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55 y/o female presents for wire localization, partial mastectomy, and sentinel lymph node biopsy



Patient Presentation

HPI: Patient is 55 y/o female who presented to her OB/GYN about 8 
months ago complaining of a self palpated breast lump. 

Past Medical History: ADD, cervical arthritis, depression, tricuspid 
regurgitation, laryngopharyngeal reflux disease

Past Surgical History: Noncontributory 

Family History: Breast cancer (paternal aunt), ovarian cancer (maternal 
aunt), HTN, OA, heart disease, MVP



Physical Exam 

Initial Presentation
•Large (10x8cm) irregular retroareolar breast mass palpated
•Mildly tender to palpation 
•No skin retraction or changes 
•No axillary nodes palpated

The patient was then scheduled for a diagnostic mammogram 



Diagnostic Mammogram 
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Diagnostic ultrasound
Right Breast



Hypoechogenic mass



Differential Diagnosis 

• Invasive ductal carcinoma

• Lobular breast carcinoma

• Inflammatory carcinoma 

• Fat necrosis 

• Fibroadenoma

• Phyllodes Tumor

• Breast lymphoma

• Breast metastasis



Ultrasound guided biopsy
Right Breast



Biopsy revealed invasive ductal carcinoma with nottingham grade 3, ER 

positive, PR positive, HER2neu negative

Core needle biopsy and metal marker placement 



PET CT was performed for staging



Hypermetabolic 

lobulated 

retroareolar 

mass

SUV 26.9

Hypermetabolic 

lymph node

Satellite lesion



Patient presentation continued

• The patient was started on neoadjuvant chemotherapy, Adriamycin 
and Cytoxan. Weekly Taxol was later added to her therapy. The 
patient responded well to chemotherapy and on exam her mass was 
no longer palpable. 

• Treatment response was followed on MRI (next slide). 



MR of Breast Showing Treatment Response

Pre-Chemo Post-Chemo
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The patient was then scheduled for a needle 
localization, partial mastectomy, and sentinel 
lymph node biopsy. 



Needle localization
Pre Post



Group malignant calcifications and clip
4 wires placed bracketing 

calcifications and clip



Mammogram of specimen in OR



Mammogram of specimen in the OR showing all 4 

wires bracketing calcifications and clip removed



Gross Path
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Pathology

Tumor bed without residual carcinoma 
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Pathology

Sentinel Lymph node biopsy site without metastasis 

Biopsy siteLymphocytes

H&E stain high power



Final Dx

No residual invasive ductal Carcinoma 
sentinel lymph node biopsy negative for invasive disease and 

metastasis



Case Discussion 

• Epidemiology

• Aka infiltrating ductal carcinoma

• Most common type (70-80%) of invasive breast cancers 

• Risk factors: increasing age, female gender, Caucasian, obesity, postmenopausal, high estrogen levels

• Symptoms

• Most patients present due to an abnormal mammogram 

• 15% present due to a breast mass

• Hard, immovable, single dominant lesion with irregular borders. Some may be painful and have 
nipple discharge present

• Advanced disease presents with axillary adenopathy and skin findings (erythema, thickening, dimpling) 

• Metastatic symptoms depend on organ involved. Most commonly bone, liver, and lungs



Case Discussion 

• Diagnosis: 

• Imaging

• Mammogram: presence of soft tissue mass or asymmetry and grouped microcalcifcations 

• Ultrasound: malignant features present with hypoechogenicity, calcifications, shadowing, a lesion 
taller than wide, and indistinct margins

• MRI: irregular or spiculated mass margins and heterogeneous enhancement. Nonmass 
enhancement on contrast-enhanced MRI is also suspicious for an invasive lesion

• Biopsy- IDC reveals cords and nests of cells with varying gland formation and cytologic features 

• Breast cancer receptor testing

• Estrogen receptor and progesterone receptor 

• Human epidermal growth factor receptor 2

• Triple negative (ER PR HER2)

• Additional imaging for metastasis: bone scan, chest x-ray, CT abdominal and pelvis, PET CT



Case Discussion

• Differential Diagnosis
• Benign

• Fibroadenoma, cyst, 
fibrocystic changes, fat 
necrosis, breast abscess

• Malignant
• Infiltrating lobular 

carcinoma

• Mixed ductal and 
lobular carcinoma

• Staging



Case Discussion
• Treatment

• Lumpectomy vs Mastectomy

• Sentinel node biopsy

• Axillary node dissection

• Breast reconstruction

• Radiation- usually after s/p lumpectomy. Standard of 
care is 6 weeks of treatment

• Chemotherapy- neoadjuvant or adjuvant for 3-6 
months

• Hormonal therapy – selective estrogen modulator 
(SERM) or aromatase inhibitor

• Biologic targeted therapy- against HER2neu-
Trastuzumab and Pertuzumab

• The patient presented in this case did not 
need further treatment at this time
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