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Objective: To examine the biopsy rate and positive predictive value (PPV) for breast cancer in lesions categorized as
BI-RADS (Breast Imaging reporting and Data System) category 4.

Material and Method: The medical records of patients with BIRADS 4 breast lesion diagnosed at the breast diagnostic center,
Ramathibodi Hospital between December 1, 2004 and December 31, 2005 were retrospectively reviewed. PPV was calculated
for patients who had biopsy performed or had clinical follow-up for at least two years. The radiographic and pathological
findings were compared.

Results: The biopsy rate of 536 lesions categorized as BI-RADS 4 was 75% (403 of 536). Malignancy was found in 95 of 460
patients; or a PPV of 21%, PPVs for subcategories 44, 4B and 4C, were 9%, 21% and 57%, respectively. The most common
malignancy was invasive ductal carcinoma (67%). Patients with advanced age, having a clinically palpable breast mass of
large size, with mammographic findings of architectural distortion and asymmetrical density were significantly associated
with a higher risk of breast cancer.

Conclusion: PPV for malignancy in the present study was comparable to previous studies. In subcategories 4B and 4C, the

malignancy rate was higher than that in subcategory 4A.

Keywords: Breast cancer, BI-RADS 4, Mammography, Core needle biopsy

J Med Assoc Thai 2010; 93 (7): 830-7
Full text. e-Journal: http://www.mat.or.th/journal

Breast cancer is the second most common
cancer in Thai women. In Ramathibodi Hospital,
between 2003 and 2005, breast cancer was the most
common malignancy found in female patients. Breast
cancer screening has resulted in detection of many
early cancer and reduction in mortality from the
disease. Mammography is an available and effective
tool for screening breast cancer.

The Breast Imaging Reporting and Data
System (BI-RADS) lexicon” was developed in 1993
by the American College of Radiology (ACR) to
standardize the terminology used in reporting
mammographic findings®®. The lexicon describes
the morphology of breast lesions and defines
final assessment categories to describe the level of
suspicion of breast cancer. The lexicon has improved
communication between radiologists and clinicians
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and provides quality of patient care®”. This reporting
system is used in the Breast Diagnostic and Imaging
Center, Ramathibodi Hospital. Table 1 reveals details
of BI-RADS category 4A, 4B, and 4C with examples of
findings.

In 2003, the fourth edition of BIRADS provided
amajor addition by sub-categorizing category 4 lesions
into those with a small (category 4A), moderate
(category 4B), or substantial (category 4C)" likelihood
of malignancy. This subcategorization better informs
the physician and the patient as to the level of concern
regarding the lesion and prepares both the physician
and the patient for the likely biopsy findings and the
potential need for follow-up.

To the authors’ knowledge, only one study®
has provided the positive predictive value (PPV) of
category 4 lesions and those of its sub-categories 4A,
4B and 4C. The present study was undertaken to
evaluate the rate of biopsy and the PPV’s for breast
cancer in BI-RADS category 4 breast lesions and
subcategories in Ramathibodi Hospital. A secondary
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Table 1. Details of BI-RADS category 4A, 4B and 4C"

Category

Description

4A (low suspicion for malignancy)

4B (intermediate suspicion of malignancy)

4C (moderate concern, but not classic for malignancy)

Malignant pathology report not expected and a 6-month or routine
follow-up after a benign biopsy or cytology is appropriate.
Examples of findings may be a palpable, partially circumscribed
solid mass with ultrasound features suggestive of a fibroadenoma,
a palpable complicated cyst or probable abscess.

Follow-up with benign result depends on concordance. A partially
circumscribed, partially indistinctly marginated mass yielding
fibroadenoma or fat necrosis is acceptable, but a result of papilloma
might warrant excisional biopsy.

A malignant result is expected. Examples of findings are an ill-
defined, irregular solid mass or a new cluster of fine pleomorphic

calcifications.

objective was to determine the association between
clinical, mammographic and US findings and breast
cancer.

Material and Method

Between December 1, 2004 and December 31,
2005, 16,848 women underwent screening and
diagnostic mammogram at the Breast Diagnostic
Center, Faculty of Medicine, Ramathibodi Hospital.
Mammography was performed in craniocaudal (CC) and
mediolateral oblique (MLO) views with additional spot
compression magnification view to clarify suspected
lesions by using two mammography machines (Lorads
M-1V; Danbury, CT, USA and Senographe DMR; GE,
Milwaukee, WI, USA). An additional ultrasonography
(HDI 5000; Philips ultrasound, Bothell, WA, USA) of
the breasts was performed in almost all patients
immediately after mammography, except for cases with
almost entirely fatty breasts.

The BI-RADS assessment category is based
on the combined results of both mammography and
US breasts. Thirteen radiologists, including three
radiologists specializing in breast imaging, interpreted
the mammograms and sonograms. Final assessment
was based on the guidelines from ACR.

During this period, five hundred and thirty-
six (536) imaging (3.1%) were assigned BI-RADS
category 4. Both screening and diagnostic examina-
tions were included. The present study included both
examinations of patients who underwent two mammo-
grams during the study period, if each examination was
followed by an intervention procedure.

Each patient’s age, clinical findings, imaging
findings with category (4A, 4B, or 4C), size of lesions,
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details of intervention procedure, pathological report,
clinical and imaging re-evaluation in non-biopsy group
were retrospectively reviewed. The size of the mass or
complicated cyst was estimated from record of the
maximum diameter of the mass as measured by either
US or mammogram. Pathology was determined by the
most worrisome pathology from any kind of biopsy or
surgery.

The biopsy rate was calculated from all of the
patients who were categorized in BI-RADS category 4.
Then, the patients who did not have a biopsy and were
followed up less than 2 years were excluded. After that,
the prevalence of malignancy was calculated from the
remaining 460 patients. If no intervention procedure
were performed during the follow-up period for 2 years,
it would be defined as false positive examination.

Continuous data were summarized as mean
(SD) or median (range) as appropriate. Categorical data
were summarized as counts and percentages. The unit
of analysis was generally at the level of the imaging
study, as any one patient might have more than one
lesion or one imaging study. Because relatively few
patients had more than one imaging study, correlations
between lesional or imaging findings in a given
patient with repeated imaging were ignored. The
presented statistics were as if all units of analysis were
independent. Multiple logistic regression analysis
was used to identify clinical and radiological features
significantly associated with malignant lesions. More
realistic models with clustering around individual
patients to allow for correlation between dependent
observations as in a random effects logistic regression
model or by calculating robust standard errors of the
odds ratio estimates did not substantially change the
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estimates or their statistical significance. All statistical
analyses were performed using Stats v.9 (Stata Corp,
College Station, TX, USA). Statistical significance was
defined as a p-value of 0.05 or less.

Results

Between December 2004 and December 2005,
536 breast lesions in 520 patients were categorized in
BI-RADS category 4. The mean age of the patients at
initial imaging was 50.1 years (standard deviation, 9.1
years). Thirty-eight of 520 patients (7%) had a personal
history of breast cancer. Palpable masses were noted
in 147 patients (28%). The details of indications for
mammography are listed in Table 2.

The lesions were classified as category 4A in
281 imaging studies (52%), 4B in 176 (33%), and 4C in
79 (15%). The example of category 4A lesion is
demonstrated in Fig. 1A and 1B. Fig. 2A and 2B show
mammographic and US features of BI-RADS category
4B lesion. The example of category 4C is shown in
Fig. 3A and 3B. The most frequent mammographic
finding was mass lesions, which were found in 178
imaging studies (33%), followed by negative finding
in mammography in 148 studies (28%).

Sonography was able to detect a higher
frequency of breast masses both palpable and non-
palpable, which were found in 370 studies (69%). The
median of size of each mass or complicated cyst from
425 lesions was 1.2 cm (ranged from 0.2 cmto 10.0 cm).
Details of mammographic and sonographic findings of
BI-RADS category 4 lesions for these lesions are listed
in Table 3.

Biopsies were performed in 403 lesions (75%),
the mean period from diagnosis and biopsy was 32.9

Table 2. Indications for mammography (n = 521)*

Indication Number of imagings (%)

Screening
Palpable mass
Follow-up specific lesions

177 (34%)
147 (28%)
111 21%)

History of breast cancer 38 (7%)
Breast pain 14 3%)
Nipple discharge 12 (2%)
Hormonal use 7 (1%)
Skin changes 2 (<1%)
Others (metastatic work up, 13 (3%)

abscess, to confirm lesion)

* Indications for mammography did not record in 15 of 536
studies
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Fig. 1 The example of category-4A lesion. A 42-year-old
female had a palpable mass in the right breast.
Mammogram (A) demonstrates a well-defined mass
at the right periareolar region. This mass appears
on US (B) as a well-defined, heterogeneously
hypoechoic mass. Pathology is fibroadenoma with
cystic change

Fig. 2 The example of category-4B lesion. A 37-year-old
female had right breast pain. Mammogram (A)
demonstrates extremely dense breast with an
ill-defined mass containing internal calcifications in
the right breast. The additional US (2B) shows a
partially indistinct border mass with internal

calcifications. Pathology is fibroadenoma

Fig. 3 The example of category-4C lesion. A 62-year-old
female had a palpable mass in the left breast.
Mammogram (A) demonstrates an ill-defined mass
with a tiny spiculated nodule. The US (B) reveals a
spiculated hypoechoic nodule with taller-than-wide
appearance and posterior acoustic shadowing.
Pathology is invasive ductal carcinoma
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days (SD 93.6 days, range; 1 to 718 days). Core needle
biopsy was done in 63% of the lesions, surgical
biopsy in 33%, and fine needle biopsy in 4%.

The most frequent imaging guidance for
CNB was ultrasonography, using 87% of lesions, the

Table 3. Mammographic and sonographic findings of lesions
categorized in BI-RADS category 4 (n = 536)

Finding Number of imagings (%)

Mammographic findings
Mass lesions 178 (33%)
Negative findings 148 (28%)
(detected by US)
Calcifications 117 (22%)
Asymmetrical density 36 (7%)
Mass with calcification 31 (6%)
Architectural distortion 21 (4%)
Others (trabecular thickening, 5 (1%)
lymphadenopathy)

Sonographic findings
Mass lesions 370 (69%)
Negative findings (detected 100 (19%)
by mammography)
Mass & calcifications 21 (4%)
Complicated cyst 21 (4%)
Architectural distortion 7 (1%)
Calcification 4 (1%)
Others (intraductal nodule, 9 (2%)

lymphadenopathy, thickened
and distort duct)

remaining were biopsied by stereotactic guidance. The
median of number of biopsy cores was seven (ranged
from 1 core to 8 cores).

There were 95 malignancies of 460 biopsied
lesions in the present study (21% PPV for malignancy).
Of'the 95 lesions 21 (22%) were category 4A, 32 (34%)
were 4B, and 42 (44%) were 4C. The PPV according to
subcategories 4A, 4B, and 4C were 9%, 21%, and 57%,
respectively. The false positive examinations were 73
of 536 lesions (13.6%). The PPV’s are summarized in
Table 4.

Table 5 shows characteristics of patients with
determined cancer status and those with indeterminate
status (patients who did not have a biopsy and were
followed up less for than 2 years). The median size of
the malignant lesions was 1.6 cm (range; 0.6-10 cm).
Invasive ductal carcinoma was the most common breast
malignancy, found in 64 lesions (67%). Fig. 3A and 3B

Table 4. Positive predictive value [malignancy rate] (n=460)

Category Number of imagings
or lesions (%)
Overall malignancy rate 95 (21%)
Malignancy rate according to
BIRADS category
Category 4A (n=232) 21 (9%)
Category 4B (n = 154) 32 (21%)
Category 4C (n=74) 42 (57%)

Table 5. Contrasting characteristics of patients with determined cancer status and those with indeterminate status

Characteristic Determined status Indeterminate p-value*
n =460 n=76
Age (years), mean (SD) 50.0 (9.2) 50.8 (84) 0.498
Indications for mammography; n =521
Palpable mass, number (%) 136 (30) 11 (15) 0.005
Other indications, number (%) 310 (70) 64 (85)
BIRADS category, number (%)
4A 232 (50) 49 (64) 0.032
4B 154 (34) 22 (29)
4C 74 (16) 5(7)
Mammographic findings, number (%)
Architectural distortion & asymmetry 50 (11) 709) 0.664
Other findings 410 (89) 69 (91)
Size of lesion (cm), n =425
Mean (SD) 1.59 (1.28) 1.09 (0.56)
Median (range) 1.2 (0.3 to 10) 1(0.4t02.6) 0.001

* p-values by t-test, Chi-square test and rank test as appropriate
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show typical mammographic and US features of
BI-RADS category 4C lesion with pathological report
of invasive ductal carcinoma. Details of types of
malignancies are displayed in Table 6.

In the malignant group, there were mucinous
carcinomas in three patients. Mammogram revealed
mass, mass with cluster of indeterminated calcification
and focal asymmetrical density. The sonographic
findings in three lesions were well defined hypoechoic
masses, ranging from 0.6 cm to 1.3 cm in size.

Benign pathology was reported in 279
lesions (69%). The most common benign pathology
was fibroadenoma, followed by fibrocystic change.
Table 7 shows details of benign pathologic results.
Twenty-nine high-risk lesions (7%) were found from
the pathological report. Twenty-eight (28) lesions or
97% were atypical ductal hyperplasia, and one lesion
(3%) was lobular carcinoma in situ (LCIS).

Clinical and radiographic features most
strongly associated with the presence of cancer are
presented in Tables 8 and 9. Table 8 presents the result
of a univariate logistic regression analysis while
Table 9 shows a multivariable analysis adjusting for

Table 6. Type of malignancies (n =95)

Type Number of lesions (%)
Invasive ductal carcinoma (IDC) 64 (67%)
Ductal carcinoma in situ (DCIS) 21 (22%)
Mucinous carcinoma 3 (3%)

Others (malignant phyllodes, 7 (7%)

malignant lymphoma,
invasive lobular carcinoma)

Table 7. Details of the benign pathology (n =279)

Type Number of lesions (%)
Fibroadenoma 86 (31%)
Fibrocystic change 73 (26%)
Adenosis 33 (12%)
Fibrosis 17 (6%)
Benign phyllodes tumor 14 (5%)

Duct papilloma 11 (4%)
Papillomatosis 11 (4%)

Others (inflammation, abscess, 34 (12%)

TB, focal sclerosis, fibroepithelial,
hemorrhagic cyst, hamartoma,
capillary hemangioma)
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the effects of all significant features simultaneously.
It can be seen from Table 9 that the clinical findings
of a palpable breast mass and older age, a higher
BIRADS category, larger size of the lesion and the
mammographic findings of asymmetrical density
and architectural distortion were independently
associated with a malignant lesion.

Discussion

The BI-RADS Category 4 classification is
associated with a higher risk of malignancy (“suspicious
lesion”) and a biopsy should be considered. In the
present study, 403 of 536 lesions were biopsied,
resulting in a 75% biopsy rate. The BIRADS category 4
further divided into subcategories 4A, 4B, and 4C, with
an increasing risk of malignancy.

Several studies have assessed accuracy and
positive predictive value of the BI-RADS lexicon. A
recent study by Zonderland et al® revealed a carcinoma
in 39 (52.7%) of 74 category 4 lesions. Another
study by Orel et al. @ reports that of 1,312 lesions that
underwent mammographically guided biopsy, 449 were
cancers. There were 936 (71%) category 4 lesions; the
PPV was 30% (279 of 936 lesions). In conclusion, the
PPV of BIRADS category 4 lesions in most previous
studies *+%%9 ranged from 6.2% to 52.7%.

The overall PPV for malignancy in BIRADS
category 4 images was 21% (95 of 527 patients), which
in the range of previous studies mentioned previously
from other institutions and similar to the results
of a previous study done in Ramathibodi Hospital
in 200119, This is consistent with the PPV’s for
malignancy in category 3 (2.4%) and category 5 (94%)
lesions as previously reported from Ramathibodi
Hospital®! 2,

In the study of Lazarus et al ), the PPV’s of
lesions categorized as BI-RADS 4 were as follows:
subcategory 4A, six of 102 (6%); sub-category 4B,
17 0f 110 (15%); sub-category 4C, 48 of 91(53%).

In the present study, the PPVs according to
subcategories 4A, 4B, and 4C were 9%, 21%, and 57%,
respectively. The prevalence of malignancy in
subcategories 4B and 4C were two and six times higher
than that in subcategory 4A (p-value < 0.05). The
present study conclusion is that the optional
subcategories of 4A, 4B and 4C are useful in stratifying
the likelihood of malignancy.

In the group of indeterminate cancer, there is
a tendency to have lower probability of breast cancer,
which was determined from a lower number of palpable
masses, higher proportion of imaging in subcategory
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Table 8. Factors predicting the presence of malignancy in category 4 mammographic lesions (univariable logistic regression)

Factor (n = 460) Odds ratio 95% CI p-value
Clinical and imaging characteristics
Age (per year increase) 1.02 0.99 to 1.05 0.055
Indications for breast imaging (n = 446)
Screening 1 - -
Follow-up previously seen lesions 1.22 0.59 to 2.52 0.590
Palpable mass 3.04 1.68 to 5.49 <0.001
Others (see Table 1) 1.59 0.75 to 3.37 0.228
BIRADS category
4A 1 - -
4B 2.64 1.46 to 4.77 0.001
4C 13.20 6.49 to 25.1 <0.001
Maximum size of lesion (n = 370)
Per every log cm. increase 2.09 1.40 to 3.11 <0.001
Mammographic findings
Negative findings 1 - -
Mass lesion 3.65 1.69 to 7.89 0.001
Calcifications 2.09 0.86 to 5.07 0.102
Mass and calcifications 7.40 2.69 t0 20.4 <0.001
Architectural distortion and asymmetry 8.99 3.77to 21.4 <0.001
US findings
Negative findings 1 - -
Mass lesion 1.88 0.92 to 3.82 0.084
Cysts and complicated cysts 2.23 0.84 t0 5.93 0.107
Biopsy and imaging techniques
Biopsy technique (n = 387)
Opened biopsy 1 - -
CNB 0.89 0.54 to 1.42 0.601
FNAB (not estimable; all malignant) - - -
CNB imaging technique (n = 253)
US-guided 1 - -
Mammography-guided 0.65 0.26 to 1.67 0.374

Table 9. Factors predicting the presence of malignancy in category 4 mammographic lesions (multivariable logistic regression)

Significant factor (n=358) Odds ratio 95% CI p-value
Palpable mass vs. other indications 2.13 1.10to 4.14 0.025
Age (per year increase) 1.06 1.02 to 1.10 0.001
BIRADS category (vs. 4A)

4B 2.58 1.24 t0 5.36 0.011

4C 15.60 7.13 to 34.2 <0.001
Size of lesion (per log increase) 1.92 1.11 to 3.31 0.019
Mammographic findings

Architectural distortion and asymmetry vs. all others 3.54 1.57 to 7.34 0.002

4A and small size of lesion. The authors expected that
the PPV’s be decreased, if imaging in this group is

included.

J Med Assoc Thai Vol. 93 No. 7 2010

Independent factors associated with increased
probability of breast cancer included age. The older
the patient, the greater probability of cancer as would
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be expected. A clinically palpable mass had a
significantly higher prevalence for malignancy than
other clinical findings.

A breast mass was the most common finding
on both mammography and sonography. The
malignancy rate increased with increased size of mass
or complicated cyst on the log scale. A negative
finding on mammography was seen in 148 of 521
patients (28%). In this group of patients, ultrasound
has a major role in detecting unseen mass lesions.
Malignancy was found in 10 from 148 patients (6.7%)
in this group from the present study. US has a lower
sensitivity for detecting calcifications compared
with mammography. Indeed, 89% (89 of 100) of all
negative sonographic imaging turned out to have
calcifications on mammography. Asymmetrical density
and architectural distortion were associated with the
highest probability of cancer among all mammographic
signs.

The most common type of malignancy was
invasive ductal carcinoma. Common benign pathologies
included fibroadenoma and fibrocystic change. The
most common high-risk lesion was atypical ductal
hyperplasia (97%) and lobular carcinoma in situ in the
rest. These pathological findings are consistent with
previous studies®7-11:12),

Core needle biopsy was the preferred biopsy
procedure in the present study. With this approach,
the patient benefits from less morbidity, improved
cosmesis, cost saving and avoiding an unnecessary
surgical procedure!V.

Conclusion

PPV for malignancy in the present study was
comparable to the previous studies. In subcategory 4B
and 4C, malignancy was higher than in subcategory
4A. Architectural distortion and asymmetrical density
are statistical significant risk factor of malignant lesion
in breast in Ramathibodi Hospital.

References
1. American College of Radiology. Breast imaging
reporting and data system, breast imaging atlas.
4" ed. Reston, VA: American College of Radiology;
2003.

836

10.

11

12.

Hirunpat S, Tanomkiat W, Khojarern R,
Arpakupakul N. Accuracy of the mammographic
report category according to BIRADS. J Med
Assoc Thai 2005; 88: 62-5.

HongAS, Rosen EL, Soo MS, Baker JA. BI-RADS
for sonography: positive and negative predictive
values of sonographic features. AJR Am J
Roentgenol 2005; 184: 1260-5.

Lazarus E, Mainiero MB, Schepps B, Koelliker SL,
Livingston LS. BI-RADS lexicon for US and
mammography: interobserver variability and
positive predictive value. Radiology 2006; 239:
385-91.

Liberman L, Menell JH. Breast imaging reporting
and data system (BI-RADS). Radiol Clin North Am
2002;40: 409-30.

Lacquement MA, Mitchell D, Hollingsworth AB.
Positive predictive value of the breast imaging
reporting and data system. J Am Coll Surg 1999;
189:34-40.

Tan YY, Wee SB, Tan MP, Chong BK. Positive
predictive value of BI-RADS categorization in an
Asian population. Asian J Surg 2004; 27: 186-91.
Zonderland HM, Pope TL Jr, Nieborg AJ. The
positive predictive value of the breast imaging
reporting and data system (BI-RADS) as a
method of quality assessment in breast imaging
in a hospital population. Eur Radiol 2004; 14:
1743-50.

Orel SG Kay N, Reynolds C, Sullivan DC. BI-RADS
categorization as a predictor of malignancy.
Radiology 1999; 211: 845-50.
Kanchanapanchaphol S, Wilasrusmee C,
Kongdan Y, Thirapanich W, Kositchaiwat S,
Euanorasetr C, et al. Breast tumor: a review
of management in a tertiary care hospital.
Ramathibodi Med J 2005;28:201-9.

Wiratkapun C, Lertsithichai P, Wibulpholprasert
B.Positive predictive value of breast cancer in
the lesions categorized as BI-RADS category 5.
JMed Assoc Thai 2006; 89: 1253-9.

Wiratkapun C, Wibulpolprasert B, Lertsithichai P.
Breast cancer in patients initially assigned as
BI-RADS category 3. J Med Assoc Thai 2006; 89:
8349.

J Med Assoc Thai Vol. 93 No. 7 2010



BRTINITLAISATIATULHAUASBRT NSNS s as TsATIAUNA lAsUN19I AR e 1TY
BI-RADS 4

TRIINE FsANWUS, T8 Y lnyasAs, yuil Tyanailssiasy, mogd lAARNETE

o ) o S & o @ ~ % Sy Yo aa o
Ingiseaen; eANHISATINITAIzATIATIID uazsnsnntTunziiluses lsailsuanlniunisdiady
21l BI-RADS 4

1AAUAEIBNIS: ﬂnmw@mwZmummm@muﬁu BI-RADS 4 figusiiiasenauy ALsUnngAIang

i

ZNWE/’I?J’?@?’)&I’?ﬁ‘Uﬁ) EI\?LLEJ 1 5UAN W.A. 2541 ﬂ\? 31 5UMAN W.A. 2542 ”memmnmmmmwm
ﬁ)y’)uﬂﬁuﬂ @ﬂ?:fﬂJ.;‘:LLllJJZ\JILLH?JJLMQ’@@FI?"W’W&) Lm;’ﬁ\lﬂ‘VVEI’)ﬁ’IJWEI’I?/??‘@FI@EI’IJJN@H’)??HH’)

NANITANE: ;umﬂmmum@ 403 911 536 mﬂl‘mmﬁu BI-RADS 4 W?.IJJ::LNLEI’?‘MJJ 95 991 460 ﬁ")E/ AnLiTu
positive pred/ct/ve value (PPV) ?@ﬂ@v 21 uemn PPV mmmmﬂ?mmu ?@ﬂ@v 9 Ywmm 4A, ?’E)Elm 21
Zun@w 4B uas i@ﬂ@x 57 7141‘7@1/ 4C mmwmwwuu@wzgm A® invasive ductal carcinoma (?@E/@:: 67)
N”U'QEIZV\?@’)EI m"ﬁYﬁ”n@uwmmYwm'mnmmmfw"NmE/ Janmaus architectural distortion WA asymmetrical
density luuaulnunsu ;uﬂowmmmwmﬂumm\umuzJ

’sV‘a‘?_/ PPV fv’mmmnmummﬁ@\mummnwmu | mmummsﬁmmYmummmﬂiu BI-RADS 4B, 4C
mf@nvﬂgﬁuummgqnov 4A n@mwmnwmx architectural distortion bag asymmetrical density T Tuunsu

~ d’ P « ¥
JJF’?Q")JJLWﬂﬂ@ﬂ%@ﬁéﬂu&l:ﬁé?ﬂﬁmu&l

J Med Assoc Thai Vol. 93 No. 7 2010 837




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


