely perform cavity shave margins may not benefit from 
the conclusions of this investigation. For those that do not 
perform cavity shave margins in their practice, the results of 
this study suggest there may be a potential role for consid-
eration of cavity shave margins in patients with larger-sized, 
ER negative DCIS. A prospective randomized trial utilizing 
this approach can be performed to validate our findings.

Studies looking at reduction in reoperation rates in the 
United States quote $18.8 million annual cost savings by 
avoiding re-excision [14]. Practice changes based on our 
findings can not only further reduce the patient's financial 
burden but also overall healthcare expenditures.

Study limitation

This is a retrospective review performed at a single academic 
institution. Also, the limitation of a single surgeon experi-
ence is both an advantage and a limitation, as it eliminates 
the variability or surgical technique. Pathologic assessment 
variability allows for potential bias [30].

Author contributions  TD, MG, LBW, and LRF: contributed to the 
study concept and design. Material preparation, data collection and 
analysis were performed by AO, MM, AW, and LRF. LRF: wrote the 
manuscript with significant contributions by all authors. All authors 
read and approved the final manuscript.

Funding  The authors have no relevant financial or non-financial inter-
est to disclose.

Data availability  The datasets generated and/or analyzed during the 
current study are available from the corresponding author upon reason-
able request. Requests should be made to Lucy B. Wallace, MD: Lucy.
Wallace@BSWHealth.org.

Declarations 

Conflict of interest  This research did not receive any specific grant 
from funding agencies in the public, commercial, or not-for-profit sec-
tors.

Ethical approval  This retrospective study involving human participants 
was in accordance with the ethical standards of the institution and/
or national research committee and in line with the principles of the 
Declaration of Helsinki. Approval was granted by the review boards 
of Baylor Scott and White Research Institute.

Informed consent  This study used only unidentifiable patient informa-
tion, and no informed consent was required.

References

	 1.	 Grimm LJ, Shelley Hwang E (2016) Active surveillance for DCIS: 
The importance of selection criteria and monitoring. Ann Surg 
Oncol 23:4134–4136. https://​doi.​org/​10.​1245/​s10434-​016-​5596-2

	 2.	 Worni M, Akushevich I, Greenup R, Sarma D, Ryser MD, Myers 
ER, Hwang ES (2015) Trends in treatment patterns and outcomes 
for ductal carcinoma in situ. J Natl Cancer Inst 107(12):djv263. 
https://​doi.​org/​10.​1093/​jnci/​djv263.​PMID:​26424​776;​PMCID:​
PMC47​07192

	 3.	 Kerlikowske K (2010) Epidemiology of ductal carcinoma in situ. 
J Natl Cancer Inst Monogr 2010(41):139–141. https://​doi.​org/​10.​
1093/​jncim​onogr​aphs/​lgq027

	 4.	 Ernster V, Ballard-Barbash R, Barlow W et al (2002) Detection 
of DCIS in women undergoing screening mammography. J Natl 
Cancer Inst 94(20):1546–1554

	 5.	 Solin LJ, Gray R, Hughes LL, Wood WC, Lowen MA, Badve SS, 
Baehner FL, Ingle JN, Perez EA, Recht A, Sparano JA, David-
son NE (2015) Surgical excision without radiation for ductal 

Fig. 2   Estimated risk of positive 
margins from multivariable 
logistic regression

https://doi.org/10.1245/s10434-016-5596-2
https://doi.org/10.1093/jnci/djv263.PMID:26424776;PMCID:PMC4707192
https://doi.org/10.1093/jnci/djv263.PMID:26424776;PMCID:PMC4707192
https://doi.org/10.1093/jncimonographs/lgq027
https://doi.org/10.1093/jncimonographs/lgq027


220	 Breast Cancer Research and Treatment (2023) 199:215–220

1 3

carcinoma in situ of the breast: 12-year results from the ECOG-
ACRIN E5194 study. J Clin Oncol. 33(33):3938–44. https://​doi.​
org/​10.​1200/​JCO.​2015.​60.​8588

	 6.	 Fisher ER, Costantino J, Fisher B, Palekar AS, Redmond C, 
Mamounas E (1995) Pathologic findings from the National Sur-
gical Adjuvant Breast Project (NSABP) Protocol B-17. Intraductal 
carcinoma (ductal carcinoma in situ). The National Surgical Adju-
vant Breast and Bowel Project Collaborating Investigators. Cancer 
75(6):1310–1319

	 7.	 Van Zee KJ, Subhedar P, Olcese C, Patil S, Morrow M (2015) 
Relationship between margin width and recurrence of ductal car-
cinoma in situ: analysis of 2996 women treated with breast-con-
serving surgery for 30 years. Ann Surg 262(4):623–631. https://​
doi.​org/​10.​1097/​SLA.​00000​00000​001454

	 8.	 Bijker N, Meijnen P, Peterse JL et al (2006) Breast-conserving 
treatment with or without radiotherapy in ductal carcinoma-in-
situ: Ten-year results of European Organisation for Research and 
Treatment of Cancer randomized phase III trial 10853—A study 
by the EORTC Breast Cancer Cooperative Group and EORTC 
Radiotherapy Group. J Clin Oncol 24:3381–3387

	 9.	 Cuzick J, Sestak I, Pinder SE et al (2011) Effect of tamoxifen 
and radiotherapy in women with locally excised ductal carcinoma 
in situ: Long-term results from the UK/ANZ DCIS trial. Lancet 
Oncol 12:21–29

	10.	 Donker M, Litiere S, Werutsky G et al (2013) Breast-conserv-
ing treatment with or without radiotherapy in ductal carcinoma 
in situ: 15-year recurrence rates and outcome after a recurrence, 
from the EORTC 10853 randomized phase III trial. J Clin Oncol 
31:4054–4059

	11.	 Barrio AV, Van Zee KJ (2017) Controversies in the Treatment of 
Ductal Carcinoma in Situ. Annu Rev Med 68:197–211. https://​
doi.​org/​10.​1146/​annur​ev-​med-​050715-​104920

	12	 Fisher ER, Land SR, Saad RS et al (2007) Pathologic variables 
predictive of breast events in patients with ductal carcinoma 
in situ. Am J Clin Pathol 128(1):86–91

	13.	 Silverstein MJ, Lagios MD, Craig PH et  al (1996) A prog-
nostic index for ductal carcinoma in situ of the breast. Cancer 
77:2267–2274

	14.	 Abe SE, Hill JS, Han Y, Walsh K, Symanowski JT, Hadzikadic-
Gusic L, Flippo-Morton T, Sarantou T, Forster M, White RL Jr 
(2015) Margin re-excision and local recurrence in invasive breast 
cancer: A cost analysis using a decision tree model. J Surg Oncol 
112:443–448. https://​doi.​org/​10.​1002/​jso.​23990

	15.	 Marinovich ML, Noguchi N, Morrow M, Houssami N (2020) 
Changes in reoperation after publication of consensus guidelines 
on margins for breast-conserving surgery: a systematic review and 
meta-analysis. JAMA Surg. 155(10):e203025. https://​doi.​org/​10.​
1001/​jamas​urg.​2020.​3025

	16.	 Morrow M, Van Zee KJ, Solin LJ, Houssami N, Chavez-
MacGregor M, Harris JR et al (2016) Society of surgical oncol-
ogy-american society for radiation oncology-american society of 
clinical oncology consensus guideline on margins for breast-con-
serving surgery with whole-breast irradiation in ductal carcinoma 
in situ. Ann Surg Oncol. 6(5):287–295. https://​doi.​org/​10.​1016/j.​
prro.​2016.​06.​011

	17.	 Murphy BL, Boughey JC, Keeney MG, Glasgow AE, Racz JM, 
Keeney GL, Habermann EB (2018) Factors associated with posi-
tive margins in women undergoing breast conservation surgery. 
Mayo Clin Proc 93(4):429–435. https://​doi.​org/​10.​1016/j.​mayocp.​
2017.​11.​023. (Epub 2018 Feb 10 PMID: 29439832)

	18.	 Langhans L, Jensen M, Talman MM, Vejborg I, Kroman N, Tved-
skov TF (2017) Reoperation rates in ductal carcinoma in situ vs 

invasive breast cancer after wire-guided breast-conserving sur-
gery. JAMA Surg 152(4):378–384. https://​doi.​org/​10.​1001/​jamas​
urg.​2016.​4751

	19.	 Hassan RA, Maesaka JY, Ricci MD, Soares JM, Dória MT, Bara-
cat EC, Filassi JR (2016) Predictive factors for positive surgi-
cal margins in the treatment of breast ductal carcinoma in situ. J 
Can Res Ther. 12(2):995–8. https://​doi.​org/​10.​4103/​0973-​1482.​
172135. (PMID: 27461687)

	20.	 Merrill AL, Coopey SB, Tang R, McEvoy MP, Specht MC, 
Hughes KS, Gadd MA, Smith BL (2016) Implications of new 
lumpectomy margin guidelines for breast-conserving surgery: 
changes in reexcision rates and predicted rates of residual tumor. 
Ann Surg Oncol 23(3):729

	21	 Kuerer HM, Smith BD, Chavez-MacGregor M et al (2017) DCIS 
margins and breast conservation: MD Anderson cancer center 
multidisciplinary practice guidelines and outcomes. J Cancer. 
8(14):2653–2662. https://​doi.​org/​10.​7150/​jca.​20871

	22.	 Barentsz MW, Postma EL, van Dalen T, van den Bosch MA, Miao 
H, Gobardhan PD, van den Hout LE, Pijnappel RM, Witkamp AJ, 
van Diest PJ, van Hillegersberg R, Verkooijen HM (2015) Predic-
tion of positive resection margins in patients with non-palpable 
breast cancer. Eur J Surg Oncol 41(1):106–112. https://​doi.​org/​10.​
1016/j.​ejso.​2014.​08.​474. (Epub 2014 Sep 2 PMID: 25228054)

	23.	 Giuliano AE, Connolly JL, Edge SB, Mittendorf EA, Rugo HS, 
Solin LJ, Weaver DL, Winchester DJ, Hortobagyi GN (2017) 
Breast cancer major changes in the american joint committee 
on cancer eighth edition cancer staging manual. Cancer J Clin 
67:290–303. https://​doi.​org/​10.​3322/​caac.​21393

	24.	 Silverstein MJ, Lagios MD, Groshen S, Waisman JR, Lewinsky 
BS, Martino S et al (1999) The influence of margin width on local 
control of ductal carcinoma in situ of the breast. N Engl J Med 
340:1455–1461

	25	 Sanati S (2019) Morphologic and molecular features of breast 
ductal carcinoma in situ. Am J Pathol 189(5):946–955. https://​
doi.​org/​10.​1016/j.​ajpath.​2018.​07.​031

	26.	 Kerlikowske K, Molinaro AM, Gauthier ML, Berman HK, Wald-
man F, Bennington J, Sanchez H, Jimenez C, Stewart K, Chew 
K, Ljung BM, Tlsty TD (2010) Biomarker expression and risk of 
subsequent tumors after initial ductal carcinoma in situ diagnosis. 
J Natl Cancer Inst 102(9):627–637

	27	 Lari SA, Kuerer HM (2011) Biological Markers in DCIS and Risk 
of Breast Recurrence: A Systematic Review. J Cancer 2:232–261. 
https://​doi.​org/​10.​7150/​jca.2.​232

	28	 O’Kelly Priddy CM, Forte VA, Lang JE (2016) The importance 
of surgical margins in breast cancer. J Surg Oncol 113(3):256–63. 
https://​doi.​org/​10.​1002/​jso.​24047

	29	 McEvoy MP, Landercasper J, Naik HR, Feldman S (2018) Update 
of the American Society of Breast Surgeons Toolbox to address 
the lumpectomy reoperation epidemic. Gland Surg 7(6):536–553. 
https://​doi.​org/​10.​21037/​gs.​2018.​11.​03

	30.	 Groen EJ, Hudecek J, Mulder L et al (2020) Prognostic value 
of histopathological DCIS features in a large-scale international 
interrater reliability study. Breast Cancer Res Treat 183:759–770

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1200/JCO.2015.60.8588
https://doi.org/10.1200/JCO.2015.60.8588
https://doi.org/10.1097/SLA.0000000000001454
https://doi.org/10.1097/SLA.0000000000001454
https://doi.org/10.1146/annurev-med-050715-104920
https://doi.org/10.1146/annurev-med-050715-104920
https://doi.org/10.1002/jso.23990
https://doi.org/10.1001/jamasurg.2020.3025
https://doi.org/10.1001/jamasurg.2020.3025
https://doi.org/10.1016/j.prro.2016.06.011
https://doi.org/10.1016/j.prro.2016.06.011
https://doi.org/10.1016/j.mayocp.2017.11.023
https://doi.org/10.1016/j.mayocp.2017.11.023
https://doi.org/10.1001/jamasurg.2016.4751
https://doi.org/10.1001/jamasurg.2016.4751
https://doi.org/10.4103/0973-1482.172135
https://doi.org/10.4103/0973-1482.172135
https://doi.org/10.7150/jca.20871
https://doi.org/10.1016/j.ejso.2014.08.474
https://doi.org/10.1016/j.ejso.2014.08.474
https://doi.org/10.3322/caac.21393
https://doi.org/10.1016/j.ajpath.2018.07.031
https://doi.org/10.1016/j.ajpath.2018.07.031
https://doi.org/10.7150/jca.2.232
https://doi.org/10.1002/jso.24047
https://doi.org/10.21037/gs.2018.11.03

	Positive surgical margins after breast-conserving surgery for ductal carcinoma in-situ: does histologic grade or estrogen receptor status matter?
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Materials and methods
	Study design
	Surgical procedure(s)
	Participant eligibility criteria
	Statistical analysis

	Results
	Discussion
	Study limitation

	References




