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Patient Presentation

48-year-old female presents with a 3-month history of right breast pain 
and a 1-month history of a palpable right breast mass. She previously 
underwent routine mammography 3 and 5 years prior, which 
demonstrated no suspicious masses or calcifications (BI-RADS 1). Her 
breasts were noted to be heterogeneously dense, potentially limiting 
mammographic sensitivity. Past medical history is notable for a prior 
benign right breast biopsy at age 37 and basal cell carcinoma at age 31. 



Risk Factors

Family history

• Maternal grandmother: bilateral inflammatory breast cancer (age 78)

• Mother: melanoma

• Maternal grandfather: lung cancer

Breast composition

• Heterogeneously dense breast tissue (ACR Category C)



What Imaging Should We Order?



ACR Appropriateness Criteria
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Diagnostic Mammogram
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Diagnostic Mammogram
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Right Breast Ultrasound

• 3.2 x 2.2 x 2.8 cm hypoechoic mass 

• Located at the 10:30 position, 12 cm from the nipple

• Features include

• Indistinct margins

• Increased posterior acoustic transmission

• Heterogeneous breast parenchymal pattern

• No internal vascular flow

• Normal axillary lymph nodes

• Findings are suspicious despite partially cystic appearance



BI-RADS Assessment

• BI-RADS 4: suspicious abnormality

• Estimated malignancy risk: 2-95%

• Recommendation: Ultrasound-guided aspiration with possible core 
needle biopsy



Ultrasound-guided FNA and core biopsy



Ultrasound-guided FNA and core biopsy

FNA yielded ~10 cc of serosanguinous fluid. Core needle biopsy was performed. 

FNA cytology: malignant epithelial cells. 

Ki-67 proliferation index: 90%



Final Dx:

Poorly differentiated triple-negative invasive ductal 
carcinoma of the right breast



Case Discussion

Background

• Invasive ductal carcinoma (IDC) accounts for 70%–85% of all invasive breast cancers.1 

• Triple-negative breast cancer (TNBC) represents 8-13% of breast cancer cases.2

• TNBC is associated with younger age(<50 years), African American ethnicity, BRCA1/2 
mutations, higher parity without breastfeeding, early menarche, and family history of 
breast cancer.3,4,5

• IDC arises from ductal epithelial cells invading beyond the basement membrane.6 Absence 
of ER, PR, and HER2  (triple negative) results in high proliferative rates and aggressive 
behavior.1,2



Case Discussion

Diagnosis

• TNBC often presents as a palpable mass and may mimic benign lesions on mammography, 
contributing to delayed diagnosis.7,8 

• IDC is increasingly detected on screening, but TNBC is more often symptomatic at 
presentation.1

Management

• Neoadjuvant pembrolizumab + platinum-containing chemotherapy followed by adjuvant 
pembrolizumab is standard of care for stage II–III TNBC.9

Prognosis

• TNBC has an aggressive clinical course with peak recurrence risk in the first 3–5 years.1

• TNBC 5-year survival: localized 91%, regional 66%, distant 12%2



Case Discussion

Connecting to Case

• 48-year-old female is consistent with the younger age distribution of TNBC.3 

• The patient's presentation with a palpable mass rather than detection on screening 
mammography is characteristic of TNBC, which is frequently diagnosed after symptoms 
arise due to its rapid growth rate.7

• The poorly differentiated (grade 3) histology in this case is typical, as approximately 80–
85% of TNBCs are high grade.3,10

• Diagnostic imaging mammogram demonstrated a 3.0 cm oval isodense mass with 
indistinct margins located in the posterior upper outer quadrant of the right breast. FNA 
cytology confirmed triple-negative invasive ductal carcinoma. 

• The cystic appearance and serosanguinous aspirate highlight that malignancy should not 
be excluded in lesions presumed to be benign cysts.
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