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mass abnormalities) ~DFEFEAEE > TE 77,

Breast Imaging Reporting and Data System (BI-
RADS) US lexicon 5™ edition Tl masses, calcifica-
tions %> associated features 5% £ LTV 575, FEfE
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FEMERE VRN 2 BB D g 2R TR R %
2735478, HEMENEZ Tid Ductal carcinoma in situ
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Fig. 1 A case of ductal carcinoma in situ (DCIS). Ultrasound
shows a patchy hypoechoic area in the mammary gland.

Fig.2 Two cases of ductal carci-
noma in situ (DCIS). Ultrasound
shows geographic hypoechoic areas

in the mammary gland.
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(Fig. 1).

@ WXIMET 2 -3 (geographic hypoechoic
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Two cases of ductal carcinoma in situ (DCIS) . Ultrasound shows indistinct hypoechoic areas in the mammary gland.

Fig. 4 Ultrasound shows duct dilatation, but it is not
considered an abnormality based on a finding of duct

dilatation alone during late gestation or lactation.
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@ AEPEDILAE (irregularity of ductal

caliber) (Fig.7)
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Fig.5 A case of intraductal papilloma. Ultrasound shows

that the beginning of the solid component within dilated ducts

is precipitous.
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Fig. 6 Three cases of ductal carcinoma in situ (DCIS). Ultrasound shows that the beginning is gentle or the solid component in the

ducts is continuous.

Fig. 7 A case of ductal carcinoma in situ (DCIS). Ultrasound

shows the irregularity of ductal caliber, but it is somewhat
difficult to evaluate irregularity of ductal caliber based on

static images alone.
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Fig.8 A case of invasive lobular carcinoma. Ultrasound
shows the architectural distortion, but it is somewhat difficult
to evaluate the architectural distortion.
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Fig. 9 Both of these two cases with architectural distortion are ductal carcinoma in situ (DCIS).

Fig. 11 A case of radial sclerosing lesion. Ultrasound shows the architectural distortion.
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Fig. 12 a: Ultrasound shows the multiple small cysts with a hypoechoic area. b : Histopathologic findings show ductal carcinoma in
situ (DCIS), flat type.

Fig. 13 a: Ultrasound shows a hypoechoic area around multiple small cysts. b: But histopathological findings show duct

papillomatosis.

Fig. 14 a: Ultrasound shows the normal portion of the contralateral right breast. b: Echogenic foci (arrow) corresponding to

calcifications on mammogram are seen in area A of the left breast on ultrasound.
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