When Cancer's Not the Answer: A Radiologic Review of Infectious and

Breast Pathologies

Learning Objectives Bilateral Breast Abscesses

1. To review imaging presentations of commonly encountered breast

Edematous changes

" History: 36 yof presents to

breasts.

infections in both healthy and immunocompromised women. Cases will ' e o o = g S e ae
iInclude: subareolar abscess, infected sebaceous cyst, mastitis, post- e D : abscesses. 10cc of purulent
biopsy infection, and parasitic infection. S S S, = Y . 1 fluid was drained from both

2. To review imaging presentations of inflammatory breast conditions
such as Granulomatous Mastitis and Diabetic Mastopathy.

Targeted Left Breast US:
Focal fluid collection with
internal debris at 3:00 to
5:00 measuring 2.0x 3.7 x

PN

3.To provide a multimodality pictorial review of pathologies of the infected
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or inflamed breast, while highlighting optimal imaging modalities. P RESTe thickening/edema.
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Breast involvement by inflammatory or infectious diseases are History: 27 yof with diffuse swelling and erythema of the left breast. = I 0 = mea;:”"g,?"z"z‘,"t";'gk,
commonly encountered by radiologists and may present a diagnostic US: Skin thickening with edematous changes within the skin as well as small areas of = R 1 icining. No sssociated
challenge. Many of these breast conditions can clinically resemble a elongated linear fluid. No evidence of focal collections or discrete abscess formation. i o : EESS  ascularity within the
malignancy, such as Inflammatory Breast Cancer, and may require biopsy. The cobblestone appearance is caused by fluid surrounding echogenic structures in ~r Shecace;
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Granulomatous mastitis is a very rare inflammatory disease of theSUbeUTanEQUFURUE, . R .
6. 0'clock ; }5\ Patient responded well to

unknown origin that can mimic carcinoma (1). Mammographic features
range from normal findings in patients with dense breasts to masses with
benign or malignant features. The sonographic appearance of multiple
clustered, hypoechoic tubular lesions is sometimes associated with a
large, hypoechoic mass and has been considered suggestive of the
disease (2). : T

Diabetic mastopathy manifests clinically as a large, painless, firm , gestation presents with
breast mass that is usually indistinguishable from breast cancer (3). There 2> A fe'f?;‘fer:::?n”ts::ge‘z;rﬂ;'f
is frequently multicentric or bilateral involvement, often occurring in late : i .
stages of the disease. The most common mammographic findings are A : Eey Targeted Left Breast US:
asymmetries or masses with benign or malignant features. Such lesions : =  _ Marked skin thickening and
are often masked by dense glandular tissue, resulting in a challenging increased vascularity
mammographic evaluation. Sonographic evaluation demonstrates irregular 2 c.Fron Nipple e NN £reatestin the subareolar
hypoechoic masses with marked posterior acoustic shadowing (4). S ;?g;in‘;l;i']?;i;;es:i\:‘p?ne::s'c

Breast abscesses are often complications of infectious mastitis and ; :

. - . . ‘v; representing prominent
generally occur in young women (5). Traditional treatment with surgical ' < vessels due to considerable

antibiotics.

Infected Sebaceous stt

History: 40 year-old female with a
palpable nodule beneath the left
breast for 1-2 years. The nodule
became increasingly enlarged and
inflamed x 1 week.

Cellulitis

History: 39 yof 35wk
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incision and drainage is no longer recommended as a first-line approach, _ ;‘“f" hyperemia.

as the role of the radiologist has increased to include the need to identify ' %,. o = S Bscs il coilisc

and characterize these infectious collections as well as perform T~ L v . A =
;! identified. There are 11 CR FROW NIPPLE \

percutaneous drainage (6). In the first 12 weeks after birth, breast ! —_— B - cmatouschanges seen in
abscesses are referred to as puerperal or lactational abscesses and are : - the superficial breast tissue.
caused by bacteria that enter via a small skin laceration. Breast abscesses SCAWING LAT T0 NIPPLE e PPRREL SO
that occur outside of the breast-feeding period are termed nonpuerperal N
and are categorized according to location, either periareolar or peripheral. " malignancy.
Periareolar nonpuerperal abscesses are the most common form of i
abscesses that develop outside of the breast-feeding period . Mastitis is a Fat NeC roSIS POSt'B | oDnsS Infectl on
complication most often encountered in primiparous women and can —b
develop in breast-feeding women (6).

Knowledge of all these entities is essential in diagnosis and clinical = s X‘
management, and ultimately helps differentiate malignant from benign ¥ : . y | T - ;\w
breast lesions. : : - i S |
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US: Diffuse skin thickening with a
hypervascularovoid cystic lesion containing
debris, consistent with an infected sebaceous
cyst at the site of the clinically palpable mass.

Mammography (Left CC, MLO): No evidence of

US: Hypoechoic ovoid mass at 1 o'clock 6cm
from the nipple. The patient underwent

4 ultrasound-guided core biopsy, which
G L/ demonstrated Invasive Ductal Carcinoma.
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cm TRV s 8., VIRI (7 days post biopsy): Obliquely oriented
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and skin calcificationsare also seen.

US: Targeted ultrasound at the palpable lump demonstratesa 7.0 x
6.5 x 3.5cm circumscribed ovoid mass with echogenic, shadowing
wallscorresponding to the mammographic finding.

The patient responded well to a course of
antibiotics.
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Inflammatory

Postpartum Mastitis

. l - - ) History: 16 year-old
S BT e - female 3 weeks

— T

postpartum who
presents with left-sided
breast pain, erythema

f and swelling.
o et Slefy, US: Diffuse skin
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Egniéz'str:tes hypoech History: 31 year-old female with palpable
. o oic septated areas with lump in left breast.
s mobile debris
- “J throughout the left Mammography: Focal area of dense
RS et AN breast. fibroglandular tissue in the upper outer

quadrant of the left breast. The triangular
skin marker placed on the palpable lump lies
directly over the area of dense tissue.

Subareolar Abscess

VIR|: Retroareolarring-like
: enhancement surrounding
R o ) a non-enhancing center
& /8 L IS A Ay . associated with skin
N ¥ ' W thickening.
W 3 .

- A US: Hypoechoic lesion
"'t . % i . containing echogenic
- debris in the subareolar
region. This was a biopsy
proven abscess.

US: Solid mass with multiple clustered
tubular hypoechoic extensions. This lesion
was biopsy proven Ganulomatous Mastitis.

Diabetic Mastopathy
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Targeted R Breast US: At the site of palpable mass
indicated by the patient there is a 10 x 9 mm hypoechoic

History: 39 year-old female with history
of DM presents with palpable lump in

right breast. solid mass with lobular anterior border. No associated
vascularity.

Mammography: A triangular skin marker

was placed at the site of lump indicated Pathology: Benign breast parenchyma with dense

stromal fibrosis and focal periductal mild chronic
inflammation. No evidence of malignancy.

by the patient. There is heterogeneously
dense fibroglandular tissue.

Differential Diagnosis

Inflammatory Breast Cancer

Inflammatory breast carcinoma (IBC) is
an extremely aggressive, highly malignant
form of breast cancer that involves the
dermal lymphatic vessels (5).

Distinguishing IBC from benign
inflammatory conditions such as infectious
or inflammatory mastitis can be challenging,
as the clinical symptoms of IBC such as
thickened skin, increased breast size,
o Vw,/ g Fendernesg and.warm_th often mimic
ey mw‘j“'\‘ﬁ & slosk ""’plj“ ‘;(/ inflammation or |r.1fe(.:t|o_n (1Q).

\{) Mammographic findings include
pleomorphic calcifications, multiple masses
or architectural distortion. US can help
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B s = differentiate a benign cystic mass from a
f"} . - solid mass (13).
History: 53 yof with left breast swelling, erythema, nipple retraction and Confirmation of the diagnosis of IBC is
) . . palpable mass. D Yo . = ffesl avidlemae
History: 66 year-old female from Cameroon presents for routine screening mammogram. Marimosraphy: Thereis diffuse edema and skin thickening The breast
parenchyma is uniformly more dense than on the prior mammogram without
y . 9 " : : focal mass or calcifications seen. Left
Mamm ograp h y: Bilateral Sefpent]ne calcificationsin the retroareolar regions that are stable US: Survey ultrasound demonstrates multiple solid irregular masses throughout Red S
theleft breast,the largest of which is at 6:00 Scm from the nipple measuring 3.6 2 0'clock

from 2011 and likely represent prior parasiticinfection. X21x15 cm.



