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Objectives

1. To understand workup and management of common breast
symptoms
To recognize common benign breast pathologies

3. To understand management of benign breast disease that elevates
breast cancer risk
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Case #1

* A 25 vyear old G1P1 with palpable right breast mass on

exam. Firm and mildly tender.
* Currently breastfeeding
* Family hx: Mother and MGM died of breast cancer in 40s

* What is the likely diaghosis?
* How will you proceed with workup?
* How would you describe the location of the lesion?
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Breast Exam Findings
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NCCN it Breast Cancer Screening and Diagnosis Discussion
PRESENTING DIAGNOSTIC IMAGING FINDINGS FOLLOW-UP
SIGNS/SYMPTOMS EVALUATION (Highest Imaging Category

by Mammogram and/or Ultrasound)

* BI-RADS category 1 (negative)
* BI-RADS category 2 (benign)
* BI-RADS category 3 (probably benign)

— BSCR-7

Diagnostic
mammogram
" |with tomosynthesi
+ ultrasound®®ff

Age 230 y

sP|™™

« BI-RADS category 4 (suspicious) Core needle

Palpable . — . B;-RAll.)S category 5 (highly suggestive |[——» bBioS%sg:hs
symptom¢S:dd If clinically @sound preferred9% - of malignancy) ( )

suspicious *

Age <30y

If low suspicion Symptom persists

on clinical breast

examination

(CBE): Consider

observing for 1-2 Screening

menstrual cycles| ‘Symptom resolves > (BSCR-1)

P Tomosynthesis can decrease call-back rates and improve cancer detection compared with 2D mammography alone.

©¢ Including mass, new-onset asymmetric thickening/nodularity, asymmetric breast enlargement, or change in shape/contour (which may be due to implant rupture). See
https://www.fda.gov/media/131885/download and BSCR-6.

dd |t is critical for the location of physical findings from CBE to be documented, as clock/quadrant location and distance from nipple to facilitate geographic correlation
with imaging findings.

€€ Ultrasound may not be necessary for a palpable finding with a definitively benign finding (eg, calcified fat necrosis) on mammogram.

ff CEM in combination with ultrasound may be used as an alternative if available.

99 If high suspicion for malignancy by ultrasound, obtain diagnostic mammogram.

hh Confirm geographic correlation between clinical and imaging findings.

Note: All recc dati are category 2A unless otherwise indicated.

BSCR-6

Varsion 2.2025, 03/28/25 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.

Nccen.org
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Fibroadenoma

e Common benign breast mass
 Can be monitored safely
e Removal only if painful or rapidly expanding

Breast - Fibroadenoma Lobulated circumscribed pale tan ovoid nodule with a
glistening cut surface, sharply demarcated from adjacent
Cystic change breast tissue
»

Non-neoplastic breast

METRIC 1 @Pathweb 4 5




15t Step in Determining Risk=
Review personal & family cancer history!
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New ACR Breast Cancer Screening Guidelines call for
earlier and more-intensive screening for high-risk
women

« Share 4 Recommend ¢ Bookmark

Black women considered high risk need earlier screening

New American College of Radiology” (ACR) breast cancer screening guidelines EXnow call for all women — particularly Black and Ashkenazi Jewish women — to have
risk assessment by age 25 to determine if screening earlier than age 40 is needed. The ACR continues to recommend annual screening starting at age 40 for women of
average risk, but earlier and more intensive screening for high-risk patients. The new ACR guidelines [ for high-risk women were published online May 3 in the Journal
of the American College of Radiology (JACREZ).

Taken from: https: //www.acr.org/Me dia-Center/ACR-Ne ws-Releases /2023/ New-ACR-Bre ast-Cancer-Scree ning-Gu id elines-call-for-earlier-screenin g-for-high-risk-
womentt :~:text=New%20American %20Co llege%200%20R adiolo gy %2 0% C2%AE%20%28 ACR%2 0%C2%AE%29,if%20screening%20earlier%20than %20age%2 040%20is%2 Oneed ed.
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National

comprehensive NCCN Guidelines Version 2.2025 NCCNTig[-se(;ngz ;;:j,ﬁ:
NCCN EOaiaein Breast Cancer Screening and Diagnosis -

BREAST SCREENING CONSIDERATIONS

General Considerations

* These guidelines are intended for individuals assigned female at birth with residual native breast tissue; however, these guidelines do not
provide screening guidance for transgender individuals. Certain organizations have developed consensus-based guidelines for transgender
individuals, such as the ACR Appropnateness Criteria. NCCN endorses these criteria. Transgender individuals should consult with their

- ether screening would be appropriate.
divic uals should undergo breast cancer risk assessment by age 25 years and be counseled regarding potential benefits, risks, and )
#nitations of breast screenlng in the context of thelr rlsk stratmcatnon

* Screening mammography dacreases breast cancer mortallty Dlgltal breast tomosynthesns is recommended when available. Multiple studies
show that tomosynthesis can decrease call-back rates and improve cancer detection compared with two-dimensional (2D) mammography
alone, though long-term data on incremental mortality reduction have not yet been demonstrated. Radiation exposure may be increased, but
remain within FDA guidelines and can be reduced with FDA-approved synthesized 2D reconstruction.

* Current evidence does not support the use of thermography as a screening procedure.

Upper Age Limit for Screening
* Upper age limit for mammographic screening is not yet established.

* Consider severe comorbid conditions limiting life expectancy (eg, 10 years) and whether therapeutic interventions would be appropriate
and acceptable to the patient.

Continued

Note: All r dations are category 2A unless otherwise indicated.

BSCR-A
10F 2

Version 22025, 0028/25 © 2025 National Comprehensive Cancer Network® (NCCN®), Al nghts reserved. NCCN Guidelines® and this dlustration may not be reproduced in ary form without the express wiitten permission of NCCN.

www.nccn.org
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Gathering Family Hx

e 15t 2nd 3rd degree
\ relatives
. *» Age of diagnosis
" * Age of death

i« Ppathology
* Any genetic testing

e Ethnicity (specifically
Ashkenazi Jewish)
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National . i . T
comprehensive NCCN Guidelines Version 2.2026 NCCN Guidelines Index

Table of Contents

Ry Cancer | Hereditary Cancer Testing Criteria S

TESTING CRITERIA FOR HIGH-PENETRANCE BREAST CANCER SUSCEPTIBILITY GENES
(Genes such as BRCA1, BRCA2, CDH1, PALB2, PTEN, STK11, and TP53. See GENE-A)29:h.ij

Testing is clinically indicated in the following scenarios:
* See General Testing Criteria on CRIT-1.
* Personal history of breast cancer with specific features:

»<50y
» Any age: » Any age (continued): tari
0 Treatment indications 0 Family history® g;:ena — GENE-1
- To aid in systemic treatment decisions using — 21 close blood relativeP with ANY:
PARP inhibitors for breast cancer in the metastatic = breast cancer at age <50 y
setting®! (See NCCN Guidelines for Breast Cancer) = male breast cancer
— To aid in adjuvant treatment decisions with * ovarian cancer
olaparib for high-risk,™ HER2-negative breast * pancreatic cancer . i
cancer} = prostate cancer with metastatic,9 or high- or

very-high-risk group (Initial Risk Stratification

v'Pathology/histology and Staging Workup in NCCN Guidelines for

- Triple-negative breast cancer Gz
— Multiple grimarx breast cancers (synchronous or Prostate Cancer) If criteria
metachronous) — 23 diagnoses of breast angllor prostate cancer If testing for otl_1er
— Lobular breast cancer with personal or family (any grade) on the same side of the family criteria hereditary
history of diffuse gastric cancer (See NCCN including the patient with breast cancer not moet syndromes
Guidelines for Genetic/Familial High-Risk o not met,
Assessment: Colorectal. Endometrial, and Gastric) con;nder then
testing -
¢ Male breast cancer e cancer
0 Ancestry: Ashkenazi Jewish g:'tz?:er screening
* Family history criteria: unaffected; or affected but does not meet above criteria hereditary as per
» Individual with a first- or second-degree blood relative meeting any of the criteria listed above (except syndromes NCCN .
unaffected individuals whose relatives meet criteria only for systemic therapy decision-making).” Screening
» Individuals who have a probability >5% of a BRCA1/2 P/LP variant based on prior probability models (eg, Tyrer- Guidelines

Cuzick, BRCAPro, CanRisk).®

Continued on

€ CRIT-3

8

= Footnotes on
8 CRIT-2A

; Note: All recommendations are category 2A unless otherwise indicated.

g CRIT-2

Version 2.2026, 10/10/25 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.
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Red Flags for Testing!!!

Personal or family hx of:

Multiple breast cancers
Breast cancer <50 y/o
Triple-negative breast cancer
Male breast cancer

Ovarian cancer

Pancreatic cancer

Metastatic prostate cancer
Ashkenazi Jewish
Family hx pathogenic variant (i.e., BRCA)
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Case #2

* A 66 year old with unilateral bloody nipple discharge.
* Concerned breast cancer risk due to dense breast tissue
* Family Hx: Father died of prostate cancer at 69

What is the most likely diagnosis?
* How do you proceed with workup?
* How do you address dense breasts?




Nipple Discharge

* Workup:
* Imaging
* Labs:
* TSH

* Prolactin
e bHCG

For Galactorrhea:

Antihypertensives

Reserpine

Methyldopa

Verapamil

Psychotropics

Selective serotonin reuptake inhibitors
Tricyclic antidepressants
Antipsychotics (e.g., haloperidol, fluphenazine, risperidone)
Antiemetics

Metoclopramide

Hormonal therapy

Oral contraceptives
Thyrotropin-releasing hormone
Analgesics

Opiates (e.g., methadone, codeine)




Nipple

discharge |
Non-milky ~Milky
discharge discharge
. Spontaneous or Pregnancy or
Often clear, bilateral, nonspontaneous, Often spontaneous, Qt rty Not pregnant
nonspontaneous, single or multi-duct single duct, postpartum
non-bloody unilateral or bilateral unilateral
I | I
Physiologic Benign Malignant
non-pathologic pathologic pathologic Lactation Galactorrhea
discharge discharge discharge
|
[ [ ] [ 1
Green, yellow, Bloody, serous, ) Non-
or brown or clear Purulent DCIS Hypothalamic- hypothalamic-
discharge discharge pituitary pituitary
L Ductal Intraductal L Periductal Invasive . N
ectasia papilloma mastitis breast cancer Prolactinoma | = Medications
Non-prolactin .
secreting — 4 z?yrzzltqon
pituitary tumor ystunct

H Kidney failure

Chest wall
lesion

L{ Idiopathic

Pleasant, 2022.
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National

: NCCN Guidelines Index
Comprehensive

NCCN Guidelines Version 2.2025

NCCN Bl Breast Cancer Screening and Diagnosis e Bl o
PRESENTING DIAGNOSTIC EVALUATION AND FOLLOW-UP FOLLOW-UP

SIGNS/SYMPTOMS AFTER IMAGING
* Observation

Age <40 y—> . .
* Educate to stop compression of the breast and report any spontaneous discharge

-lNon-spontaneous

or
multi-duct™ Age 240 y « Screening mammogram with tomosynthesisP if not done in the past year (BSCR-18)
* Educate to stop compression of the breast and report any spontaneous discharge
Core needle
biopsy if imaging
. abnormality
6-mo follow- Suspicious __|(BSCR-15)
i up physical progression g
Nipple =" examination Surgical excision
discharge™ imagiﬂg"for (BSCR-16)
no palpat:'lsww Age <30 y: . Refef for MRI BI-RADS |12 y*® Stable/ .
symptom"™ ultrasound * surgical et resolves
S : BI-RADS , category 1-3 Screening®®
diagnostic consultation or g
Category g (BSCR-1)
mammogram 1-3ibyy * MRI with Benign —{\5=2="
Spontaneous, with =g andtwmtlout Duct
unilateral, single|/ 'tomosynthesis contras excision®
duct, clear MRI BI-RADS ] See N(.?CN
or bloody, and category 4-5 Malignant —*|Guidelines for
persistent and Age 230 y: Breast Cancer
reproducible o diagnostic
examination™ mammogram I-RADS Core needle biopsy (BSCR-15);
with - tegory ‘ — »|surgical excision (BSCR-16) if not Consider surgical
:’Oﬂ::::zgzh::ls 5il amenable to core needle biopsy Benign »|consultation for
u duct excision®

P Tomosynthesis can decrease call-baci rove cancer detection

~compared with 2D mammography alone.

T Assessment Category Definitions (BSCR-C).

kk patients should be instructed to monitor for and report any changes.

I imaging modality would depend on original imaging. Probably benign findings are
typically monitored at 6, 12, and 24 months.

°0 Continue regular screening with age-appropriate imaging modality.

tt Alist of drugs that can cause nipple discharge (not all-inclusive): psychoactive
drugs, antihypertensive medications, opiates, oral contraceptives, and estrogen.

Uu For bilateral milky discharge consider endocrine workup.

Note: All r dati are category 2A unless otherwise indicated. I

and this

W If palpable symptom, see BSCR-6.

“WW Nipple smear cytology and ductography are not routinely recommended.

*x Spontaneous multi-duct discharge that is milky may be due to pregnancy,
and if not, should be evaluated for galactorrhea. Greenish, coffee-colored,
yellow, brown/black multi-duct discharge is nearly always non-neoplastic, and
reassurance can be provided. However, if the discharge is bothersome to the
patient, referral to a breast specialist may be considered.

¥¥ If BI-RADS category 3 finding is unrelated to nipple discharge, manage
mammographic finding by BSCR-18.

2z Based on clinical suspicion and patient preference.

BSCR-9

Version 2 2025, 03/28/25 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN

ion may not be

in any form without the express written permission of NCCN.
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Dense Breasts are a Risk Factor for Breast Cancer

© DenseBreast-info.org and Dr. Wendie Berg

Increased Risk

https://de nsebreast-info.org/for-patients /5-facts-you-sh ould-know/
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Dense Breasts

* ~50% population

Asmall cancer /, N A Even a large cancer
. { > - »
is easy to see / s is hard to see

£ 3 24 :

e Decreases sensitivity of
mammogram

* Providers required to
inform, but no
consensus on
supplemental
screening
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American College of Radiology (ACR)

Abstract

Early detection decreases breast cancer death. The ACR recommends annual screening beginning at age 40 for women of average risk
and earlier and/or more intensive screening for women at higher-than-average risk. For most women at higher-than-average risk, the
supplemental screening method of choice is breast MRI. Women with genetics-based increased risk, those with a calculated lifetime risk
of 20% or more, and those exposed to chest radiation at young ages are recommended to undergo MRI surveillance starting at ages 25 to
30 and annual mammography (with a variable starting age between 25 and 40, depending on the type of risk). Mutation carriers can
delay mammographic screening until age 40 if annual screening breast MRI is performed as recommended. Women diagnosed with
breast cancer before age 50 or with personal histories of breast cancer and dense breasts should undergo annual supplemental breast
MRI. Others with personal_hi ; i i ening, especially if other risk
factors are presef§ br those who
qualify for but cannot undergo breast MKRI, contrast-enhanced mammography or ulttasound could be considered. All women should

undergo risk assessment by age 25, especially Black women and women of Ashkenazi Jewish heritage, so that those at higher-than-

average risk can be identified and appropriate screening initiated.

AVETIEE TISK TN D€ TOeTTIea

CTEETIITg TTTTea.

Key Words: Breast cancer screening, breast cancer, higher risk populations, breast MR, breast cancer risk assessment

J Am Coll Radiol 2023;20:902-914. Copyright @ 2023 American College of Radiology

INTRODUCTION
Early detection decreases deaths from breast cancer [1-
5]. For women of average risk, the ACR recommends

annual screening mammography starting at age 40 [6].
Women at higher-than-average risk should, in general,
start surveillance with digital mammography (DM) at an

*Division Chicf, Breast Imaging, Massachusetts General Hospital, Boston,
Massachusetcs.

“Inecim Division Chicf, Breast Imaging, Emory University, Adhnt,
Georgia.

“Associate Chair for Faculty Mentoring, New York University Grossman
School of Medicine, New York, New York; Editor-in-Chief, Radiology.
New York University Grossman School of Medicine, New York, New
York.

“Elizabeth Wende Breast Care, Rochester, New York; Chair, ACR Com-
mission on Breast Imaging.

Corresponding author and reprines: Debra L. Monticciclo, MD, Massa-
chusetts General Hospital/Harvard Medical School, 55 Fruic Streer, Wang
219M, Boston, MA 02114; c-mail: dmonticciolo@mgh harvard.cdu.

9202
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of Breast Imaging, ABR. Reimbursed for travel expenses; leadership roles with
Society of Breast Imaging. American Board of Radiology. Unpaid. Dr Moy
declares grants from Siemens Research Grant, Gordon and Betty Moore
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British Society of Breast Radiology, European Society of Breast Imaging:
leadership roles with Board SBI and ISMRM; stock from Lunit; and Salary
support from RSNA. Dr Lee declares payment for expert testimony. Dr
Destounis declares consulting fees from advisory panel iCAD, Halogic; and
leadership roles as Chair, ACR Breast Commission. Dr Destounis is a part-
ner; and the other authors are non-pantner/non-parnership track/employees.

Copyright © 2023 American Callege of Raiology
1546-148023/536.00 ‘ 6 2

https://www.acr.org/Me dia-Center/ACR-Ne ws-Releases /2023/ New-ACR-Bre ast-Cancer-Scree ning-Guid elines-call-for-earlier-screenin g-for-high-risk-women

UNIVERSITY OF MICHIGAN HEALTH

MICHIGAN MEDICINE




National Comprehensive Cancer Network (NCCN)

National o . a -
comprehensive NCCN Guidelines Version 2.2025 e
1a I
NCCN Bl Breast Cancer Screening and Diagnosis Discussion
SCREENING OR SYMPTOM SCREENING/FOLLOW-UP®
CATEGORY?
Increased Risk: + Clinical encounter® 9" every 6-12 mo
» To begin when identified as being at increased risk by Gail Model

5-year risk of invasive breast cancer « Annual screening® mammogram®" with tomosynthesisP
21.7% in individuals 235 y (per Gail Model)l » To begin when identified as being at increased risk by Gail Model
» Consider risk reduction strat (see NCCN Guidelines for Breast Cancer Risk Reduction)
* Breast awareness™
« Clinical encounter®®! every 6-12 mo
» To begin at diagnosis of ADH or lobular neoplasia (LCIS/ALH)
+ Annual screening® mammogram®" with tomosynthesisP
» To begin at diagnosis of ADH or lobular neoplasia (LCIS/ALH) but not prior to age 30 y
« Consider annual breast MRI®*Y with and without contrast
———»| »Consider CEM® or MBI for those who qualify for but cannot undergo MRI. Whole breast
ultrasound® may be done if CEM or MBI is not available
» To begin at diagnosis of ADH or lobular neoplasia (LCIS/ALH) but not prior to age 25y
« Consider risk reduction strategies (see NCCN Guidelines for Breast Cancer Risk Reduction)
+ Breast awareness™

g

ADHY or Lobular neoplasia (LCIS/ALH)
and 220% residual lifetime risk

™ Clinical encounter® ! every 6-12 mo

» To begin when identified on mammography
« Annual screening® mammogram®" with tomosynthesisP
erogenously__,.| 1o begin no later than age 40 but not prior to age 30
dense breasts « Consider supplemental screening (BSCR-A)
« Consider risk reduction strategies (see NCCN Guidelines for Breast Cancer Risk Reduction)
* Breast awareness™

« Clinical encounter®d! every 6-12 mo
» To begin when identified on mammography
« Annual screening® mammogram®" with tomosynthesisP
» To begin no later than age 40 but not prior to age 30
« Breast MRIP*" with and without contrastd
Extremely —»| » To begin at age 50 but can consider starting at age 40
dense breasts « Consider CEMP or MBI® for those who qualify for but cannot undergo MRI. Whole breast
ultrasound® may be done if CEM or MBI is not available
« Consider risk reduction strategies (see NCCN Guidelines for Breast Cancer Risk Reducti
* Breast awareness™

Dense breast tissue
mammography in pallents
who do not meet anyllother
increased risk categ

Note: All recommendations are category 2A unless otherwise ini

BSCR-4

Version 2,2025, 03/28/25 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN

Nccn.com
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Case #3

* A 35 year old athlete with focal left breast pain.

* Family hx: none; reports Ashkenazi Jewish ancestry
* Meds: on cyclic OCP

* How do you proceed with workup?
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Medications Associated with Mastalgia

Mastalgia

Hormonal therapy

Oral contraceptives

Estrogen and progesterone hormonal therapy

Clomiphine

Antimicrobials

Metronidazole

Ketoconazole

Antihypertensives and cardiac medications

Methyldopa

Spironolactone

Digoxin

Psychotropics

Selective serotonin reuptake inhibitors (e.g., fluoxetine, sertraline, escitalopram)
Serotonin and norepinephrine reuptake inhibitors (e.g., velafaxine, duloxetine)
Tricyclic antidepressant (e.g., amitriptyline, imipramine, doxepin)
Antipsychotics (e.g., risperidone, haloperidol, chlorpromazine, zotepine, amisulpride)
Antihistamines

Cimetidine

Other medications

Oxymetholone

Domperidone

Carboprost

Pleasant, 2022.
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Mastalgia
Correlation with No correlation Referred pain to
menses with menses breast
Cyclic Noncyclic Extramammary
mastalgia mastalgia mastalgia
| |
| |
Bilateral Unilateral Generalized Localized
Excessive use t
Larg:izb;east 1 Trauma — of pectoralis Costochondritis
muscle
| | Hormonal | | Scar tissue or Intercostal
changes fat necrosis || neuralgia
. Post-
H Medications — Mastitis L1 thoracotomy
pain
Scar tissue or | | Malignancy
fat necrosis (less likely)
. Mastitis
Malignancy
(less likely)
Pleasant, 2022.
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National & 3 : e E
comprehensive NCCN Guidelines Version 2.2025 NCCN Guidelines Index

Table of Contents

NCCN ERiadin Breast Cancer Screening and Diagnosis Discussion
etwork
PRESENTING SIGNS AND SYMPTOMS FOLLOW-UP EVALUATION

Palpable symptoms ——» BSCR-6

Nipple ’
Persistent discharge > BSCR-9
ersisten .
or severe g HASt:i"cYaIaNd
breast painff phy .
e » BSCR-10
changes BSCLR-T0

Cyclic, diffuse,
non-focal pain » Reassurance999

(larger than * Treatment if needed/desired
No physical quadrant)999 Diagnostic
findings mammogramhhh
230 y —>|with
tomosynthesisP *BSCR-12
ica)i‘;al + ultrasound

<30 y — Ultrasound99

P Tomosynthesis can decrease call-back rates and improve cancer detection compared with 2D mammography alone.

99 If high suspicion for malignancy by ultrasound, obtain diagnostic mammogram.

fif Defined as a minimum of 4-6 weeks duration; prior to that, symptomatic management unless patient reports other symptoms also present such as associated redness
or mass. If other symptoms present, physical examination should be done at that time.

999 Ensure that mammographic screening is up-to-date.

hhh There are some clinical circumstances such as a suspected painful simple cyst in which ultrasound would be preferred as the first imaging modality and may suffice
for individuals aged 30-39 years. Mammogram may not be necessary if performed and results were negative within the past 6 months. See Discussion.

Note: All r dati are category 2A unless otherwise indicated.

BSCR-11

Version 2.2025, 03/28/25 © 2025 National Comprehensive Cancer Network” (NCCN®), All rights reserved. NCCN and this may not be rey ped in any form without the express written permission of NCCN

Nccen.org
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Mastalgia Treatment

e Well-fitted and supportive bras (sports bra)
* Dietary: limit caffeine, fat, salt

e Evening primrose oil (2,000-3,000mg/day)
 NSAIDS

* Heating pads

 OCP?

 FDA: danzol (100mg BID)

* Tamoxifen

* Bromocriptine
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Case #4

A 31 vyearold postpartum patient presents with painful
red breast. She is breastfeeding and is not fully

emptying from the right breast which is warm to touch.
* PMH: Hx Hodgkin’s Lymphoma
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Mastitis

Box 1. EMPIRIC ANTIBIOTIC MANAGEMENT"

58,74

First line
* Dicloxacillin or flucloxacillin 500 mg QID for 10-14
days
e Where dicloxacillin and flucloxacillin are not available,
cloxacillin can be used alternatively; however, oral
bioavailability is more variable with cloxacillin.’ All
drugs have low Relative Infant Dose of the drug.”®
* Cephalexin 500 mg QID for 10-14 days
o Broader coverage including gram negative rods; does
not need to be taken separately from meals
Second line
* Clindamycin 300 mg four times daily for 10-14 days
e Trimethoprim-sulfamethoxazole DS BID for 10-14
days
o Not recommended for mothers of children with
G6PD deficiency. Use with caution in mothers with
premature infants or infants w1th hyperbilirubinemia,
especially under 30 days old.”’

medicineclinlcal
protocol#36
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Refractory Mastitis

* If noimprovement:
— Consider MRSA
— Order breast imaging
— Breast milk culture
— Skin punch biopsy (Inflammatory breast cancer)
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Who is “high risk” for breast cancer?

Increased lifetime risk of

breast cancer

Radiation therapy with
exposure to breast tissue
between ages 10-30

Germline pathogenic High-risk breast lesion Lifetime risk =20% (due to
variant (ADH, ALH, LCIS) family history)

ADH, atypical ductal hyperplasia; ALH, atypical lobular hyperplasia; LCIS, lobular carcinoma in situ.

Pleasant et al., 2025
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Case #5

* An asymptomatic 52 year old underwent screening
mammogram and had BIRADS 4. She underwent biopsy
which showed atypical ductal hyperplasia.

 What is the next step?
* How will she be screened moving forward?
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https://radiologyassistantnl/breast/bi-rads /bi-rads-for-mammography-and-ultrasound-2013

Category

Management

Likelihood of cancer

Need additional
0) imaging or prior
examinations

Recall for additional
imaging and/or await prior
examinations

n/a

1 Negative

Routine screening

Essentially 0%

2 Benign

Routine screening

Essentially 0%

3 Probably Benign

Short interval-follow-up (6
month) or continued

>0 % but < 2%

4 Suspicious

Tissue diagnosis

4a. low suspicion for
malignancy (>2% to < 10%)

4b. moderate suspicion for
malignancy (>10% to < 50%)

4¢. high suspicion for
malignancy (>50% to <95%)

Highly suggestive
5 of malignancy

Tissue diagnosis

295%

6 Known biopsy-

proven

Surgical excision when
clinical appropriate

M UNIVERSITY OF MICHIGAN HEALTH
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Benign Breast Disease & Associated Cancer Risk

Non-proliferative disease
= Cyst (simple) 0.75-1.27
* Apocrine metaplasia

Proliferative without atypia
Fibroadenoma

PASHT

Flat epithelial atypia* 1.3-2.1
Intraductal papilloma

Usual ductal hyperplasia

Sclerosing adenosis

Radial scar

Benign Breast Lesion
(1s1d anne|ay)
)SIY 192ue?) Jsealg paleldossy

Atypical hyperplasia
= ADH
= ALH

Lobular carcinoma in situ m
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Breast MRI

* High sensitivity
* Supplemental imaging for those at increased risk
* |V contrast with gadolinium

— FDA: can stay in brain for months or years; no
harm to date
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https://www.breastlink.com/services/ breast-imaging/breast-mri/
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Challenges to Breast MRI

* COST!

* Anxiety & claustrophobia—>

— Benzodiazepine
— Abbreviated MRI

i+ Unable to lie prone
* False positives
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Conclusions
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Conclusions

® Diagnostic imaging is generally indicated for most breast symptoms
® Use visit as opportunity to explore family cancer history
® Not everything is breast cancer, but... breast cancer is common

; V1
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Thank you!
vershap@med.umich.edu
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