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Microglandular adenosis of the breast is a benign proliferative lesion, and is a rare
subtype of adenosis. The pathologic findings and clinical symptoms can mimic
those of breast cancer. Microglandular adenosis has been frequently associated
with invasive carcinoma and in situ carcinoma of the breast. Many reports have de-
scribed a spectrum of the lesions, ranging from microglandular adenosis to cancer
arising from microglandular adenosis. However, most of them have focused on the
pathology, and there are a few cases that report imaging findings. In the present
case, we report the imaging and pathologic findings of a ductal carcinoma in situ
arising in microglandular adenosis. A 57-year-old woman detected a palpable mass
in her left breast. Mammogram showed an ill-defined irregular isodense mass, and
sonogram showed hyperechoic irregular mass with indistinct margin. The patient
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underwent breast conserving surgery and adjuvant radiotherapy.

INTRODUCTION

Microglandular adenosis (MGA) of the breast is a rare be-
nign proliferative disease of the breast (1). The condition arises
due to infiltrative proliferation of small round glands lacking
myoepithelial cell layers, which may mimic breast cancer. This
subtype of adenosis has been more frequently associated with
invasive carcinoma and in situ carcinoma than the other forms
of adenosis in the breast. Several reports have described a spec-
trum of the lesions, ranging from MGA to atypical MGA and
cancer arising from MGA (2, 3). In the present work, we report
the imaging and pathologic findings of a ductal carcinoma in

situ arising in MGA.

CASE REPORT

A 57-year-old woman visited our hospital for the operation of
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a palpable mass in the left breast. She detected the mass inciden-
tally 1 month ago and underwent core biopsy concerning the
mass in a local clinic. The histology report said that the section
showed nodular growth consisted of lobules of mature adipo-
cytes and hyperplastic lobules, suggestive of hamartoma. She
wanted to remove the mass because of its large size. The mass
was firm and ill-defined on palpation. Surgeon performed a sim-
ple lumpectomy about the mass, based on the pathology report.
The mass was hardly separated from the surrounding tissue dur-
ing the operation. The confirmed pathology was a ductal carci-
noma in situ arising in MGA. We reviewed the imaging study.
Mammogram showed an ill-defined irregular isodense mass
in the left breast (Fig. 1A). Some amount of fat was present
within the lesion but no distinct margin or pseudocapsule was
present. Suspicious microcalcifications were not noted in the
mass. On a sonogram, a 4.5-cm irregular mass was demon-

strated with indistinct margin in the left outer peripheral breast.
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The echogenicity of the mass was predominantly hyperechoic
with some heterogeneously isoechoic areas (Fig. 1B, C). Abnor-
mal lymph nodes were not noted in both axillae.

Consequently, the patient underwent breast conserving sur-
gery of the left breast. The cut surface of the mass showed the
adipose tissue with an irregular, whitish, firm area in the central
portion. Microscopic findings showed round or solid glandular
structures, infiltrating the fibrous septa and fatty mammary stro-
ma. The small glands were lined by a single or multiple layers of
atypical epithelial cells, as suggestive of atypical MGA. The
large coalescent glands showed expansile growth with obliterat-
ed lumens and marked cellular atypia, consistent with in situ
carcinoma (Fig. 1D, E). Invasion was not present. The tumor
cells were positive for cytokeratin 7, S-100 protein (Fig. 1F), but
negative for estrogen receptor, progesterone receptor and Her2/
Neu. Most of the myoepithelial cells were negative for the
smooth muscle actin on immunohistochemical staining (Fig.
1G). Permanent pathology confirmed a ductal carcinoma in
situ arising in MGA. The patient was treated with adjuvant ra-

diotherapy after the operation.

DISCUSSION

Microglandular adenosis (MGA) of the breast is an extremely
rare proliferative benign condition. All of the reported cases of
MGA are women subjects with the age range from 28 to 82
years, with the majority being in between 45-55 years old (4, 5).
The most common symptom of MGA is a palpable breast mass
or breast thickening. Pathologically, the lesion consists of small
round glandular structures with open lumens containing eosino-
philic secretions, distributed in a hypocellular dense collagenous
or fatty mammary stroma. A single layer of cuboidal epithelial
cells lines the round glands without surrounding myoepithelial
cell layer. Immunohistochemical stains demonstrate the glands
of MGA, expressing S-100 protein and lacking myoepithelial lay-
er with negative smooth muscle actin. Based on these clinical
and histologic findings, MGA is likely to be confused with well-
differentiated breast cancer, which presents as an aggressive his-
tological feature. Progression to breast carcinoma has been re-
ported in up to 27% of patients with MGA (4-6).

There have been several reports on imaging findings of MGA

Fig. 1. A 57-year-old woman with a left palpable mass.

A. Mammogram shows an ill-defined irregular isodense mass on the left breast (arrows). Some amount of fat is present within the lesion.
B, C. Sonogram shows an irregular mass with indistinct margin (arrows). The echogenicity of the mass is predominantly hyperechoic with some

heterogeneously isoechoic areas.

D. Microscopic finding shows solid type intraductal carcinoma extending to microglandular adenosis (H&E, x 100).

E. Transition from uncomplicated microglandular adenosis (arrows) to in situ carcinoma (arrowheads) is clearly noted (H&E, x 200).
F. The glands of microglandular adenosis and the tumor cells strongly express S-100 protein (x 200).

G. Most of myoepithelial cells are negative for smooth muscle actin on immunohistochemical staining (x 400).
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and carcinoma from MGA. Kim et al. (7) reported that MGA
showed ill-defined low echoic lesion on sonogram. Sabaté et al.
(8) reported the imaging findings of MGA in the BRCA1 mu-
tation carrier. The mass showed parallel hypoechoic mass with
relatively well-defined margins, irregular borders, discrete mi-
crolobulations and angular margins. The mass was presented as
hyperintense on T2-weighted image and showed homogeneous
intermediate contrast enhancement with gradual delay en-
hancement. Lee et al. (9) reported the imaging findings of inva-
sive ductal carcinoma arising in atypical MGA. The mass was
presented as hyperdense mass with indistinct margins and
pleomorphic microcalcifications on a mammogram. It was in-
compressible on sonogram with irregular shape and hypere-
chogenicity.

In our case, fat component was demonstrated on both, the
mammogram and sonogram. The majority of the mass has
shown hyperechogenicity on a sonogram, which is an unusual
finding to diagnose malignancy, because hyperechogenicity of
the breast lesion is the most sensitive benign sonographic char-
acteristics. Fat component and hyperechogenicity could be
evocative of hamartoma. Choi and Ko (10) reported the inva-
sive ductal carcinoma in a mammary hamartoma and summa-
rized previously described 15 cases. Among the 15 cases, 12
carcinomas were located within the hamartoma and the re-
maining three carcinomas involved both the hamartoma and
adjacent normal breast tissue. The majority of the cases showed
typical appearance of hamartoma on mammogram and/or so-
nogram, and had suspicious findings within the hamartoma.
Typical hamartoma is a circumscribed fibrofatty mass with
pseudocapsule, and is easily separated from the surrounding
tissue from the operation. However, the mass, presented in our
case, had no typical findings of hamartoma on both, imaging
and operation. The only finding similar to hamartoma was the
fat component. The mass had severe adhesion with surround-
ing tissue on the operation, and there was not any pseudocap-
sule on pathology. Therefore, hamartoma related lesion could
be excluded on differentiation.

Linda et al. (11) reported that 0.4% of the malignant lesions
were hyperechoic and all of them were palpable. They suggest-
ed finding suspicious sonographic signs, because the hypere-
choic malignant lesions were more likely to have noncircum-

scribed margin and nonparallel orientation. On the review of
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the imaging study in our case, we found the suspicious findings
of an ill-defined margin and irregular shape, which we had
missed on the initial evaluation. Our case was composed with
intraductal carcinoma, infiltrating the fatty mammary stroma
and fibrous septa. We presumed that the adipose tissue within
the mass caused the sonographic hyperechogenicity.

In summary, MGA is a benign proliferative disease of the
breast and has a spectrum from typical MGA to carcinoma aris-
ing from MGA. Although additional study is necessary to set up
the characteristic imaging findings of this tumor, they may tend
to show suspicious finding in typical MGA, as well as in carcino-
ma arising from MGA. Any suspicious finding should not be

overlooked in an attempt to diagnose malignancy.
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