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Abstract 

Fibroadenoma is the most commonly diagnosed benign tumour in adolescents and young women. It 

constitute 20 % of all benign breast tumours. Spontaneous infarction in fibroadenoma is rarely seen. We report 

three such cases of spontaneous infarction of fibroadenoma over varied age groups which posed us with 

diagnostic dilemma at our every step. The possibility of this entity should be considered while diagnosing the 

breast lumps. 
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1. Introduction 

Fibroadenoma is a benign tumour arising 

from the epithelium and stroma of the terminal duct 

lobular unit. Secondary changes include 

hyalinization, calcification, ossification, myxoid and 

apocrine squamous metaplasia.[1]
 
Infarction is a very 

rare complication; which occurs during pregnancy, 

lactation, after fine needle aspiration procedure or 

trauma. The entity poses a diagnostic dilemma of 

inflammatory lesions and inflammatory carcinoma 

breast due to their similarities in clinical 

manifestation and cytological features.[2]-[4] Herein 

we report three such cases which posed clinical and 

diagnostic difficulty and our experience resolving 

them 
 

2. Case report 

2.1 Case 1 

A 20 year unmarried lady presented to 

surgical outpatient department (OPD) with one 

month history of painful lump in the left breast, 

which was gradually increasing in size. On 

examination there was a tender, ill-defined mass in 

the left upper and outer quadrant of the breast 

measuring 4.5X4 cm. The mass was firm on 

palpation with redness of skin. There was no history 

of fever, trauma or prior fine needle aspiration 

procedure. Nipple discharge, retraction or axillary 

lymphadenopathy was not seen. Other breast was 

normal. Clinical diagnosis of acute- mastitis of the 

breast was considered and patient was started with 

antibiotics. After a week, patient showed no 

resolution of symptoms and hence FNA was 

suggested. Fine needle aspiration of the lump showed 

extensive areas of haemorrhage, necrosis; few 

clusters of atypical cells and occasion inflammatory 

cells. Exact opinion could not be given on FNAC and 

hence excision biopsy of the lump for 

histopathological examination (HPE) was suggested. 

Prior preoperative investigations were within normal 

limits. Day care surgery with excision of lump was 

performed. On macroscopic examination of excised 

lump, the specimen was found to be an encapsulated 

grey-white mass measuring 4X3.5X3 cms. Cut 

surface showed a grey-brown area measuring 2X2 

cms with small cystic areas and extensive 

haemorrhage. 

   On microscopic examination of 

Haematoxylin and eosin(H&E) stained sections 
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showed extensive areas of haemorrhage and ischemic 

necrosis in central area with surrounding cellular 

fibroblastic stroma enclosing glandular and cystic 

spaces lined by flattened epithelium. The periphery 

showed retained outlines of the intralobular pattern 

along with congested small vessels and areas of 

haemorrhage. No inflammatory cells or cellular 

atypia were evident. Histological diagnosis of 

spontaneous subtotal infarction of fibroadenoma of 

the left breast was made. Patient remained stable till 

date. 

2.2 Case 2 

22 year female herring from rural area 

presented to surgical OPD with one month history of 

painful right breast lump. She neither had a history of 

pregnancy, lactation nor trauma. Clinical diagnosis of 

fibroadenoma was made and suggested FNA. Patient 

underwent FNAC which on repeated aspiration 

yielded only haemorrhagic material and scant 

necrosis. No opinion was possible hence asked for 

excision and HPE for confirmation. Histopathology 

revealed encapsulated tumour with extensive areas of 

haemorrhage and ischaemic necrosis. A tiny area of 

ghost architecture of intracanalicular epithelial 

pattern and stromal tissue was noted. No 

inflammatory cells or cellular atypia was seen. 

Histological diagnosis of fibroadenoma with total 

infarction of the breast was made. Patient was lost on 

follow up. 

2.3 Case 3 

41 year female, home maker presented to 

surgical OPD with left breast lump with sudden 

increase in size. On examination irregular lump 

measuring 4x3 cm and firm to hard in consistency, 

was found. The other breast was normal. Axillary 

lymphnodes were not palpable. The clinical diagnosis 

of carcinoma breast was made and FNA was asked. 

On FNA, cytology showed few atypical ductal cells 

and large areas of haemorrhage. A diagnosis of 

suspicious for carcinoma was reported considering 

the clinical and age factors. Excision biopsy was 

asked for HPE confirmation. HPE revealed extensive 

areas of haemorrhage and focal granulation tissue 

with surrounding cellular fibroblastic stroma 

enclosing glands. No inflammatory cells or cellular 

atypia were evident. Histological diagnosis of 

spontaneous subtotal infarction of fibroadenoma left 

breast was made. Patient is stable till date. 

 
Figure 1: Cytology picture of 1

st
 case 

1a: Cluster of atypical cells (H&E, 40X) 

1b: Showing extensive areas of necrosis with few inflammatory cells surrounding (H&E, 40X) 

 
Figure 2: a-Gross cut surface of grey white nodular mass showing a gray-brown area measuring 2x2 cm with tiny 

cyst and extensive areas of haemorrhage 

b,c,d: H&E section showing extensive areas of hemorrhagic infarction with few viable intracanalicular and 

pericanalicualr ducts at the periphery (4x) 
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3. Discussion 

Fibroadenomas (FAs) are the most common 

benign tumor of the female breast constituting 

approximately one-third of all benign breast lesions. 

They can occur in women of any age, but the peak 

incidence is seen in second and third decade of 

life.[1]
 
Spontaneous infarction within fibroadenoma 

is a rare complication of benign breast tumour. It 

constitutes the most characteristic example of 

necrosis of the breast tissue.[2][4] 

Delaure and Redon in 1949 were the first to 

describe spontaneous infarction in fibroadenoma 

lumps in young females[5]. Infarction within a 

fibroadenoma of the breast is an uncommon entity, 

noted in 0.5% to 1.5% of all cases including those 

seen in pregnant and lactating women[2][5]. In the 

present study 3 cases of infarction were reported 

among 373 cases of fibroadenoma over a period of 

three years accounting to 0.9% which is similar to the 

other studies. 

The most frequent clinical manifestation is a 

painful breast lump; other presentations which draw 

the patient attention are lump with irregular margins, 

fixity to underlying structures, skin tethering, nipple 

discharge and axillary lymphadenopathy. These 

features lead to the clinical misdiagnosis of an 

inflammatory or a neoplastic lesion.[6][9] Similar to 

the present study, wherein all the three cases 

presented with painful breast lump and one case was 

clinically diagnosed as acute mastitis and other as 

carcinoma breast. 

Many authors have put forward the possible 

theories behind the pathogenesis of infarction of 

breast like the trauma caused during needling 

(FNAC) procedure which in turn leading on to 

thrombosis of vessels and hence infarction. These 

kinds of post FNAC infarction are also noted in other 

organs like thyroid, lymphnodes and salivary 

glands[3][4]. Spontaneous infarction within 

fibroadenoma occurs frequently during third trimester 

of pregnancy and lactation. The possible explanation 

being, during these physiological conditions there 

may be relative ischemia in hyperplastic tumor tissue. 

Few authors have hypothesizes the possibility of 

mechanical factors, that fibroadenoma being a mobile 

tumor undergoing torsion and ischemia.  

Also some vascular lesion leading on to the 

formation of thrombosis may also result in infarction 

of fibroadenoma. There are some conditions of the 

breast that can be complicated by infarction, such as 

intraductal papilloma, phylloides tumor, and sporadic 

cases occurring in patients who are on anticoagulant 

drugs.[6][10] 
Inspite of these hypotheses the etiology 

for infarction remains to be a mystery. In the present 

study too, all the three cases had no inciting insults 

which may result in infarction hence diagnosed as 

spontaneous infarction. 

The commonest investigation followed for 

breast lumps is FNAC[6][12]. The predominant 

cytopathological features of infarction in a 

fibroadenoma are plenty of singly scattered round to 

oval cells which do not possess any atypical features, 

many ghost-like epithelial cells in a necrotic 

background. To the authors’ knowledge, extensive 

search revealed, all cases of spontaneous infarction of 

fibroadenoma have been misdiagnosed either as 

carcinoma breast or an inflammation lesion like 

abscess/mastitis. The necrosis commonly seen in 

these conditions differ by presence of abundant 

neutrophils in mastitis.[13]
  

In malignancy, a confirmed diagnosis 

should be given only when necrosis and also viable 

cells with prominent nuclear atypia, nuclear 

irregularities, prominent nucleoli and mitosis are 

seen. If in cases of suspicion, guarded report with 

suggestion of re-aspiration or needle biopsy is a 

must.[6][12]
 

Another commonest inflammatory 

lesion is tuberculous granulomatous mastitis in our 

country but its differentiation is possible by the 

presence of epithelioid cell granulomas, 

multinucleated giant cells, lymphocytes and ZN stain 

of AFB positivity help in successful diagnosis.[6]-

[8],[11]-[14]  

Other commonest differential being duct 

ectasia, but clinical presentation of subareolar cord 

like mass helps in the correct 

diagnosis.[6][8],[11][12][15] 
In the present study 

too, one of the case showed only necrosis and other 

case revealed few atypical cells which compelled to 

diagnose as suspicious carcinoma breast. Hence 

diligent and conscientious search for the viable tissue 

is required to rule out other differentials and for the 

confirmed diagnosis of infarction of 

fibroadenoma[6][8][11][12][15]. 

Histopathological examination is the 

confirmatory investigation for infarction of 

fibroadenoma which shows abundant areas of 

ischemic necrosis, haemorrhagic areas with partial or 

no retain of the architecture of the fibroadenoma. 

There should be no inflammatory cells or atypical 

cells. In the present study too, two of the cases were 

diagnosed with subtotal and a single case of total 

spontaneous infarction of breast was made. 

Treatment by local excision is adequate for this 

lesion and under no circumstances should 

mastectomy be performed without histological proof 

of malignancy[2]-[4],[6]-[8],[11],[12] 
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4. Conclusion 

    We reported three cases over varied age 

groups who had no etiologic factors aiding infarction; 

hence they were diagnosed as spontaneous infarction 

in a fibroadenoma of the breast. It is an uncommon 

complication within fibroadenoma and poses 

diagnostic dilemma at every step, hence diligent 

search and possibility of this entity is a must during 

the diagnosis of breast lump. 
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