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Abstract

Background: Breast masses have a variety of etiologies, benign and malignant.
Fibroadenoma is the most common benign breast mass; invasive ductal carcinoma
is the most common malignancy. ! Most masses are benign, but breast cancer is
the most common cancer and the second leading cause of cancer deaths in
women.

Aim: to assess the patients with breast lump that consult the breast clinic in
different age group.

Patient and method: This prospective descriptive study was carried out at the
breast clinic in Allmamain Alkadhmain Medical City , during the period of 10
October 2018 to 1 April 2019 . A total 100 patients with palpable breast lump were
included in the study. Age of the patients was between 18 to 59 years.

Result and discussion: In most of the patients with breast lump ultrasound and fine
needle aspiration cytology were done . Among the study population 95% had
benign lesions, Breast carcinoma accounted for 5% casess. Fibroadenoma was the
most common benign lesion (59 %) followed by fibroadenosis (12%) . Here we
attempted to find out the age incidence of breast lump and its correlation with
clinical features, FNAC findings and histopathological report to improve the
accuracy of diagnosis and management of breast disease.

Conclusion: From this study, we can say that most common breast mass are benign
(95 %) Fibroadenoma followed by fibroadenosis and the malignant is (5%) . The
probability of developing breast cancer increases with age, throughout life.
Women who are at greater than normal risk of developing breast cancer, should
be identified by proper health education and employing screening program by
regular self examination of breast, physical examination by doctors and
mammography. Any suspicious lesion must have a cytological diagnosis. Early
detection of breast lump, differentiation between benign and malignant lesions
and proper treatment has an immense value.
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Introduction

reast masses have a variety of etiologies, benign and malignant.
Fibroadenoma is the most common benign breast mass; invasive ductal
carcinoma is the most common malignancy. * Most masses are benign,
but breast cancer is the most common cancer and the second leading
cause of cancer deaths in women. 2 Although most breast cancers occur in women
older than 50 years, 31 percent of women diagnosed with breast cancer between
1996 and 2000 were younger than 50 years. 3 An efficient & accurate evaluation
can maximize cancer detection and minimize unnecessary testing and procedures.?

Initial Evaluation

HISTORY

A thorough patient history is necessary for the physician to identify risk factors for
breast cancer. Some risk factors are well-established, and others indicate probable
or possible increased risk (Tables 1 and 2). +14

PHYSICAL EXAMINATION
A complete clinical breast examination (CBE) includes an assessment of both
breasts and the chest, axillae, and regional lymphatics. In premenopausal women,
the CBE is best done the week following menses, when breast tissue is least
engorged. With the patient in an upright position, the physician visually inspects
the breasts, noting

asymmetry, nipple discharge, — et

. . Relevant History in Women with Palpable Breast Masses
obvious masses, and skin

Breoast lump characteristics Medical and surgical history

changes, such as dimpling,
inflammation, rashes, and
unilateral nipple retraction or
inversion. *°

With the patient supine and
one arm raised, the physician
thoroughly palpates breast
tissue on the raised-arm side
in the superficial,
intermediate, and deep tissue
planes (i.e., the “triple touch”
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technique); axilla; supraclavicular area; neck; and chest wall, assessing the size,
texture, and location of any masses. > The physician should note the size of the
masses to document changes over time. Next, the physician should inspect the
areola-nipple complex for any discharge. CBE sensitivity can be improved by longer
duration (i.e., five to 10 minutes) and increased precision (i.e., using a systematic
pattern, varying palpation pressure, and using three finger pads and circular
motions). 116

Benign masses generally cause no skin change and are smooth, soft to firm, and
mobile, with well-defined margins. Diffuse, symmetric thickening, which is
common in the upper outer quadrants, may indicate fibrocystic changes.
Malignant masses generally are hard, immobile, and fixed to surrounding skin and
soft tissue, with poorly defined or irregular margins. * However, mobile or

nonfixed masses can be

. TABLE 2
cancerous. Infections such as  gisk ractors for Breast Cancer
mastitis and cellulitis tend to

Wall-established risk factors Probable risk factors

Age 50 of older Alcohol consumpton
be erythematous' tender' and fenign breast disease. sspecially cystic Did not breastfeed
warm to th e touch . they may daease, proliferative types of hyperplosa Flevated endogenous estrogen lpvels

’ and atypical hyperplasa High B
be more circumscribed if an  fweswe o onmng adion Hormanal contraception therapy
. . Hest chiidbirth sfter age 20 ncreased marvnographic density of brewst tissu

abscess has formed. Similar e socosconome st Menarche before age 12

History of beeast cances

symptoms may occur in History of breast cancer in a first-degree

relative

Menopause after age 45
Mutations in BRCA 1 and BRCA 2 genes

patients with inflammatory  iemone neasy T "‘: factors
N'A“r{»d' w Shemic axposue
bt & - g e Diet vgh in fat
b reaSt Ca n Ce r. The refore’ EGLRG TR R 10 i Diet low in beta caroteng, folate, and vitaming
caution should be wused in Aand €
. . . Diet low in fruns and vegetables
assessing patients with :
DA w BOdy et e
suspected breast infections.*® G0 OBk AS SCrOANE I3 PECOT AR ety Y 5 B ROt OO

Wormanon from refevences & throogh T4

2

Digital palpation of the breast

is effective in detecting masses and can help determine whether a mass is benign
or malignant. > CBE can detect up to 44 percent of cancers, up to 29 percent of
which would not have been detected by mammography. > Despite its accuracy,
CBE alone is not adequate for definitive diagnosis of breast cancer.Further
evaluation, including follow-up examinations, imaging, and tissue sampling, is
required in all patients with breast masses.’
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Imaging
ULTRASONOGRAPHY

Ultrasonography can effectively distinguish solid masses from cysts, which account
for approximately 25 percent of breast lesions. ¥¥1° When strict criteria for cyst
diagnosis are met, ultrasonography has a sensitivity of 89 percent and a specificity
of 78 percent in detecting abnormalities in symptomatic women. 8 Recurrent or
complex cysts may signal malignancy; therefore, further evaluation of these
lesions is required. *°

Although ultrasonography is not considered a screening test, it is more sensitive
than mammography in detecting lesions in women with dense breast tissue. 18,20
It is useful in discriminating between benign and malignant solid masses, 2! and it
is superior to mammography in diagnosing clinically benign palpable masses (i.e.,
up to 97 percent accuracy versus 87 percent for mammography). 2

DIAGNOSTIC MAMMOGRAPHY

Diagnostic mammography can help physicians determine whether a lesion is
potentially malignant, and it also screens for occult disease in surrounding tissue. A
radio-opaque ball bearing marks the location of the mass, and spot compression
and magnificationviews can clarify the breast mass and determine its density. If old
films are available, they are compared with the new images. Diagnostic
mammography is up to 87 percent sensitive in detecting cancer. 2 Its specificity is
88 percent, and its positive predictive value may be as high as 22 percent. 2

DIGITAL MAMMOGRAPHY

Digital mammography allows images to be enhanced and transmitted
electronically.

The ability to alter contrast and brightness permits furtherevaluation of abnormal
areasto identify features diagnosticof benign and malignant disease. 23%° Although
the overallcancer-detection rate is similar in screen-field and full-field
mammography, screen-field imaging has better image quality and less artifact and
requires fewer patient recalls. 242°
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In addition to its usefulness in tele-mammography, digital mammography may be
more accurate than traditional mammography; studies comparing the methods are
underway. Potential new techniques include three-dimensional imaging, lower-
dose radiation, dual energy subtraction, contrast-enhancement imaging, and
computerassisted diagnosis. 22426

MAGNETIC RESONANCE IMAGING

Magnetic resonance imaging (MRI) is being studied to determine its usefulness in
diagnosing breast masses. Gadolinium contrast is used to enhance the vascularity
of malignant lesions. Although MRI is highly sensitive (85 to 100 percent), it lacks
specificity(47 to 67 percent). 28 MRl is inferior to mammography in detecting in
situ cancers and cancers smaller than 3 mm, and it provides no cost benefit over
excisional biopsy for verifying malignancy. 2/?8

Research suggests two potential roles for MRI in breast mass diagnosis: evaluating
patients with silicone breast implants 29 and assessing patients in whom
evaluation by ultrasonography and mammography is problematic. The latter group
includes patients who have had breast-conserving surgery; patients with known
carcinoma in whom multifocal, ipsilateral, or contralateral disease must be ruled
out; patients with axillary metastasis and an unknown primary; patients with
extensive postoperative scarring; and patients with extremely dense parenchyma.
28,30-32

A recent study 33 compared the effectiveness of mammography and MRI in
women with a family history of breast cancer or a genetic susceptibility to the
disease. The sensitivity of MRI was higher than that of mammography in detecting
breast cancer, and MRI was better able to discriminate between benign and
malignant lesions. 3032

Although MRI improves detection of early breast cancers in carriers of BRCA

mutations, it has lower specificity than mammography, which requires additional
evaluations. It also has a limited sensitivity in detecting ductal carcinoma in situ.3!
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Tissue Studies
FINE-NEEDLE ASPIRATION

The first step in evaluating patients with palpable breast masses often is fine-
needle aspiration (FNA), in which a 22- to 25gauge needle is used to aspirate cystic
fluid or sample solid lesions for cytology. In some patients, the lesion completely
resolves after FNA, and no further diagnostic work-up is required. However, when
imaging is indicated after FNA, cyst wall disruption caused by the procedure may
make imaging more difficult to evaluate. The problem may be avoided by
scheduling imaging studies up to two weeks after FNA and notifying the radiologist
of the recent procedure. 34

FNA also is used with ultrasonography or stereotactic imaging to further assess
poorly defined palpable masses. When sampling inpatients with solid lesions is
adequate, FNA is highly sensitive for malignancy (98 to 99 percent) and has a
positive predictive value of 99 percent and a negative predictive value of 86 to 99
percent. 3> Sample adequacies is of some concern; one study 36 rated 28 percent
of samples as inadequate and another 22 percent as less than optimal. The
physician’s training and experience may be a key factor in obtaining adequate
samples. 36

CORE-NEEDLE BIOPSY

Core-needle biopsy (CNB) produces a larger tissue sample than FNA and may be
used in conjunction with ultrasonography or stereotactic imaging for small or
difficult-to-palpate lesions. Local anesthesia is required. A 14- to 18-gauge cutting
needle is used to obtain two to six slender cores of tissue for histology. 3 The
sensitivity of ultrasonography-guided CNB may be as high as 99 percent in
diagnosing malignancy in palpable lesions and 93 percent in nonpalpable lesions. *
Specimens can be used to differentiate between in situ and invasive carcinoma,
and to identify hormone-receptor levels. 3° Results vary depending on radiographic
guidance, the size of the needle, and the number of cores sampled. A minimum of
four cores is suggested to achieve greater accuracy. 3’28 Insufficient specimens are
rare. 38 Compared with FNA, CNB takes more time and requires specific training
and patient anesthesia, but it has a higher positive predictive value for suspicious
and atypical results and may provide an overall cost benefit. 38
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EXCISIONAL BIOPSY

Excisional biopsy is the gold standard for evaluating breast masses. It is performed
in an operating room under local or general anesthesia and results in the removal
of the entire lesion. Excisional biopsy is diagnostic and therapeutic: a completely
removed mass with good margins of normal tissue may mean that further surgery
is not required. An incisional biopsy (i.e., removal of a portion of the lesion)
generally is used for tissue diagnosis in large tumors when CNB is non-diagnostic.
Excisional biopsy is indicated in patients with clinically suspicious lesionsand lesions
in which imaging or tissue studies are equivocal. 40-43 With the increased use of
CNB, the need for diagnostic excisional biopsy has declined. **Triple Test The triple
test is the combination of results from CBE, imaging, and tissue sampling. 4¥4>#
When the three assessments are performed adequately and produce concordant
results, the triple testdiagnostic accuracy approachesl00 percent. 41,45,46
Discordantresults or resultsthat cannot beevaluated may indicate the needfor
excisional biopsy. #°

The Triple Test Score (TTS) was developed to help physicians interpret discordant
triple test results. ***2A three-point scale is used to score each component of the
triple test (1 = benign, 2 = suspicious, 3 = malignant). A TTS of 3 or 4 is consistent
with a benign lesion; a TTS of 6 or more indicates possible malignancy that may
require surgical intervention. Excisional biopsy is recommended in patients with a
TTS of 5 to obtain a definitive diagnosis.

DIAGNOSTIC EVALUATION PROCESS

After the patient history is obtained and the CBE is performed, the next diagnostic
step is determined by the patient’s age and the physician’s experience with
performing office-based FNA (Figure 1).Physicians trained in FNA may choose this
procedure for two reasons: it is office-based and may be performed during the
same clinical visit, and cystic lesions that resolve on aspiration spare the patient
further work-up. #°

If FNA reveals a solid lesion, evaluation with diagnostic mammography should be
performed next 3*8: ultrasonography may be considered in women younger than
40 years. 41 If all three elements (CBE, FNA, and imaging) indicate benign disease
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(i.e., TTS of 3), the patient may be followed with another examination in four to six
weeks, 4248

If all triple test elements are positive (i.e., suggestive of malignancy), surgical
intervention is indicated. *° Patients with discordant results and a TTS of 4 may be
followed withrepeat examination, but excisional biopsy or referral to a breast
specialist is indicated in patients witha TTS of 5 or higher. % CNB may be
performed to enhance the triple test accuracy if it was not used previously. 3&4/|f
FNA is not feasible during the initial presentation, ultrasonography should be
considered to rule out cystic disease and delineate lesion margins. 2% Cystic
lesions may be aspirated. Solid lesions should be evaluated with mammography,
which often can be done during the same visit, to further delineate lesion margins
and to screen for occult disease in the ipsilateral and contralateral breast,
particularly in women older than 40 years. *° Solid lesions will then require FNA or
CNB 8 to complete the triple test. Further management should be implemented as
described in Figure 1.

Management of Women with Palpable Breast Masses

Ultrasonography Porminant breast rmass

Not visualized Simple cyst Complex cyst
l or solid mass
) }
Mammography Aspirate, then repeat Mammography
and fine-reedle clinical breast and fine-needle
aspliration or examination in aspiration or
core-needle biopsy 410 6 weeks. core-needle biopsy
Fine-needie aspiration
Cyst Solid mass
v ) R ;
Residual mass No residual Malignant Atypical Benign Nondiagnostic
or bloody fluid mass l or suspicious l l
' v '
Is patient Repeat clinical Definitive Core-needle Mammography Is patlent
40 years breast treatment biopsy or 40 years
or older? examination excisional or older?
in4to biopsy,
6 weeks, or refer
Positive Negative
Yes No l l Yes No
l L Ultrasonography Repeat clinical
of core-needle breast
grap u blopsy ) phy L graphy
or core-needle or core-needle in4to or core-needle or core-needie
biopsy biopsy 6 weeks. biopsy biopsy

Figure 1. Diagnostic algorithm for patients with palpable breast mass.
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Aim of the Study

Assessment of the patient with breast mass that consult Al-lmamain Alkadhmain
Medical city.

Patients And Method

This is a prospective descriptive study carried out at the Departement of Surgery,
Al-Imamain Alkadhmain Medical City in Baghdad at the breast clinic . all patient
who presented with discrete breast mass to our hospital were included to the
study for seven months in the period of 10 October 2018 to 1 April 2019 . triple
assessment was done to the patients and this include full detailed history and
clinical examination (history include patients name ,age ,occupation , residence
,marital status ,association of the breast mass such as pain nipple discharge...etc.
family history of breast cancer ,history of OCP use ,breast feeding ,smoking
,clinical examination include examination of the diseased breast and compare with
the other breast this include mass site ,size ,consistency ,shape and also
examination of the axilla) .imaging that done to the patient was ultrasound and the
histopathology was fine needle aspiration . modality of patients treatment was also
included to the study .
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Managementof Breast Mass | Research sheet

Patient name Age (
Marital status Residence:
Occupation

Chief complain and association
Past medical:

Past surgical:

Family history:

Gynecological history:

e Menarche:

e Regular irregular

e Using of OCP

e Using of HRT

e Social history :smoking alcoholic

Clinical examination:

e Site

e Size

e Shape

e (Consistency

e |maging:

e Histopathology:

e Treatment:
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Results

Age

100 patients participate in the study, there age where ranging from 18 — 59 year,
with mean of (35.46). As shown in table 3.

Table 3: Age of the patients in the study.

Age group Number of patients
10-19 6(6%)

20-29 34(34%)

30-39 24(24%)

40 —-49 20(20%)

50-59 16(16%)

Marital Status

Twelve patients (12%) were single, while eighty-eight patients (88%) were married.
As shown in table 4 and figure 2.

Table 4: patient number and percentage according to marital status in the study.

Marital status Number of cases Percentage
Married 88 88 %
Single 12 12 %
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Figure 2: patient number and percentage according to marital status in the study

Breast feeding

B Married M Single

Forty-six (46%) patients were have a negative history of breast feeding, while fifty-
four (54%) of the patients were have a positive history of breast feeding. As shown

in table 5 and figure 3.

Table 5: The number and percentage of the patients regarding the breast feeding.

Breast feeding Number of cases Percentage
No 46 46%
Yes 54 54%
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HYes ENo

Figure 3: The number of the patients regarding the breast feeding.

Drug history (contraceptive pills)

Forty-nine (49%) patients were not taking oral contraceptive pills (OCP), while fifty-
one (51%) of the patients were taking OCP. One the other hand none of the
patients were taking hormone replacement therapy (HRT). As shown in table 6 and

figure 4.

Table 6: The number and percentage of the patients regarding the contraceptive

use.
Drug History (contraceptive use ) | Number of cases Percentage
Yes 51 51%
No 49 49%
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HYes ENo

Figure 4: The number of the patients regarding the drug history.

Site

Regarding the site of the breast mass, 55% of the patients were having a left side
breast mass and 42% of the patients were having a right-side breast mass, while
only 3% of the patients were have a bilateral breast mass. As shown in table 7 and

figure 5.

Table 7: The number and percentage of the patients regarding the site of the

breast mass.

Site Number of cases Percentage
Bilateral 3 3%

Left 55 55%

Right 42 42%
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M Bilateral M Left M Right

Figure 5: The percent of the patients regarding the site of the breast mass.
Diagnosis according to the ultrasound and fine needle aspiration

Regarding the diagnosis, 59% of the patients were having fiboroadenomamass,12%
of the patients were having fibroadenosis, 9% of the patients were having mastitis,
6% of the patients were having ductectasia, 4% of the patients were having
abscess, 5% of the patients were having lipoma, while 3% and 2% of the patients
were having mammary adenocarcinoma, invasive ductal carcinoma respectively. As
shown in table 8.

Table 8: The number and percentage of the patients diagnosis according to
ultrasound and fine needle aspiration.

Diagnosis Number of cases | Percentage
Abscess 4 4%
Ductectasia 6 6%
Fibroadenoma 59 59%
Fibroadenosis 12 12%
Invasive ductal carcinoma 2 2%

Lipoma 5 5%
Mammary adenocarcinoma 3 3%
Mastitis 9 9%
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Treatment and outcome:

Regarding the treatment, conservative method ( 64% ) ,surgical (23%) , drainage
and AB (4%) , analgesia and AB (9%). As shown in table 9.

Table 9: The number of the patients according to the modality of treatment.

Diagnosis Number of cases | Treatment
Abscess 4(4%) Drainage and Anti-biotics
Ductectasia 4(4%) Conservative
2(2%) Surgical
Fibroadenoma 16(16%) Surgical
43(43%) Conservative
Fibroadenosis 12(12%) Conservative
Invasive ductal carcinoma | 2(2%) Surgical
Lipoma 5(5%) Conservative
Mammary adenocarcinoma | 3(3%) Surgical
Mastitis 9(9%) Analgesia and Anti-biotics

Table 10: Relation of age group to ( marital status ,contraceptive use ,breast
feeding and diagnosis.

Age group | Single | married Contraceptive | Breast Dx (benign) | Dx

pills use feeding (malignant)
10-19 2(2%) | 4(4%) o) 1(1%) 6(6%) 0
20-29 7(7%) | 27(27%) 9 (9%) 11(11%) 33(33%) 1(%)
30-39 2(2%) | 22(22%) 15(15%) 18(18%) 23(23%) 1(1%
40-49 1(1%) | 19(19%) 8(8 %) 14(14%) 19(19%) 1(1%
50— 59 0 16(16%) | 11 (11%) 10(10%) 14(14%) 2(2%
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Discussion

100 patients participate in the study, there age where ranging from 18 — 59 year
old the most common age presentation is in the second decade (20-29)
followed by third decade (30 — 39 ) that agree with(Faridpur Med. Coll. J.
2013;8(2):56-58) (29)

according to the marital status twelve patients (12%) were singles and eighty eight
patients (88%) were married, married cancer patients have lower mortality than
unmarried patients (30).

According to the breast feeding , Forty-six (46%) patients were have a negative
history of breast feeding, while fifty-four (54%) of the patients were have a positive
history of breast feeding ,the breast feeding lowering the risk of breast cancer
(Barbara Wilson-Clay, BS, IBCLC).

Regarding the diagnosis most of the patients in this series (95%) show a benign
feature clinically (most common benign lesion is fibroadenoma followed by
fibroadenosis ,mastitis ,ductectasia,lipoma abcess ) , while the patient that have a
malignant features count about 5% (2% were invasive ductal carcinoma and 3%
were mammary adenocarcinoma), this agree with ( between 41 and 55 the rate
was 5%, and in those over 55 it was 21%.

The predominant finding in young women was a fibroadenoma. In the middle age
range fibrocystic change was most common, and in postmenopausal women most

of the lesions were malignant. (30).

according to the treatment of patient the conservative method is most common
modality of treatment used in this study (64%).
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Conclusion

From this study, we can say that most common breast mass are benign (95 %)
Fibroadenoma followed by fibroadenosis and the malignant is (5%) . The
probability of developing breast cancer increases with age, throughout life.
Women who are at greater than normal risk of developing breast cancer, should
be identified by proper health education and employing screening program by
regular self examination of breast, physical examination by doctors and
mammography. Any suspicious lesion must have a cytological diagnosis. Early
detection of breast lump, differentiation between benign and malignant lesions
and proper treatment has an immense value .
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