ALGORITHM FOR BREAST MASS PALPATION
Postmenopausal Patient
(with dominant mass)

Premenopausal Patient

Cyst Aspirated
Nonbloody fluid

Questionable mass
“thickening”

Residual mass

Dominant mass

Bloody fluid
Mammogram &
biopsy

Yes

No

Fluid reaccumulates

Mass persists

Reexamine follicular
phase menstrual cycle

Aspiration

Cyst
(see Fig. 108-3)

Mass gone

525

ALGORITHM FOR CYST MANAGEMENT
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Approach to a palpable breast mass.

weeks, during the follicular phase of the menstrual cycle. Days 5–7 of
the cycle are the best time for breast examination. A dominant mass
in a postmenopausal woman or a dominant mass that persists through
a menstrual cycle in a premenopausal woman should be aspirated
by fine-needle biopsy or referred to a surgeon. If nonbloody fluid is
aspirated, the diagnosis (cyst) and therapy have been accomplished
together. Solid lesions that are persistent, recurrent, complex, or
bloody cysts require mammography and biopsy, although in selected
patients the so-called triple diagnostic technique (palpation, mammography, aspiration) can be used to avoid biopsy (Figs. 108-1, 108-2,
and 108-3). Ultrasound can be used in place of fine-needle aspiration
to distinguish cysts from solid lesions. Not all solid masses are detected
by ultrasound; thus, a palpable mass that is not visualized on ultrasound must be presumed to be solid.
Several points are essential in pursuing these management decision
trees. First, risk-factor analysis is not part of the decision structure. No
constellation of risk factors, by their presence or absence, can be used
to exclude biopsy. Second, fine-needle aspiration should be used only
in centers that have proven skill in obtaining such specimens and analyzing them. The likelihood of cancer is low in the setting of a “triple
negative” (benign-feeling lump, negative mammogram, and negative
fine-needle aspiration), but it is not zero. The patient and physician
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The “triple diagnosis” technique.
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must be aware of a 1% risk of false negatives. Third, additional technologies such as magnetic resonance imaging (MRI), ultrasound, and
sestamibi imaging cannot be used to exclude the need for biopsy,
although in unusual circumstances, they may provoke a biopsy.
THE ABNORMAL MAMMOGRAM
Diagnostic mammography should not be confused with screening
mammography, which is performed after a palpable abnormality has
been detected. Diagnostic mammography is aimed at evaluating the
rest of the breast before biopsy is performed or occasionally is part of
the triple-test strategy to exclude immediate biopsy.
Subtle abnormalities that are first detected by screening mammography should be evaluated carefully by compression or magnified views. These abnormalities include clustered microcalcifications,
densities (especially if spiculated), and new or enlarging architectural
distortion. For some nonpalpable lesions, ultrasound may be helpful
either to identify cysts or to guide biopsy. If there is no palpable lesion
and detailed mammographic studies are unequivocally benign, the
patient should have routine follow-up appropriate to the patient’s age.
It cannot be stressed too strongly that in the presence of a breast lump
a negative mammogram does not rule out cancer.
If a nonpalpable mammographic lesion has a low index of suspicion, mammographic follow-up in 3–6 months is reasonable. Workup
of indeterminate and suspicious lesions has been rendered more
complex by the advent of stereotactic biopsies. Morrow and colleagues
have suggested that these procedures are indicated for lesions that
require biopsy but are likely to be benign—that is, for cases in which
the procedure probably will eliminate additional surgery. When a
lesion is more probably malignant, open biopsy should be performed
with a needle localization technique. Others have proposed more
widespread use of stereotactic core biopsies for nonpalpable lesions
on economic grounds and because diagnosis leads to earlier treatment
planning. However, stereotactic diagnosis of a malignant lesion does
not eliminate the need for definitive surgical procedures, particularly
if breast conservation is attempted. For example, after a breast biopsy
with needle localization (i.e., local excision) of a stereotactically diagnosed malignancy, reexcision may still be necessary to achieve negative
margins. To some extent, these issues are decided on the basis of referral pattern and the availability of the resources for stereotactic core
biopsies. A reasonable approach is shown in Fig. 108-4.

Chapter 108 Breast Cancer

“Benign”

Biopsy

BREAST MASSES IN THE PREGNANT OR LACTATING WOMAN
During pregnancy, the breast grows under the influence of estrogen,
progesterone, prolactin, and human placental lactogen. Lactation is
suppressed by progesterone, which blocks the effects of prolactin.
After delivery, lactation is promoted by the fall in progesterone levels,
which leaves the effects of prolactin unopposed. The development
of a dominant mass during pregnancy or lactation should never be
attributed to hormonal changes. A dominant mass must be treated
with the same concern in a pregnant woman as any other. Breast
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