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Abstract

Invasive breast carcinoma is the most common malignant breast tumor and remains a major 
global public health challenge, with high morbidity and mortality rates among women world-
wide. Early diagnosis relies on clinical assessment, imaging, and histopathological evaluation, 
while treatment requires a multidisciplinary approach. Invasive ductal carcinoma (IDC) ac-
counts for approximately 70–80% of invasive cases, most frequently metastasizing to regional 
lymph nodes and distant organs via lymphatic and hematogenous pathways.

We present a case of a 78-year-old female with a palpable retro areolar mass in the right breast, 
accompanied by nipple retraction, erythema, and peau d’orange appearance. Imaging, including 
mammography, CT, and ultrasound, demonstrated an irregular, multilobulated, hypoechoic le-
sion consistent with malignancy, while fine-needle aspiration biopsy confirmed invasive ductal 
carcinoma. Immunohistochemistry revealed strong estrogen receptor positivity (ER 90%) and 
weak progesterone receptor expression (PR 2%), suggesting a hormonally driven tumor subtype 
with therapeutic implications.

This case highlights the diagnostic value of multimodal imaging and histopathology in elderly 
patients, where delayed presentation, comorbidities, and low socioeconomic status may compli-
cate both the diagnostic process and access to timely treatment. It underscores the importance 
of early detection, sustained clinical suspicion, and a coordinated multidisciplinary approach to 
optimize outcomes in invasive breast carcinoma.

Keywords: invasive ductal carcinoma; multimodal imaging; peau d’orange; ER positive breast cancer.

Introduction

Invasive breast carcinoma remains one of the leading causes of cancer-related mortality among 
women worldwide, with a lifetime risk estimated at approximately one in eight women (1,2). It 
most commonly arises from epithelial cells of the ductal-lobular system and is characterized by 
stromal invasion and metastatic potential via lymphatic and hematogenous pathways (3,4). His-
tologically, invasive ductal carcinoma (IDC) comprises 70–80% of cases, while invasive lobular 
carcinoma accounts for 10–15% (3).
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The biological behavior and treatment approach are strongly influenced by molecular subtype, 
particularly the expression of estrogen (ER), progesterone (PR), and HER2 receptors, which 
guide targeted therapy and correlate with prognosis (5). Established risk factors include genet-
ic predisposition (BRCA1/2 mutations), hormonal influences, ionizing radiation, and lifestyle 
factors (5).

Clinical presentation varies from asymptomatic disease detected on screening to palpable mass-
es, nipple changes, or “peau d’orange” appearance due to lymphatic obstruction. Definitive di-
agnosis requires histopathology supported by imaging modalities such as mammography, ultra-
sound, MRI, and CT (3,4).

Elderly patients often present with diagnostic challenges due to delayed clinical evaluation, co-
morbidities, and atypical or advanced disease at presentation, complicating staging and treat-
ment decisions.

The aim of this case report is to present a case of  a 78-year-old female patient with invasive 
ductal carcinoma, which emphasizes the role of multimodal imaging, pathological evaluation, 
and clinical considerations in elderly patients.

Figure 1. Clinical and pathological staging pathway in breast cancer, illustrating the diagnostic sequence from 
cTNM evaluation to surgery and pTNM classification, guiding adjuvant therapy (6).

Case Presentation

A 78-year-old female patient with comorbidities of epilepsy and chronic heart failure presented 
with a firm palpable mass above the right nipple, which she noticed on self-examination. Due to 
her comorbidities and socioeconomic limitations, the patient was unable to fully care for her health. 
Upon clinical examination by her general practitioner, a firm, immobile retroareolar mass was con-
firmed, along with an enlarged right axillary lymph node (approximately the size of a walnut). 

The overlying skin was shiny and taut, with areas resembling ‘orange peel,’ moderate erythema, 
and nipple retraction. The patient underwent the following laboratory and imaging investigations:

•	Complete blood count, ESR, CRP, tumor markers (CA15-3, CEA)

•	Chest X-ray
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•	CT scan

•	Breast ultrasound

•	Fine-needle aspiration biopsy (FNAB)

Laboratory results, including tumor markers, were within normal limits. Chest radiography re-
vealed cardiomegaly. Mammography showed a retroareolar hyperdense multilobulated mass 
(Figure 2.a). Ultrasound confirmed a hypoechoic subcutaneous irregular lesion consistent with 
malignancy (Figure 2.c). CT imaging showed no abnormalities in the brain or skull. Left-sided 
pleural and pericardial effusions were present, with evidence of cardiomyopathy (Figure 2.b). 
Histopathological examination revealed a malignant epithelial neoplasm composed of atypical 
tumor cells with moderate nuclear pleomorphism forming tubular, cribriform, and focally pap-
illary structures. Sparse intratumoral lymphocytic infiltration was noted. Immunohistochem-
istry showed strong nuclear positivity for estrogen receptors (ER 90%) and weak positivity for 
progesterone receptors (PR 2%). The final diagnosis was invasive breast carcinoma.

        

                     a.                                                          b.                                                     c.
Figure 2. (a). Mammography showed retroareolar hyperdense multilobulated mass; (b.) Thoracic CT showed 

left-sided pleural and pericardial effusions, with evidence of  cardiomyopathy; (c.) ultrasound confirmed a hypo-
echoic subcutaneous irregular lesion.

Discussion

Invasive breast carcinoma remains the most common malignant breast tumor among women 
worldwide and continues to be a significant public health concern due to its high morbidity and 
mortality (1,2). Early diagnosis and treatment are crucial for improving outcomes, as prognosis 
is strongly influenced by tumor biology, stage at presentation, and timely initiation of therapy 
(3,5). In this case, a 78-year-old female presented with a palpable retroareolar mass, skin re-
traction, erythema, and a “peau d’orange” appearance—clinical features strongly suggestive of 
locally advanced breast carcinoma.

Diagnosis was established through multimodal imaging and fine-needle aspiration biopsy, con-
firming invasive ductal carcinoma, the most common histopathologic subtype of invasive breast 
cancer (3). The tumor demonstrated strong estrogen receptor expression (ER 90%) and weak 
progesterone receptor positivity (PR 2%), suggesting a hormonally driven subtype. However, 
low PR expression may correlate with more aggressive behavior and reduced response to endo-
crine therapy, commonly associated with luminal B biology (5). This highlights the importance 
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of molecular profiling in guiding therapeutic decisions.

A unique aspect of this case is the patient’s advanced age, comorbidities, and limited health-seek-
ing behavior, contributing to delayed presentation. Older patients often face diagnostic and 
therapeutic challenges, including reduced access to screening, limited social support, and high-
er treatment-related risks (7). These factors frequently result in late-stage presentation and re-
stricted management options, despite evidence that breast cancer incidence remains significant 
in elderly populations (2,4).

Importantly, due to her socioeconomic circumstances and personal limitations, the patient did 
not undergo surgical or oncological consultation following biopsy confirmation, and therefore 
no definitive treatment was initiated. This introduces a critical perspective: timely diagnosis 
alone is insufficient without access to treatment pathways. The gap between diagnosis and ther-
apy reflects systemic barriers that disproportionately affect elderly individuals, especially those 
with limited financial, social, or logistical support. Such disparities may influence survival rates 
independent of tumor biology, underscoring the need for public health strategies aimed at im-
proving healthcare accessibility for vulnerable populations (8,9).

Conclusion

Overall, this case highlights not only the diagnostic value of multimodal imaging and histopa-
thology in suspected breast malignancy but also the real-world challenges in managing elderly 
patients with limited access to care. It emphasizes the necessity of multidisciplinary coordina-
tion and social support interventions to ensure that diagnosis leads to meaningful treatment 
and improved outcomes. These findings highlight the need for targeted public health strategies 
aimed at vulnerable elderly populations, improved screening accessibility, and interventions 
that address social disparities in cancer care. Ultimately, multidisciplinary coordination and 
personalized treatment planning remain essential to improving outcomes in older patients with 
breast malignancies.
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