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ABSTRACT

Objective: We compared the breast cancer patients with invasive lobular carcinoma (ILC), invasive ductal carcinoma (IDC) and mixed invasive ductal
and lobular carcinoma (IDLC) in terms of clinicopathological and treatment features, metastatic patterns and long-term survival.

Materials and Methods: In a 10 years patient cohort, 3412 patients with unilateral breast carcinoma were enrolled in the study. Tumors were classified
histologically according to criteria described by World Health Organization classification.

Results: The highest rate of T3 tumors were found in IDLC patients, the lowest in IDC patients, and the difference between groups was significant only
in comparison of IDC vs IDLC. Axillary positivity rate was highest in IDLC, lowest in ILC; differences were significant in comparisons of IDLC vs ILC
and IDLC vs IDC. There was no significant difference between the patient groups in terms of surgical treatment, mastectomy and breast conserving
surgery. Rate of bone metastasis was highest in IDLC, lowest in IDC, with significant difference between IDLC and IDC. Locoregional recurrence-free
survival (LRFS) rate was 90.9% in ILC patients, 92.5% in IDC patients, 92.9% in IDLC patients, with no significant difference between the groups;
in multivariate Cox analysis, histological type had no prognostic significance (p=0.599). Distant metastasis-free survival (DMES) rate was 66.2% in ILC
patients, 66.7% in IDC patients, 57.1% in IDLC patients; in multivariate Cox analysis, histological type had no prognostic significance (p=0.392).

Conclusion: Although these results suggest that IDLC may have a worse prognosis than IDC and ILC, in multivariate analysis LRES and DMFS were
not significantly different among the histological type groups.
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Introduction

Invasive breast cancer is a histologically heterogeneous disease; among numerous histological types, invasive ductal carcinoma (IDC)
is the most common, present in 70%-75% of the cases (1, 2), followed by invasive lobular carcinoma (ILC), present in 5%-15% of
the cases (1-3). Mixed invasive ductal and lobular carcinoma (IDLC), which has characteristics of both invasive ductal and lobular
carcinoma, is present in approximately 5% of the cases (2). Lately, the prevalence of the lobular breast tumors has been on the rise,
particularly in postmenopausal women; this increase has been linked with evidence suggesting that frequent use of hormone replace-
ment therapy in recent years has increased the risk of ILC and IDLC development more than that of IDC (4-6). Clinicopathological
characteristics and survival outcomes of ILC and IDC have been compared in numerous studies with conflicting results. On the other

hand, few studies have compared IDLC with ILC and IDC.

In this study, we compared ILC, IDC and IDLC in terms of clinicopathological and treatment features, metastatic patterns and long-
term survival retrospectively in a 10 years patient cohort.

Materials and Methods

Ethical standards
The research protocol of this clinical study was approved by the Ethics Committee of the University of Health Sciences, Istanbul
Okmeydani Training and Research Hospital (the date/protocol number: 04.24.2019/1236). The study was conducted according to the
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principles of the Helsinki Declaration and its later amendments or
comparable ethical standards. In addition, all patients were routinely
informed about the procedures and their written informed consent
was obtained.

Patients

We reviewed the file records of women who underwent surgery for
breast carcinoma between January 1993 and December 2002 who
were then followed up in Istanbul Okmeydani Training and Research
Hospital. Inclusion criteria for the patients were a histological diag-
nosis of unilateral breast ILC, IDC and IDLC; tumors were classi-
fied histologically according to criteria described by World Health
Organization classification; no previous or concomitant malignant
disease; known pathological tumor size (patients with T4 tumor were
not included), for multifocal/multicentric (MFMC) tumors, largest
dimension of the largest tumor was accepted as the tumor size; at
least one lymph node removed by axillary dissection; no metastasis
in ipsilateral internal mammary or supraclavicular lymph nodes and
distant sites at the time of diagnosis; microscopically tumor-free sur-
gical margins; completion of adjuvant therapy planned according to
standard therapy protocols (patients received neoadjuvant therapy
were not included); and a follow-up period at least five years in pa-
tients without disease recurrence. A total of 3412 patients (including
668 patients who underwent surgery at the study hospital) who met
these criteria were enrolled in the current study.

Removal of at least six nonmetastatic lymph nodes is required to
describe the axillary lymph node status as “negative” according to
TNM classification (7). Thus, within the node-negative patient
group, 132 patients (nine patients with ILC, 118 patients with IDC,
five patients with IDLC) with one to five lymph node(s) removed by
axillary dissection were not included in the analyses of axillary status
assessment and survival.

Follow-up data were obtained from file records and, in some patients,
through telephone calls. The endpoint of the study was first disease
recurrence. Locoregional recurrence was defined as the recurrence
involving the chest wall or tumor excision site in the breast (local) or/
and ipsilateral axillary, supraclavicular and internal mammary lymph
nodes (regional). Locoregional recurrence-free survival (LRES) and
distant metastasis-free survival (DMFS) times were defined as the
time interval between tumor excision and detection of first locore-
gional recurrence or distant metastasis, respectively, or the date of
last follow-up. In 147 patients who developed a second malignancy
(excluding three patients with basal cell carcinoma), the diagnosis
date of second malignancy was considered as the last follow-up date.
In 66 patients whose death was unrelated to cancer, the date of death
was considered as the last follow-up date.

Statistical analysis

The chi-squared and Fisher’s exact tests were used to evaluate the dif-
ferences between proportions and Student’s t-test was used to evalu-
ate the continuous data for comparisons of the clinicopathological
and treatment features, metastatic pattern and metachronous con-
tralateral breast cancer development of the patient groups. Kaplan-
Meier method was used for calculation and plotting of the LRFS
and DMES curves of the patient groups, and log-rank test was used
for the comparison of the survival curves. The relative importance of
the prognostic features was investigated using the Cox proportional
hazards model; prognostic parameters present in all patients were
included in the Cox analysis. All comparisons were two-tailed, and p
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value less than 0.05 was considered to be statistically significant. All
statistical analyses were performed using Statistical Package for Social
Sciences version 17.0 (SPSS Inc., Chicago, IL, USA).

Results

Clinicopathological features

Among 3621 patients, including 209 patients with invasive carcino-
ma of other histological types (mucinous, medullary, papillary, meta-
plastic and other) who were in the patient cohort during the same
period but not included in this study, 272 (7.5%) had ILC, 2981
(82.3%) had IDC, and 159 (4.4%) had IDLC. Clinicopathological
features of 3412 patients are shown in Table 1. Patients with ILC
had the highest mean age, while patients with IDLC had the lowest;
significant age difference was found for comparisons of ILC vs IDC
and ILC vs IDLC. Considering age status according to the cutoff of
35 years, there was no significant difference among the histological
types in the rates of the patients below 35 years and 35 and above 35
years. The rate of postmenopausal patients was highest in ILC group
and lowest in IDLC group; no significant difference was detected in
comparison of ILC vs IDC, while the rate of postmenopausal women
in IDLC group was significantly lower than those in the ILC and
IDC groups. Mean tumor size was largest in IDLC patients, smallest
in IDC patients; the difference was borderline significant for com-
parison of ILC vs IDC (p=0.051), significant for IDC vs IDLC, not
significant for ILC vs IDLC. According to TNM classification, the
highest rate of T1 tumors were found in IDC patients, lowest in
IDLC patients; the highest rate of T3 tumors were found in IDLC
patients, the lowest in IDC patients, and the difference between
groups was significant only in comparison of IDC vs IDLC. The rate
of MFMC tumors was highest in IDLC patients, and the difference
was statistically significant compared with both ILC and IDC; there
was no significant difference between ILC and IDC.

During the examination period of this study patients, vascular inva-
sion, perineural invasion, estrogen receptor (ER) and progesterone
receptor (PR) evaluations were not performed routinely in our hos-
pital and in our country. Even though the number of patients having
these evaluations was not high, we analyzed the available data. Vas-
cular invasion rate was lowest in ILC, highest in IDC; the difference
was significant for comparison of ILC vs IDC, while other group
comparisons showed no significant difference. Perineural invasion
rate was highest in IDLC, lowest in IDC; the difference was signifi-
cant in comparison of IDLC vs IDC, while IDLC vs ILC difference
was close to the level of significance (p=0.076). ER positivity rate
was highest in IDLC, lowest in IDC; the difference between groups
was significant only in comparison of IDLC vs IDC. PR positivity
rate was highest in IDLC, lowest in IDC; this rate was significantly
higher in IDLC compared with ILC and IDC. In the evaluation
of axillary lymph node status, axillary positivity rate was highest in
IDLC, lowest in ILC; differences were significant in comparisons of

IDLC vs ILC and IDLC vs IDC, but not significant for ILC vs IDC.

Treatment features

Surgery and adjuvant treatment features of patients are presented
in Table 2. There was no significant difference among histological
type groups in terms of surgery, adjuvant hormonal therapy, and
radiotherapy. Adjuvant chemotherapy application was highest rate
in IDLC patients, lowest rate in ILC patients; the difference was
significant in comparison of ILC vs IDC and ILC vs IDLC, but not
significant for IDC vs IDLC.
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Table 1. Clinicopathological features of the patients

Feature

Age, years

Mean (SD)

Median

Range

Age, years
<35
235

Menopausal status
Premenopausal
Postmenopausal

Tumor size, cm
Mean (SD)
Median
Range

Tumor size, TNM
T1
T2
T3

MFMC tumors
Yes
No

Vascular invasion
Negative
Positive
Unknown

Perineural invasion
Negative
Positive
Unknown

Estrogen receptor
Negative
Positive

Unknown

Progesterone receptor

Negative
Positive

Unknown

Axillary lymph node status

Negative

Positive

ILC
n %
50.9 (11.2)
49.5
24.0-84.0
17 6.3
255 93.7
129 47.4
143 52.6
3.3(2.0) 3.1(1.8)
3.0 2.9
0.3-13.0 0.2-15.0
86 31.6
143 52.6
43 15.8
17 6.3
255 93.7
65 52.4
59 47.6
148
52 66.7
26 33.3
194
45 34.9
84 65.1
143
42 33.9
82 66.1
148
103 39.2
160 60.8

49.3 (11.0)

48.0
20.0-86.0

237
2744

1538
1443

3.6 (2.1)
3.0
0.7-11.0

966
1654
361

205
2776

751
985
1245

759
294
1928

631
961
1389

636
917
1428

1045
1818

IDC
%

47.9 (11.3)

22.0-80.0

8.0
92.0

51.6
48.4

32.4
55.5
121

6.9
93.1

43.3

56.7

721
27.9

39.6
60.4

41.0
59.0

36.5
63.5

IDLC

47.0

15
144

97
62

42
85
32

26
133

56
60
43

40
36
83

24
69
66

18
70
71

44
110

%

9.4
90.6

61.0
39.0

26.4
53.5
20.1

16.4
83.6

48.3

51.7

52.6
47.4

25.8
74.2

20.5
79.5

28.6
71.4

ILCvs IDC
0.023

0.377

0.188

0.051

0.204

0.790

0.047

0.371

0.288

0.122

0.391

)
ILC vs IDLC

0.008

0.305

0.006

0.132

0.367

0.001

0.521

0.076

0.149

0.047

0.029

IDCvs IDLC
0.119

0.602

0.021

0.002

0.008

<0.001

0.292

0.001

0.008

<0.001

0.046

ILC: invasive lobular carcinoma; IDC: invasive ductal carcinoma; IDLC: mixed invasive ductal and lobular carcinoma; SD: standard deviation; MFMC:

Multifocal or Multicentric



Table 2. Treatment features of the patients
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ILC IDC IDLC P
Feature n % n % n % ILCvsIDC ILCvsIDLC IDCvsIDLC
Surgery 0.998 0.904 0.829
Mastectomy 244 89.7 2674 89.7 144 90.6
Breast-conserving 28 10.3 307 10.3 15 9.4
Chemotherapy 0.009 0.010 0.200
Yes 202 74.3 2409 80.8 135 84.9
No 70 25.7 572 19.2 24 15.1
Hormonal therapy 0.161 0.742 0.484
Yes 199 73.2 2059 69.1 114 7.7
No 73 26.8 922 30.9 45 28.3
Radiotherapy 0.502 0.086 0.116
Yes 184 67.6 2075 69.6 120 75.5
No 88 324 906 30.4 39 24.5
ILC: invasive lobular carcinoma; IDC: invasive ductal carcinoma; IDLC: mixed invasive ductal and lobular carcinoma
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IDC 2819 2628 2395 2239 2108 1957 1797 1649 1508 1366 646 IDC 2854 2732 2452 2277 2148 1981 1809 1668 1517 1378 663
IDLC 152 138 120 107 102 99 95 85 76 67 30 IDLC 154 150 123 11

Figure 1. Locoregional recurrence-free survival (LRFS) rates of the
breast carcinoma patients with invasive lobular carcinoma (ILC, 263
patients, LRFS rate 90.9%), with invasive ductal carcinoma (IDC,
2863 patients, LRFS rate 92.5%), with mixed invasive ductal and
lobular carcinoma (IDLC, 154 patients, LRFS rate 92.9%). ILC vs IDC,
log-rank x?=0.842, p=0.359; ILC vs IDLC, log-rank x?=0.295, p=0.587;
IDC vs IDLC, log-rank x?=0.000, p=0.993.

Metastasis sites and metachronous contralateral breast carcinoma
Table 3 presents data regarding the location of metastases (in one
site or more sites concomitantly) and the development of metachro-

nous contralateral breast carcinoma for the whole series encompass-

Figure 2. Distant metastasis-free survival (DMFS) rates of the breast
carcinoma patients with invasive lobular carcinoma (ILC, 263 patients,
DMEFS rate 66.2%), with invasive ductal carcinoma (IDC, 2863 patients,
DMFS rate 66.7%), with mixed invasive ductal and lobular carcinoma
(IDLC, 154 patients, DMFS rate 57.1%). ILC vs IDC, log-rank x?=0.040,
p=0.842; ILC vs IDLC, log-rank x?=3.065, p=0.080; IDC vs IDLC, log-rank
x?=5.867, p=0.015.

ing 3412 patients. There was no significant difference among the
histological type groups in terms of metastasis to unilateral axillary
lymph nodes. Distant metastasis sites were not significantly differ-
ent among the groups except for the bone. Development rate of
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Table 3. Metastatis sites and metachronous contralateral breast carcinoma in patient groups according to
histological types

ILC IDC IDLC P

Metastasis sites n % n % n % ILCvsIDC ILCvsIDLC IDCvsIDLC

Axillary lymph nodes 0.929 0.410 0.325
Yes 4 1.5 52 1.7 5 3.1
No 268 98.5 2929 98.3 154 96.9

Bone 0.162 0.085 0.001
Yes 54 19.9 493 16.5 43 27.0
No 218 80.1 2488 83.5 116 73.0

Lung 0.429 1.000 0.700
Yes 25 9.2 320 10.7 15 9.4
No 247 90.8 2661 89.3 144 90.6

Pleura 0.961 0.591 0.306
Yes 4 1.5 51 1.7 5 3.1
No 268 98.5 2930 98.3 154 96.9

Liver 0.779 0.519 0.574
Yes 18 6.6 217 7.3 14 8.8
No 254 93.4 2764 92.7 145 91.2

Central nervous system 0.071 1.000 0.235
Yes 3 1.1 98 3.3 2 1.3
No 269 98.9 2883 96.7 157 98.7

Gynecologic 1.000 1.000 1.000
Yes 1 0.4 6 0.2 0 0.0
No 271 99.6 2975 99.8 159 100.0

Distant lymph nodes 0.146 1.000 0.265
Yes 10 3.7 63 2.1 6 3.8
No 262 96.3 2918 97.9 153 96.2

Skin-subcutaneous 0.545 1.000 1.000
Yes 1 0.4 8 0.3 0 0.0
No 271 99.6 2973 99.7 159 100.0

Adrenal 1.000 - 1.000
Yes 0 0.0 5 0.2 0 0.0
No 272 100.0 2976 99.8 159 100.0

Peritoneum 0.354 1.000 0.229
Yes 1 0.4 4 0.1 1 0.6
No 271 99.6 2977 99.9 158 99.4

Contralateral breast carcinoma 0.496 0.252 0.405
Yes 3 1.1 56 1.9 5 3.1
No 269 98.9 2925 98.1 154 96.9

ILC: invasive lobular carcinoma; IDC: invasive ductal carcinoma; IDLC: mixed invasive ductal and lobular carcinoma

bone metastasis was highest in IDLC patients, lowest in IDC pa-  tissue in one patient each and in the eye in two patients. Due to
tients; the difference was significant in comparison of IDC vs IDLC,  their low numbers, these locations were not considered in the sta-
but not significant for ILC vs IDC and ILC vs IDLC. In addition to tistical analysis. The rates of metachronous contralateral breast car-
metastasis sites reported in Table 3, metastases developed in cecum,  cinoma were not significantly different among the three histological

pancreas, urinary bladder, thyroid, pericardium, retroperitoneal soft  type groups.
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Table 4. Cox proportional hazards model analysis of the clinicopathological and treatment features in

terms of locoregional recurrence-free survival

Feature Relative risk
Age, years

<35 1.00

235 0.57
Menopausal status

Premenopausal 1.00

Postmenopausal 1.26
Tumor size

T1 1.00

T2 1.72

T3 2.18
Multifocality/multicentricity

Yes 1.00

No 0.62
Histological type

ILC 1.00

IDC 0.80

IDLC 0.80
Axillary lymph node status

Negative 1.00

Positive 1.51
Surgery

Mastectomy 1.00

Breast-conserving 1.92
Chemotherapy

Yes 1.00

No 1.03
Hormonal therapy

Yes 1.00

No 1.82
Radiotherapy

Yes 1.00

No 1.87

95% ClI p

0.009
0.38-0.87

0.103
0.95-1.67

<0.001
1.27-2.33
1.40-3.41

0.031
0.40-0.96

0.599
0.52-1.23
0.39-1.63

0.018
1.07-2.12

0.001
1.29-2.85

0.863
0.70-1.52

<0.001
1.39-2.38

0.001
1.31-2.66

Cl: confidence interval; ILC: invasive lobular carcinoma; IDC: invasive ductal carcinoma; IDLC: mixed invasive ductal and lobular carcinoma

Survival

Survival analyses were conducted on 3280 patients, excluding 132 node-
negative patients who had 1-5 lymph node(s) removed by axillary dis-
section. Until the end of the study on November 2017, 251 patients
developed locoregional recurrence, 1107 patients developed distant
metastasis, and 57 patients developed concomitant locoregional recur-
rence and distant metastasis. In patients without disease recurrence, the
median follow-up time was 148 months (range:60-297 months).

LREFS rate was 90.9% in ILC patients, 92.5% in IDC patients, 92.9%

in IDLC patients, with no significant difference between the groups

(Figure 1); in multivariate Cox analysis, histological type had no
prognostic significance (p=0.599) (Table 4). DMFS rate was 66.2%
in ILC patients, 66.7% in IDC patients, 57.1% in IDLC patients,
with no significant difference between the ILC patients and IDC
patients (log-rank x?=0.040, p=0.842); DMEFS of IDLC patients was
significantly worse than IDC patients (log-rank x*=5.867, p=0.015);
it was also worse than that of ILC patients, but the difference was
outside the limit of significance (log-rank x?=3.065, p=0.080) (Fig-
ure 2); in multivariate Cox analysis, histological type had no prog-
nostic significance (p=0.392) (Table 5).
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Table 5. Cox proportional hazards model analysis of the clinicopathological and treatment features in

terms of distant metastasis-free survival

Feature Relative risk
Age, years

<35 1.00

235 0.68
Menopausal status

Premenopausal 1.00

Postmenopausal 1.08
Tumor size

T1 1.00

T2 1.55

T3 2.49
Multifocality/multicentricity

Yes 1.00

No 0.72
Histological type

ILC 1.00

IDC 0.96

IDLC 1.14
Axillary lymph node status

Negative 1.00

Positive 2.41
Surgery

Mastectomy 1.00

Breast-conserving 0.95
Chemotherapy

Yes 1.00

No 0.89
Hormonal therapy

Yes 1.00

No 1.36
Radiotherapy

Yes 1.00

No 0.83

95% CI P

<0.001
0.56-0.84

0.263
0.94-1.23

<0.001
1.33-1.82
2.05-3.03

0.001
0.59-0.88

0.392
0.77-1.19
0.83-1.57

<0.001
1.99-2.93

0.661
0.76-1.19

0.301
0.71-1.11

<0.001
1.20-1.55

0.068
0.67-1.01

Cl: confidence interval; ILC: invasive lobular carcinoma; IDC: invasive ductal carcinoma; IDLC: mixed invasive ductal and lobular carcinoma

Discussion and Conclusion

In our study, comparison of clinicopathological features of patients
with ILC, IDC and IDLC revealed highest mean age in ILC, low-
est mean age in IDLC, with significant difference in comparisons
of ILC vs IDC and ILC vs IDLC. When patients were analyzed in
two groups according to 35-year cutof, no significant difference was
found among the histological types. In some studies, significantly
advanced age was found in ILC compared with IDC (8-13). In other

studies, no significant age difference was found between ILC and

IDC (14-18). In one study, the rate of patients below the age of 50
years was significantly lower in IDLC compared with ILC, while no
significant difference was seen between IDLC and IDC (19). In a
study comparing IDLC with ILC and IDC, the rate of women over
the age of 50 years was significantly higher in ILC (20). In our se-
ries, the rate of postmenopausal women was highest in ILC, lowest
in IDLC, with significant difference for IDLC vs ILC and IDLC
vs IDC comparisons. In a study, menopausal status was not signifi-
cantly different between ILC and IDC (1). In a study, the rate of

postmenopausal patients was significantly lower in IDLC than in



ILC, while no significant difference was found between IDLC and
IDC (19). In a study comparing ILC, IDC and IDLC, there was
no significant difference between the histological groups in terms of
menopausal status (20).

In our study, both mean tumor size and the rate of T3 tumors were
highest in IDLC, lowest in IDC, with significant difference between
IDLC and IDC. In some studies comparing ILC and IDC, no sig-
nificant difference was found between the two histological types in
terms of tumor size (9, 14, 15, 17, 18, 21, 22); in other studies,
tumor size was significantly larger in ILC compared with IDC (1,
8, 10-13, 23); in one study the rate of T1 tumors was significantly
lower in ILC compared with IDC (16). In a study comparing IDLC
with IDC and ILC, the rate of T3 tumors was significantly higher
in IDLC than in IDC, while no significant difference was found
between IDLC and ILC (24); in another study, mean tumor size
was largest in IDLC, smallest in IDC, with significant difference in
histological group comparisons (there were no pairwise comparisons)
(20); in another study no significant difference was found in IDLC
compared with ILC and IDC in terms of tumor size (19). In our
series, the rate of MFMC tumors was highest in IDLC, lowest in
ILC, with significant difference found in comparisons of IDLC vs
ILC and IDLC vs IDC and no significant difference found for ILC vs
IDC. In some studies comparing ILC and IDC, the rate of MFMC
tumors was found to be significantly higher in ILC compared with
IDC (12, 13, 17, 18). In one study, no significant difference was
found between the two histological types in terms of MEMC tumor
rate (15). In a study investigating IDLC, ILC and IDC, MFMC
tumor rate was found to be significantly higher in ILC (20).

In our series, within the subset of patients with vascular invasion,
perineural invasion, ER and PR status evaluations, vascular invasion
positivity rate was highest in IDC, lowest in ILC, with significant
difference in comparison of ILC vs IDC. In studies comparing ILC
and IDC, vascular invasion was significantly lower in ILC vs IDC (1,
9, 23). In our series, the rates of perineural invasion and ER positiv-
ity were highest in IDLC, lowest in IDC, with significant difference
between IDLC and IDC for both. Similarly, PR positivity rate was
highest in IDLC, lowest in IDC, with significant difference detected
in comparisons of IDLC vs ILC and IDLC vs IDC. In some stud-
ies comparing ILC and IDC, ER and PR positivity were found at
significantly higher rates in ILC than in IDC (8, 10-13, 16, 18, 21-
23) while some studies found no significant difference between these
two histological types in terms of ER status (9,15). In one of the
studies comparing IDLC with IDC and ILC, ER positivity rate was
significantly higher in IDLC than in IDC, with no significant differ-
ence between IDLC and ILC, and PR positivity rate was significantly
higher in IDLC than in IDC and ILC (24); in another study, no
difference was found between the three histological types in terms of
ER and PR positivity (20); in a different study, ER and PR positivity
was significantly higher in IDLC and ILC compared with IDC (25).

In our series, the rate of axillary lymph node positivity was highest
in IDLC, lowest in ILC, with pairwise comparisons of IDLC vs ILC
and IDLC vs IDC significant, while ILC vs IDC was not significant.
In some studies comparing ILC and IDC, axillary lymph node posi-
tivity rate was not significantly different between ILC and IDC (1,
8-10, 15, 16, 18, 21-23). In other studies, it was significantly lower
in ILC compared with IDC (14, 17); in some other studies it was sig-
nificantly higher in ILC compared with IDC (11, 13). In one study
comparing IDLC with IDC and ILC, axillary lymph node positivity
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rate was significantly higher in IDLC than in IDC, with no signifi-
cant difference between IDLC and ILC (24); in another study, there
was no significant difference between the three histological types in
terms of axillary lymph node positivity (20).

In our study, there was no significant difference between the patient
groups according to histological type in terms of surgical treatment,
mastectomy and breast-conserving surgery. Among studies com-
paring ILC and IDC, some had no difference in mastectomy and
breast-conserving surgery rates (15, 16, 18, 22); while some found
significantly more mastectomy performed in patients with ILC than
breast-conserving surgery (1, 8, 10-12), more frequent application
of mastectomy in ILC patients may be related to more frequent pres-
ence or higher likelihood of multicentric tumors in this histological
type. In a study comparing IDLC with IDC and ILC, surgical treat-
ment was not significantly different between the histological groups
(20).

In our study, rates of metastasis to various locations did not vary sig-
nificantly between the histological types, except for bone metastasis.
Rate of bone metastasis was highest in IDLC, lowest in IDC, with
significant difference between IDLC and IDC. In a study compar-
ing these three histological types, no significant difference was found
regarding the metastatic sites (20). Among studies comparing meta-
static sites of ILC and IDC, some found no difference between the
two histological types (16, 18, 21), while some found significantly
higher rates of bone metastasis in ILC (1, 12); some studies found
significantly more frequent lung metastases in IDC (1, 10, 12, 22,
26), while one study found it to be significantly higher in ILC (27).
Some studies reported the rare occurrence of peritoneum-retroperi-
toneum metastases, as also seen in our series, and more frequently in

ILC than in IDC (26, 27).

In this series, there was no significant difference between the three
histological type groups in terms of metachronous contralateral
breast cancer occurrence. Some studies found higher rates of meta-
chronous contralateral breast cancer in ILC compared with IDC (10,
14, 16, 28), while others found no significant difference between the
two histological types (1, 17, 21, 29, 30).

In our study, LRES was not statistically significant among the patient
groups with three histological types in univariate and multivariate
analyses. In univariate analysis, DMFS rate was highest in IDC, low-
est in IDLC, with the difference close to the level of significance for
IDLC vs ILC and significant for IDLC vs IDC; however, there was
no significant difference among the histological groups in multivari-
ate analysis. In various studies comparing survival in ILC and IDC,
no significant survival difference was found between the two groups
(9, 10, 12, 14-18, 21-23, 26, 31, 32); in some studies, survival was
found to be significantly better in ILC compared with IDC (8, 11).
In two studies comparing IDLC with ILC and IDC, survival was
not significantly different between the groups (19, 20); in another
study, IDLC had significantly worse survival compared with IDC,
while no significant survival difference was found between IDLC and

ILC (24).

In our study two important prognostic factors according to TNM
classification, namely tumor size and axillary lymph node status, were
not significantly different between ILC and IDC, while IDLC had
significantly larger tumor size and higher rates of axillary lymph node
positivity than IDC; compared with ILC, IDLC had significantly
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higher lymph node positivity rate, but no significant difference in
terms of tumor size. Although these results suggest that IDLC may
have a worse prognosis than IDC and ILC, in multivariate analysis
LRFS and DMES were not significantly different among the histo-
logical type groups. In our series, rates of metastasis to various loca-
tions did not vary significantly between the histological types, except
for bone metastasis. Rate of bone metastasis was highest in IDLC,
lowest in IDC, with significant difference between IDLC and IDC.
Since the risk of developing metachronous contralateral breast carci-
noma was similar in all three histological type groups, it is reasonable
to use a similar approach for all histological types in the evaluation
of contralateral breast in post-treatment follow-up of these patients.
Retrospective nature of our study is a limitation. Future evaluations
of prognostic characteristics of histological types should involve pro-
spective controlled studies and include current, new prognostic char-
acteristics in addition to the clinicopathological characteristics that
were available within the period of the present study.
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