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Introduction

Fibroadenoma is a common tumor prevalent in the second and 
third decades of life however it may occur at any age.1 De-
spite its benign nature the increased risk for breast cancer 

studies.2

and stromal components.3
adenoma occurs in just 0.1% of cases. Its malignancy usually orig-
inates from the epithelial component, most of which are in situ. On 

an even rarer phenomenon as there is only one possible report in 
the literature.4 

Case Report

The patient was a 58-year-old woman who discovered a mobile, 

during breast self-examination. Her mammography showed a 
lobulated mass in the same quadrant. The mass had a well-circum-

was resected with a safe surgical margin of 1 cm.
Gross appearance of the specimen revealed a rather well demar-

latinous area surrounded by breast fatty tissue, which was 4 cm in 
greatest diameter (Figure 2).

Figure 1. Mammography mediolateral and craniocaudal views that show a 

Figure 2. Gross appearance of the specimen showed an oval grey creamy 

growth composed of malignant epithelial cells with sparse gland 
formation. Also present were mucin lakes in which tumor cells 
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nests (Figure 5). Immunohistochemistry studies were negative 
for estrogen receptor (ER), progesterone receptor (PR) and HER 

cells which favored the mucinous subtype of invasive ductal car-
cinoma (Figure 6).

Figure 3.

Figure 4. High power view of intracanalicular growth pattern of the 

Figure 5.

Figure 6. a) b) Negative estrogen 
receptor (ER); c) Negative progesterone receptor (PR); d) Negative HER 
2neu.

Discussion

with a peak incidence at the age of 42.2 years. This is approxi-
5 This 

may prompt clinicians to choose a proper follow up policy for 

lignancy transformation by clinical, radiological and pathological 
investigations.

In the comprehensive review by McDivitt et al., 50% of 26 carci-
in situ lobular carcino-

ma, 11% were invasive lobular, 22% were in situ ductal carcinoma 
and the remainder were invasive ductal carcinoma.6 However, in a 
more recent study by Diaz et al. on 105 malignant cases, there were 
equal numbers of LCIS (lobular carcinoma in situ) and DCIS (duc-
tal carcinoma in situ

7 To the best of our knowledge the only muci-

8 Similar to the 
presented case, invasive ductal carcinoma of the mucinous subtype 

9,10 Interestingly 
however, in the current case, the mammographic changes were 

standing increased risk of breast cancer and malignancy transfor-
mation of epithelial and stromal components. Numerous authors 

tients younger than a certain age. The age threshold  for conserva-
tive treatment varies among studies and is reported to be 25, 35, 
and 45 years of age.11–13 The presence of hyperplasia in adjacent  

of breast cancer increase the long-standing risk of invasive breast 
cancer.2,14

complexity or hyperplasia in adjacent tissue, it would be logical 

nancy.15 Ultimately, malignant changes in the epithelium or stroma 

a b
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in the otherwise normal breast5,16 and therapy should be the same 
17 As malignancy 

years can prevent possible epithelial progression to malignancy.

a random biopsy of the contralateral breast in addition to an ipsilat-
eral mastectomy is advised6 as carcinoma develops in the contra-
lateral breast in 20% of these cases.18

-
-

sions at-risk of malignancy transformation, particularly in women 
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