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Abstract
Multicentric multifocal infiltrating ductal carcinoma poses a different approach to diagnostic workup
and treatment compared to unifocal breast cancers. This is significant especially when discussing
lymph node involvement, biological receptor chemo-based therapy and breast conservative surgery.
In this case, a patient presented with unilateral right bloody nipple discharge, diagnosed with
multicentric multifocal hormone receptor positive infiltrating ductal carcinoma, and performed
lymph node biopsy and simple mastectomy. The patient was then followed with radiation therapy.
We will discuss the different presentations of breast cancers and receptor status in multifocal breast
carcinomas and how we treated it from a surgical perspective.
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Background
We report a case of multicentric multifocal infiltrating ductal carcinoma of the right lower
breast. The two interesting topics in this case are the presentation of the patient and evaluating the
receptor status in multifocal breast cancer.
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Breast carcinoma is the most common malignancy in females, and the most common subtype
is Ductal Carcinoma In Situ (DCIS) [1]. This type of cancer initiates in the mammary ducts and
invades fatty tissues within the breast [1]. It may present as a lump or mass; skin or nipple changes;
rash or redness of breast; or lymphadenopathy [1]. Our patient presented with spontaneous
bloody nipple discharge and was found to have infiltrating ductal carcinoma. Spontaneous bloody
nipple discharge has been found to be more strongly associated with papilloma breast cancers [2].
Papilloma was the most common diagnosis in breasts with bloody SND and was more common
than in breasts without [2]. Even though the patient had spontaneous bloody nipple discharge
that was not papilloma but infiltrating ductal carcinoma, it has been reported that breast cancer
can present with nipple discharge only; however, a palpable mass is usually identified in patients
experiencing nipple discharge [1]. Based on the evidence of presenting with nipple discharge only,
the patient would be further evaluated diagnostically in a similar manner or undergo a period of
‘watchful waiting’. The conclusion of the type, stage and grade of breast carcinoma would be made
to differentiate further evaluation and treatment.

Case Presentation
A 54 year old female with past medical history of diabetes mellitus type II, hypertension, COPD,
gout, hyperlipidemia, and Obstructive Sleep apnea presented to the outpatient office with right
unilateral bloody nipple discharge. There was no complaint of palpable lump, history of previous
trauma or infection. Patient’s social history is significant for non-smoker, non-alcoholic drinker, and
negative family history of breast. On physical examination, breasts were symmetric with no palpable
breast masses or nipple discharge noted, and no generalized or axillary lymphadenopathy. Patient
then underwent a diagnostic mammography that showed 3 vague densities in the right lower breast.
An ultrasound guided biopsy was obtained of the 3 vague masses in right lower breast at the 9 o’clock
position 6 cm to 8 cm from the nipple, the 8 o’clock position 4 cm from the nipple and the 3 o’clock
position 8 cm from the nipple. Biopsy results from all 3 foci showed infiltrating ductal carcinoma.
Pathologic grade of the foci was Grade 2. An MRI of the breasts was then performed which showed
multicentric multifocal malignancy involving both lower quadrants of the right breast and no
evidence of axillary or internal mammary adenopathy or evidence of malignancy in the left breast.
A simple mastectomy of the right breast was then performed. A sentinel lymph node biopsy was
taken during the surgery and resulted negative for metastasis with negative margins. Three lymph
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nodes were identified as radioactive positive, sent for pathology and
resulted negative for involvement. No further lymph node dissection
was indicated at that time. Upon further pathologic evaluation of
the right breast specimen, one intramammary lymph node in the
axillary tail was identified as positive for micrometastasis. IHC was
performed and showed ER + at 85%, PR + at 65% and HER2 at 0%.
“PROSIGNA” an oncotype test was performed with scores of 55%
and 24% chance recurrence in 10 years. No further axillary dissection
as indicated as the multicentric size of each tumor was small and the
size of the micrometastasis was small with no extranodal extension.
Patient is undergoing radiation therapy to cover the micrometastasis.
Chemotherapy was not performed given the patients co-morbidities.
The post-operative course was uncomplicated. The patient was then
followed by radiation oncology for radiation therapy to the right
breast [3].

The patient’s last screening mammography was unknown. It is
unknown that if the patient had screening mammography’s annually,
a breast carcinoma would have been detected prior to onset of clinical
symptoms of nipple discharge.
Multicentric multifocal infiltrating ductal carcinoma presents
an interesting case as in concerns to management. Today, breast
conservation therapy is more popular in the management of women
with breast cancer. However, with regards to multifocal breast
carcinoma, it is thought that simple or modified radical mastectomy
would be a safer option to ensure complete excision of the carcinomas
and any possible positive lymph nodes. Performing a lumpectomy
on each mass would be disfiguring to the patient’s breast and open
the possibility to not completely extracting all cancerous cells or the
patient could possibly have other cancerous foci that are not detected
on prior imaging studies.

Conclusion

Due to proper investigation and timely intervention, that patient
was diagnosed and had successful removal of all foci of breast cancer.
The patient is currently in good health and is undergoing radiation
therapy to the right breast and axilla. Due to the patient’s history of
COPD, on temporary oxygen, that patient is not a good candidate for
chemotherapy.

Breast cancer is the second leading cause of death in the USA.
Widespread use of mammography has caused an increase in early
detection of breast carcinoma and a decrease in mortality rates [1].
If breast cancer is suspected from a mammogram, other diagnostic
tests are used to confirm it [1]. In this case, the patient presented
with clinical symptoms of nipple discharge which warranted further
evaluation with mammography, US guided biopsy and MRI of the
breasts. Nipple discharge is a common complaint accounting for up to
5% of referrals to a breast clinic [1]. There have been some studies that
show nipple discharge alone is not usually a sign of breast cancer, and
recommend a period of observation prior to the patient undergoing
oncologic surgery [4]. While this case had nipple discharge with no
associated underlying palpable breast mass, that patient did have an
abnormal mammography, which conferred further workup for breast
carcinoma. Cytology of the nipple discharge in this patient was not
performed as there was not enough nipple discharge to collect at the
time of examination. However, per patient report that discharge was
bloody in nature. Histopathology from previous studies revealed all
patients with RBC- positive nipple discharge had benign disease- 47%
had intraductal papilloma and 53% had duct ectasia [4]. No patient
with occult malignancy had RBC-positive discharge [4]. Therefore,
in this patient’s case, presenting with nipple discharge that was
diagnosed to be infiltrating ductal carcinoma provides and interesting
and unique presentation of breast carcinoma.
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