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Benign Breast Disease

BBD refers to symptomatic breast
conditions that present with mass,
pain and/or discharge.

Symptoms are based on
structural compartments of
the breast

Glandular Breast
Parenchyma

Nipple-Areolar
Complex

Surrounding Breast
Skin
BBD and malignant disease present
with similar signs and symptoms.

The most common BBD is
fibrocystic adenoma and
presents with clinical breast
exam Similar to invasive
lobular carcinoma.



BBD: Delay in Diagnosis

Anatomic Breast Compartment

Benign Breast Disease

Malignant Breast Disease

Glandular breast parenchyma

Isolated mass

Cyst

Intracystic carcinoma or intracystic DCIS

Fibroadenoma

Invasive ductal carcinoma

Palpable DCIS

Intramammary lymph node

Breast lymphoma

Metastatic tumor (e.g., melanoma)

Cystosarcoma phyllodes (benign)

Malignant cystosarcoma phyllodes

Lactational adenoma (pregnancy)

Pregnancy-associated breast carcinoma

Asymmetric nodularity or thickening

Male gynecomastia

Male breast carcinoma

Fibrocystic disease

Invasive lobular carcinoma

Nipple-areolar complex

Rash, ulcer, crusting lesion

Eczema or psoriasis

Paget's disease (intraepithelial carcinoma)

Nipple retraction

Congenital or acquired (unilateral or bilateral)

Subareolar invasive carcinoma

Breast skin

Erythema and edema

Breast infection (cellulitis or mastitis)

Inflammatory breast cancer

Pain

Hormone-mediated mastalgia

Invasive breast cancer

Skin lesion

Inclusion or sebaceous cyst

Superficial invasive breast cancer

Apocrine (sweat gland) carcinoma




BBD: Delay in Diagnosis

A delay in diagnosis is due to following:
Physician’s lack of suspicion esp. in young women

Similar presentation of benign and malignant breast
lesions
Lack of radiological evidence of cancer in palpable
mass
Mammography of young women with high rate of
false negatives.
“Triad of Error” accounts for women at highest risk
for delayed diagnosis ( 3/4ths of women with
delayed diagnosis of Br Ca):

Women younger than 45

Self discovered breast mass

Negative mammography



BBD: Delay in Diagnosis




Management of BBD

Clinical Breast Examination
Breast Imaging

Tissue Sampling

Therapy



Benign Lesions of Breast Parenchyma




BBD: Isolated/Dominant Breast Mass

First obtain a Breast CA history and assess risk for malignancy.
Age?
25 yrs old risk of Br Ca 1 in 20,000
35 yrs old risk of Br Ca 1 in 622 (0.16%)
45 yrs old risk of Br Ca 1 in 93 ( 1%)

Family History?

Personal History of Breast Ca?

Intake of estrogrenic hormones?

Prior breast biopsy (esp. atypia /in situ)?

Prior Mammograms and findings?

How long mass has been present?

Any change in size or shape, growth?
Clinical breast examination

Determine if cystic vs solid
FNA - fallen out of favor
Ultrasound/US guided FNA — preferred

Mammography — Normal with palpable lesion in 80%, high rates of
false negatives esp in women <45yrs old (40-50%) and <30 (74%)



BBD: Isolated/Dominant Breast Mass

Management
Cyst:
Simple-Aspirate and send fluid for culture

Complex cyst, Recurrent cyst, Cyst with Atypia are
excised for diagnosis and treatment.

Solid:
Core biopsy to establish diagnosis
Excisional biopsy for benign lesions
Fibradenomas/Hamratomas-narrow margins
Phyllodes-1-2cm margins



BBD: Isolated/Dominant Breast Mass




BBD: Asymmetric Nodularity

Nodularity is described as stiffness or contour
Obtain history and clinical breast exam (CBE)
Ultrasound to r/o cystic component

Core biopsy for diagnosis

Diagnostic mammography of B/L breast to r/o
coincident pathology

Treatment for beningn lesions include
excision, Vit E, Primrose, or decrease in
supplemental estrogen



BBD: Asymmetric Nodularity




BBD: Breast Pain

Breast pain is divided into:
Physiologic breast pain
Hormone induced
Difficult to treat
Symmetric and cyclic pain
Pathologic breast pain
Malignancy induced
Unilateral, focal, reproducible pain

CBE

US/Core biopsy ( focal, unilateral mastalgia)
Diagnostic mammogram

Treatment:

Breast pain may be indicative of hormonal imbalance esp.
perimenopausal/irrgeular menses

Vit E, evening primrose oil and elimination of possible phytoestrogens
Elimination of stimulants such as tea, coffee.



Abnormalities of the Nipple-Areolar
Complex




BBD: Nipple Discharge

Nipple discharge is divided into:
Physiologic
Bilateral
Clear
Multiple ducts
Nonspontaneous drainage

Hem occult negative, protienaceous material or benign apocrine cells on
smear

Pathologic
Unilateral
Spontaneous, bloody
Associated with a mass

CBE

Endocrine evaluation (prolactin levels), fluid cytology
Diagnostic mammogram

Treatment:

Subareolar excisional biopsy for atypia, persistent single duct
discharge, and intraductal lesions



BBD: Other Nipple-Areolar
abnormalities

Rash

Incisional biopsy of skin to r/o Paget’s disease

Treatment: topical antifungals, antibiotics, steroid
creams.

Architectural Distortion

“retraction sign”

CBE:

unilateral retraction, breast mass, lesion pulls nipple
down and inward.
US guided biopsy beneath retractions including
skin or excisional biposy if diagnosis unclear
based on core biopsy



Abnormalities of the Breast Skin




BBD:Breast Erythema/Edema

Occurs based on obstruction of inflow vs
outflow

Management:US (cystic vs solid mass) with
FNA/core biopsy

Abscess aspirate completely, Abx therapy
Malignancy with require skin/lesion biopsy



BBD: Breast Abscess

Scott et. Al. Rate of malignancies in breast absce  sses and argument for ultrasound
drainage.American Journal of Surgery - Volume 192, Is  sue 6 (December 2006)

A 10-year retrospective review of 206 surgical biopsies after incision and drainage of breast
abscesses. A literature review of breast abscess treated with ultrasound-guided aspiration.

Over 10 years, 4.37% (9/206) patients were diagnosed with malignancy in the abscess cavity wall
tissue. None of the 197 patients with a negative biopsy returned with breast cancer. Single,
multiple, and combined aspiration success rates of 79.8% (364/458), 11.0% (50/458), and 90.9%
(482/532) with surgical intervention necessary in 9.1% (50/532). Ultrasound versus hand guidance
(92.5% versus 81.9 %, P < .01) improved success rate.

Conclusions
The rate of associated malignancies with breast abscess is very low and does not warrant

mandatory surgical drainage. The use of ultrasound-directed aspiration of breast abscesses is
effective and should be first-line therapy.



Special Cases

Pregnancy

Accelerated cellular growth due to cyclin d-1

US gudied FNA/Core biopsy.

Lactation/Benign excise post-partum
Malignancy excised under MAC

Male Breast
<1% of all breast ca

Most are a result of unilateral gynecomastia
US/Core biopsy
Excisonal biopsy if malignant



Screening

3 components to screening

1. Breast Self Exam
Every month 20 yrs old or older
2. Clinical Breast Exam
Detects 3%-45% missed by mammography
Sensitivity/specificity are 54% and 94% respectively
Every 3 yrs for 20-39 yrs old
Every year for 39 and older
3. Screening Mammography
Every year >40 yrs old

Other screening modalities include MRI and
US



