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Recurrent Primary Fibromatosis in the Breast: A Case Report
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Fibromatosis is a rare benign tumor that presents predominantly as a unilateral, pain-
less, palpable, and firm to hard mass which may be accompanied by skin dimpling and
nipple retraction. It is characterized as an infiltrating fibroblastic and myofibroblastic
proliferation that can behave in a locally aggressive fashion if incompletely excised.
However, it is not known to metastasize. We report a case of a 39-year-old female
with recurrent fioromatosis in the breast. Initially, the mass was detected by a screen-
ing mammography. It appeared as an oval mass and recurred twice after surgical exci-

sion over a 36-month period with a more suspicious appearance.
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INTRODUCTION

Fibromatosis tumor of the breast is an extremely rare entity.
It is a benign stromal tumor of the breast that constitutes less
than 0.2% of all breast tumors (1). Although histologically be-
nign, this tumor is locally aggressive and may recur in up to
29% of cases (2). Fibromatosis can occur at any age, but most
commonly appears in the fourth decade of life.

Fibromatosis is subdivided into two major groups; superficial
(fasical) and deep (musculoaponeurotic). Deep fibromatoses
are genetically distinct from superficial fibromatosis. Features
of deep fibromatosis are rapidly growing, usually large in size
and involve to deeper structures. The etiology of fibromatosis is
unknown but an association with Gardner’s syndrome or surgi-
cal trauma has been reported. Failure to accurately diagnose fi-
bromatosis leads to local recurrence after incomplete excision.

Breast fibromatosis arises in underlying fibroaponeurotic fas-
cia of the pectoralis rather than in the breast parenchyma. We

report a case of a recurrent primary tumor confined to breast.

submit.radiology.or.kr

J Korean Soc Radiol 2012;66(3):287-291

Received August 16, 2011; Accepted November 21, 2011
Corresponding author: Youn Jeong Kim, MD
Department of Radiology, Inha University Hospital, Inha
University School of Medicine, 7-206 Sinheung-dong
3-ga, Jung-gu, Incheon 400-711, Korea.

Tel. 82-32-890-2769 Fax. 82-32-890-2743

E-mail: kimyj@inha.ackr

*This work was supported by an INHA University
Research Grant.

Copyrights © 2012 The Korean Society of Radiology

The purpose of this report is to describe a case of breast fibro-
matosis which recurred after surgical excision and appeared as

malignancy.

CASE REPORT

A 39-year-old female who had a 1.5-cm mass in the left breast,
which was detected by a screening mammography was referred
to our clinic for an ultrasound. Ultrasound shows an ill-de-
fined, oval inhomogeneously mixed echoic mass, measuring
1.5 cm at the 12 oclock-position (Fig. 1A). The mass was cate-
gorized as BI-RADS 3 (probably benign). She underwent a sur-
gical excision as per her wishes. A hostologic analysis revealed
an ill-defined lesion, which presented as a slightly myxoid stro-
mal change between preexisting mammary lobules and prolif-
eration of spindle-shaped immature fibroblasts forming vague
fascicles in slightly myxoid stroma (Fig. 1B). She was diagnosed
with a fibromatosis.

In her routine follow-up after 1 year, the patient reported
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feeling a small-sized (0.6 cm), palpable lump at the excision site
of her left breast and that lump was a non-tender mass. Ultra-
sound showed a well-circumscribed, round hypoechoic mass
(Fig. 2A). It was considered as a BI-RADS 3 (probably benign)
and a short term (six-month) follow-up was recommended.
On serial follow-up ultrasounds, the mass morphed into a lob-
ular shape and had a taller than wider mass (Fig. 2B, C). Final-
ly, the mass was categorized as BI-RADS 4a (suspicious for ma-
lignancy) and was recommended for a biopsy. A 14-gauge core
needle biopsy was performed with ultrasound guidance. The
result was adenosis and stromal fibrosis. Despite this result, im-
aging findings led to excision for a definite diagnosis. The his-
tology result was fibromatosis, which is a solid mass with a stel-
late appearance and peripheral entrapped breast lobules, and is
composed of the fascicular growth of more mature fibroblasts
in collagenous stroma (Fig. 2D). No evidence of carcinoma was
seen. Immunohistochemical staining for smooth muscle actin
and [B-catenin were positive and S-100 protein was negative and
the CD 34 was focally positive. Histologic examination of the
lesion revealed a recurrent fibromatosis which formed mass.
After 1 year, she complained of the second recurrent lump in
the same site. Ultrasound showed a 1.5 cm, ill-defined, irregu-
lar mass with peripheral halo which was typical findings of ma-
lignant mimicking fibromatosis (Fig. 3). Recurrences were treat-
ed by wide reexcision and 1-cm negative margins were acquired.
The histology was fibromatosis which extended into surround-
ing fat and glandular parenchyma. She is currently two years

out from her last wide excision and she remains disease free.

DISCUSSION

Mammary fibromatosis is a rare, benign, nonmetastasizing
stromal tumor. Fibromatosis presents as a palpable mass that is
clinically suspicious for malignancy. Dimpling or retraction of
the skin may be present, and the mass may adhere to the chest
wall. The etiology of fibromatosis is poorly defined. Fibromato-
sis may occur sporadically but also may occur after trauma or a
previous surgical procedure such as breast reduction (3) or breast
augmentation (4). Fibromatosis was reported in a patient with
familial adenomatous polyposis syndrome, or Gardner syn-
drome (2). Nonetheless, few cases have been reported (1). Un-
like abdominal desmoid tumors, mammary fibromatosis does
not appear to be associated with pregnancy (2). Most cases are
reported in women, though there have been rare cases in men.

On sonography, fibromatosis typically appears as a solid, spicu-
lated or microlobulated, irregular hypoechoic mass with straight-
ening and tethering of Cooper ligaments, which is very difficult
to differentiate from a malignant lesion. Calcifications are rare-
ly associated. Involvement of the pectoralis muscle or intercos-
tal muscles may be identified, indicating the locally aggressive
nature of fibromatosis.

Primary fibromatosis which has been reported in the English
language literature are available in 11 cases (Table 1) (5-15).
Primary fibromatosis has more often occurred to male (4 of 11)
than thought. When those are divided to less than 1.5 cm, two of
four cases were defined as a lobular hypoechoic mass on ultra-

sound and two cases were taller than wide, and the irregular

1)

A

Fig. 1. A 39-year-old woman with a non-palpable mass in the left breast.

A. Ultrasound shows an ill-defined, oval inhomogeneously mixed echoic mass (arrows), measuring 1.5 cm at the 12 o'clock-position.
B. Pathology reveals an ill-defined, slightly myxoid stromal change which is present between preexisting mammary lobules (arrows) without

mass formation (Hematoxylin-Eosin stain, x 12.5).
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C
Fig. 2. A 39-year-old patient who developed a recurrent mass.

So0-Jin Lim, et al

A. At 12 months after operation, ultrasound shows a 0.6 cm revealed a well-circumscribed, round homogeneously hypoechoic mass (arrow) at

the scar.

B. At 16 months after surgery, the mass is changed into a lobular mass (arrow) on 6 months follow up.

C. At 24 months after the operation, the mass (arrow) had a taller than wide appearance and an angular margin.

D. Pathology reveals an ill-defined solid mass with a stellate appearance and peripheral entrapped breast lobules and is composed of fascicular
growth (arrows) of more mature fibroblasts in the collagenous stroma (Hematoxylin-Eosin stain, x 200).

masses with spiculated margin. All fibromatosis was 1.5 cm
had typical features of infiltrating fibromatosis. Smaller masses
tended to be a less spiculated irregular shape and weren't ad-
herent to the pectoralis muscle.

Our cases are small (less than 1.5 cm) lesions. The first lesion
is primary fibromatosis, which presented as ill-defined, irregu-
lar lesion. The second and third lesions are recurrent fibroma-
tosis, which progressed to a mass with malignant features on
imaging. In addition, imaging findings are correlated to patho-
logic findings. Their differences entail whether the lesions form
the mass or not. We don’t know how toclassify changes in mor-
phology, but we can assume supposed to be by the effect of op-
eration and progress in growth as time goes by. If previously re-
ported cases were detected earlier, those might be shown as a
benign mass like our case.

MRI is helpful for determining tumor extent, and in particu-

lar, chest wall invasion. The masses are isointense to muscle on
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Fig. 3. A recurrent mass at 36 months after the first operation. The
mass shows a 1.5-cm, ill-defined, irregular mass (white arrow) with a
peripheral halo (black arrows) of fibromatosis as a benign mass mim-
icking malignancy.

T1-weighted images (WI) and of variable high signal intensity
on T2-WI. After chemotherapy or radiation therapy, or both,
areas of decreased T1 and T2 signal intensity developped, sug-
gesting decreased cellularity and increased dense fibrosis. The

enhancement pattern is generally one of a benign progressive
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Table 1. Eleven Cases of Primary Breast Fibromatosis

Case No Age/Sex Imaging Adherent to Pectoralis Site Size (cm)
1 53[F Il defined, lobular Not Left Small (?)
2 26[F Taller than wide, irregular mass Not Left 1cm
3 40/M [Il defined, lobular Not Left 1cm
4 45/M Spiculated, irreqular, taller than wide ? Left 1.3cm
5 25(F Spiculated, irreqular Yes Left 2cm
6 46[F Il defined, round Not Right 23cm
7 72IM Irregular mass Yes Right 25¢cm
8 47IM Irreqular, posterior shadowing Yes Left 35cm
9 72[F Il defined, irreqular Yes Left 4cm

10 20/F Spiculated, irregular Yes Right 10cm
Left 4cm
1 28JF Irreqular Yes Left ?

enhancement, as opposed to the typical washout kinetics of
breast carcinoma (4). However, an enhancement pattern can be
variable.

Microscopically, an infiltrative stromal process occurs, and is
composed of fibroblasts or myofibroblasts, or both, with little to
no nuclear pleomorphism and variable amounts of collagen.
Mitoses occur rarely to none (2). Lymphoid aggregates often may
be seen at the periphery of the lesion. Mutations in the adenoma-
tous polyposis coli and -catenin pathway are important in the
pathogenesis of mammary fibromatosis and are similar to des-
moid tumors in the abdomen that are called deep fibromatosis
(16). Most cases have shown no estrogen receptor or progester-
one receptor positivity, although low estrogen receptor or pro-
gesterone receptor reactivity has been shown in patients with fa-
milial adenomatous polyposis (3).

The differential diagnosis in pathology includes metaplastic
carcinoma of spindle cell type, low-grade fibrosarcoma, and nod-
ular fasciitis (2). Metaplastic carcinoma has an invasive or in
situ malignant ductal component. Fibrosarcomas show marked
cytologic pleomorphism and increased mitotic activity com-
pared with mammary fibromatosis. Nodular fasciitis contains
abundant inflammatory cells dispersed in the loose, myxoid
stroma, and multinucleated cells can be present.

Local recurrence of fibromatosis is common. Although re-
currence may develop in patients with negative margins, recur-
rence rates are high in patients with positive margins. Over 60%
of margin positive cases recurred within 1 year from the initial
surgery (2). Since fibromatosis of the breast is such a rarely re-
ported event in the literature, no clear-cut guidelines have been

established to define what exact standards should be applied to
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the definition of a complete wide local excision. As with the
surgical management of breast cancer or phyllodes tumor, a
wide excision with a 3-cm surgical margin from the tumor is
therefore recommended.

Margins may be clinically difficult to assess during the surgi-
cal procedure because of the infiltrative nature of fibromatosis.
Frozen sections may be helpful to determine clear margins.
However, if the patient had a previous biopsy, differentiating
between mammary fibromatosis and the prior biopsy site may
be difficult.

Because of chest wall infiltration, a resection of the chest wall,
which includes the ribcage, and because of large or extensive
recurrences, mastectomies may be necessary. Thus, failure to rec-
ognize fibromatosis or misdiagnosis as scar tissue by a previous
breast excision may potentially lead to more radical surgery.

In conclusion, we report a recurrent case of breast fibromato-
sis showing the evolution from an ill-defined irregular lesion
like a benign mass, to a taller than wide mass which mimics a

malignant mass on an imaging study.
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