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c-erbB-2 overexpression and histologlical type
of in situ and invasive breast carcinoma
E Somerville, L A Clarke, J D Biggart

Abstract
Aims: To assess c-erbB-2 immunostaining in relation to morphological type of in
situ and invasive breast carcinoma.
Methods: Formalin fixed, wax embedded
archival tissue was used. Invasive carcinomas comprised 50 infiltrating ductal
(NOS); seven medullary, 10 tubular, 15
mucinous and 24 classic invasive lobular.
In situ carcinomas comprised 48 ductal
(DCIS) and 10 cases of lobular (LCIS).
The antibodies used were pABI (polyclonal) which stains cell lines that over
express the c-erbB-2 oncogene, and ICR
12 (monoclonal) which stains sections of
breast carcinoma known to show c-erbB2 amplification.
Results: Immunostaining consistent with
c-erbB-2 overexpression was found in 10
out of50 cases ofinfiltrating ductal carcinoma (NOS), one of 24 infiltrating lobular
carcinomas and one of seven medullary
carcinomas only. Seventy per cent of ICR
12 positive cases of infiltrating ductal carcinoma also had extratumoral DCIS.
Forty six per cent of pure DCIS lesions
also showed strong membrane staining
for c-erbB-2 protein, confined to large cell
types.

Conclusions: Immunostaining for c-erb
B-2 oncoprotein occurs mainly in large
cell DCIS and infiltrating ductal carcinoma NOS, especially those with an
extratumoral DCIS component. There is
a low incidence in other types of breast
cancer, including those associated with a
better prognosis. Different biological
mechanisms may be responsible for histologically distinct types of breast carcinoma.

Department of
Histopathology,
Belfast City Hospital,
Lisburn Road, Belfast
BT9 7AD
J E Somerville
L A Clarke
J D Biggart
Correspondence

to:

Dr J Somerville

Accepted for publication
4 July 1991

The c-erbB-2 oncogene is homologous with,
but distinct from, the erbB gene that encodes
the epidermal growth factor receptor.' It codes
for a membrane protein with a tyrosine kinase
domain that is similar in structure (but not
identical) with that of the epidermal growth
factor receptor.2' This gene has been found
to be amplified in some human adenocarcinomas"7 and particular interest has been
shown in its role in breast carcinoma, up to
30% of which have been described as showing
amplification.' "12 Amplification of the gene
results in overexpression of the c-erbB-2
mRNA and protein product."'3 4 This manifests

as strong membrane staining using an antibody
to the c-erbB-2 protein, and several studies
have shown a good correlation between
immunohistochemical membrane staining in
formalin fixed, paraffin wax embedded tissue
and gene amplification, using a variety of
antibodies°11' 15-18 to study archival material.
Much of the interest in c-erbB-2 amplification has been because of its possible prognostic
implications, with many reports suggesting
that it may be associated with a poorer prognosis.81419 Most studies, however, have concentrated on infiltrating ductal carcinoma
NOS, with only occasional examples of the less
common types of breast cancer.15 2022 More
recent work by Soomro et al' suggests that the
"better prognosis" types of breast carcinoma,
such as medullary and tubular carcinoma, may
not be associated with c-erbB-2 immunostaining. Ductal carcinoma in situ (DCIS) shows an
even higher incidence of c-erbB-2 overexpression than invasive carcinomas, with 40% or
more reported in most series, 5202425 suggesting
that gene amplification may occur as an early
event, with a possible role in pathogenesis. A
study by Ramachandra et a124 has shown that
this may not be the case for lobular carcinoma
in situ (LCIS). It seems, therefore, that the
histologically distinct types of breast cancer
which are known to exhibit different behaviour
and prognosis' may have an underlying
biological difference with respect to c-erbB-2
overexpression. The aim of this study was to
assess this possibility by looking at c-erbB-2
immunostaining in relation to morphological
type of both in situ and invasive breast carcinomas.

Methods
Archival material was used from the files of the
Belfast City Hospital. All material was fixed in
10% formalin and embedded in paraffin wax.
The invasive carcinomas comprised 50 consecutive infiltrating ductal carcinomas (NOS);
seven medullary carcinomas; 10 tubular carcinomas; 15 mucinous carcinomas and 24 classic
invasive lobular carcinomas. The in situ carcinomas comprised 48 cases of DCIS and 10 cases
of LCIS, none of which had an invasive
component. The cases of DCIS were further
divided according to the predominent morphological pattem using standard criteria1namely, comedo, micropapillary, cribriform
and papillary (non-invasive). Micropapillary/
cribriform lesions were further classified into
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mitotic count. The presence of an in situ
component for these 50 cases was assessed both
as the approximate percentage and as the
presence or absence of an extra-tumoral
intraductal component, and this component
was classified according to predominant histological type. Tumours in which 20% or more
of the main mass was composed of DCIS were
judged to have a "significant" in situ component. Extra-tumoral intraduct carcinoma was
taken to be in situ carcinoma outside the
invasive tumour edge; this did not include cases
with occasional affected ducts just at the tumour
edge.
Two antibodies were used: pAbl (Triton
Biosciences Inc), a polyclonal antibody generated against the c-terminal amino acid
sequence of the c-erbB-2 receptor. This
immunochemically stains cell lines which
overexpresses the c-erbB-2 oncogene, and
ICR12 (kindly provided by Dr C J Dean,
Institute of Cancer Research, Royal Cancer
Hospital, Belmont, Sutton Surrey), a rat monoclonal antibody"6 directed against the extemal
domain of the c-erbB-2 gene product, and
which stains sections of breast carcinoma
known to show c-erbB-2 amplification.
Sections 4 gm thick were cut from paraffin
wax embedded tissue blocks. After dewaxing,
endogenous peroxidase was blocked with 1-5%
H202 in methanol, and sections were then
incubated with either antibody for one hour at
37'C. pAbl was used at a dilution of 1 in 15 in
1% bovine serum albumin (BSA) and was
followed by 30 minutes incubation with biotinylated swine anti-rabbit immunoglobulin
(Dakopatts) diluted 1 in 200. ICR12 was
diluted to about lpg/ml in 1% BSA. This
dilution is that used by Styles et al,'6 but was
also titred in this laboratory and was followed
by 30 minutes of incubation with goat anti-rat
IgG biotin conjugate (Sigma) at a 1 in 100
dilution in phosphate buffered saline (PBS).
For both antibodies, the final step was treatment with the avidin-biotin peroxidase complex (Dakopatts ABComplex-HRP) for 30
minutes, colour development with diaminobenzidine (Sigma) and counterstaining of
nuclei with haematoxylin. PBS washes were
used between each step. Positive controls were
cases that were consistently strongly positive
with both antibodies; for negative controls the
primary antibody was omitted.
Table I c-erbB-2 oncoprotein in relation to histological type of infiltrating ductal

carcinoma

Tumour type
No of cases
Infiltrating ductal NOS 50
7
Medullary

Tubular
Mucinous

Infiltrating lobular

10
15
24

No positive pAbl (%) No positive ICR12(%)
8 (16)
10 (20)
1 (14)
1(14)
0 (0)
0 (0)
0 (0)
0 (0)
1 (4)
1 (4)

Cases which showed strong membrane staining (either focal, only affecting some tumour
cells, or diffuse affecting all or most tumour
cells) were classed as positive.
Fisher's exact test was performed to assess
the significance of the relation between c-erbB2 immunostaining and histological tumour
type, nodal state, and extra-tumoral in situ
component. The x2 test was performed to assess
the significance of tumour grade; and mean age
and tumour size for ICR12 positive and
negative cases were compared using a MannWhitney non-parametric test.
Results
INVASIVE CARCINOMA

Correlation with histological tumour type
Results are summarised in table 1. Using the
pAbI antibody, eight out of 50 cases of infiltrating ductal carcinoma NOS showed strong
membrane staining, compared with 10 out of
50 with ICR12 (Fig 1). The 8 cases which were
positive with pAbl were all positive with
ICR12; an extra two cases were also positive
with ICR12 which were negative with pAbl.
ICR12 staining was stronger, more diffusethat is, affecting most or all tumour cells-and
easier to interpret than pAbl staining. With
ICR12, staining was diffuse in six cases and
focal in four; with pAbl, only two cases showed
diffuse staining and six cases focal staining.
Staining consistent with c-erbB-2 overexpression was only seen in one out of seven
medullary carcinomas and focally in one out of
24 invasive lobular carcinomas. The positive
case of infiltrating lobular carcinoma was of
classic type. Membrane staining, although
focal, was present on tumour cells showing an
Indian filing pattern and with intracytoplasmic
lumina. No mucinous or tubular neoplasms
were positive. Two of the positive cases were
recurrences. In one of these the original carcinoma also showed positive membrane staining.
In the other the primary tumour did not stain

positively.
Correlation of ICR12 staining with clinicopathological and morphological variables
These were assessed for the 50 cases of ductal
carcinomas NOS, and the results are summarised in table 2. There was no significant correlation with age, tumour size, or nodal state. Most
of the ICR12 positive tumours (90%) were
Bloom and Richardson grade II (p < 0-05).
There was a significant tendency for c-erbB-2
positive tumours to have an extratumoral
intraductal component (p = 0 035). Five out
of the 50 tumours had an intraductal component comprising at least 20% of the tumour
mass. Eighteen cases had an extra-tumoral
intraduct component-these 18 cases included
the former five cases. Of these 18 cases, seven
(39%) were ICR12 positive. Put another way,
70% of ICR12 positive cases had an extratumoral intraduct component compared with
only 27% of ICR12 negative cases. In all cases
the staining of the in situ component paralleled
that of the invasive component, regardless of
which antibody was used. Hence the two pABl

J Clin Pathol: first published as 10.1136/jcp.45.1.16 on 1 January 1992. Downloaded from http://jcp.bmj.com/ on January 9, 2023 by guest. Protected by copyright.

large pleomorphic cell type or small regular cell
type.
The 50 cases of infiltrating ductal carcinoma
NOS were graded I (low grade) to III (high
grade) using Elston's modification of the
Bloom and Richardson method.32 This assesses
tubule formation, nuclear pleomorphism, and
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Figure 1 Infiltrating
ductal carcinoma NOS
with strong ICR12
membrane staining.
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negative cases positive for ICR12 also showed
no pABI positivity of their in situ component.
IN SITU CARCINOMA

Results are summarised in table 3. Overall,
46% of intraductal carcinomas stained
positively with pABi antibody and 44% with
ICR12. (Fig 2). None of 10 LCIS showed
positive staining. The difference between
staining of DCIS and LCIS was significant
(p=O O1). In these cases staining was generally
stronger and more diffuse with pAbl. One case
which was negative with ICR12 showed very
Table 2 Association of c-erbB-2 staining with clinicopathological variables
(infiltrating ductal carcinoma NOS)
ICR12 negative (%)

ICR12 positive (%)
(n = 10)
Variable
57-1
Mean age
Mean tumour size (cm) 2-95
7 (70)
Nodes: Positive

Negative
Unknown
Grading: I

II
III
Significant in situ
component in tumour
Extra-tumoral in situ
component

(n = 40)
59*9

2-2

14 (35)
9 (22.5)
17 (42 5)
17 (42-5)

2 (20)

1(10)
1 (10)
9(90)
0 (0)
1(10)
7 (70)

p

calculated

excluding unknown
cases

14(35)
9 (22 5)

p < 005

11 (27 5)

p = 0 035

4 (10)

Table 3 c-erbB-2 protein staining in in situ carcinoma
No of
Tumour type

cases

DCIS
LCIS
Histological type of DCIS: comedo

48
10
25
7
8

Micropapillary/cribriform (large cell)

No positive
pAbl (%)
22(46)
0 (0)
18 (72)
1(14)
3 (37)

No positive ICR12(%)

21(44)

0 (0) I
18 (72)1

1(14)

p

- -01

2 (25) L p < 005
Comedo and micropapillary/cribriform
(large cell)J

Micropapillary/cribriform (small cell)

Papillary

7
1

0 (0)
0 (0)

strong membrane staining of most tumour cells
with pABl; five cases showing diffuse staining
with pABl also showed only focal staining with
ICR12. The breakdown of types of intraductal
lesion showed that staining was confined to
comedo and micropapillary/cribriform large
cell types (table 3). Of the 33 cases which
contained comedo DCIS, alone or in combination, 21 (63%) stained positively. None of the
cribriform/micropapillary intraduct lesions
with the small regular cell type showed positive
staining (p < 0-05).
Assessment of the DCIS component in the
18 cases of infiltrating ductal carcinoma, where
this was present, was also carried out, and the
results summarised in table 4. Again, in all
pABl/ICR12 positive cases the in situ component comprised comedo DCIS either alone or in
combination with large cell cribriform/
micropapillary DCIS. The two cases with
small cell cribriform DCIS showed no immunostaining with either antibody.

0 (0)
0 (0)

Discussion
The aim ofthis study was to investigate expression of the c-erbB-2 oncoprotein in breast
carcinoma in relation to histological tumour
type. Staining consistent with c-erbB-2 overexpression was mainly displayed by infiltrating
ductal carcinoma NOS, 20% of which were
positive, with only one out of 24 invasive
lobular carcinomas showing membrane staining of tumour cells. Although the numbers of
cases used meant that this did not achieve
significance (p = 0-14), the results nevertheless
suggest a biological difference in relation to
oncoprotein expression between invasive ductal and lobular tumours. This situation was
mirrored by the in situ lesions, with 46% of
cases of DCIS showing c-erbB-2 protein
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expression, but no positively staining cases of
LCIS (p=0-01). In most previous papers the
samples used have been composed mainly of
cases of infiltrating ductal carcinoma NOS, but
occasional cases of lobular carcinoma showing
c-erbB-2 over-expression have been described,"5 ' and it seems that although much
commoner in ductal than lobular tumours,
overexpression of c-erbB-2 is not confined to
the former group.
We were particularly interested in the
incidence of c-erbB-2 overexpression in the
"good prognosis" types of breast cancer, given
the possible prognostic implications of
amplification of the c-erbB-2 gene. Our results
agree with those of Soomro et aPf and suggest
that the "better prognosis" types of breast
carcinoma may have a lower incidence of
c-erbB-2 overexpression.
One case out of seven medullar carcinomas
showed c-erbB-2 membrane staining, but we
found no positive staining in any of our mucinous or tubular carcinomas. Overexpression of
the c-erbB-2 gene is thought to be an early event
in tumour development,'15 20 2 and it may be
that the histologically distinct types of breast
carcinomas arise by different mechanisms. The
significance of finding c-erbB-2 immunostaining in a good prognosis type of tumour, such as
our case of medullary carcinoma, is unknown.
Clinical follow up would be needed to see if this
Table 4 c-erbB-2 protein staining in DCIS component of infiltrating ductal carcinoma
Histological type
of DCIS
Comedo
Comedo and cribriform (large cell)
Cribriform/micropapillary (small cell)

No of cases
(n = 18)
10
6
2

No positive

pABI (%)
2 (20)
3 (50)
0 (0)

No positive
ICR12 (%)
3 (30)
4 (66)
0 (0)

implies a subgroup of such tumours which will
behave more aggressively than would be
predicted from the tumour's histological type.
c-erbB-2 protein staining in infiltration ductal carcinoma NOS was also assessed in relation
to various other variables. Of interest was the
observation that a high proportion of c-erbB-2
positive cases had an extra-tumoral intraductal
component. Seventy per cent of ICR12
positive tumours had an intraductal component
outside the tumour, compared with only 27%
of ICR12 negative cases (p=0035). In most
studies (including this one) DCIS shows a
much higher incidence of c-erbB-2 overexpression than infiltrating ductal carcinoma.'5202425
Our results, however, suggest that those
invasive tumours with a significant intraductal
component show a similar rate of c-erbB-2

oncoprotein staining as DCIS alone. In this
study seven out of 18 cases (39%) with extratumoral intraductal carcinoma stained for cerbB-2, a figure comparable with that for pure
DCIS (46%).
In both the pure DCIS and the DCIS
component of the invasive carcinomas, most of
the positively stained cases were of comedo
type, in keeping with the studies of Van de
Vijver et al,'5 who found all positive DCIS
cases to show a large cell comedo pattern.
Several cases with a mixed comedo/cribriform
pattern and one case of pure micropapillary
DCIS also showed strong membrane staining.
These were of a large pleomorphic cell type,
however, more in keeping with the comedo
group. Ramachandra et al found a high proportion of positive cases to be micropapillary in
type,24 but these again were of a large cell type
with necrosis, rather than the conventional
small cell pattem. We agree with their sugges-

J Clin Pathol: first published as 10.1136/jcp.45.1.16 on 1 January 1992. Downloaded from http://jcp.bmj.com/ on January 9, 2023 by guest. Protected by copyright.

:o; ~ .

19

c-erbB-2 overexpression and histological type of in situ and invasive breast carcinoma

Somerville, Clarke, Biggart

20

14

15

16

non-invasive lesions.

17

We thank Dr C J Dean and Professor B A Gusterson for
supplying the antibody ICR12, and Miss Ruth Flanigan for
typing the manuscript.

18
19

20
1

Schechter AL, Hung MC, Vaidyanathan L, et al. The neu
gene: An erbB-homologous gene distinct from and
unlinked to the gene encoding the EGF receptor. Science

21

1985;229:976-8.

2 Bargmann CI, Hung MC, Weinberg RA. The neu oncogene
encodes an epidermal growth factor receptor related
protein. Nature 1986;319:226-30.
3 Yamamoto T, Ikawa S, Akiyama T, et al. Similarity of
protein encoded by the human c-erbB-2 gene to epidermal
growth factor receptor. Nature 1986;319:230-4.
4 King CR, Kraus MH, Aaronson SA. Amplification of a
novel v-erbB related gene in a human mammar carcinoma. Science 1985;229:974-6.
5 Semba K, Kamata N, Toyoshima K, Yamamoto T. A
v-erbB related proto oncogene, c-erbB-2 is distinct from
the c-erbB- 1 /epidermal growth factor receptor gene and is
amplified in a human salivary gland adenocarcinoma. Proc
Natl Acad Sci USA 1985;82:6497-501.
6 Yokota J, Yamamoto T, Toyoshima K, et al. Amplification
of c-erbB-2 oncogene in human adenocarcinomas in vivo.
Lancet 1986;i:765-6.
7 Zhou D, Battifora H, Yokota J, Yamamoto T, Cline MJ.
Association of multiple copies of the c-erbB-2 oncogene
with spread of breast cancer. Cancer Res 1987; 47:6123-5.
8 Slamon DJ, Clark GM, Wong SG, Levin WJ, Ullrich A,
McGuire WL. Human breast cancer: Correlation of
relapse and survival with amplification of the HER-2/neu
oncogene. Science 1987;235:177-82.
9 Van De Vijver M, Van De Bersselaar R, Devilee P,
Comelisse C, Peterse J, Nusse R. Amplification of the neu
(c-erbB-2) oncogene in human mammary tumours is
relatively frequent and is often accompanied by amplification of the linked c-erb A oncogene. Mol Cell Biol

1987;7:2019-23.
10 Gusterson BA, Gullick WJ, Venter DJ, et al. Immunohistochemical localization of c-erbB-2 in human breast carcinomas. Mol Cell Probes 1988;2:383-91.
11 Berger MS, Locher GW, Saurer S, et al. Correlation of
c-erbB-2 gene amplification and protein expression in
human breast carcinoma with nodal status and nuclear
grading. Cancer Res 1988;48:1238-43.
12 Zeillinger R, Kury F, Czerwenka K, et al. HER-2 amplification, steroid receptors and epidermal growth factor receptor in primary breast cancer. Oncogene 1989;4:109-14.
13 Venter DJ, Tuzi NL, Kumar S, Gullick WJ. Overexpression
of the c-erbB-2 oncoprotein in human breast carcinomas:

22

23
24

25

immunohistological assessment correlates with gene
amplification. Lancet 1987;ii:69-72.
Slamon DJ, Press MF, Godolphin W, et al. Studies of the
HER-2fneu proto-oncogene in human breast cancer.
Cancer Cells 1989;7:371-84.
Van De Vijver MJ, Peterse JL, Mooi WJ, et al. Neu-protein
over-expression in breast cancer. Association with
comedo-type ductal carcinoma in situ and limited prognostic value in stage II breast cancer. N Engl J Med
1988;319:1239-45.
Styles JM, Harrison S, Gusterson BA, Dean CJ. Rat
monoclonal antibodies to the external domain of the
product of the c-erbB-2 proto-oncogene. Int J Cancer
1990;45:320-4.
Corbett IP, Henry JA, Angus B, et al. NCL-CBI 1 a new
monoclonal antibody recognizing the internal domain of
the c-erbB-2 oncogene protein effective for use on formalin fixed paraffin embedded tissue. J Pathol
1990-161:15-25.
Hanna W, Kahn HJ, Andrulis I, Pawson T. Distribution and
patterns of staining ofneu oncogene product in benign and
malignant breast diseases. Mod Pathol 1990;3:455-61.
Wright C, Angus B, Nicholson S, et al. Expression of
c-erbB-2 oncoprotein: A prognostic indicator in human
breast cancer. Cancer Res 1989;49:2087-90.
Gusterson BA, Machin LG, Gullick WJ, et al. c-erbB-2
expression in benign and malignant breast disease. Br J
Cancer 1988;58:453-7.
Kommoss F, Colley M, Hart CE, Franklin WA. In situ
distrubition of oncogene products and growth factor
receptors in breast carcinoma: c-erbB-2 oncoprotein,
EGFr, and PDGFr-f-subunit. Mol Cell Probes
1990;4:1 1-23.
Barnes DM, Lammie GA, Millis RR, Gullick WL, Allen
DS, Altman DG. An immuno-histochemical evaluation of
c-erbB-2 expression in human breast carcinoma. Br J
Cancer 1988;58:448-52.
Soomro S, Shousha S, Taylor P, Shepard HM, Feldmann
M. c-erbB-2 expression in different histological types of
invasive breast carcinoma. J Clin Pathol 1991;44:211-14.
Ramachandra S, Machin L, Ashley S, Monaghan P, Gusterson BA. Immunohistochemical distrubitionofc-erbB-2 in
situ breast carcinoma-A detailed morphological analysis. J
Pathol 1990;161:7-14
Lodato RF, Maguire HC, Greene MI, Weiner DB, Livolsi
VA. Immunohistochemical evaluation of c-erbB-2
oncogene expression in ductal carcinoma in situ and
atypical ductal hyperplasia of the breast. Mod Pathol

1990;3:449-54.

26 Ridolfi RL, Rosen PP, Port A, Kinne D, Mike V. Medullary
carcinoma of the breast. A clinicopathological study with
10 year follow up. Cancer 1977;40:1365-85.
27 Cooper HS, Patchefsky AS, Krall RA. Tubular carcinoma of
the breast. Cancer 1978;42:2334-42.
28 Rasmussen BB, Rose C, Christensen IB. Prognostic factors
in primary mucinous breast carcinoma. Am J Clin Pathol
1987;87:155-60.
29 Dixon JM, Anderson TJ, Page DL, Lee D, Duffy SW.
Infiltrating lobular carcinoma of the breast. Histopathology 1982;6:149-61.
30 Dixon JM, Anderson TJ, Page DL, Lee D, Duffy SW,
Stewart HJ. Infiltrating lobular carcinoma of the breast:
an evaluation of the incidence and consequence of bilateral
disease Br J Surg 1983;70:513-16.
31 Page DL, Anderson TJ, Rogers LW. Carcinoma in situ
(CIS). In: Page DL, Anderson TJ. eds. Diagnostic histopathology of the breast. Edinburgh: Churchill Livingstone; 1987:157-92.
32 Elston CW. Grading of invasive carcinoma of the breast. In:
Page DL, Anderson TJ, eds. Diagnostic histopathology of
the breast. Edinburgh: Churchill Livingstone, 1987:
300-11.

J Clin Pathol: first published as 10.1136/jcp.45.1.16 on 1 January 1992. Downloaded from http://jcp.bmj.com/ on January 9, 2023 by guest. Protected by copyright.

tion that the micropapillary/cribriform pattern
should perhaps be subdivided into large/
pleomorphic and small/regular cell types.
None of the cases of micropapillary/cribriform
histology with a small cell type showed
c-erbB-2 overexpression, thus forming two
biologically distinct subgroups of DCIS. Further work is needed to assess whether c-erbB-2
overexpression is of prognostic value in these

