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Breast swelling and erythema  
in a teen
An ED doctor suspected a cat scratch was to blame and 
prescribed antibiotics. A week later, though, the patient 
developed dyspnea. 

A 19-year-old nulliparous Caucasian 
woman came into our family practice clinic; 
she was concerned about redness and swell-
ing that had developed in her left breast  
2 weeks earlier. She’d gone to a local emergen-
cy department 8 days ago with similar com-
plaints, and was treated with azithromycin 
and cephalexin for presumptive mastitis and 
possible cat scratch disease. Despite the anti-
biotics, she said that her symptoms had wors-
ened; she’d developed a dry cough, dyspnea, 
general malaise, and a fever of 100.6°F. 

The patient was a former smoker and had 
asthma as a child. She said her mother had 
been diagnosed with premenopausal breast 
cancer at age 31. She also indicated that she 
had a cat and that it might have scratched her 
arm prior to the onset of symptoms.

On exam, the patient was afebrile but 

tachycardic at 140 beats per minute. She had left 
axillary lymphadenopathy. Her left breast was 
indurated, erythematous, and generally edema-
tous (FIGURE 1). There was no nipple discharge or 
evidence of trauma to the skin. The patient had 
decreased breath sounds at the bases. 

A breast ultrasound (obtained to evalu-
ate for possible abscess) showed only diffuse 
edema—but no abscess. A chest x-ray (FIGURE 2) 
showed an anterior and middle mediastinal soft 
tissue mass with a left-sided pleural effusion. 

The patient was admitted to the hospital 
for further evaluation. 

●  WhaT is youR diagnosis?

●  hoW Would you TReaT This 
paTienT?
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FIGURE 1 

Induration, erythema, and diffuse  
edema of left breast

FIGURE 2 

Chest x-ray reveals left pleural 
effusion, mediastinal mass
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1.1% of all breast tumors and 1.7% to 2.2% of 
all extranodal non-Hodgkin lymphomas.7 

Initial evaluation should be directed to-
ward the most likely etiologies of the symp-
toms and should include breast ultrasound, 
blood cultures, and serologies—such as Bar-
tonella—as history dictates. 

Once more common causes of unilateral 
breast swelling are excluded, less common 
etiologies, such as duct ectasia, mammary 
adenosis or fat necrosis, and blunt force trau-
ma, should be considered. 

z Due to the age of our patient, mastitis 
was initially high on the differential; however, 
when she did not respond to antibiotic ther-
apy, other causes for her symptoms had to 
be considered. An ultrasound (noted earlier) 
ruled out a breast abscess. Blood cultures and 
serologies were negative. Punch skin biopsies 
of the patient’s breast showed no evidence of 
carcinoma, making inflammatory breast can-
cer less likely. 

Imaging studies to start, 
then biopsy
Many imaging modalities can aid in the diag-
nosis of DLBCL and help determine the ex-
tent of involvement for staging of the disease. 
These modalities include plain radiograph; 
CT, magnetic resonance imaging, and posi-
tron emission tomography (PET) scans; and 
lymphangiograms. Confirmatory diagnosis 
of DLBCL is best made by excisional tissue 
biopsy. Bone marrow biopsy is also used to 
help determine staging and management af-
ter initial diagnosis.8 

Survival hinges on chemotherapy
Survival without treatment in patients with ag-
gressive DLBCL can be measured in months. 
Combination chemotherapy with cyclophos-
phamide, doxorubicin, vincristine, and pred-
nisone (the CHOP regimen) increases the 
disease-free survival rate to between 35% and 
45% at 4 years.9 The addition of rituximab has 
further increased survival in adult patients.10 
While the optimal number of treatment cycles 
remains unclear, 6 to 8 cycles are typically giv-
en prior to PET imaging to assess for response. 

Consider radiation. Some patients ben-
efit from the addition of radiation to their 

Diagnosis: 
Diffuse large B-cell lymphoma
This patient had Stage IV-B diffuse large  
B-cell lymphoma (DLBCL), diagnosed by 
computed tomography (CT)-guided biopsy 
of the mediastinal mass. DLBCL is the most 
common histological subtype of non-Hodg-
kin lymphoma (NHL), accounting for ap-
proximately 30% of NHL cases.1,2 

Patients with DLBCL typically present 
with a rapidly enlarging mass in the neck 
or abdomen. Thirty percent of patients will 
have systemic “B” symptoms, including fever, 
weight loss, and night sweats.3 DLBCL can be 
highly invasive and may cause compression 
of the airway and lymphatic or circulatory 
vessels. While dysphagia, hoarseness, breast 
swelling, chest pain, and cough can be among 
the presenting symptoms, superior vena cava 
syndrome is the most common complication 
and occurs in 30% of patients.3 The lymphatic 
obstruction seen in lymphoproliferative dis-
ease can produce lymphedema. 

In this patient, diffuse lymphadenopathy 
in the subpectoral and axillary region caused 
lymphatic obstruction and breast edema. 
Extra-nodal disease occurs in up to one-third 
of cases.4 DLBCL can be involved in virtu-
ally any tissue, including breast, bone, testes, 
skin, liver, central nervous system, uterus, 
and gastrointestinal tract.5 

z the national Cancer Institute reports 
that between 2004 and 2008, the US age- 
adjusted incidence rate for non-Hodgkin 
lymphoma was 19.8 per 100,000 men and 
women per year.6 Incidence varies by ethnic-
ity (Caucasians have the highest rate) and in-
creases with age (median age at diagnosis is 
66 years with a male predominance).6 

Consider infection  
early on in the differential 
The differential diagnosis for unilateral breast 
swelling and lymphadenopathy includes in-
fection and malignancies. Potential infectious 
etiologies include acute bacterial mastitis, cat 
scratch disease, and breast abcess. Malignant 
causes include inflammatory breast cancer 
and primary malignant lymphoma. Primary 
malignant lymphoma of the breast is rare, 
with an estimated prevalence of 0.04% to 

Survival without 
treatment in 
patients with  
aggressive  
diffuse large 
B-cell lymphoma 
can be measured 
in months.



The jouRnal of family pRacTice  |   noVemBeR 2011  |   Vol 60, no 11

chemotherapy regimen—particularly those 
with bulky disease.1 After completion of the 
planned treatment of DLBCL, a one-month 
follow-up physical exam with labs and a  
2-month follow-up PET/CT scan should be 
obtained to evaluate response. 

It took many scans and tests 
to arrive at a Dx 
The patient’s CT scan showed a large ante-
rior mediastinal mass with central necrosis, 
diffuse lymphadenopathy, a large left-sided 
pleural effusion, and multiple pulmonary 
nodules. Cytologic evaluation of pleural fluid 
did not show evidence of carcinoma. A fine 
needle aspiration of the substernal mass un-
der radiologic guidance was performed, and 

histology was consistent with DLBCL. Fur-
ther testing confirmed that disease was pres-
ent both above and below the diaphragm, 
leading to the diagnosis of Stage IV-B DLBCL. 

z Our patient. The patient was treated 
with a chemotherapy regimen of rituximab-
cyclophosphamide, vincristine, prednisone, 
and doxorubicin every 2 weeks for a total of 
5 cycles.

Vincristine was discontinued after  
2 weeks when the patient developed a Grade 
2 peripheral neuropathy at her fingertips. The 
patient is currently in remission.                 JFP
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