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Abstract

Breast ductal adenoma is a rare benign tumor of the breast that frequently occurs in women over 50 years-old, arising from
small to medium-sized ducts. �ere are many overlapping clinical, radiological and histological features with invasive breast
carcinoma, making the diagnosis di�cult. We report here a case of a 59-year-old woman presented with a breast palpable
mass, in whom, the histological and immunohistochemical studies led to the diagnosis of ductal adenoma.
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Introduction

Adenomas  of  the  breast  are  rare  benign  tumors
including  three  subtypes:  tubular,  lactating  and  ductal.
Ductal adenoma is a solid benign tumor involving small or
medium-sized  ducts.  It  usually  occurs  in  patients  over  50
years.  It  may  evolve  by  sclerosis  of  intraductal  papillary
lesion.  Ductal  adenoma  presents  as  a  palpable  lump  and
may mimic carcinoma, clinically and radiologically. �is is
why  meticulous  histological  study  is  essential  to  identify
this  lesion  as  benign  and  avoid  confusion  with  carcinoma
that is obviously of great practical importance.

Case report

A  59-year-old  woman  presented  with  a  palpable
mass of the right breast, �rst noted ten years earlier.

�ere  was  no  history  of  breast  pain  or  nipple
discharge.

Clinical  examination  revealed  a  4  cm  sized  �rm
mass  without  nipple  retraction  or  skin  change.  �ere  was
no associated axillary lymphadenopathy, and the left breast
was normal.
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A mammography showed a nodule of �uid density
with ill-de�ned margin and lobulated in places. Sonography
showed a hypoechoic, ill-de�ned nodule. �ese radiological
�ndings suggested malignancy (ACR 5).

Microbiopsy  was  made  twice  and  came  back  in
favor  of  tubular  adenoma,  supported  by  immune-
histochemical  study  (Figure  1a).

Due  to  the  discrepancy  between  histological  and
radiological  �ndings,  an  excisional  biopsy  was  performed.
Macroscopically,  the  nodule  was  unique,  �rm,  round,

whitish,  well  circumscribed  and  measuring  7  cm  in
maximum  diameter.

Histological  examination  showed  proliferative
glandular  structures  bordered  by  epithelial  and
myoepithelial  cells  within  a  central  area  of  dense  scar-like
�brosis.  �e  stroma  was  �brous  and  abundant,
compressing  the  epithelial  structures  and  reducing  their
lumen  giving  an  appearance  of  pseudo-invasive  streaks

(Figure  1b).  Adjacent  breast  parenchyma  exhibited
apocrine  metaplasia  (Figure  1c).

Figure 1 a: Tubular proliferation showing proliferative glandular structures bordered by a double layer of epithelial and myoepithelial cells
(Haematoxylin and eosin x100)

Figure 1b: Proliferative glandular structures bordered by epithelial and myoepithelial cells within a central area of dense scar-like �brosis.
(Haematoxylin and eosin x100)

Figure 1c: �e stroma was �brous and abundant compressing the epithelial structures and reducing their lumen giving an appearance of
pseudo-in�ltrative streaks. (Haematoxylin and eosin x200)

Figure 1d: Adjacent breast parenchyma exhibited apocrine metaplasia (Haematoxylin and eosin x100)

We  have  completed  by  immunohistochemical
study  to  identify  the  epithelial  and  myoepithelial  cells  by
using myoepithelial markers like SMA (Figure 2a) and p63
(Figure  2b).  SMA  was  also  positive  for  stromal

myo�broblasts.

Ductal  adenoma  diagnosis  was  retained.  Post-
surgery  evolution  was  favorable.
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Figure 2a: positive staining of tubular basal cells and stromal myo�broblasts with SMA antibody

Figure 2b: positive staining of tubular basal cells with p63 antibody.

Discussion

Ductal  adenoma  is  a  rare  and  benign  breast
proliferation. It mainly occurs in the sixth decade of life. It
was  initially  described  in  1984  and  called  “sclerosing
papilloma” in WHO 2012. Ductal adenoma is a solid benign
tumor involving medium- sized and small ducts, but rarely
involves  large  sized  ducts.  �ey  are  usually  unilateral,  but
may be bilateral in patients with Carney syndrome [1].

Ductal  adenoma  may  simulate  carcinoma,
clinically  and  radiologically.  �is  is  why  the  correct
histological  diagnosis  is  primordial  for  a  good patient  care
and to avoid confusion with carcinoma.

Ductal  adenoma  most  likely  derives  from
intraductal papilloma due to a myo�broblastic proliferation
resulting  in  loss  of  the  arborizing  papillary  architecture.
Besides,  the  studies  have con�rmed the  existence of  AKT1
mutations in both entities, supporting the close relationship
between them [2].

Clinically,  ductal  adenoma  usually  presents  as  a
palpable mass or with nipple discharge when large ducts are
involved. �e diagnosis can be made a�er several weeks or
even several years.

Mammography usually reveals a round mass, well
delineated  with  smooth  margins,  sometimes  with
calci�cations.  Breast  ultrasound  shows  well-de�ned  and
hypoechoic  nodule  with  posterior  enhancement  [3].

Macroscopically,  the  lesion  may  present  as  single
or  multiple  rounded  lesions,  measuring  between  0.5  to  5

cm. On cut surface, they are lobulated, whitish, with central
gray so�ening, and with gritty texture.

Histological  study  shows  an  adenomatous  benign
proliferation  surrounded  by  a  dense  �brous  wall.  It  is
composed of glands arranged in organized parallel pattern,
with centrifuge radiations from the center to the periphery.
�e glandular  structures  are bordered by a  double layer of
epithelial and myoepithelial cells, with moderate atypia and
rare  mitosis.  �ey  are  separated  by  a  �brous  stroma  that
may compress and obliterate them. �is “pseudo invasive”
aspect  can  lead  to  a  misdiagnosis  because  it  can  mimic
invasion  in  a  core  biopsy  [1].

So,  di�erentiation  into  epithelial  and  myoe-
pithelial  cells  is  the  most  important  feature  to  a�rm  the
benign nature of this lesion.

�e  adjacent  breast  parenchyma  may  show
sclerosing  adenosis,  cystic  duct  ectasia  or  apocrine
metaplasia which support the diagnosis. It is present in over
half of cases, like we have seen in our presented case.

�e  immunohistochemical  study  can  be  used  to
con�rm  the  presence  of  both  tubular  luminal  cells
(cytokeratin  +)  and  tubular  basal  cells  (PS100+,  SMA+,
p63+).  Stromal  spindle  cells  are  SMA+  and  Vimentin  +.
Negativity  of  p53  and low Ki67  support  the  benign  nature
of this lesion [2].

All  this  re�ects  the  importance  of  providing  a
detailed  interpretation  of  the  histological  feature  to
distinguish  ductal  adenoma  from  invasive  breast
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carcinomas  (Table  1:  Ductal  adenoma  VS  invasive carcinoma) and allow the patient a correct treatment which
consists of a simple surgical excision.

Table 1: Ductal Adenoma; Invasive carci- noma

Feature Ductal Adenoma Invasive carcinoma

Margins Circumscribed margins Irregular margins

Low power pattern Lobulocentric Haphazard, in�ltrates around normal
ducts

Relationship of glands Usually back-to-back Separated by stroma

Adipose tissue
can involve adipose tissue, but the adipocytes do

not appear to be disrupted by the tubules.
o�en invade into adipose tissue and

disrupt the adipocytes

Glands
Distorted, elongated, compressed lumens, no

snouts Angulated, open lumens, apocrine snouts

Myoepithelial cells Present Absent

DCIS Usually absent Usually present

Conclusion

Ductal  adenoma  is  an  uncommon  benign  tumor
and  can  clinically,  radiologically  and  even  histologically
simulate  malignancy.  �erefore,  a  careful  interpretation  of
histological  �ndings  is  essential  to  minimize  the  very  real
danger of confusion with carcinoma.
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